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EXECUTIVE SUMMARY
PILOT AIM
The aim of the Better Health at Work (BHAW) pilot project was to provide a comprehensive,
free and confidential occupational health and safety (OH&S) support service for both small and
medium sized enterprises (SMEs) and employees of small and large firms. The service was
designed to reduce the incidence of work-related ill-health, to facilitate more proactive
approaches to OH&S by SMEs and workers and to build a robust partnership with service
providers to promote OH&S and facilitate rehabilitation and job retention.
DESCRIPTION OF THE PILOT
The Kirklees BHAW pilot project was established through a partnership between Kirklees
Council, three Kirklees primary care trusts (later amalgamated as a unitary Kirklees Primary
Care Trust), Jobcentre Plus and the Health and Safety Executive (HSE). The Kirklees BHAW
project was managed on a day-to-day basis by the Kirklees Council’s Environmental Services
section. Six staff (including two safety advisers and two occupational health advisers) were
employed on the BHAW project.
The BHAW project provided a multifaceted approach to occupational health and safety support
that included three interlinked and complementary services:
• A telephone adviceline and website providing OH&S support and guidance to
businesses and employees across the Kirklees locality. The adviceline also offered
clients signposting to other support services, such as the Arbitration Service (ACAS),
Jobcentre Plus, and Citizens Advice Bureau (CAB). In addition, leading up to the
introduction of England’s Smoke-free legislation, the adviceline took on an additional
capacity as a Kirklees smoke-free legislation advisory service, providing local support
for businesses and residents.
• Occupational health advice provided to workers on both a proactive or reactive basis.
Opportunistic contacts with individuals not actively seeking occupational health advice
outside the workplace (e.g. in GPs’ surgeries and at public events) was the core of the
proactive work. Reactive support was provided to individuals who sought advice via
referrals (e.g. by a GP or through self-referral). Where appropriate, clients were given
advice and guidance about health and safety legislation and preventative occupational
health actions and strategies. A range of leaflets providing more detailed information
(e.g. HSE guides to coping with work-related stress) were available and the advisers
also referred clients to other local services such as ACAS, CAB and Jobcentre Plus.
• Occupational health and safety support and advice, delivered on site to SMEs and their
employees. Safety adviser contacts included an initial assessment of an SMEs’ needs
and the production of a bespoke action plan developed by the adviser and agreed by the
employer representative (e.g. plans to improve the control of specific risks and/or to
draw up a comprehensive health and safety policy). There were follow-up visits at
which progress was reviewed.
The BHAW partnership set out two main targets against which to assess progress of the project:
•

SME contacts: an annual target of 90 SMEs to be signed up for OH&S support;

•

Employee contacts: an annual target of 500 employees to receive advice, information
and support.
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The BHAW service was also designed to contribute to the Local Public Service Agreement
target for reductions in new Incapacity Benefit claims (by two per cent over two years) and
working days lost (by three per cent over three years).
THE BETTER HEALTH AT WORK PARTNERSHIP
A number of advantages accrued from the alliance between the BHAW project and senior
figures from the statutory authorities. The different backgrounds, knowledge, and expertise of
the project board members provided valuable insights which helped to shape and steer the
project and facilitated its alignment with other service providers and related policy
developments in the partner organisations.
The importance of BHAW establishing links with third party organisations that could influence
the behaviour of SMEs was apparent. For example, BHAW’s referral links with local authority
enforcement officers provided valuable contacts with SMEs and potentially an additional driver
to encourage the less motivated SMEs, particularly those with no third party pressures, to use
the service.
Following a concerted effort to establish partnership working between BHAW and other
organisations, the project became well connected with other support services across Kirklees
and facilitated the evolution of a referral network. The benefits that emerged from partnership
working for the project included:
• GP surgeries facilitated access to their surgery waiting rooms, where OH advisers could
speak to their patients;
• GPs provided a steady flow of referrals of patients with occupational health concerns;
• Local authority enforcement officers encouraged SMEs to engage with the service.
MARKETING
A range of marketing activities were developed to promote the BHAW project and encourage
organisations and individuals to use it. Direct mailings, followed up with telemarketing and
direct calls were the most effective means of recruiting SMEs to the safety advisor service.
Referrals by enforcement staff also proved effective and as the project developed, word of
mouth recommendations increased in importance in directing SMEs to the service.
The most effective means of recruiting individual workers was direct approaches to individuals
attending GP surgeries or events. The meetings and presentations with key stakeholders in
health centres, whilst labour intensive, were crucial in developing and establishing a referral
network that provided access to workers with work-related health issues.
ADVICELINE
At the outset, the adviceline was viewed as a primary route into the service. During the first 27
months of operation 342 contacts were made, with 266 from businesses and 77 from
individuals. There were on average 38 contacts per quarter and the average length of calls was
just under 11 minutes. Enquiries did increase significantly in the run up to the introduction of
the new smoke-free legislation in July 2007, with more than double the average number of calls
received in the April-June 2007 quarter, and demonstrated that triggers such as legislative
changes could stimulate interest.
The number of calls to the adviceline was lower than originally anticipated. Calls from local
businesses seeking advice tended to focus on queries about safety policies, risk assessments and
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statutory requirements for health and safety. In contrast, enquiries from individuals more
commonly sought information about occupational health issues.
OCCUPATIONAL HEALTH ADVICE TO EMPLOYEES
Occupational health advisers provided occupational health and safety advice and support for
1501 Kirklees employees over 27 months through a range of activities (consultations, advice,
presentations). This equated to a rate of 667 contacts per annum and exceeded the target of 500
employee contacts per annum. Eight hundred and thirty two consultations were achieved with
clients and the majority of these (65%) were opportunistic consultations at GP surgeries. Most
clients received short consultations that lasted around ten minutes and where appropriate,
follow-up information was provided (e.g. written details of regulations or risk control
measures). Approximately ten per cent of clients received in-depth consultations (lasting up to
one hour), where more detailed advice and/or support counselling was provided.
A wide array of support topics were addressed during consultations and included advice on
employee rights and current OH&S legislation, information about the employer’s duty of care
for their employees, work-life balance, Working Time Regulations, maternity rights, sickness
absence and return to work. The advisers discussed exposure to workplace risks and hazards
and work-related health conditions. Around three quarters of the clients reported exposure to at
least one work-place hazard with stress (39%), temperature (29%) and manual handling (27%)
being the most commonly cited types of hazard. Over half of the clients who received a
consultation identified at least one illness/condition which they had suffered from during the
previous 12 months and nearly a third of those believed it was work related. The most
commonly reported work-related health concern was stress (18%). Tiredness (14%), back pain
(12%) and disturbed sleep (6%), symptoms that have co-morbidity with stress, were also
prevalent. Around one in ten workers reported that they had been absent from work in the
previous twelve months as a result of a work related illness. The average time taken off work
was twenty-five days.
Around three quarters of the individual workers contacted in a follow up survey confirmed that
the advice provided during the consultation had helped in increasing their knowledge about
health in the workplace and confidence in dealing with health problems or concerns. Increased
knowledge and confidence had resulted in changes in the workplace where:
• Around a third of clients mentioned they subsequently had discussions in the workplace
(either with colleagues or managers/supervisors) leading in some cases to changes in
work practices;
• Around a third also reported taking measures themselves to improve their work
situations such as changing activities, changing their workstation or taking breaks.
The advice had a perceived impact upon work-related health concerns with:
• Over half of the 75 individuals who had a work-related health concern confirming that
following the consultation with the adviser they were better able to cope with the
symptoms they were experiencing;
• Half of the 74 individuals reporting a symptom confirming that the advice and guidance
had stopped their symptoms worsening;
• More than a third of the 65 participants who had identified a work related illness
reporting that the advice and guidance received had reduced their need to visit their GP
as often.
In-depth interviews with a selection of clients referred for OH support suggested that the service
was highly valued and that it had, in some cases, been successful in supporting them in their
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return to work. Overall, the feedback confirmed that service users generally valued the
opportunity to interact with an independent, local occupational health support service.
ADVICE AND SUPPORT TO SMEs
One hundred and forty seven SMEs were recruited to receive safety advice and support during
the first 24 months and represented 82 per cent of the agreed target of 180. There was a low
take up of occupational health support from SMEs which may have been due to perceptions that
they did not need advice and support on occupational health issues. The safety advisers worked
with 123 organisations.
The impact of the service was monitored via a series of forms completed by both the SA and the
SME. Whilst good return rates were received for the initial forms, the number of final
assessment forms submitted was low and weakened the assessment of the service impact.
Complete paperwork was only available for 52 of the 123 organisations. In a further 20 cases,
support was on-going by the end of the assessment period. In 51 cases, final forms were not
received (so there was no way of measuring the impact of the service) or the SAs had
terminated the support because of lack of progress towards achieving the agreed action plan. On
the basis of final safety adviser assessments and taking into account the 20 SMEs where work
was ongoing, 59 per cent of the SMEs (n = 123) were deemed to have acted on or to be acting
on the advice provided.
At the initial visit the SMEs were considered to be most in need of support with risk
assessments (54%), written safety policies (29%), manual handling risks (26%), fire risks and
assessments (24%), slip and trip risks (18%), training (17%) and hazardous substances (15%).
Feedback from the advisers highlighted the challenges in keeping SMEs on board where SMEs
had other pressing work commitments and where the extent of the changes required were
perceived to be time consuming. The barriers which prevented SMEs from improving their
health and safety arrangements included the perceived additional time and resources required to
undertake OH&S interventions.
In examining the impact on the 52 SMEs that did engage and worked with the SA to achieve the
agreed action plan there was a positive outcome with 51 of the 52 SMEs demonstrating
improvements in their health and safety standards. On average the SA’s made four visits to
each of these organisations. Analysis of management data indicated that:
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•

At the initial assessment around a quarter of these SMEs were judged to have a
good/excellent understanding of risk control measures. At sign off, all but six SMEs
were assessed as having good/excellent understanding.

•

Forty two of the SMEs which completed the support perceived that the advisers’
support resulted in a beneficial impact on a number of key features of their health and
safety systems (e.g. health and safety control measures and management). In addition,
most reported that there were improvements in the level of workers’ knowledge and
expertise and employer/manager knowledge and expertise.

•

There was evidence of some improvements in occupational health measures, namely
systems to monitor work related ill health, arrangements for modifying work activities
and occupational health training. These were assessed as the least well developed
practices in SMEs when support commenced and continued to be the least developed on
completion.

Those SMEs which engaged and completed the BHAW support believed that their workplace
had benefited from the input of the safety advisers. The practical advice about risk controls was
regarded as valuable by the SMEs. Promoting the benefits of work-based occupational health
advice and guidance to SME owners/managers remains a challenge and reinforcing the business
case for investment in occupational health may assist in changing perceptions.
Responses about the quality of the service were very positive and the characteristics that were
singled out for comment were that the safety advisers were ‘a good critical friend’ and had
provided a systematic approach to improving OH&S systems.
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1
1.1

INTRODUCTION

RESEARCH AIMS AND OBJECTIVES

The overall aim of this research was to examine the delivery of support and advice by the Better
Health at Work (BHAW) pilot project to small and medium sized businesses and workers (from
any sized organisation) located within the local government district of Kirklees, West
Yorkshire.
Specifically the research was designed to examine the extent to which the BHAW services:
•
•
•
•
1.2

Raised awareness of good practices in occupational health and safety amongst SME
employers and employees.
Improved work practices and reduced the prevalence and/or impact of work-related
ill health.
Transferred knowledge to small and medium size enterprises and enabled them to
embed improved occupational health and safety practices.
Built partnership arrangements with other service providers.
POLICY CONTEXT

The publication of Revitalising Health and Safety (HSC, 2000) and Securing Health Together
(HSE, 2000) highlighted the need for cross cutting, multi-agency approaches to providing
occupational health and safety services and support to meet the occupational health and safety
challenges faced in the modern working environment. For example, these documents
highlighted the implications of expanding service and small enterprise sectors and the need for
improvements in rehabilitation for work. Confirming a desire to address current health and
safety challenges, HSE made a commitment to improve occupational health and safety support
provisions through working in partnership: ‘We will develop innovative partnerships in the
public and private sectors to develop the provision of occupational health and safety support
locally, regionally or by sector according to need. At the core of this support will be the
principle of proactive management of health risks’ (HSE, 2004, p.7).
The ambitious programme set out in the Securing Health Together and Revitalising documents
translated into a range of activities. A Securing Health Together Support Programme Action
Group was established to advise on the development of occupational health and safety (OH&S)
support services. The group put forward recommendations for an OH&S support model for
free-of-charge core services - adviceline support, and workplace visits from an occupational
health adviser - augmented by a referral network to other specialists (e.g. occupational hygiene
experts, ergonomists, employment advisers, disability advisers) whose services would be paid
for by the employer.
The HSE undertook to test the model of support through three pilot projects. The first project,
Constructing Better Health, was launched in October 2004. The project was designed to
improve the occupational health and welfare of construction workers through construction
worker health checks and improvements in workplace risk management. The second project and
the subject of this report, the Better Health at Work (BHAW) project was launched in 2005 to
address the OH&S support needs of small and medium size enterprises (SMEs) and individuals
across the Kirklees locality. The third project was a large pilot, Workplace Health Connect,
designed to build capacity of SMEs to reduce the incidence of key occupational health issues
(e.g. stress and musculoskeletal disorders). The service provided a free national adviceline
1

taking calls from SMEs and employees and an option for two problem solving workplace visits
for SMEs. This was launched in February 2006 and service delivery ended in Feb 2008.
1.3

STRUCTURE OF THE REPORT

The report is organised into 10 chapters. Chapter 2 provides an introduction to Kirklees Better
Health at Work project. Chapter 3 outlines the research design chosen to carry out the research.
The diverse methods that were selected to track the pilot project are described, along with a
discussion of the samples and other methodological issues. The main research findings are
reported in Chapters four to nine. Chapter 4 describes the BHAW partnership and draws on
interviews conducted with representatives from the main BHAW partnership organisations.
Chapter 5 describes the BHAW approach to marketing and assesses the impact. Chapter 6
discusses the results that emerged from a telephone survey and focus groups with Kirklees
SMEs. This information provides detailed insights into SME practices and attitudes to OH&S.
The BHAW adviceline was designed to be one of the main access points to the project. Its takeup and usage is described in Chapter 7. Chapter 8 provides detailed insight into the
occupational health advisers’ activities and presents research findings from a number of data
sources. Similarly, Chapter 9 draws upon a range of research findings and assesses the impact
of the workplace safety advisers. Finally, Chapter 10 summarises and reflects on the main
conclusions from the previous chapters.

2

2

THE KIRKLEES BETTER HEALTH AT WORK PILOT
PROJECT

The Kirklees BHAW project was established through a local authority strategic partnership
comprising Kirklees Council (KC), three Kirklees primary care trusts (PCT) (later amalgamated
as a unitary Kirklees Primary Care Trust), and Jobcentre Plus. A Project Board was set up with
representation from three local service providers, the local authority’s environmental services
section, the local PCT, and the local Jobcentre Plus office. In addition, the partnership board
included two representatives from the initiative’s primary funding organisations, the Health and
Safety Executive and the Kirklees Neighbourhood Renewal Unit. Day-to-day management of
the project was undertaken by Kirklees Council’s Environmental Services section.
Kirklees is made up of many urban and rural communities with a resident population of
393,000. Huddersfield is the largest of the Kirklees communities, and is the centre of the local
authority’s administration. There are an estimated 13,300 employers in Kirklees, with
approximately 4000 identified as SMEs with more than 5 and less than 250 employees.
Kirklees has a resident working population of approximately 161,000 workers, with a working
age employment rate of 78 per cent (Kirklees MC, 2006).
2.1

BHAW AIMS & OBJECTIVES

The aim of the BHAW partnership was to improve local provision of occupational health and
safety support through a free and confidential advice service for both SMEs and individuals.
The service was designed to encourage and assist SMEs and workers to improve their health
and safety policies and practices to reduce the incidence of work related ill-health and injury.
The project aimed to address government ambitions and targets for improving health and wellbeing at work (see: HSC, 2000; HSE, 2000; HM Government, 2005). The aims were to be
achieved by collaborating with other service providers and agencies and building a referral
network of OH&S support to:
• provide free OH&S advice and support for SMEs and workers;
• provide baseline assessments of needs for SMEs;
• improve levels of health and safety compliance through the development of risk control
measures and workers’ health and safety competencies;
• facilitate more proactive approaches to OH&S by SMEs and workers;
• help with rehabilitation and job retention;
A key priority for the partnership was to contribute to some of the targets set out by the Kirklees
Local Public Service Agreement (LPSA). This is an agreement between an individual local
authority and the government 1 to deliver specific improvements in performance.

1

The LPSAs place an emphasis on partnership working. Kirklees Council were expected to collaborate
with key partners in local areas when setting out priorities for improvement (for further information on
LPSAs see: ODPM 2003, 2005). The BHAW Partnership was closely involved in negotiations with the
Office of the Deputy Prime Minister and the DWP to agree the LPSA targets. Its subsequent agreement
and inclusion in the Local Area Agreements was an important accomplishment for the BHAW
partnership.
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The relevant LPSA targets for 2005/6 were:
• Reduce number of successful new claims for Incapacity Benefit by one percent (from
5542 to 5487).
• Reduce number of working days lost by 1.5 per cent (from 2,172,000 to 2,139,420).
The relevant LPSA targets for 2006/7 were:
• Reduce number of successful new claims for Incapacity Benefit by further one per cent
(to 5432).
• Reduce number of working days lost by further 1.5 per cent (to 2,106,840).
There was a common belief amongst the partnership representatives that despite the small scale
of the project it had the potential to contribute to the LPSA target reductions in new Incapacity
Benefit claims and working days lost.
2.2

BHAW TARGETS

Funding for the project derived from five different sources and the partnership and project team
therefore had multiple funding-related targets and requirements. The BHAW partnership
provided ongoing support and recommendations intended to support progress of the project in
meeting a range of targets.
2.2.1

Targets for improving occupational health and safety management in
SMEs
One of the key priorities for the project was to improve occupational health and safety
management in SMEs. Based on benchmarks identified from earlier HSE research (Pilkington
et al., 2002) the project was tasked with bringing about SME improvements in: hazard
identification; formal risk assessment; OH&S information provision to employees; occupational
health training given to employees; modifications to support employees with health problems;
monitoring workplace hazards, and; monitoring trends in work related ill health. Targets for the
numbers of SMEs to receive support were as follows:
•

The HSE’s Workers’ Safety Adviser Challenge Fund, set a target of 120 SMEs to be
signed up and receive the service during the twelve month funding period – April 05 to
Mar 06. Early experience suggested that this was an unrealistic target and it was later
revised to 90.

•

For the period 2006-07, HSE set a project target of 90 SMEs to be signed up and
receive the service.

The target outcome to be achieved was that 75 per cent of the target 180 SME service users
would act on the advice provided and change their management of health and safety as a result.
2.2.2
Employee targets
The occupational health advisers had primary responsibility for directly advising workers,
although the safety advisers were also expected to advise employees where possible during their
visits to SME workplaces.
•

Targets for provision of advice, information and support to 500 employees per annum
were set, whether through workplace visits or through individual engagement activities
(e.g. at a GP surgery). The outcome required was that 75 per cent of these 500
employees would act on the advice provided.
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2.2.3
Referral targets
No specific targets for the development of referral pathways with staff of Jobcentre Plus, HSE,
PCT and other non-partnership organisations such as ACAS and CAB were set out, although
there was desire to build better operational links through a referral network.
2.3

THE BHAW PROJECT ACTIVITIES

The BHAW project’s free, no-obligation services were designed to be responsive to the needs of
SMEs and employees in organisations located in Kirklees. The services on offer included an
adviceline and website, occupational health advice and workplace safety advice and support.
The BHAW project employed a maximum of (or equivalent of) six full-time workers over the
opening 27 month period; employees included two safety advisers, two occupational health
advisers, a project manager and a project officer.
To generate a demand for the services on offer the BHAW team undertook marketing and
promotional activities (see Chapter 5). These activities included advertisements, attendance at
local events, telemarketing, direct contacts and establishment of referrals from professional OH
related organisations.
Telephone adviceline and website: The adviceline and website were designed to field queries
from individuals and employers and provide personalised support. In cases where more detailed
advice was required a meeting with an occupational health or safety adviser was arranged.
Alternatively clients were signposted to other OH&S services (see Chapter 7).
Occupational health advice: The occupational health advisers delivered support to SMEs and
individual workers that may not have access to occupational health support. Contacts with
clients were arranged following adviceline queries, referrals from other services (e.g. GPs) and
opportunistic contacts at GP surgeries and events. Consultations were designed to explore
occupational histories, provide information about health and safety legislation and advice on
preventative occupational health actions and strategies (see Chapter 8).
Occupational health and safety advice and support: The safety advisers delivered a free and
confidential advisory service to both SMEs and employees to assist in improving health and
safety management processes and practices. Contacts with clients were arranged following
adviceline queries, telemarketing, referrals from other services (e.g. Enforcement officers) and
opportunistic contacts at public events. SMEs that engaged with the service were offered a free
workplace visit at which the adviser reviewed the organisation’s management of health and
safety, made recommendations about its adequacy and identified areas for improvement. A
report of the outcome of the visit including an action list was provided and further follow-up
visits to monitor progress and provide ongoing support and advice were also available (see
Chapter 9).
2.4

SUMMARY

Based on a partnership between three Kirklees local service providers, the Better Health at
Work pilot project was established with an aim to provide a comprehensive, free and
confidential occupational health and safety support service for both SMEs and employees of
large and small firms. There were three main components of the project, an adviceline and
website, an occupational health advice service and a workplace safety advice service. A range
of marketing initiatives were set up to raise awareness and generate interest in the project and
the services it provided. The BHAW partnership set out two main targets for service delivery
regarding annual contacts with SMEs and employees.
5

3
3.1

RESEARCH DESIGN

INTRODUCTION

The research was designed to provide feedback on the development and impact of the BHAW
service from its commencement in 2005. The overall aim of the research was to provide:
•
•

A process study that examined the delivery of the project.
An assessment of outcomes focusing on the extent to which the services on offer had
reached those targeted to benefit from the provision and a review of the relative success
of the interventions in improving OH&S practices.

The research team provided written reports at regular quarterly intervals for the first 27 months
of the project. Data and analyses were also presented to the BHAW project board at quarterly
intervals informing them of the main findings at each stage. Regular communication and
collaboration with the BHAW project team was also maintained and this close interaction
ensured that management information recording systems were user-orientated and sustained.
3.2

DATA COLLECTION

Based on the information needs of the project providers a combination of quantitative and
qualitative research methods was required. Mixed methods research designs are now an
established feature of programme impact research (Clarke, 1999; HM Treasury, 1997;
Silverman, 1993). In addition to providing a broad range of data, triangulation of data obtained
from the range of different research methods provided reliability and validity in the findings
than would be obtainable from single methods research. A full discussion of the data collection
methods follows below.
In addition to the management information data routinely collected by BHAW, the evaluation
team collected data independently from the relevant stakeholders and service users. The main
methods of data collection were:
• Baseline research - a survey of 400 Kirklees SMEs and focus groups with 24 Kirklees
SMEs.
• Semi-structured interviews with Better Health at Work team members, partnership
representatives, staff from the referring organisations, HSE and local authority
inspectors and service users.
• A survey of individuals that had received a consultation from an occupational health
adviser.
3.3

BASELINE RESEARCH

3.3.1
Kirklees SME survey
Background information about OH&S practices and attitudes was gathered via a baseline survey
of Kirklees SMEs.
Data provided by the Kirklees Council’s Economic Development Service suggested that there
were just over 4000 SMEs in the 5-250 employees range in the Kirklees local authority area. A
market research company (MRUK) was recruited to undertake the fieldwork for the survey.
They were supplied with a dataset of SMEs in the Kirklees area with 5-250 employees,
compiled using the Dun and Bradstreet Business registers (Volume 8, 2004) and a stratified
sampling frame as a guide during recruitment to ensure, where possible, the composition of the
sample was representative of sector and size distribution. The telephone survey was
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operationalised during July and early August 2005 and the target of 400 interviews was
achieved.
The research team reviewed questionnaires used in other studies, in particular the Scottish Safe
and Healthy Working (SAHW) baseline survey (Lancaster et al., 2003) and the Institute of
Occupational Medicine’s survey of business use of occupational health support (Pilkington et
al., 2002) and developed a questionnaire (see Appendix 1) which would facilitate articulation
with previous work. The questionnaire addressed nine key themes:
• organisational details including size, sector, workforce and business owner
characteristics;
• respondent’s personal details;
• perceptions and experience of workplace injuries and ill health;
• perceived health and safety risks;
• health and safety practice and procedures;
• views about the management of health and safety risks;
• health and safety expenditure;
• health and safety advice received;
• knowledge of the Better Health at Work initiative.
A response rate of 13 per cent was achieved. The low response rate was partly due to a large
number of the SMEs that were contacted declining to take part in the survey, however, research
was not undertaken to explore the reasons for refusing to take part.
The sample
Comparison of the characteristics (i.e. number of employees, including both full and part time
worker, owners/managers and sector) of the sample with the data from the Kirklees Economic
Development Service on the SME population within Kirklees were made and analyses
confirmed that the sample was representative of SMEs by size.
Table 3.1 SME size: Kirklees SMEs and survey respondents
SME size
5–9
10 – 49
*50 – 250

Total

Kirklees SME †
No.
1985
1657
488
4130

Survey sample
No.
189
171
40
400

%
48
40
12
100

%
47
43
10
100

†

Data supplied by Kirklees Council Economic Development Service
*category data from Kirklees was for 50 – 299 employees

The category ‘micro’ refers to SMEs with 5-9 employees, ‘small’ with 10-49 employees and
‘medium’ with 50-250 employees. Since the number of enterprises in the medium sized
category was modest (40 SMEs), the data for small and medium sized enterprises were
conflated into a ‘small/medium’ category to enable clearer comparisons to be made with the
micro enterprises:
SME size

Micro (5-9 employees)
n=189 (47%)

Small/Medium (10-250 employees)
n=211 (53%)

Despite efforts to recruit a representative sample by sector, analysis of the characteristics of the
survey data showed that manufacturing, construction and wholesale and retail were slightly over
represented, whilst real estate, renting and business activities were under-represented (see Table
3.2).
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Table 3.2 Sector analysis: Kirklees SMEs and survey respondents
Sector
Primary production
Manufacturing
Construction
Wholesale and retail trade
Hotels and restaurants
Transport, storage and communication
Financial intermediation
Real estate, renting and business activities
Public admin and defence
Education
Health and social work
Other community, social
*Agriculture, hunting and forestry
*Elect, gas, water supplies

Total

Total sample†
No.
%
11
0.3
758
18.4
220
5.3
1023
24.8
300
7.3
154
3.7
101
2.4
493
11.9
71
1.8
272
6.6
414
10
313
7.6
4130
100

Survey sample
No.
%
0
0
94
23.5
30
7.5
109
27.3
29
7.3
17
4.3
7
1.8
8
2.0
9
2.3
16
4.0
39
9.8
37
9.3
2
0.5
3
0.8
400
100

†

Data supplied by Kirklees Council Economic Development Service
* Categories not included in data supplied from Kirklees

For the purposes of analyses SMEs were categorised on the basis of whether they were service
or production industries (see Table 3.3).
Table 3.3 Production and service industries categorisation for analysis
(N=400)
Sector

Category

Primary production
Manufacturing
Construction
Agriculture, hunting and forestry
Elect, gas water supplies
Wholesale and retail trade
Hotels and restaurants
Transport, storage and communication
Financial intermediation
Real estate, renting and business activities
Public admin and defence
Education
Health and social work
Other community, social

Production sectors, n=129 (32%)

Service sectors, n=271 (68%)

The possible impact of over representation of manufacturing on the survey results is unclear.
There is some evidence from a survey of 1000 SMEs in Scotland (Lancaster et al., 2003) that
manufacturing businesses reported higher levels of health and safety actions than SMEs in the
service sector. However, research has also suggested that factors other than sector, such as size
of the businesses within sector, may be important in explaining attitudes and outcomes related
to health and safety management (Vickers et al., 2003).
The data was analysed to explore age by two categories, on the basis of whether they were in
existence for less than five years or five years and above:
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SME age

Less than 5 years
n=51 (13%)

5 years and above
n=348 (87%)

Within the sample, the majority of SMEs (almost 70%) had been in existence for more than 10
years. Similarly, a recent national survey (IES, 2005, p.13) identified that 61 per cent of
businesses (with employees) have been trading for more than 10 years. It is possible however
that established businesses are more prepared to respond to surveys, especially about health and
safety practices.
3.3.2
Kirklees SME focus groups
Focus groups of employers were conducted to discuss approaches to health and safety
management in more depth and thus supplement the SME survey findings. The principal
advantage of this approach was that it provided a rich and detailed insight into how participants
frame, understand and debate the issues of interest (through a grounded qualitative
interpretation based upon the analysis of transcript data). Although focus groups provide a
powerful means of exploring group norms and shared ways of conceptualising and
understanding, focus group participants can, to some degree, be subject to the influence of other
participants, due to inhibitions to reveal their business practices with competitors or voice
contrary viewpoints.
Four focus groups with representatives from SMEs were planned for the baseline research.
Participants were selected from SMEs in the private sector (i.e. non-public sector); SMEs
operated in the Kirklees Council geographical area; all representatives worked for SMEs
employing between 5–250 workers. A target of ten participants for each group was set and
focus groups were recruited on the following basis:
• group 1, small sized (5-49 employees) firms, production industries;
• group 2, medium sized (50-250 employees) firms, production industries;
• group 3, small sized firms, service industries;
• group 4, medium sized firms, service industries.
Using a Dun and Bradstreet dataset of SMEs in the Kirklees area company representatives with
responsibility for health and safety or the safety adviser was contacted by telephone on an
opportunity basis. A high proportion of those contacted declined to participate in the focus
groups despite a cash incentive being offered and although 40 individuals agreed to participate
only 24 actually attended the focus groups (see Table 3.4).
Each focus group comprised of between three and eight participants, and was of 90 minutes
duration. Table 3.4 provides a breakdown of the focus groups according to size and industrial
sector.
Table 3.4 Overview of focus groups (no. of participants)
Small service
Focus group 1
Focus group 2
Focus group 3
Focus group 4

Sector and Size
Small production Medium service
8

Medium production
3

8
5

Focussed discussion sessions were held in Huddersfield, Kirklees. Two Salford University
researchers attended each session: one acted as facilitator, to introduce the topics under
discussion and probe issues raised, the other acted as note taker to maintain a written record of
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each discussion. Discussions were also audio-taped with the permission of those present.
Assurances were given that all findings would be anonymised.
A topic list and question guide (see Appendix 2) for the focus groups was devised. The topics
covered the following issues:
• A background to business and employment within Kirklees.
• The management of health and safety.
• Employee health and sickness absence.
• Information sources for occupational health and safety.
• Demand for health and safety support – existing support mechanisms and perceived
need for support.
3.4

BHAW MANAGEMENT INFORMATION DATA

In consultation with the BHAW team proformas were developed for the purposes of gathering
management information data on various aspects of service delivery. The BHAW team were
tasked with collection of service monitoring data from the BHAW website, telephone
adviceline, meetings, presentations, marketing activities, client contacts and workplace visits.
For marketing, meeting and presentation activities the project team recorded a range of basic
details. A summary of these activities is presented in Appendix 3. Adviceline user details were
recorded for each communication. Basic details included the reason for contacting the service,
type and size of business/employer, and duration of call.
3.4.1
Occupational Health Adviser (OHA) data collection
The OHAs collected details from their clients on a Worker Record Form for the dual purpose of
supporting the evaluation and exploring occupational histories as part of a consultation. Data
recorded on the form included personal characteristics, employment status, occupation, job
tenure, work environment details, recent health status, occupational health advice received, and
the nature of BHAW advice provided.
The OHAs gathered basic client data and recorded 1501 cases. Data for 832 cases was entered
for analysis: 45 per cent of the total number of cases were not included because the records were
incomplete, e.g. because the interview was cut short or the client refused to give information;
the individual did not have an occupational history; contacts were not recorded using the
standard format required, e.g. because BHAW included presentations to individuals under the
criteria for inclusion.
3.4.2
Safety Adviser (SA) data collection
Based on recommendations from the BHAW project, the SME forms were kept short to reduce
the burden on the participating SMEs. For workplaces that received advice and support from
the SAs there were five main data collection tools, based on self-completion forms:
1)
2)
3)
4)
5)

a initial visit form completed by the SME during or following the first meeting;
a initial visit form completed by the SA;
a final (end of service) form completed by the SME;
a final (end of service) form completed by the SA, and;
where support had not been completed, an ongoing assessment form completed by the SA.

The SMEs recorded information about the workplace, existing health and safety arrangements,
health and safety concerns at the commencement of the support and feedback data on
completion of support about the benefits of involvement, the impact of the intervention and
health and safety outcomes.
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The SAs recorded information at the commencement of support about existing health and safety
arrangements, their views of the SME’s awareness and understanding of safety management,
and data about the changes the SME had made and any health and safety outcomes. Where
support was ongoing at the intervention period deadline an ongoing assessment form was
completed by the SA.
A number of issues related to the gathering of management information data were reported by
the SAs. Between April 2005 to March 2006 the safety advisers were gathering information
both for the current research and a study conducted for HSE’s Workers’ Safety Advisers
Challenge Fund - one of the funding streams for the BHAW safety adviser service. The
Challenge Fund and BHAW each required information about progress and outcomes of the
safety adviser service. Data collection forms were subsequently amalgamated to avoid
duplication of effort and to improve the ease of data collection and the number of returns. Data
collection problems were further exacerbated when one of the SAs left their post before all the
required SA forms had been completed. SMEs did not always complete initial visit and final
(end of service) forms. Completion of the interventions often took longer than originally
anticipated which resulted in a low rate of completion and a low return rate for the final (end of
service) forms. The response rates for management information forms for the Safety Adviser
service are detailed in Table 3.5.
Table 3.5 Safety adviser service form response rate
Number of forms
issued
SME initial visit form*
SME final (end of service) form*
SA initial visit form†
SA final (end of service) form †
SA service assessment ongoing †
* completed by SME representative.
†
completed by SA.

3.5

147
127
147
127
20

Number of forms
returned
123
53
119
68
20

Response
rate (%)
84
42
81
54
N/A

PROCESS RESEARCH

To establish how the pilot project worked in practice process research on the BHAW project
was conducted. This supplemented the analysis of the management information data with
analysis of
• interviews with project board members, participant observation of project board
meetings and document analysis;
• interviews with the project team staff and frontline staff in the Partnership
organisations;
• interviews with BHAW service users.
3.5.1
BHAW Partnership study
The research for the partnership study consisted of three main data collection schedules:
1. Interviews with project board representatives conducted at two stages: stage one at six
months into the project; stage two at 24 months into the project;
2. Participant observation at project board meetings;
3. Document analysis of project highlight reports and project board minutes.
Interview schedules and other data collection methods were designed to address a number of
issues perceived to be relevant to partnership working:
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•
•
•
•
•
•

perception of what constitutes partnership working;
the role of partner organisations;
the exclusivity of the partnership;
the nature and extent of communication across the partnership;
perception of the aims of the partnership;
the barriers to partnership working, and effective means for overcoming barriers.

The interview guide for the one-to-one semi-structured interviews with the board
representatives from the partnership organisations is provided in Appendix 4.
In all cases the interviewees were able to provide both a general and personal insight into the
BHAW partnership. Two rounds of interviews were conducted to establish perceptions of how
the partnership had changed over time (see Table 3.6).
Table 3.6 Overview of partnership study interviews
Interviewee
1.
2.
3.
4.
5.
6.
7.

Stage 1

Stage 2

KC, Project Manager
KC, Services Manager
North Kirklees PCT, Manager
Central & South Kirklees PCT, Manager
HSE – OH Policy Team
Jobcentre Plus – Manager
KC Neighbourhood Renewal Unit2

KC, Project Manager
KC, Services Manager
Kirklees PCT
Kirklees PCT
HSE, OH Policy Team
Jobcentre Plus– Manager

The researchers attended project board meetings and shared a number of informal discussions
with partnership members. Participant observation at project board meetings was an important
means of gathering insight into the partnership and interactions at the board level. During
meetings field notes were recorded and the data was used to complement the partnership
interview data.
3.5.2
BHAW Partnership organisation interviews - frontline staff
In addition to the range of interviews discussed above, the process assessment included a series
of semi-structured interviews with the BHAW project team staff and frontline staff from the
BHAW partnership organisations to establish contextual information about the project and its
operation. Although regular informal communications were maintained with the BHAW
project team, more structured interviews were held during the assessment period:
• BHAW, Safety Adviser (n=4);
• BHAW, Occupational Health Adviser (n=2);
• BHAW Project Officer (n=1)
Interviews were conducted with 12 frontline staff from the BHAW partnership organisations
that had direct contact with SME representatives and/or employees that lived or worked in the
Kirklees area and had the potential to provide referrals of SMEs or individuals to the BHAW
project, or receive referrals from the BHAW team. These interviews gathered background
information about OH&S support and practices in the Kirklees locality and sought to establish
the nature and extent of collaboration between the partnership organizations and ways that links
could be enhanced. The following interviews were held:

2

There was no representation from the KC Neighbourhood Renewal Unit during the second phase as
funding from this source ended on 31st March 2006.
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•
•
•
•

Kirklees Job Centre Plus, Client Support Officer (n=1);
Kirklees Local Authority Enforcement Team, H&S Inspectors (n=3);
HSE Field Operations Directorate (Yorkshire), H&S Inspectors (n=2);
Kirklees PCT, GPs (BHAW referral routes) (n=6);

3.5.3
OH advice users survey
In addition to collecting data from the service users during the initial consultation with the
occupational health advisers (management information data) the research included a follow-up
survey of a sample of clients. All participants of the follow-up survey were recruited on a
voluntary basis, with permission to contact for research purposes being requested during the
initial consultation: 355 service users (43% of total) agreed to a follow up contact. This sample
of the OHA service users were contacted through a telephone interview conducted
approximately three months after the initial consultation and respondents were asked to
comment on the value of the support service. A survey instrument was designed (see Appendix
5), to collect data on the nature and perceived impact of the service provision. A number of
questions/topics were based on or drawn from UK surveys of other occupational health advisory
services (Jackson, 2004; Pilkington et al., 2002; Tilford et al., 2000). The survey was piloted
with a sample of four service users.
One hundred and seventy seven (50%) of the 355 clients who agreed to participate in the follow
up were successfully contacted and took part in the survey. Of the 178 that did not complete the
interview 69 (38%) were unavailable, 57 (32%) were wrong number / out of service, 42 (24%)
subsequently refused and for 10 (6%) no telephone numbers had been recorded during the initial
consultation.
Analyses of the survey sample identified a bias toward female participants (see Table 3.7).
Table 3.7 Sector and gender of OHA clients vs. survey sample (%)

Sector

Production
Services

Gender

Male
Female

% of all OHA clients
(n=832)
18
82

% of survey sample
(n=177)
13
87

37
63

29
71

3.5.4
BHAW service user interviews
Further insights into the reception and outcomes of the occupational health adviser consultation
and safety adviser visits to SMEs were gathered through a series of in-depth interviews with a
sample of SME representatives and people who had an OHA consultation. Interviews were
planned with 12 SMEs that received support visits and 12 employees that received an
occupational health consultation.
On completion of each SME intervention the safety adviser asked SMEs to participate in the
research; details of volunteers were then passed on to the research team. Volunteers were
recruited until the quota of 12 SMEs was achieved. Twenty-one one-to-one semi-structured
interviews were conducted with representatives from the sample of twelve participating SMEs.
The key characteristics of each SME are shown in Table 3.8, below.
The interviews with SME representatives were held to discuss the service they had received and
their approaches to OH&S management, and any changes they had made whilst receiving
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support from the safety adviser. Insights into the ways the advice and support had changed their
management strategies was sought . Emphasis was placed upon exploring:
• levels of awareness in SMEs regarding health and safety regulations;
• how SMEs have interpreted their obligation to address risk issues;
• the needs of SMEs regarding guidance on OH&S;
• perceived barriers to OH&S management;
• the relative merits of a range of techniques and approaches adopted to support SMEs.
Table 3.8 Overview of interviews with SME service users
Case
No.

No.
employees
25

No.
sites
2

Non-charitable social work activities
with accommodation
Wholesale of machinery for use in
industry and trade
Adult and other education

20

1

80

2

22

2

Architectural and engineering
activities and related technical
consultancy
Private sector hospital activities

42

2

150

1

Wholesale on a fee or contract basis

12

1

Charitable social work activities
without accommodation
Manufacture of bread; manufacture
of fresh pastry goods and cakes
Non-charitable social work activities
with accommodation
Construction building and
installation
Non-charitable social work activities
with accommodation

30

1

70

10

19

1

5

1

20

1

Standard Industrial Classification
General Management Consultancy

1
2
3
4
5
6
7
8
9
10
11
12

Interviewee/s
One Administration
Manager and one
Admin Assistant
One Owner
One Production
Manager
One Office Manager
and one Technician
One Director and one
Manager
One Personnel Officer
and one Line Manager
One Clerical staff and
one Owner
One Office Manager
One Owner and one
Manager
One Owner and one
Care Assistant
one Owner and one
Manager
One Owner and one
Employee

The findings from these interviews were written up as ‘pen portraits’ of the interventions and
SME occupational health and safety management practices and are presented individually in
Appendix 6.
One-to-one semi-structured interviews were also conducted with a sample of 12 Occupational
Health Advisers’ clients. The vast majority of client consultations were less than ten minutes
duration, typically because there was no need for extensive advice and/or counselling.
Therefore, to gain information from those who had received a greater level of service, the
participants for the interviews were selected from those that had received longer consultations
(more than 10 minutes duration) with an OHA and where an outcome had been reached.
Potential participants were asked for permission to be contacted for research purposes at the end
of their final consultation.
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The OHA client research participants included workers from manufacturing, retail, health and
social work sectors. As most in-depth consultations related to work stress and originated from
referrals from GPs, the sample reflected this outcome: all cases were stress related; seven of the
interviews were cases that had been referred to the BHAW occupational health adviser by their
GP, two were referred by Jobcentre Plus, two resulted from an opportunistic meeting at a GP
surgery and one resulted from a BHAW advertisement. Summaries of these interviews can be
found in Appendix 7.
Table 3.9 provides a summary of participant characteristics for each research interview.
Table 3.9 Overview of OHA client research interviews
Case

Gender

1

F

2

F

3

F

4

F

5

M

6

F

7

M

8

F

9

F

10

F

11

F

12

F

Approx.
size of
employer

Sector
Judicial activities
Social work activities
Wholesale and
contract hire
Retail of food,
beverages, etc.
Telecommunications
Contracted legal
activities
Manufacturing

Stress

50

Stress

Opportunistic
interview
GP referral

120

Stress

GP referral

>500

Stress

250

Stress
Stress
Bullying
Stress
Bullying
Stress
Bullying
Stress
Bullying
Stress
Bullying
Stress
Bullying
Stress
Bullying

250
100

Health

30

Public sector civil
works
Health

>500
250

Housing support

BHAW contact
route

>500

30

Manufacturing

OH issue

100

Jobcentre Plus
referral
GP referral
Opportunistic
interview
GP referral
Jobcentre Plus
referral
GP referral
GP referral
GP referral
Responded to
advertisement

Interviews were conducted in order to establish the nature and breadth of views on the issues of
interest:
• feedback on the delivery and reception of the service from a sample of service users;
• insight into the range and scope of the service;
• insights into the perceived value of the service;
• insights into the potential impact of the service on the health and well-being of clients.
3.6

SUMMARY

The research focused on the process and outcome of the BHAW project. The main data
collection methods employed were:
•

A baseline survey of a representative sample of 400 Kirklees SMEs and baseline focus
groups with a selection of Kirklees SMEs.
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•
•
•
•
•
•

Collection and analysis of management information data from the BHAW website,
telephone adviceline, workplace visits and OHA consultations.
Semi-structured interviews with partnership representatives during the opening and
closing phases of the assessment period.
Semi-structured interviews with staff from the referring organisations, and HSE and
local authority inspectors.
Semi-structured interviews with Better Health at Work advisers and the project
management team.
A survey of people that had received a consultation from the occupational health
adviser
Semi-structured interviews with service users.

16

4

THE BHAW PARTNERSHIP

The BHAW project had evolved against a background of increased interest in partnerships
between service providers in health and social care, and partnerships between service providers
and users (Davies, 2001; DH, 1998; Health Act, 1999; HSC, 2000; NHS, 2004). It was
developed by the local strategic partnership formed between Kirklees Council (KC), three
Kirklees primary care trusts (PCT) (later amalgamated as a unitary Kirklees Primary Care
Trust), and Jobcentre Plus. Given the centrality of partnership working in the BHAW project
and an ambition to generate similar initiatives in other contexts, the research was designed to
identify issues surrounding partnership working in the BHAW project and identify any
transferable lessons that arose from this partnership.
This chapter reports on data collected during a 27-month period of the project. Research
interviews were conducted at two stages: stage one at six months into the project; stage two at
24 months into the project (see Chapter 3).
4.1

THE PARTNERSHIP BOARD AND THEIR HISTORY OF INVOLVEMENT

The BHAW project was managed on a day-to-day basis by the local authority environmental
services section. A project board composed of representatives from public sector authorities
oversaw the project. The Kirklees BHAW board included representatives of appropriate
seniority from three local service providers: namely, the local authority’s environmental
services section, the district PCTs, and the local Jobcentre Plus office. In addition, the board
included a representative from the primary funding organisation, the Health and Safety
Executive. During the first year of the project a representative from the NRU (Neighbourhood
Renewal Unit) - a source of funding for the project during this period - also sat on the board.
Project board representatives from the Kirklees NRU and the HSE provided advice and
recommendations for the project.
Although the partners were a diverse group of public sector organisations, they had a common
interest in the improvement of occupational health across the locality. The BHAW project was
broadly aligned with previous collaborative work, and in many respects represented a further
development of existing partnerships.
The interviewees provided a range of evidence that there had been a long history of association
between some of the partner organisations prior to their involvement with the BHAW project.
Most notably, representatives of the Kirklees Council and the PCTs (previously part of the local
Health Authority) had a long history of involvement on public health programmes.
Interviewees from the PCTs and Kirklees Council were consistent in their response that their
organisations could not function effectively in isolation. One PCT interviewee indicated that
collaboration between these organisations had become essential:
‘I mean, personally speaking I can’t do my job without being buried in the
council [Kirklees Council] because public health is as much about what the
council is doing as what the NHS is doing…’.
Overall, the interviewees considered that their previous experiences were evidence of their
ability to assume co-operative endeavours, and with respect to the specific aims of the BHAW
project they were at a distinct advantage; for example,
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‘…because we’d already got the functioning partnership, and we’d got a notional
strategy, we weren’t breaking too much new ground in terms of the new
developments’.
In all cases, interviewees spoke positively about their history of collaboration and considered
that it provided a solid foundation upon which this new initiative was being developed.
Although some of these associations existed at an individual and personal level, interviewees
considered that changes in personnel or organisational restructuring would present only a
temporary barrier to continued collaborations.
However, whereas the Kirklees Council and the PCTs identified that they were part of an
‘established group’, the inclusion of a representative from Jobcentre Plus was a relatively new
connection. Their involvement with the BHAW partnership was widely recognised as a logical
development as they shared an interest in achieving a number of the project’s aims and
objectives. At an operational level, the inclusion of the local district Jobcentre Plus
representative provided an opportunity to broaden the project’s network, and to include the
Jobcentre Plus’ Disability Employment Advisers (DEAs) - service providers that are responsible
for providing specialist support to people with a disability, to enable them to remain at, or return
to work.
4.2

DEVELOPMENT OF THE PARTNERSHIP – CORE PARTNERS

4.2.1
Organisations’ motivations behind collaboration with the partnership
Although underlying motivations may have differed, each of the core partner organisations had
an interest in bringing about a reduction in working days lost through work related injury and
illness3. All interviewees agreed that reducing work-related ill-health was a primary objective
of the BHAW partnership and the main reason for their involvement.
All interviewees recognised that mutual benefits could be derived from the partnership and that
it had the potential to contribute to the realisation of individual organisational goals. For
example, it was believed that partnership working in this area would help to: provide a ‘joined
up’ service; meet target reductions in the incidence of occupational illness / injury and, thereby,
reduce the burden on GP surgeries in Kirklees of an estimated 70,000 per annum visits for MED
3 sickness certification; and reduce the financial burden of Incapacity Benefit claims by
reducing the number of new Incapacity Benefit claims.
Interviewees also noted an increasing emphasis on health at work across a range of policy
documents over recent years. For example, Choosing Health (NHS, 2004) and the recent
Rogers Report (Rogers, 2007) were referred to as important influences on the direction of public
sector thinking in these areas. Most notable was the influence of recent government initiatives
which had increased the profile of work and its relation to health across the NHS.
Partners also had an interest in developing their partnership working with the other agencies.
Central government is increasingly looking for and expecting closer working relations between
government departments and agencies in all policy areas. The BHAW partnership was
considered to be one way to fulfil this objective.
In addition to these general motivations, the partner’s individual motivations for participation
were as follows:

3

These targets are built into the LPSA agreements. In addition there are targets to reduce the number of
new Incapacity Benefit claimants.
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HSE – The HSE’s interest in this area is well documented (e.g.: HSE, 2000, 2004a).
Specific interest in this project arose from a desire to explore new ways of delivering
OH&S support. Partnership involvement and the funding of an assessment were a
means to learn about the application of a model for OH&S delivery (see also: Smith
& Bowen, 2003; Waterman, 2007) that had been adapted by the BHAW project.
Jobcentre Plus – The Jobcentre Plus’s main motivation for involvement was to
contribute to a partnership that would help to prevent job loss from work related ill
health and injury and thereby reduce the number of new Incapacity Benefit claims.
They were also motivated by a desire to build closer links with the PCT(s) and GPs
given the link between Jobcentre Plus clients receiving Incapacity Benefit and
primary care providers.
Kirklees Council – The local authority was committed to providing support and
guidance in the area of health and safety. Based on a number of recent
recommendations and directives for better regulation (e.g.: Hampton, 2005; HSE,
2004; Robens, 1972) the council was dividing its service provisions into separate
legislative enforcer and advisory functions. The BHAW project was designed to
increase its provision of advice and raise its profile as an advisory agency. The
development of closer working relationships with SMEs, where provisions for OH&S
support are known to be limited, was also an underlying motive.
Neighbourhood Renewal Unit – Input from the NRU was based on ensuring that
objectives outlined in its funding provision were being met, i.e. that work was
targeting neighbourhood renewal areas and that service targets were on track.
Kirklees Primary Care Trusts – The Kirklees PCT had become increasingly proactive
in the area of health at work, especially following guidelines set out in Choosing
Health (NHS, 2004). Involvement in the partnership was seen as one way of making
a link between the NHS and the world of work. With the PCT being a major funding
source for the project, involvement in the partnership was increasingly focused on
overseeing that its investment was delivering service targets and seeking to influence
the direction of the project.
4.2.2
Scope of influence
Principally, the management of the project was the responsibility of Kirklees Council. Project
board interviewees acknowledged the central role that the Kirklees Council had in the evolution
and subsequent management of the project:
‘[Our contribution], it started out with time and hot air really, as it usually does
with these sorts of things. So we contributed by trying to shape and influence what
was happening. And to some degree, we were sort of passengers in that situation
because, I think the real drive came from Environmental Services, didn’t it really’.
However, based on their different backgrounds, knowledge, expertise and access to resources
and networks the partners had advised and steered the project in a number of ways. For
example, the partners were a valuable source of input by providing invitations to the project
team to attend meetings and events where there were opportunities for networking with
potential clients or other service providers. To help the service reach individual workers by
establishing patient referrals and allowing the project’s health and safety advisers to conduct
consultations in GP surgeries across the Kirklees district, the PCT provided support and
assistance when contacting GP surgeries. The HSE acted as an adviser throughout the duration
of the project and feedback on other pilot projects, e.g. Safe and Healthy Working and
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Workplace Health Connect, which enabled insights and lessons to be transferred to the BHAW
project. However, when asked to comment on the partners’ influence over the direction of the
project, the degree of influence the project board had over the direction of the project was
considered to be low by some:
‘It’s been a well managed, broad and clear project so in actual fact the project
board has had to steer less than it would otherwise in other projects. So yes, it's
an important influence but I think it's been quite a light touch’.
There were a few concerns that issues could be raised at project board meetings only to be
forgotten over the course of time. For the most part, on the few occasions where important
operational issues were raised, some partnership interviewees thought that Kirklees Council
alone decided upon future actions. However, it was accepted by the partners that the Kirklees
Council had overall project management responsibility and they did not believe that any power
imbalances that this entailed constituted a barrier to the wider partnership.
4.3

DEVELOPMENT OF THE PARTNERSHIP

4.3.1
Partnerships with frontline staff
One of the benefits of a partnership arrangement is that it can provide opportunities for closer
working relationships between frontline staff of partner organisations. This provides the
possibility of sharing knowledge and resources as well as providing opportunities for referrals
from one service to another (Kagan & Neville, 1993). One of the challenges for the partnership
and the BHAW project was ensuring a greater level of communication and task sharing between
frontline representatives of the partner organisations and other relevant organisations.
All interviewees acknowledged the importance of network building across the partner
organisations and considered this to be a desirable objective. The potential for ‘joined up
working’ was recognised at an early stage and some effort was put into establishing interorganisational working to create referral routes into the BHAW project services. To this end,
the project board representatives identified contacts within their own organisations that could
assist with the development of a referral network.
Although feedback from interviewees recognised the time and effort the project team had spent
to establish a referral network from the partner organisations, they also suggested that network
activities were not firmly established or embedded within the existing activities of frontline staff
in the partner organisations. All project board interviewees raised concerns about the low levels
of referral activity, especially regarding referrals from GPs and local Jobcentre Plus offices to
the BHAW project 4. Most interviewees acknowledged that there were barriers to engaging
frontline staff, and gaining their active commitment to making referrals:
‘Well we can’t deliver interest from GPs. To be fair to GPs, they get bombarded
with a new initiative every day of the week. … But they see 40 to 50 patients a
day, so even to get them to remember that there’s a service they can signpost this
patient to can be difficult. So there’s a real problem in terms of using GPs’.
Similarly,
‘I don't think it's been necessarily a failure, I think it's very easy to give awareness
to [Jobcentre Plus] people and when you're there face to face, giving it, they take it
on board. But they're trying to juggle so many different things. And if customers

4

The majority of referral activity derived from GPs and related to the work of the OHAs.
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don’t immediately present themselves, who it would be useful for, it's quite easy to
forget about it. So we just have to keep reinforcing it really’.
The viewpoints expressed here confirm research evidence that frontline staff in organisations
that could refer people to the BHAW advisory services have many priorities and may not have
the time or resources to support other, external initiatives. Despite efforts to build a network of
referral services, partners were under no illusion that embedding a referral network into day-today operational norms amongst partner organisations would require a long-term effort.
However, there was optimism that work related health issues were moving up the agenda across
partner organisations and improvements in frontline co-operation were expected. A referral
network was steadily being established with partner organisations. For example, during the
assessment period GPs from twenty surgeries had provided patient referrals to the BHAW
project, albeit the number of referrals from each surgery varied 5. Furthermore, the analysis of
calls to the adviceline indicated that a referral network was developing between BHAW and the
local authority enforcement team, with 29 businesses making calls to the adviceline following
recommendations from the local authority enforcement team.
4.4

COLLABORATION WITH EXTERNAL ACTORS

Many local occupational health and safety support projects are private and/or charity status
businesses or are based on private and public partnerships – although funding is commonly
derived from public sector sources (e.g. PCT and DH grants). However, the BHAW project
board was composed of representatives solely from public sector organisations. Although
interviewees identified that this may be a reason for the partnership having shared identities and
there being relative harmony across the partnership, a number also identified that lack of
diversity could moderate the dynamism of the project board with the potential loss of
opportunity for sharing and learning from others.
4.4.1
Partnerships with intermediaries and service users
When asked about prior partnership activities, the interviewees identified a range of
collaborations with traditional statutory organisations through which they had gained experience
of partnership working but they shared relatively less experience of partnership working with
service users, although most had a wide experience of user contact at the point of service
delivery.
For BHAW there were strategic motivations for engaging business and worker SME user
representatives. For example, partnerships with business or worker representative groups could
provide some level of access to the project’s target audiences and potential clients. In addition,
close collaboration with user representatives could provide valuable insights into user
requirements and motivations. Yet only two partnership interviewees voluntarily identified
advantages that could be realised through broadening the partnership, through the introduction
of new project board members, to include business representatives. However, when prompted,
a number of interviewees raised concerns that the partnership did not have appropriate links into
the business community and that this could have helped with marketing to SMEs and recruiting
5

Studies of other longstanding services have noted that where access to primary care practices has been
realised by OHAs this can stimulate further developments in partner working and, for example, lead to
improvements in referral rates between services (Tilford, Errington & Nicholds, 2000). Irrespective of
some apparent initial barriers, experiences from other initiatives identify scope for greater levels of
collaboration for the BHAW partnership. Research evidence suggests that there are means to actively
raise awareness amongst practice staff and improve networking, for example by providing ‘GPs with
summaries of information from [OHA client consultations] for inclusion in patient records’ (Tilford,
Errington & Nicholds, 2000, p. 93).
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SMEs in the BHAW project. Their view was that the direction of the project was driven by
individuals who worked in the public sector and this provided a limited perspective on the needs
of SMEs and how to market the services to them:
‘With regard to SMEs … it's the following kind of insight [we lack], where's the best
place to get the engagement, who is the best person to engage with, and when and
where? And that is an insight that only comes from somebody who has that
experience and knowledge of the area and the profession, experience that maybe was
lacking from the partnership with regard to SMEs specifically’.
Taken as a whole, there was some disparity amongst the views of the project board about which
potential engagements could bring about benefits for the partnership. Some interviewees placed
emphasis on the role that business owner representatives could play and suggested that business
representatives could have a positive influence upon the development of the project, whilst
others considered that the existing partnership was an appropriate and practical structure.
Despite uncertainties surrounding the most appropriate user representatives, the project team did
establish links with business and community groups, e.g. neighbourhood renewal areas,
chambers of commerce (Mid Yorkshire Chamber of Commerce and Industry) and Business
Link. However, these contacts had not lead to any meaningful developments in the shape of
dynamic collaborations during the assessment period. Based on these outcomes, there was
uncertainty about the extent that business representatives had an influence over the behaviour of
SMEs, other than to signpost businesses to services.
4.4.2
Signposting to other organisations
The BHAW project was designed to follow an OH&S support model that has been described
using a wheel metaphor (see: Waterman, 2007, pp. 130-2). From the outset it was planned that
the BHAW advisers would refer users on to other support or specialist services, these are the
‘spokes’ of the wheel. Given the limitations of any service, onward referral pathways are
important sources of support. In many cases the spokes would be located in partner
organisations, but other important connections were anticipated beyond the partner
organisations. Indeed, acknowledging the importance of building the partnership beyond the
core members, one of the stated objectives of the project was: ‘to establish links with external
organisations to maximise the benefits of the project e.g. ACAS, CAB, etc’. Although formal
links were not established in all instances, onward referrals were made to the following
organisations or groups:
SME Representatives: Mid Yorkshire Chamber of Commerce and Industry.
Employment relations: Advisory, Conciliation and Arbitration Service, Citizens Advice Bureau.
Careers: Careers for Adults, Connexions, Jobcentre Plus.
Rehabilitation: Jobcentre Plus, Disability Employment Advisers, Worklink (a Kirklees Council
service).
Health and safety: HSE, Kirklees H&S enforcement team, NHS Smokefree.
Health: NHS GPs, Kirklees Active Leisure, NHS Smoking Cessation.
4.5

SUMMARY & CONCLUSION

This chapter has presented findings from interviews with the BHAW project team and project
board, to explore the nature and extent of partnership working. The partnership was made up of
three local service providers (Kirklees Council, Kirklees PCT and Jobcentre Plus) and received
collaborative support from the HSE and Kirklees NRU.
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Inclusion of a broad partnership was anticipated to ensure fuller debate, which would have the
effect of ensuring that more of the available options and assumptions were questioned and
tested. Although the scope of influence of the partners was considered to be low, it was
generally acknowledged that the project board had provided a forum for generating debate on
the direction and shape of the project.
All interviewees recognised that mutual benefits could be derived from the BHAW partnership
and project in that it had the potential to contribute to the realisation of individual organisational
goals. Perceived benefits of the project included assistance with meeting LPSA targets for
reducing the incidence of occupational illness / injury and new IB related claims, and thereby a
reduction in the financial burden of IB claims; and a reduction of the burden on GP surgeries in
Kirklees of an estimated 70,000/annum visits for MED 3 sickness certification.
One of the challenges for the partnership and the BHAW project was the development of
collaborative working with other organisations, especially the development of referral routes
between BHAW services and frontline representatives of the partner organisations. Based on
the available evidence it was apparent that links were not firmly established in ways that
embedded the project into partner organisations’ frontline staff practices and work with their
customers. Project board interviewees identified a number of concerns about the development
of collaborations with frontline staff and, given the difficulties reported, some had doubts about
the potential for joined up working. Despite this, some good working relationships had been
established that produced referrals to BHAW services most notably with a number of GP
surgeries and local authority enforcement officers.
There are strategic motivations for engaging user representatives: collaborations and
partnerships with business or worker representative groups could provide some level of access
to the project’s target audiences and potential clients. Despite a concerted effort to engage
business intermediaries, related links have not resulted in any substantial benefits for the
project. There was some measure of uncertainty concerning the extent that organisations that
represent businesses (e.g. Chambers of Commerce) could have an influence over the behaviour
of SMEs, other than to signpost businesses to services. Despite BHAW’s membership of both
the Kirklees Business Partnership and the MYCCI (Mid-Yorks Chamber of Commerce),
communicating or ‘partnering’ with SMEs is likely to remain problematic given the apparent
lack of cohesive representation amongst SMEs. However, there remain other levers and
influencers that could be explored, e.g. trade associations, Trade Unions, insurance companies,
large businesses in SMEs supply chain.
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5

MARKETING

BHAW developed a range of marketing activities to promote itself to SME employers and
employees. Communicating the right messages about the service and what it had to offer to a
diverse group of target organisations and individuals was a significant challenge and a range of
general and specific marketing activities were designed to attract potential clients to the service.
In tandem with this, formal referral pathways between the partner organisations were also
developed.
The following section provides an overview of the various marketing approaches that were
adopted during the 27 month period of the project from April 2005 to June 2007. Where
available, reference is made to evidence of the effectiveness of the marketing strategy.
Management information data was gathered from callers to the advice line, SMEs and
individuals that had engaged with the SA and OHA services which included details of how they
had heard about the BHAW service. Information relating to telemarketing activities was also
analysed in order to gauge its impact upon recruitment.
Marketing activities were undertaken by the BHAW project team with the assistance of
colleagues within the Performance and Administration section of the Kirklees Council. Prior to
the project launch an experienced marketing officer was seconded to work on the project two
days per week over a five-month period. In addition, a full-time project officer was recruited
with responsibility to oversee day-to-day marketing activities from May 2005. Early efforts
were focused on raising general awareness and generating ‘word of mouth’ messages via local
stakeholders.
5.1

THE MARKETING STRATEGY

Following the allocation of an HSE grant for marketing the BHAW project board and team
devised a marketing strategy, the aim of which was to assist BHAW with meeting its
recruitment targets. Specific objectives of the marketing strategy were:
• To raise awareness amongst SME business owners of the BHAW project and its
services which were designed to help them meet legislative occupational health and
safety requirements.
• To raise awareness amongst workers of the support available for individuals with work
related health and safety issues.
• To establish robust referral pathways for those suffering ill health as a result of workrelated illness/injury, e.g. Jobcentre Plus, GP surgeries,
5.2

RAISING AWARENESS WITH SMES

A number of general and targeted marketing activities were aimed at raising awareness and
encouraging engagement with SMEs. Previous studies (Lancaster et al., 2003; Vassie et al.,
2000) have confirmed the difficulties in engaging SMEs in services providing occupational
health and safety support and the SME survey of 400 SMEs in the Kirklees area found that the
majority of respondents believed they had a good grasp of health and safety issues and were
doing much of what was legally required of them to control health and safety risks (see Chapter
6). It was therefore possible that they would view general information about BHAW as not
relevant to them. It was clear from the SME focus group discussions that they were most likely
to respond to marketing messages which offered specialist advice particularly in tracking
legislative developments and its implications for their businesses. A wide range of marketing
activities to engage SMEs was undertaken and the following section reviews the effect of the
various methods. These included:
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•

•
•
•

General marketing
o Launch event
o Advertisements
o Website
o Meetings/presentations
o Events
Targeted marketing/promotion activities
o Direct mailings and telemarketing
Referral by local authority enforcement staff
Word of mouth.

5.2.1
General marketing
Project Launch
A widely publicised project launch event was held in January 2005. This half-day seminar was
hosted in Kirklees with both local and national speakers addressing an audience of local
stakeholders (business representatives, local businesses, health/safety professionals and
community representatives) and partners from the Kirklees area and aimed to raise general
awareness of the project and to enable those attending to cascade the messages about BHAW to
others. One hundred and thirty five people attended the event.
Advertisements
A detailed outline of the advertisements that were placed in the local media and other outlets is
provided in Appendix 3. A total of 21 advertisements were used during the 27 month period
from April 2005, providing general information about the service (i.e. free, no-obligation
occupational health and safety advice for SMEs). Focused messages about the BHAW project
were embedded within local business and press page advertisements. The BHAW team played
a key role in the ‘Business Rules Day’ occupational health theme workshops in March 2006 –
these events were designed to help businesses with regulatory compliance and provided an
opportunity for BHAW to network with SMEs and provide presentations about OH&S topics
(e.g. work related stress and occupational health). Early in the project two local radio
broadcasts were also used to promote BHAW and outline its objectives for improving
occupational health and safety. Between Oct-Nov 2005 bus adverts were used to promote the
service. HSE funding for marketing ceased in March 2006 and general advertising was
curtailed after this point. However, NHS funding was secured to promote local support for
businesses in complying with the requirements of the smoke-free legislation. Between January–
July 2007 eight adverts promoting the smoke-free support available from BHAW were placed in
the local press.
Whilst it is difficult to gauge the overall impact of the general adverts, only 24 of the 266
businesses that had contacted the adviceline, and four of the 147 SMEs recruited to the SA
service stated that they had heard about BHAW via a newspaper or advert.
Website
The internet is widely recognised as an important advertising media, although its potential as a
marketing tool depends on its links from other in-demand internet sites. Evidence from the
Workplace Health Connect (WHC) project identified that internet links were a valuable source
of advertising for the project (Tyers et al., 2007b). There are very few internet links from other
organisation’s web pages to the BHAW website; it therefore existed in relative isolation. Given
that the project serves Kirklees, visibility could have been improved by embedding links within
other Kirklees websites, e.g. Kirklees Gov, PCTs, CAB, Chambers of Commerce, Business
Link. The BHAW website came online in June 2006, fourteen months after the official launch
date of the project and provided information about the project and information on a range of
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OH&S topics 6. It was migrated to a new server in August 2006 and no information on traffic
was retained before that date. The overall impact of the website was diminished by its absence
during the early stages of the project when marketing activities were most prominent. The site
hits are presented below:
Period
Site hits 7
(months)
• Oct 06 – Dec 06
3
552
• Jan 07 – Mar 07
3
587
• Apr 07 – Jun 07
3
732
Between Oct 06 to June 07 there was an average of approximately seven hits per day. Most of
these hits were via internet search engines such as Google and Ask rather than direct links from
other sites. The potential of the website was not just the number of hits it received but the
number of service users identifying it as a source that raised their awareness (and through word
of mouth, the awareness of others) about the project.
Only 4 of the 266 businesses that had contacted the adviceline stated that the website had been
the route they had found out about the BHAW project. Three of these SMEs were specifically
seeking information about smoke-free legislation.
Meetings/presentations
The BHAW team held meetings/made presentations to 46 different groups during the 27 month
period between April 2005 – June 2007 (A bi-annual summary of these meetings is presented in
Appendix 3). Whilst eleven of these were specifically oriented to business groups they
generated little direct contact from SMEs. Only 7 of the SMEs that had contacted the adviceline
and three of the SMEs recruited to the SA service stated that this was the way they had found
out about BHAW.
Events
Between April 05 and June 07, members of the BHAW project team attended 49 events (see
Appendix 3) to promote the service. The nature of the events varied widely, although all were
selected because business representatives, organisation representatives or Kirklees residents
were likely to be present. There were two main types of BHAW participation at these events:
exhibition stands with members of the project team in attendance to promote the BHAW
services; and network meetings where opportunities were available to discuss and promote the
project to other groups. Local events included the Kirklees Builders Merchants event and the
HSE Healthy Backs Initiative. These events did appear to have a greater impact on SMEs than
the meetings/presentations, with 22 (n=246) SME callers to the adviceline and 14 (n=117) of the
SMEs recruited to the SA service citing events as the means by which they had heard about
BHAW. Events were also used as the primary way to distribute BHAW merchandise (e.g.
tumblers, pens, notepads and pedometers) that publicised the project and provided contact
details, products that would most probably be retained by potential clients.

5.2.2
Targeted marketing/promotion activities
Direct mailing and telemarketing

6

The website can be found at http://www.betterhealthatwork.org.uk (accessed July 2008).
Site hits occur when a remote site makes a request for a page on the BHAW server. Each Hit refers to
activity generated by the remote site within a 30 minute period.
7
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In the early months of the project there was a slow take-up of the BHAW services by local
businesses and a decision was taken to adopt a more focused approach to stimulate interest in
the SA service using a combination of direct mail and telemarketing approaches. Following
advice from the local authority enforcement team several sectors were systematically targeted
by the BHAW project team. These included voluntary organisations, bakeries, childcare centres
and residential homes.
Over a 24 month period BHAW sent leaflets to over 600 SMEs inviting them to use the free
advisory services (as detailed below). Telemarketing was also undertaken in-house by the
BHAW project team to follow up the mail outs. There were two peaks in telemarketing activity
(Apr 05 – Sep 05 and Apr 06 – Sept 06) reflecting periods of staff availability which coincided
with a need to increase recruitment:
Period
(months)
6
6
6
6
3
Total

Apr 05 – Sep 05
Oct 05 – Mar 06
Apr 06 – Sep 06
Oct 06 – Mar 07
Apr 07 – Jun 07

General
Mail-outs
116
149
260
109
0
634

Telemarketing
Calls
62
1
86
16
0
165

The impact of direct mail outs in generating SME engagement was low, with only 2.5 per cent
of those receiving a leaflet contacting the service.
Direct mailing coupled with telemarketing proved to be a very effective and efficient way of
recruiting SMEs to the SA service. Of the 165 telemarketing calls to individual businesses, 54
resulted in consent for a SA to arrange a workplace visit (see Figure 5.1). Sixty six businesses
said they didn’t need heath and safety support and therefore the service was not required.
Figure 5.1 Outcomes of telemarketing calls (n=165)
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Between Jan 07 and June 07 approximately 1400 leaflets were sent to business premises to
advise them of the introduction of the smoke free legislation and to inform them of the support
they could obtain from the BHAW service. The impact from the leaflets promoting the smokefree support was higher than previous direct mailings with six per cent of businesses specifically
mentioning the leaflet received.
Direct mailing and telemarketing were the most effective means of attracting and recruiting new
clients for the SA service. Of the 123 SMEs that engaged with the SA service almost 40 per
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cent mentioned that they had heard about BHAW via direct mailing and telemarketing (see also
Appendix 8).
Referral by local authority enforcement staff
A distinctive feature of the BHAW project was that it was located within a local authority and
had close links with OH&S Enforcement staff. Whilst BHAW and Enforcement staff operated
independently, liaison on general issues proved very important. Enforcement staff were
consulted on the sectors that should be targeted for direct mailing and recruitment to the service.
They were also asked to distribute promotional material about BHAW during routine inspection
visits. This proved to be an important mechanism for recruitment to the SA service with 26 of
the SMEs which signed up for a workplace visit citing referral via enforcement staff.
Word of mouth
Almost a fifth of SMEs (17%) that had contacted adviceline and an eighth (13%) of SMEs
recruited to the SA service cited word of mouth as the means by which they had heard about
BHAW.
5.3

RAISING AWARENESS WITH INDIVIDUAL WORKERS

A number of general and targeted marketing activities were aimed at raising awareness of the
BHAW project amongst individual workers. Achieving the targets set for contact with
individual workers was one of the most challenging elements of the BHAW project. As with
SME engagement a number of general and targeted marketing activities were planned to reach
workers. These included:
•

General marketing
o Advertisements
o Website
o Events

•

Targeted marketing/promotion activities
o GP surgeries

5.3.1
General marketing
Advertisements
Two general adverts promoting the service offered to individual workers were placed in the
local press (see Appendix 3). In addition, posters were displayed in local libraries, hospitals,
pay and display parking tickets and local buses. Leaflets were also placed in GP surgeries.
Only two of the 70 individuals that contacted the adviceline mentioned the newspaper adverts,
but five mentioned the bus adverts. A similar pattern emerged with those individuals who had
engaged with the OHA service. One hundred and thirty two of the 832 OHA clients (16%) had
heard about BHAW before the interview. Only four individuals mentioned newspaper adverts,
three mentioned radio broadcasts and 12 mentioned bus adverts. However, almost half (51)
mentioned picking up a leaflet at the GP surgery, confirming this as an effective way of
recruiting individual workers to the OHA service.
Website
Only one worker that used the adviceline mentioned the website (see Section 5.2.1 above) as the
mechanism by which they had heard about BHAW. This may have been related to the delay in
the website’s availability during the first year of the service.
Events
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The BHAW team attended 49 events between April 2005 and June 2007 (see Section 5.2.1
above and Appendix 3 for further details). In addition to these events being used as marketing
opportunities, a number of the events provided opportunities for the project team to meet
individual workers and to provide advice and support on work related health problems. The
OHAs managed to complete full consultations with 197 clients at the events they attended.
Only 22 of these individuals had heard about BHAW before attending an event and meeting
with the OHA. These opportunistic meetings at events proved to be a useful method of
contacting employees and also highlighted the need for attendance at such events to be
timetabled as an important priority activity for the project team.
5.3.2
Targeted marketing/promotion activities
GP Surgery sessions
The demand from employers for OHA support within the workplace was lower than anticipated
and the OHAs refocused their efforts on contacting individual workers via other routes.
Previous studies have confirmed the difficulties in reaching individual workers. Based on an
approach that had been successfully adopted by other occupational safety support groups eg
Sheffield Occupational Health Advisory Service and following advice from the Project Board,
OHAs attended GP surgeries to facilitate opportunistic meetings with workers. Between April
2005 and June 2007, 539 full consultations were achieved at GP surgeries. Whilst the primary
purpose of the consultations was to provide advice, they were also used to raise awareness of
the project and its objectives and promote further use of BHAW services. During these
consultations OHAs asked clients if they had heard about the BHAW initiative. Four hundred
and eighty five clients responded to this question with 74 (15%) of them confirming that they
had heard about BHAW before their consultation. Fifty seven clients gave details of how they
had heard about it. Almost half (24) had seen notices in the GP surgeries and nine mentioned
having seen the bus advertisements. Although numbers with previous knowledge of the service
remain modest, it does suggest that general and specific advertising does reach a proportion of
individuals. However it is unclear whether these clients, had they not been approached directly
by the OHAs, would have proactively sought help from the service. The potential for notices to
promote the service highlighted the need for information to be continually available at surgeries
and other key locations.
5.4

ESTABLISHING REFERRAL PATHWAYS

Establishing awareness and support for the BHAW project amongst local services and
organisations was an important objective in enabling the development of robust referral
pathways to the project from major partners and other organisations. This key element of the
marketing strategy was facilitated by the project team attending 46 meetings, presenting
information about the project, its scope and objectives (see Appendix 3) to a range of
individuals and organisations. The majority of these meetings were with health professionals in
GP surgeries with the aim of establishing referral networks and whilst it was labour intensive
did result in referral activity. The overwhelming majority of referrals (66 8 of the 70 referrals) to
the OHA service were from GPs, with very little referral activity generated from other partners.
Presentations/meetings were also held with a number of business and community groups and
whilst this was designed to raise awareness of the service, did not appear to stimulate SMEs to
contact the service, with only seven SMEs which had contacted the adviceline citing this as the
route by which they had heard about BHAW.
5.5

SUMMARY & CONCLUSION

8

There were 66 records provided for referrals cases from GP. There were an additional 22 GP referral
cases for which no records were provided (see Chapter 8).
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The BHAW project had three goals in developing its overall marketing strategy, namely, raising
awareness of the project with SMEs and encouraging them to engage with the service, raising
awareness of the project with individual workers and encouraging them to engage with the
service and establishing referral networks with key stakeholders. These diverse aims
necessitated a broad approach to marketing and the assessments undertaken provided
information about the effectiveness of the different approaches used.
Events, presentations, meetings and general adverts were important in raising awareness, but
appeared to have only limited impact in recruiting SMEs and individuals to the SA and OHA
services. Proactive direct approaches proved to be the most effective methods of recruiting
SMEs to the SA service and workers to the OHA service. Following a slow take up of the SA
service, enforcement staff played a key role in identifying the sectors they believed would
benefit from BHAW engagement and sector specific marketing materials were developed. The
most effective and efficient strategies for engaging SMEs were sector specific direct mailings,
followed up with telemarketing. Enforcement staff were also important in encouraging SMEs
to contact the BHAW team for advice and guidance. Interestingly, word of mouth also
appeared to be important both in recruiting SMEs to the SA service and in prompting SMEs to
use the adviceline.
Direct contacts with individual workers at GP surgeries and events, whilst labour intensive,
proved to be the most successful means of recruiting workers to the OHA service. Almost 90
per cent of workers were recruited via these activities. Placing leaflets in GP surgeries was
effective in raising awareness of the OHA service.
Through presentations and network meetings with local stakeholders, including health
professionals and community groups the BHAW team established valuable referral networks
with GP surgeries, health organisations and local authority enforcement staff. This groundwork
facilitated important access to GP surgeries and provided some level of business and individual
referrals from GPs, Jobcentre Plus, and local authority enforcement officers. The referral
network via GP surgeries was robust, with 66 of the 70 worker referrals to the OHA service
from this route. The number of worker referrals emanating from other partners and
organisations is very modest and further work in promoting the service will be necessary to
encourage others to refer individual workers to the service.
It was apparent that reaching SMEs and individual workers was difficult, with trust and
understanding requiring development through personal contact (e.g. telemarketing calls,
opportunistic meetings in GP surgeries or events) or personal recommendations (e.g. word of
mouth, local authority enforcement). Similar findings have been reported elsewhere (Dugdill et
al., 2000; Tyers et al., 2007b) and it is important that these findings are considered when
planning future marketing campaigns. Future SME recruitment strategies should rely on
telemarketing calls and referral from local authority enforcement staff. These marketing
techniques represent the most efficient use of limited resources.
Marketing for a sustainable future
Despite limited resources for advertising the future of the project will inevitably depend on a
robust and informed approach to marketing. The research identified a number of methods that
were relatively successful in generating a viable workload for the project, these included:
• Telemarketing and direct calls to SMEs;
• Enforcement staff referrals
• Signposting / referral from professional OH related organisations;
• Direct contacts with workers at GP surgeries and events.
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Perhaps the most important lesson about marketing was the need for a proactive approach to
marketing based on direct contacts with potential clients. Contacting individual workers at their
workplace proved problematic, as there was little interest in the OHA service from employers.
Many SMEs did not have any perceived need for OH&S advice and other barriers (such as lack
of time and resources) prevented them from seeking support. However, direct contacts with
firms could lead to business interest. Furthermore, support and referral networks could provide
valuable links to clients. The referral networks were bringing an increasing workload for the
OHAs and SAs. A strategy to manage the referral networks needs to be developed and
regularly reviewed to ensure that interest from referral sources does not decrease.
Less effective methods of recruitment included:
• Media advertisements
• Presentations to businesses
• The web.
Although these methods may have generated some degree of general awareness for BHAW,
they had limited impact perhaps because the brand was relatively unknown and the target
audience did not perceive that they needed the services on offer. With respect to individual
workers it was apparent that potential users only responded to advertising or recommendations
where there was an immediate need for support, e.g. where a health concern had become acute.
It may therefore prove more difficult to establish a preventative support service.
It was clear that a major influence affecting recruitment of SMEs was the fact that they did not
believe that they had any particular issues relating to health and/or safety. They were therefore
not attuned to the messages relating to support for occupational health and safety management.
However, SMEs did seek out help and support during the run up to the implementation of the
smoke-free legislation and did demonstrate that they would seek help when they perceived the
messages to be relevant to them.
The positive experiences of those who had engaged with both the SA and OHA service should
play a key part in future marketing strategies.
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6
6.1

A STUDY OF KIRKLEES SMES

INTRODUCTION

Understanding the motivations, attitudes and approach of SME owners/managers to health and
safety is critical to a service such as BHAW since it was likely to influence both the take up and
continued engagement after initial ‘sign up’. Investigation of attitudes to and arrangements for
managing health and safety and the additional support SMEs felt they needed to improve health
and safety performance was undertaken at the outset of the BHAW project through:
•
•

a telephone survey of a sample of SMEs from the Kirklees area (n=400); and,
four focus groups with Kirklees SMEs.

Telephone survey interviews were conducted with the person who identified him or herself as
having responsibility for the day-to-day management of health and safety within the workplace.
In the vast majority of cases the interviews were conducted with the owner/manager with
overall responsibility for health and safety (59%), or the safety adviser/competent person (31%).
The survey findings provided an overview into the reported behaviour and attitudes of Kirklees
SMEs.
In order to explore in more detail the ways in which SMEs talk about approaches to
occupational health and safety management, a small number of discussion groups with SME
representatives with responsibility for health and safety were convened. A topic list and
questions guide was devised to steer the discussions (see Appendix 2). The four focus groups
were split on the basis of size (5-49 or 50-250 employees) and sector (production or service
industries) (for further details see Chapter 3).
In interpreting the findings of both the telephone survey and focus groups the potential for bias
due to the self reported nature of the responses and that those who participated may be more
committed to health and safety should be acknowledged.
6.2

MAIN FINDINGS

6.2.1
Perceptions and experience of workplace injuries and ill health
Survey respondents were asked to comment on the extent to which sickness absence as a result
of work-related injuries and ill-health was problematic for their organisation. Responses are
presented in Figure 6.1, below.
The majority did not report being concerned about sickness absence arising from work-related
injury or ill-health. Analysis found there were no differences in these patterns when the sample
was split by sector (i.e. production/services). However, significant differences did emerge when
split according to size, with nine per cent of micros compared with 26 per cent of small/medium
enterprises reporting sickness absence as a result of work-related injury to be a problem and
nine per cent of micros and 21 per cent of small/medium enterprises reporting sickness absence
as a result of work-related ill health to be a problem.
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Figure 6.1 Attitudes to work-related injury and ill health (n=400)
Work-related injury
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know
0.8%

Work-related ill-health

Minor
problem
17.3%

Don't
know
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Major
problem
0.8%

No
problem
81.3%

Minor
problem
14.5%
Major
problem
1.0%

No
problem
83.5%

Discussions within the focus groups about the impact of sickness absence on business viability
provided further insights into the opinions of SME owners about this subject. There was a
perception that characteristics of work in the SME sector, including the nature and proximity of
relationships and that many SME employees only received statutory sick pay when absent from
work reduced the incidence of sick leave. Participants provided some insight into the personal
relationships between employers and their employees and how this could influence sickness
absence:
FG#1, Person 1: I think it’s the way you approach your staff, if they’re happy
enough they tend not to have time off sick. …
FG#1, Person 5: It’s a lot about the relationship. They have a conscience if they
don’t come to work.
FG#1, Person 1: If the business doesn’t do well we all don’t do well. There isn’t a
them-and-us barrier.
FG#1, Person 7: That can’t happen in a big company.
A recurring theme was that employee sickness within a small firm or production unit could have
an impact upon a worker’s colleagues and this could act as a disincentive for ‘illegitimate’
absence. Continuing with the premise of team morale within some smaller firms, business
owners identified that ‘peer pressure’ or empathy amongst colleagues could reduce the level of
absence. There was a general perception amongst the participants from smaller organisations
that ‘illegitimate’ sickness absence would be higher in larger companies because they were not
founded on the same level of shared values and outlook. For example:
FG#1, Person 6: Don't you think that the smaller the company the less they are off
sick because they're missed. They are more conscious that if I'm
off tomorrow it does affect my work mates.
FG#1, Person 7: And if they’re twenty per cent of the company.
FG#1, Person 6: Such as your case, 5000 working there, if you were to check their
absenteeism against a smaller company you'd see a big
difference, because they're not missed.
Focus group participants from the larger firms had notably less to say on the topic of sickness
absence. However, they reported that their firms did actively monitor sickness absence. In
nearly all these cases human resource management departments undertook this task.
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Only 4 per cent of SME survey respondents reported bringing in new staff on a temporary or
permanent basis to replace employees who had been injured or made ill by work, and only 4 per
cent reported settling claims under employer’s liability compulsory insurance (ELCI) within the
previous 12 months. Comparable patterns in ELCI claims were reported in the WHASS 2005
survey (Clarke et el., 2005, p.12). When split by size, a significant difference emerged between
micros and larger SMEs in reporting claims settled via insurance (1% for micros compared with
6% for larger SMEs). This finding concurs with Wright et al.’s (2003) work which reported
clear differences in frequency of employer liability claims in micro companies as compared to
small, medium and large companies. Only 4 per cent of respondents stated that they had been
offered financial incentives – e.g. discounted liability premiums - for making improvements in
their health and safety management.
Focus group participants similarly believed that accident rates and injuries in their organisations
were low or insignificant. However, several examples were given by participants of accidents at
work and there appeared to be a consensus that some level of minor accidents should be
expected within the workplace. Where more serious accidents were discussed there was a
tendency to identify the individual as culpable, and thereby discount the incident as a
consequence of worker’s behaviour. It could be suggested that attributing blame was a means
by which owners/managers sought to minimise their involvement in workplace accidents and
injuries or that they did not want to feel or be seen to be responsible for the negative impacts of
work on health.
In a similar way when the issue of stress was discussed some focus group participants appeared
to be reluctant to accept it could be work related, or tended to view it as a personal matter for
the individuals concerned:
FG#1, Person 5: We've had two off with stress but it's nothing at all to do with
work, that's another frustration.
FG#1, Person 8: Why don't they come to work and get rid of it? [laughs]
FG#1, Person 5: That's a big worry, if a doctor gives them a note for two weeks,
you think, ‘oh… if they're off for two weeks they'll be off for
months really’.
The findings suggest that the majority of SMEs, particularly the micros, had not directly
experienced major impacts from work related accidents and ill health and other studies have
confirmed that for most SMEs employee absence has ‘no major impact’ on their operations
(FSB, 2006, p. 11). The focus group discussions suggested that SME owners and managers did
not perceive rates of sickness absence to be directly related to their work activities; rather it was
believed to be related to the attitudes of employees towards work and their colleagues.
6.2.2
Perceptions of knowledge of health and safety
The survey respondents rated their knowledge and understanding of health and safety within
their business on a five point scale from very good to not good at all (n=400). Eighty-one per
cent of respondents reported it to be either very good or quite good. Only one per cent reported
it to be ‘not very good’ or ‘not at all good’.
However, levels of understanding of health and safety requirements of focus group participants
varied widely. Many of them acknowledged that there were gaps in their knowledge and much
of it had been gained in an ad hoc and serendipitous way and in some cases there was evidence
that there were inaccuracies in their understanding, for example:
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FG#1, Person 4: I mean it's something that I've just recently become aware of
because we do spray painting and I've just found from various
sources, not long ago, that a spray painter is supposed to have
a lung capacity test every so many months. You know, it's stuff
you don't realise is a problem so how can you address it.
FG#1, Person 1: I don't think the industry is adequately informed of all the
legislation myself.
FG#1, Person 5: But it was only because you were asked, that you knew anything
about it. This is the problem we've got.
FG#1, Person 1: Yeah but there's that much legislation how do you keep it all up
here? You need to begin on the computer nowadays.
The following exchange of viewpoints illustrates confusion surrounding a company’s OH&S
regulatory obligations:
FG#1, Person 5: I think it's a legal requirement to have someone who has
training [in health and safety].
FG#1, Person 6: Yeah.
FG#1, Person 1: Is that not over a certain amount of employees in the company?
FG#1, Person 6: I think it's to do with that.
FG#1, Person 5: It might be, I don't know what the number is.
FG#1, Person 4: I think the number's 5.
FG#1, Person 5: It's a low number; I know it's a low number.
Recent research (Vickers et al., 2005) has also established a very low level of awareness of
health and safety legislation in SME managers and owners and it is possible that the confidence
of the survey respondents in their own knowledge and understanding of OH&S may be a
consequence of some social desirability bias.
The level of knowledge demonstrated by focus group participants from the medium and larger
sized firms was generally greater and more accurate. These participants talked in detail about
the systems they had established to comply with OH&S legislation, for example:
FG#2, Person 4: If we have a new employee or a trainee start with us, we do
provide all lifting/carrying assessments, general policy, equal opportunities
policy, fire risk assessment, again it's like a big booklet, basically I will
summarise that to them before I give it to them, and they have to sign to say that
they've received it.
These participants suggested that their work colleagues would often have a lower level of
understanding and variable levels of commitment to the management of health and safety.
6.2.3
Regulatory compliance
Confidence in compliance with health and safety legislation was rated by survey respondents on
a four point scale (from ‘completely’ to ‘not at all’). The majority (97%) believed they either
completely or mostly complied (see Table 6.1). The recent WHASS survey reported similar
trends with 90 per cent of respondents stating they were fully in line with legal requirements
(Clarke et al., 2005). Size influenced perceptions with micro enterprises significantly more
circumspect about compliance. There was no evidence of significant association between SME
sector with views about compliance.
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Table 6.1 Perceived compliance (%) with health and safety
legislation; Base n = 395
Compliance
Size
Sector
Total
with H&S
Micro
S/M
Prod.
Serv.
(n=395) (n = 188) (n = 207) (n = 126) (n = 269)
legislation
Completely
52.2
47.3
56.5
46.0
55.0
Mostly
44.8
47.9
42.0
49.2
42.8
Partially
2.3
3.2
1.4
2.4
2.2
Not at all
0.8
1.6
0
2.4
0
P
0.04
0.07
Only 57 survey respondents (14%) believed there were barriers to controlling risk in their
organisation. Eighty four percent believed there were no barriers or they did not know (2%).
The two barriers most frequently cited were costs (cited by 27 respondents) and lack of time
(cited by 15 respondents).
Despite the positive survey responses, focus group participants were more equivocal about their
compliance with health and safety legislation. Many perceived regulations to be onerous and
complicated and reported new or changing legislation to be a particular source of apprehension.
A typical comment about regulatory requirements was:
FG#3, Person 7: … Because they move the goal posts, so a month further down
the line, it's out of date, it does change fast. So that is a crazy
situation, but you have to do it … .
Those from smaller firms expressed concerns about the nature and extent of formal
documentation required by health and safety legislation:
FG#3, Person 1: I mean, no, our documentation took forever and a day to get
our documentation, or the basics of it.
Compliance was regarded as a burden on time and financial resources and typically focus group
participants cited these factors as barriers to overcoming deficits. There was a general
perception that without the input of professionally trained personnel, regulatory compliance was
beyond the capabilities of many smaller firms.
FG#1, Person 4: The more and more I've heard about it {heath and safety
legislation}, it's very, very complicated and it's hard to keep up
with… [Male 5: It's just hopeless]. … You would need, to do it
properly, you'd need someone to do it and nothing else.
As the following exchange of views demonstrate, where regulations are considered too onerous
they are more likely to be ignored rather than allowed to affect the SME in a deleterious manner:
FG#1, Person 1: And I think that sort of approach has to be taken into account, I
think by people in the Health and Safety Executive. When you've
got some legislative body in the HSE making decisions about
what must be done and what must be adhered to, it may very well
be acceptable for a company employing 300 people but you can't
apply all the logistics and the same rules to a company
employing six people.
FG#1, Person 8: I think you've got to get your priorities right.
36

FG#1, Person 1: Cos your cost effectiveness then comes into account.
FG#1, Person 5: I think if you want to stick to the letter of the law, then you have
to read all the regulations and document everything and as a
small business you can't possibly do it. So we're all ignoring
them.
Moreover, there were indications that where profit margins were limited, resources for safety
management could become a secondary concern:
FG#1, Person 4:

I think most people here are probably in the same boat,
competing against cheap imports as well, when you're competing
you have to cut your costs…. When you're competing like that
sometimes health and safety comes second.

Few of the SME survey respondents reported they did not comply with OH&S regulations and
only a minority mentioned barriers to compliance. In contrast the focus group participants
believed complying with OH&S legislation to be a challenge which incurred significant
resources. Where the costs for OH&S interventions were expected to require a significant stake
of available investment budgets, and where interventions were not directly related to core
business activities, it appeared that SMEs were willing to defer OH&S improvements.
6.2.4
Perceptions about the management of health and safety risks
Survey respondents were asked to identify which of a number of statements, on a four point
scale (from ‘proactive steps taken for all H&S risks’ to ‘no action taken to manage risks’), best
described their organisation’s approach to health and safety. Most SME representatives (92%)
believed their organisations were proactive in managing health and safety risks.
In contrast, but confirming other research findings (Genn, 1993; Vickers at al., 2005), the
descriptions by most focus group participants of their organisation’s management of health and
safety could be characterised as reactive. Participants spontaneously provided evidence of
reactive approaches during the flow of conversation:
FG#1, Person 5: If they [employees] come and say there's something that they're
not happy with then we [management] come and fix it.
FG#3, Person 2: He certainly was going to do his back in, doing that for a while.
But it's mainly picking-up on problems when someone does
something, and just saying, ‘look’; they look at it. And there's
very little that we [the company] promote, anything else, other
than that.
In focus group discussions the salience of SME size for approach to health and safety
management was acknowledged. In a number of cases evidence was provided that employment
issues in micro/small enterprises were raised as and when the need arose and this was evident in
some of the comments made by participants:
FG#1, Person 4: In some firms the shop floor feels totally isolated from the
management, and on health and safety issues, so where do you
start?
FG#1, Person 5: In most small firms, you're all together there.
FG#1, Person 4: Then it becomes a general topic of conversation.
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The focus group discussions indicated that participants believed that formal policies and
practices were unnecessary when managing labour on a small scale and the smaller firms tended
to adopt informal approaches to safety, often lead by an owner or manager.
There were some examples of a proactive approach but these were mentioned by participants
from larger organisations who usually held a specialist OH&S role or were assigned specific
responsibility for health and safety. For example,
FG#4, Person 3: Well my sort of challenges is changing people’s perception and
attitudes really, it's a cultural thing. And I've got into a
comfortable set up and we just need to change opinion.
Larger firms were more likely to employ dedicated staff with specialist safety training and skills
and they characteristically reported that they had controls in place to ensure that safety was
formally managed.
However, participants from these (typically larger) organisations
acknowledged that it was difficult to instil a proactive culture across the workforce; and despite
their best intentions without a wide level of commitment a proactive stance was not always
established. For example,
FG#2 Person 2 :Well our problem, sort of, the middle management or the shift
managers and stuff, you know. You can get it through to the senior managers but
then you've got the shift managers …. And I'm there going round saying safety, and
they're saying, 'we have been told production by our shift managers'. And it's
getting through to them, middle management levels, that I found difficult.
Some focus group participants also emphasised the impact of third party relationships in the
form of supply chain pressure, licensing or funding requirements on their approach to health and
safety management. The small and medium sized businesses which had contracts with large
companies, operated in high-risk industries or interfaced directly with the public experienced
higher levels of scrutiny and influence from outside agencies. Participants from these higher
risk status firms made reference to the influence of regulatory bodies, contractors and supply
chain intermediaries on the importance of and need for formalised and documented health and
safety systems. For example the owner of a residential care home identified that the control of
the regulatory body was such that careful attention to the safety system was paramount:
Mod:
FG#3 Person 7:
Mod:
FG#3 Person 7:

What do you all think of the value of documentation?
In our case, it's a must for us.
You value it?
It has to be. If it isn't written down they [the regulator] don't
believe we've done it, they say we know you're doing it [practical
measures] but there's no proof.

6.2.5
Health and safety procedures and practices
To gain further insight into the adequacy of the OH&S systems provided by SMEs the survey
respondents were questioned about individual components of their health and safety
arrangements, for example, safety policies and safe working procedures (see Table 6.2 below).
The vast majority of SMEs in this survey reported having the health and safety arrangements
listed in Table 6.2 in place. These findings are generally comparable to other surveys for
example, Vassie et al. (2000) found that ninety per cent of the companies reported having a
written health and safety policy; 60 per cent reported having written safe working procedures;
and 87 per cent had accident/incident reporting systems. More recently the WHASS survey
(Clarke et al, 2005) found that 90 per cent of workplaces reported routinely investigating the
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causes of accidents. Whilst SMEs did report high levels of compliance with these arrangements
there were some significant differences in the reported practices of micro sized enterprises as
compared to small and medium sized enterprises (Table 6.2). Not only were micro sized firms
significantly less likely to report having documented health and safety arrangements - such as a
health and safety policy and written procedures for safe working and accident investigations but they were also less likely to report having health and safety training for employees or named
a manager / director with OH&S responsibility.
Table 6.2 Health and safety arrangements compared by size (n = 400)
Arrangement
Safe working procedures
H&S policy
Written safe working procedures
Systems to record sickness absence
Director/manager named as responsible
person for H&S
Accident investigation procedures
H&S training for employees
*
significant at 0.05;
**
significant at <0.001 level.

90

Micro
n=189
(%)
99
93
91
91
86

Size
S/M
n = 211
(%)
99
97
98
95
94

p value
0.60
0.04*
0.003*
0.11
0.006*

88
85

80
77

94
91

<0.001**
<0.001**

% of SMEs with
arrangements in
place
99
95
95
93

In addition to the health and safety arrangements listed in Table 6.2 BHAW earmarked
additional health and safety measures that were intended to be the focus of their workplace
visits, namely to:
• Identify hazards arising from work.
• Conduct a risk assessment.
• Provide health and safety information for employees.
• Modify work activities to support employees with health problems.
• Provide training in occupational health.
• Monitor workplace hazards.
• Monitor trends in work related ill health.
The baseline survey sought to establish the extent to which SMEs in Kirklees had these specific
health and safety measures in place (see Figure 6.2 below).
The vast majority of SMEs reported having some or all of these health and safety measures in
place. They were most likely to provide health and safety information for their employees
(97%), have a system for identifying hazards (95%), conduct risk assessments (90%) and
monitor workplace hazards (88%). Similar findings have been reported in other SME surveys
(Vassie et al., 2000; Clarke et al., 2005).
The survey findings indicated that occupational health measures (i.e. occupational health
training, modifying work activities to support employees with health problems and monitoring
work health related conditions) were less likely to be provided than other health and safety
management provisions (see Figure 6.2).
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Figure 6.2 Percentage of respondents reporting BHAW health and safety measures
(n=400)
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The topic of employee health – either lifestyle or work related – also had a low profile within
the focus group participants’ organisations. A number of the larger SMEs provided evidence of
routine health surveillance of employees (e.g. vision and audiometric tests). However, the level
of provision of occupational health management was inconsistent and not well developed across
the SMEs. Moreover SMEs did not have much experience in dealing with rehabilitative support
and workplace adjustments. Participants from the larger SMEs discussed gradual, phased return
to work for employees and where possible adapting job design and tasks for employees whose
health condition had changed, e.g. lighter duties, altered hours, alternative work, flexible
working.
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The impact of SME size on these health and safety measures was examined and results are
presented in Figure 6.3. Size significantly influenced whether five of the six health and safety
measures were used. Similar analyses was undertaken for sector, but differences were less
striking with only the monitoring of workplace hazards showing a significant difference.
Figure 6.3 Percentage of respondents reporting BHAW health and safety measures/
SME size micro, n=189; S/M, n=211)
* Modifying work activities
**Monitoring work-related health
*Training on OH
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Significant differences in OH&S measures between SMEs by size.
*
significant at 0.05;
**
significant at <0.001 level.

Previous work with SMEs reported similar differences in health and safety measures with
respect to size characteristics (Lancaster, Ward & Holmes, 2003). Furthermore, a survey of
1000 small businesses (less than 50 employees) in England (Vickers et al., 2003), which asked
whether the firm had taken any particular measures to improve health and safety in the last ten
years, found that larger businesses were significantly more active in implementing
improvements to health and safety practices.
6.2.6
Health and safety advice
Respondents were asked about the sources of health and safety advice they had used in the
previous 12 months. A third reported that they had not used any sources of advice. This was in
contrast with the WHASS survey (Clarke et al., 2005) which reported only eight per cent of
workplaces not seeking advice within the previous 12 months. A comparison of sources of
advice and SME size was explored and results are presented in Figure 6.4, below.
Micro enterprises were significantly more likely than small-medium sized enterprises not to
have sought any health and safety advice in the previous 12 months, (46% compared to 21%).
The primary source of advice SMEs had used in the previous twelve months was private health
and safety specialists/consultants. Small and medium sized enterprises were significantly more
likely to seek information from health and safety consultants than micro enterprises (27%
compared to 10%).
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Figure 6.4 Sources of health and safety advice / SME size (micro, n=189; S/M, n=211)
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SMEs did not appear to use the existing free sources of advice and guidance, such as HSE
infoline, or the Kirklees Regulatory Advice Unit. At the time of the survey (June/July 2005), the
BHAW project had recently been launched and therefore it was unlikely that many SMEs would
have known of the support it could provide.
Most focus group participants suggested that they were uncertain about the best sources of
support and information. The internet was a first port of call in most cases, although
information sought was not always found. More traditional sources of support and guidance
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included the regulatory authorities and other public services (e.g. St John’s Ambulance and Fire
and Rescue Services). Some participants had built a relationship with the Fire and Rescue
Services and HSE and local authority health and safety enforcement officers but there was a
perception amongst other focus group participants that there had been changes in the
responsibilities of these services which increased uncertainty about the best sources of advice,
for example:
FG#3, Person 5: The spray booth is interesting, because I suspect the HSE would
have information on that.
FG#3, Person 4: I mean where exactly do you go? I mean for instance at the
moment we're thinking about moving our paint store into a
different room. I don't know where to go to get the information
on what's required in that room.
FG#3, Person 1: It used be the fire brigade, you used to approach the fire brigade
for flammable solvents and they'd come out and tell you. … And
the fire brigade would come round and inspect it and give it the
go ahead, and say, ‘yes, fine’. Now? …
FG#3, Person 5: It's all changed. [General agreement]
FG#3, Person 4: It's knowing who to approach for relevant information.
A small number of the focus group participants from smaller firms expressed a level of general
distrust of Kirklees Council and identified negative experiences when dealing with it. Although
these criticisms did not relate to health and safety enforcement services but other local authority
services, such distrust could present barriers which needed to be addressed in delivering BHAW
because of its association with the local authority.
Focus group participants were asked for their views on the potential value of the BHAW service
for their business and asked to comment on the preferred structure of such a service. Although
some participants were disinterested, because they perceived the risks in their workplace to be
well controlled, a number of participants were interested. The features of a service that they
identified as being valuable included: an independent assessment of health and safety provisions
without the fear of enforcement, clear, direct and relevant guidance and training, quick and
efficient use of time, flexibility, reliability and confidentiality.
A number of participants mentioned that the reliability of any business service was paramount presumably based on previous experiences with other service providers. Trust was important.
FG#1, Person 5: It would have to be a resource that you trust and that can give
you an instant answer. You don’t want someone who says, ‘oh
I’ll come back to you in two weeks time’. It’s like a lot of these
things, if you use it once and don’t get a response you won’t use
it again.
Focus group participants were asked about the best way to reach local businesses, through
marketing and advertising initiatives. Participants identified that direct marketing and cold calls
can be an effective means of reaching businesses but cautioned that a potential barrier for
service take-up was the uncertainty surrounding new or unknown services, for example:
FG#4, Person 4: And a lot, people are frightened that they’re going to be
dragged into something…. It’ll be a never-ending thing, you
know that your information is going to be passed on for
marketing, and you’re going to be phoned by everyone.
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They suggested that communications should be directed at the person responsible for health and
safety, with a clear outline of the potential costs and requirements, along with details of why the
service would be of value to the business.
6.3

SUMMARY & CONCLUSIONS

In interpreting the data from both the telephone survey and focus groups there are several
factors which may have potentially produced bias in the findings, in particular:
• those who agreed to take part may be more likely to have an active interest in, and be
committed to health and safety;
• the self reported nature of the responses, without any objective validation, may have
introduced social desirability bias because SMEs may be responding as they think they
should rather than reporting the reality of their situations.
The survey indicated that the majority of respondents believed they had a good grasp of health
and safety issues and were doing much of what was legally required of them to control health
and safety risks. These results concur with other surveys which have identified a similar degree
of confidence by SMEs in their control of health and safety risks (Lancaster et al., 2003;
Vickers et al., 2003). However, the evidence from the focus group participants showed that this
reported confidence may have been misplaced. Representatives from micro and small
organisations acknowledged there were gaps in their health and safety knowledge and accepted
that they were not able to keep up to date with changes in legislation although they aspired to be
compliant. Limitations in time, expertise and financial resources were cited as reasons for their
not being fully conversant with health and safety legislative requirements and the need for
specialist advice particularly in tracking legislative developments and its implications for their
businesses was acknowledged. Despite conceding these limitations SME representatives
expressed confidence in their health and safety arrangements and tended to rationalise the
contradictions by arguing that an informal approach was appropriate when the employer worked
in close proximity to their employees.
Focus group discussions also indicated that amongst some SMEs there was a strong belief in the
suitability of the predominantly informal and reactive approaches to health and safety
management. It was suggested that in the absence of outside scrutiny, those aspects of health
and safety which were perceived as too onerous were effectively side-lined and disregarded.
The focus groups revealed that some small business owners regarded ill health as a personal
issue and beyond the bounds of the employer-employee relationship. The perceived low
experience of work related accidents and ill health amongst small businesses, and the tendency
to shift the blame for accidents to the worker amongst the smallest SMEs reinforced these
attitudes. Other research (Fairman and Yapp, 2005) found that SMEs genuinely believed that
health and safety risks were well controlled, although deeper investigation identified important
omissions in risk control.
Variations in the approaches to management of OH&S risks were evident. Based on the focus
group findings, there were important differences between most small and micro sized firms (549 employees) and medium sized firms (50-250 employees) - e.g. organisational structures;
formality of employment relations; formality of management systems; availability of resources;
existing knowledge. Micro firms had the least developed health and safety arrangements and
were least likely to seek health and safety advice. However, in contrast to the focus group
findings, the baseline survey findings portrayed very high levels of compliance and an almost
across the board commitment to formal aspects of safety management systems, although micro
SMEs were less likely to report formalised health and safety arrangements. One explanation for
the disparity between the survey and focus group findings is that social desirability bias was
present in the survey data.
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In addition to size characteristics, an important driver for health and safety which was revealed
in the focus groups was the impact of scrutiny from outside companies/organisations in the form
of supply chain pressure and funding or licensing requirements, e.g. for nursing homes. In these
circumstances health and safety was elevated to a higher priority since it was more tangibly
bound to continued commercial and financial viability. Collaborations with larger local
companies, trade associations and insurers to apply pressure to smaller firms could potentially
improve levels of SME awareness of issues and interest in receiving advice on health and safety
issues. The Constructing Better Health project found that using the supply chain of larger
employers could be a good way to reach some small employers (Tyers et al., 2007a).
The approach to the use of support and advice reflected the reactive approach to health and
safety management: one third of survey respondents had not accessed any health and safety
advice in the previous 12 months but only a minority reported difficulties in accessing support
and advice. There has been a significant growth of interest in workplace health promotion
across government departments with various progressive policies introduced. There was little
evidence from the survey or focus groups that policies and formal objectives to address
workplace health issues were being developed at an organisational level. Health and safety is
still dominated by more traditional and long-standing safety concerns, especially those concerns
that will be the focus of inspections or safety issues that can have an immediate impact upon
production. A recent survey of members of the Federation of Small Businesses reported that
only 6.5 per cent of respondents provided access for their employees to occupational health
services (FSB, 2006), thereby confirming that the patterns observed were consistent with those
at the national level. Earlier studies have found that the motivation to manage health is
mediated by a general perception amongst employers that occupational health risks are neither
acute nor fatal (Wright, 1998). Raising the profile of occupational health in small businesses is
likely to be more challenging than that for more traditional safety concerns.
Respondents indicated that their primary source of advice was heath and safety consultants but
the focus groups suggested much more reliance on finding information from the internet. Some
focus group participants expressed interest in an independent, flexible and free of charge OH&S
advisory service and emphasised that reliability and trust were key issues to SMEs.
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7
7.1

ADVICELINE

INTRODUCTION

The advice line was designed to provide a point of contact and OH&S advice for SMEs and
individuals. Although the service was targeted at SMEs and their employees, advice was
provided to larger companies where a response could be provided to their query. Workplace
visits were not offered to large firms calling the adviceline. The BHAW adviceline contact
details were placed on BHAW promotion leaflets, advertisements and merchandise, the website
and there were a number of referring organisations that held contact details of the BHAW
adviceline service.
The BHAW project officer had primary responsibility for operating the adviceline with calls
being taken by other BHAW staff when the officer was unavailable. In the absence of any
BHAW staff the Kirklees Council switchboard operator recorded messages which were later
relayed to BHAW. The project officer responded to adviceline queries, where necessary
sourcing information for replies from other colleagues, organisations and websites. If specialist
advice was required the project officer transferred callers to an OHA or SA adviser who gave
advice and information and where appropriate the caller was signposted to other sources of
support recommended by the BHAW project. Where appropriate, callers were offered a
meeting or site visit.
From December 2006 the adviceline took on a new capacity as a Kirklees smoke-free legislation
advisory service, providing local support for businesses and residents leading up to the
introduction of England’s smoke-free legislation - introduced on the 1st July 2007.
7.2

ADVICELINE CONTACTS

There were 342 advice line enquiries of which 89 per cent were via telephone calls with the
remainder using e-mail (7%) or other methods (4%). Between April 2005 and June 2007 the
adviceline fielded 76 contacts from individuals and 266 contacts from businesses (see Figure
7.1). Within these, seven enquiries from individuals and 86 enquiries from businesses, related
specifically to smoke-free workplace advice. There were no specific targets set for adviceline
traffic.
There were on average 38 contacts per quarter to the adviceline. Activity clearly peaked in the
first quarter of 2007/8 (April-Jun 07) with the majority of calls related to advice and guidance
on the introduction of smoke-free legislation.
Reflecting the varied nature of adviceline queries, the duration of the phone calls ranged from
short one-minute conversations to lengthier consultations, one of which lasted two hours.
Although not all call durations were recorded (70% of total), the average length of the 239 timemeasured calls was just under 11 minutes.
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Figure 7.1 Adviceline contact frequency for individual and business callers (including
smoke-free calls for business/individual callers) (n=342)
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ADVICELINE USERS

Three quarters of the 266 adviceline contacts from businesses were from the SME target
population (5 to 250 employees), eight per cent were from micro (less than 5 employees)
businesses and 14 per cent were from companies with more than 250 employees. Only 27 of
the individual workers that contacted the adviceline provided details about company size.
Sixteen worked in SMEs (5 to 250 employees), three worked in micro-businesses and eight in
companies with more than 250 employees.
There was some level of interest from across all of the main employment sectors, with a split of
14 per cent from production industries and 86 per cent from services. The total number of
adviceline contacts was too low to discern any specific patterns, although the results confirmed
that adviceline users were most likely to come from the Health and Social Work (20%), Hotels
and Restaurants (19%), Other Community, Personal and Social Services (16%) sectors.
7.4

NATURE OF ENQUIRY

Business enquiries
Analysis of the nature of the enquiries from the 266 business contacts revealed that they were
most likely to be seeking general advice (36%) (such as information on statutory requirements
for OH&S or improving health and safety management practices) or advice and guidance on
smoke-free premises (32%).
Fourteen per cent of callers specifically sought advice on
occupational safety management, for example advice on safety policies (3%), risk assessments
(5%) and training (5%). Only five per cent sought advice on occupational health management.
The main focus of the queries raised by businesses centred on concerns about compliance with
legislation rather than concerns about specific workplace risks and hazards, for example, only
two per cent seeking advice on stress in the workplace.
Individual workers
Analysis of the 76 individual worker contacts found they were more likely to seek advice about
specific work related ill health issues. Fifteen of the individual workers specifically requested
advice on work-related stress and eight on musculoskeletal disorders (MSDs). Four people
sought advice on rehabilitation, four on the work environment and three on workplace bullying.
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Although these numbers were small, the range of health issues raised reflected national trends in
the prevalence of work related ill health issues. These findings suggested that specific issues,
particularly health concerns, were more likely to be raised by individual workers rather than
employer representatives.
7.5

ACTIONS FOLLOWING ENQUIRY

Almost half of the SMEs (49%) and the individual workers (47%) that had contacted the
adviceline were given advice and guidance over the telephone and/or sent relevant information
relating to their enquiry. A third of the contacts from SMEs (37%) were referred to an SA with
a smaller proportion (6%) referred to an OHA for further advice and guidance. For individual
workers the reverse was true with 24 referred to the OHA and only 4 referred to the SA for
further advice and guidance. This reflected the focus of the enquiries, with SMEs tending to
seek advice on occupational safety issues and individuals seeking advice on occupational health
issues. Forty seven per cent of SMEs consented to a follow up visit from a SA (40%) or an
OHA (7%) and 33 individuals agreed to a follow up visit/contact from an OHA (27 individuals)
or a SA (six individuals).
7.6

SUMMARY & CONCLUSIONS

During the two year period of operation, 342 contacts were made to the adviceline service. Of
the 342 adviceline contacts, 40 per cent were referred to a BHAW adviser.
Based on the adviceline results it was apparent that business and individual requirements
differed with business enquiries focussing on occupational safety management issues and
individual worker enquires on occupational health management issues
The adviceline did provide a useful point of contact for both general and specific enquiries from
SMEs and individual workers which the OHAs and SAs could follow up. The linkages with
other campaigns (such as smoke-free legislation) could stimulate a wider engagement with this
service.
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8
8.1

OCCUPATIONAL HEALTH ADVICE

INTRODUCTION

This chapter focuses upon the occupational health advice service provided by the BHAW
project. Two occupational health advisers (OHAs) were recruited to BHAW in January 2005.
The service was designed to provide occupational health advice for both employers (SMEs) and
employees from SMEs and large firms who may not have easy access to such services. OHAs
would meet employees via self referral routes (for example, the adviceline), referrals from
others (such as GPs) and opportunistic contacts at GP surgeries and events. Engagement with
employers to facilitate contact within the workplace was also planned, with the two OHAs
working closely with SMEs, to provide guidance on regulatory requirements for occupational
health and advice and on good practices for monitoring and sustaining employee health. The
demand from employers for OHA support was lower than anticipated and the OHAs refocused
their efforts on contacting individual workers. Opportunistic contacts with patients in GP
surgeries and with individuals attending public events were adopted as the principal means of
contacting employees. Bespoke events (for example, Business Link conferences) provided an
additional means of engaging with employers and employees. Interestingly, employer demand
for OHA support heightened during the build up to the introduction of England’s smoke-free
legislation - introduced on the 1st July 2007. The OHAs provided local support for 93 enquiries
from businesses and residents leading up to the introduction of the new legislation.
The OHA target was to provide advice, information and support to 500 employees per annum.
Analysis confirmed that the OHAs contacted 1501 individuals during the 27 month assessment
period (equivalent to 667 per annum). Whilst this figure did include individuals who were
unemployed or retired and a number where record forms had not been completed in full, if these
are excluded a consultation rate of 509 per annum was achieved, exceeding the target set. The
OHAs were not set specific targets for contact with employers.
The main focus of the remainder of this chapter is the data relating to OHA consultations with
individual workers as this constituted the primary focus of the OHAs work. The following
analysis is based on a subset of employees that received a full consultation and where
occupational histories were discussed and recorded. Advisers completed worker record forms
for each consultation and the analysis presented below is based on the data collated from those
consultations.
Between 11th February 2005 and 30th June 2007 832 consultations were
completed. During these consultations 355 service users (43% of total) agreed to a follow up
contact and 177 users (50% of the subset, i.e. 21% of the client population) were successfully
contacted and responses gathered.
8.1.1
The consultation process
The majority of OHA contacts were short (e.g. 10 minute), opportunistic consultations in GP
surgeries. These consultations were designed to explore clients’ occupational histories, provide
information about health and safety legislation and advice on preventative occupational health
actions and strategies. An emphasis on building self-empowered decision-making was a key
component of these interactions. In addition 70 of the cases that OHAs managed were referred
to the service by other professionals and 23 clients had self referred due to an existing
occupational health concern, such as an industrial injury or illness. These consultations were
generally longer and the OHAs generally adopted four different approaches to providing advice
to individual employees depending on the needs of the client and their circumstances. These
approaches have been classified by Bamford (1995) as:
•
resistance focused approach. Support was provided in the form of guidance and
advice, with a view to empowering the individual to query the demands which
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•
•
•

employers might place upon them. This could include counselling on employee rights
and current legislation, information about the employer’s duty of care for their
employees, work-life balance, Work Time Regulations, maternity rights, sickness
absence and return to work.
preventative focused approach. This element of support was intended to expand an
individual’s understanding of practical occupational health prevention approaches.
curative focused approach. Depending on the type of health issue, curative approaches
would be explored and where appropriate provide advice on rehabilitation to work.
avoidance approach. In certain circumstances recommendations would be provided for
clients to seek alternative work arrangements, e.g. where the client desired a change of
work to avoid continued adverse experiences at work.

Although these aspects of the advice have been described separately they are often overlapping
and formed part of a continuous consultation.
8.1.2
Source of recruitment of employees to the OHA service
Table 8.1 provides details of the sources of recruitment of individual workers to the OHA
service.
Table 8.1 Source of recruitment (%) of individuals to
OHA service (n = 832)
Route of engagement

%
65
24
8
3

GP surgery
Event
Referrals
Cold call to adviceline

Eighty-nine per cent of the individuals recruited during the 27 month assessment period were
via opportunistic meetings at GP surgeries and events. The vast majority of referrals were from
GPs, with only three referrals from Jobcentre Plus and one via Careers4Adults. In addition to
the 66 GP referrals, where complete records existed, there were a further 11 cases where a GP
had referred a client to the OHA. However, despite repeated attempts to make contact and/or an
appointment, the client did not engage with the service.
Quarterly figures for the two main sources of recruitment (GP surgery and events) are presented
in Figure 8.1 below.
The OHAs achieved an average of 82 consultations with clients per quarter. Consultations at
GP surgeries showed a significant increase in the second half of the first year of operation (i.e.
80 surgery consultations between Apr-Sep 05, and 221 surgery consultations between Oct 05March 06) demonstrating that the project was becoming more firmly established through
functional service agreements with a number of GP surgeries. Consultations at GP surgeries
and events peaked during the 4th quarter of 2005/6 (Jan-Mar 06) with 194 consultations and
levelled off to an average of 41 consultations for the latter three quarters of the assessment
period (Oct-Dec 06, Jan-Mar 07 and Apr-Jun 07). Towards the end of the research period the
OHAs were increasingly involved in other activities (e.g. presentations to businesses, advice on
smoke-free legislation) and consultation levels inevitably varied in proportion to the time and
effort devoted to other activities.
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Figure 8.1 Clients recruited at GP surgeries and events between Apr 05 and June
07 (for GP surgery n = 539; events n = 197)
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In addition to the contact with patients awaiting appointments at the GP surgeries, the OHAs
made presentations to the healthcare teams at the surgeries to raise awareness of the BHAW
service and this activity appeared to make an impact. Figure 8.2 provides a summary of GP
referral activity during the first 27 months; based on referrals that resulted in a consultation with
an employed person. Where the client was referred from a general practitioner to the OHA, the
GP commonly instigated other treatment options in parallel, such as medication, referral to
another health professional (e.g. a psychotherapist) or granting sick leave.
Figure 8.2 OHA Consultation activity following GP referral between Apr 05 and June
07 (n = 66)
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The vast majority of GP referrals related to occupational stress (75%), with relatively few
referrals for other common workplace illnesses such as musculoskeletal disorders, hearing
problems or occupational asthma or dermatitis.
Referrals from Jobcentre Plus were disappointingly low, with only three cases during the 27
month period being reported. Jobcentre Plus staff perceptions were that they had very few
clients that would be suitable for referral to BHAW. There were no client referrals from other
potential referral routes such as ACAS, Trade Unions and CAB.
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8.1.3
Personal characteristics of the employee service users in the sample
Thirty seven per cent of the 832 respondents were male, and 63 per cent were female. The
average age of respondents was 38 with a range of 16 to 68 years. Seventy-eight individuals
declared a disability.
8.1.4
Employment details
Eight hundred and thirteen respondents (98%) confirmed that they were in employment. The
other two per cent were not currently in work, but were included as they sought advice on
returning to work, wanted advice for someone else, or were seeking advice on a work-related
issue. Fifty four percent of those in employment who provided details of the type of work
undertaken, classified their work as manual. Table 8.2 details the size of the organisation in
which these individuals worked.
Table 8.2 Size of organisation where clients were
employed (%) (n=706*)
Company size
<5
5-10
11-49
50-250
251-500
>500

Total
*DK/NA/Missing cases = 126

%
11
14
19
14
5
37
100

Other research evidence (Pilkington et al., 2002) suggests that many large companies, especially
those employing more than 500 employees, have in-house occupational health support.
However, 42 per cent of the individual workers using the service were from large companies
(see Table 8.2). Speculatively, it may be easier for employees from large workplaces to secure
time off for surgery visits during traditional daytime work hours, resulting in a higher
probability that these workers will be in attendance when the OHAs are providing consultations.
The over representation of employees from large workplaces may, therefore, reflect the way that
many of the clients were recruited, opportunistically during traditional work hours.
In keeping with the baseline SME survey analyses (Chapter 6), employees were divided by
industrial sector (production/services) and the analysis of clients by gender and industry sector
is detailed in Table 8.3.
Table 8.3 Workplace sector and gender of client (n = 793)
Sector
Production
Services

Total sample
%
18
82

Male sample (37%)
%
33
67

Female sample (63%)
%
9
91

The vast majority of workers contacted (82%) were employed in the service sector. Nine per
cent of women in this sample worked in production industries.
Respondents were asked to give their job title and analysis confirmed that the OHAs had
managed to interview a wide array of individuals across a range of occupations (see Appendix
9, Table A9.1). Amongst the employee service users there was some degree of gender related
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clustering around occupations, with over 40 per cent of men in operative and skilled professions
and 55 per cent of women in personal/protective services, sales and clerical occupations.
8.1.5
Occupational health
Workplace hazards - The OHAs showed all clients a list of 18 possible hazards 9 and individuals
were asked to identify up to four hazards which they thought they were exposed to in their
workplace. Over three quarters of the clients (77%) identified at least one hazard from that list
with the six most frequently self-reported hazards being stress (39%), temperature (29%),
manual handling (27%), VDU (23%), violence/abuse (20%), noise (12%) and dust (12%).
Although the proportions of men and women reporting exposure were very similar (78% of men
and 77% of women reporting exposure), gender differences emerged in the nature of the hazards
identified. For men the most frequently cited self-reported hazards were stress (36%), manual
handling (32%) and temperature (28%), and for women, stress (41%), temperature (30%) and
VDUs (28%). Men were significantly more likely than women to cite exposure to noise, fumes,
asbestos, dust, extraction, manual handling and vibration whilst women were significantly more
likely to self-report problems with VDUs, an outcome that perhaps reflected traditional gender
biased labour patterns (see Appendix 9 for further details).
The proportions of individuals reporting exposures in the production and service industries were
identical at 78 per cent but sector differences emerged in the types of hazards identified. For
production sector workers the most frequently cited self-reported hazards were manual handling
(36%), noise (28%) and temperature (28%), and for service sector workers, stress (42%),
temperature (29%) and manual handling (26%). Those working in production industries were
significantly more likely than their counterparts in service industries to self-report problems
with exposure to fumes, noise, dust, manual handling and vibration. Those working in the
service sector were significantly more likely than those working in production to report
problems with VDUs, stress and violence/abuse.
Appendix 9 provides a breakdown of these hazards for the total sample and categorised by
gender and industry sector (see Tables A9.2 & A9.3).
Health concerns - Workers were asked to identify any health concerns they had experienced in
the previous 12 months from a printed list of illnesses and conditions10. More than half of those
interviewed (58%) identified at least one health condition from the list provided. Whilst many
of these individuals were contacted whilst attending a GP surgery and would therefore be likely
to report a general health problem, a high proportion indicated they believed the health
condition to be work related. Fifty-five per cent of those that had experienced a health concern
in the previous 12 months confirmed that they believed the illness(es) identified was workrelated. This suggests that placing OHA advisers in a GP surgery is effective in enabling the
OHAs to get advice and guidance to individuals that have an apparent need.
Table 8.4 (below) shows the reported frequencies of symptoms, and the number and percentage
identifying the symptom as related to work. Stress (18%) and tiredness (14%) are common
work-related health concerns that have been associated with work intensification. That these
symptoms rate highly in the client self-assessments highlights the salience of work stress but
also suggests that some individuals perceive themselves to be mentally and physically
9

From the outset, the OHAs made contact with similar projects (Leeds LOHAS, Sheffield SOHAS and
Liverpool Health at Work) in order to gather insights into the operation of these existing projects. The list
of hazards adopted by BHAW was derived from a similar list employed by the Leeds project.
10
The list of 13 symptoms of ill health were drawn from HSE’s Self Report Survey of Workplace Sickness
Absence.
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vulnerable to workplace stressors. As one might anticipate, back pain (12%) and other MSDs
(5%) were common work related health concerns. Overall, 31 per cent of the clients identified
that they had a work related health concern.
Respondents reporting health concerns were asked if their condition had caused them to take
time off work. Of the subset that had reported suffering an episode of ill health, 36 per cent
stated that they had taken time off work. One hundred and fifty three of these clients gave
details of the length of time in the 12-month period that they had been absent from work.
Reported absence ranged from one day to 365 days, with a mean 31 days. The most commonly
reported length of time taken (the mode) was 10 days. One hundred and thirteen individuals
confirmed that they were currently off work and 62 of these (55%) stated that their sickness
absence was work-related.
Table 8.4 The number of individuals identifying specific health concerns suffered in
the previous 12 months, the percentage of those which were work related (WR) (Base
n = 386); clients could indicate more than one symptom).

Condition

No. identifying
health
condition
178
164
147
92
88
63
52
44
32
22
18
12
10

% confirming the
condition was workrelated
87
72
71
52
62
39
60
84
44
41
38
36
50

Stress
Tiredness
Back pain
Severe headaches
Disturbed sleep
Eyesight
Skin rashes/complaints
Other MSD
Respiratory problems
Hearing problems
Gastric problems
Severe nausea
Cardiac problems
Note: multiple options means numbers are greater than total number of clients

WR health concern as a
% of all clients
interviewed (n=832)
18
14
12
6
6
3
4
5
2
1
<1
<1
<1

Of the 386 clients reporting a specific health concern, 60 per cent confirmed that they believed
their symptoms were work related. Just under half of those that had reported work related
symptoms (45%) were from large employers (>250 employees), demonstrating the need for
advice and support for workers from companies of all sizes. Further analysis confirmed that for
85 individuals, the work-related symptoms had caused them to take time off work in the
previous 12 months. These clients reported having an average of 25 days absence from work
as an outcome of a work related illness in the previous 12 months.
Those who identified either workplace hazards and/or workplace health concern(s) were asked
if they had consulted anyone about this matter. Just under half (47%) had sought advice, from
various sources and of those seeking advice, 53 per cent consulted their GP, 80 per cent had
spoken to their employer and 4 per cent had used other sources (e.g. trade union).
8.2

REPORTED EFFECT OF THE OHA SERVICE

This section reports on subsequent feedback of a convenience sample of OHA service users
gathered during a telephone follow-up survey, approximately three months after the initial
contact at GP surgeries or events. This component was designed to supplement information
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gathered during the initial engagement with clients, and provides evidence about the quality and
impact of the occupational health support service provided by the OHAs. During the OHA
consultations 355 service users (43% of total) agreed to a later follow up contact regarding their
views of the service and 177 users (50% of the subset and 21% of the client population) were
successfully contacted. This follow up provides evidence of the changes that employees
reported but the sample size was too small to provide statistical measures of change for the
variables measured before and after receiving the service.
Most of the 177 clients contacted by telephone (96%) remembered the consultation. Those that
did not recall it were not asked any further questions. Ninety six per cent of clients had a single
meeting with the OHA, although 4 per cent did have further follow-ups (either a meeting or
telephone call with an OHA). Only 73 per cent of those that did recall the interview could also
remember the work related health issues that were discussed.
Of the 144 participants that rated how useful they found the discussion with the OHA:
•
•
•
•
•

22 per cent rated the service ‘very useful’;
49 per cent ‘useful’;
10 per cent ‘not useful’;
3 per cent ‘not at all useful; and ,
16 per cent did not know/remember.

Given the opportunistic nature of the consultation it was encouraging that more than 70 per cent
of those that provided feedback rated the discussion as useful/very useful. Typical comments
included:
‘The advice included useful information that is not available at work’.
‘Advice made me more aware and the leaflets were useful’.
‘The advice certainly helped – it was good that it was independent advice’.
For those clients that did not find the service useful a range of supporting comments were
provided, e.g.:
‘I already know plenty about health and safety, they didn’t tell me anything I
didn’t know’.
‘I don’t have a problem with health and safety, I don’t need any advice’.
‘Our employer is very good, we’ve already had information and training’.
The OHAs also distributed leaflets and other written information (from sources such as HSE,
ARC, RoSPA) and more than three quarters of participants could remember having received a
leaflet from the adviser. Participants that could recall receiving written information or a leaflet
were asked to rate how useful they found the guidance leaflets and 67 per cent rated them as
useful/very useful, two per cent as not at all useful and 22 per cent could not remember or said
that they had not read the leaflets. Based on these findings it was reasonable to conclude that a
high proportion of service users took the time to read through the information and that this was
a useful way of getting relevant information to employees.
An important objective for the BHAW project – based on aspirations set out by the HSE (see:
OHAC, 2000; Smith & Bowen, 2003) - was to establish a network that could refer clients on to
other service providers. Twenty-six individuals (14%) recalled that they had been referred to
other services, i.e. the OHA recommended that they contact another service provider for further
support, treatment or advice, with contact details usually being provided (see Table 8.5 below).
Of this cohort, eleven had followed the advice and contacted the service, most were related to
careers advice rather than occupation health.
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Table 8.5 OHA’s referral and take-up (n=26)
Freq.

Was referral followed up?
Yes
No
8
3
7
3
2
2
1
11
15

Recommended referral
Careers adviser
Don’t remember name
Jobcentre Plus adviser
OH or H&S advisers
Trade Union / workers’ rep
GP Service

Total

11
7
3
2
2
1
26

8.2.1
The users perceptions of the effect of the OHA service
Users of the OHA service were asked to what extent the advice had helped them improve their
knowledge about health in the workplace and helped improve confidence in dealing with health
problems or concerns (see Table 8.6).
Table 8.6 Impact upon participant’s knowledge and confidence (%) (n = 164)
Knowledge
Confidence

Helped very much
26
28

helped a bit
50
41

no help at all
24
31

Just over a quarter of participants thought the advice ‘helped very much’ in improving
knowledge or confidence and around half thought it ‘helped a bit’. In addition to the
questionnaire answers, participants provided a range of comments, which confirmed this to be
the case, e.g.:
‘The advice increased my awareness’.
‘The information pointed me in the right direction and made me aware of my rights
regarding health and safety at work’.
‘I was aware of the issues but the advice pointed me in the right direction’.
‘The discussion was interesting but doesn’t apply in my work’.
‘I’m not sure that I’ve benefited from this’.
An important objective for the service was to reduce the burden on GPs by reducing the demand
for work related surgery appointments. Just over a third of those that were consulting their GP
about a work related health condition which they had discussed with the occupational health
advisers (n=65) felt that the advice had either helped very much or helped a bit in reducing the
need to visit their GP. Almost two thirds of those reporting a condition at the initial
consultation (n=75) thought that the advice given by the OHA had helped them cope with their
symptoms and 36 (n=75) also believed it had helped to prevent their symptoms worsening.
Respondents were asked whether they had mentioned their discussions with the OHA to
someone from their workplace and 48 (n=150) had, with 30 individuals raising it with a
manager/supervisor and 14 discussing it with a work colleague, two with an OH professional
and two with a safety representative. Seventeen individuals confirmed that changes at work had
subsequently taken place (e.g. changes in work activities, issues raised with a more senior
colleague).
Eighty seven per cent of the follow up respondents reported there were no reasons why they
would not discuss occupational health issues with a manager or supervisor, but 21 individuals
reported barriers to holding open discussions (barriers cited included ‘management not
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interested’ (nine respondents), ‘fear of reprisals’ (five respondents), ‘personal/private concerns’
(two respondents), and finding time (two respondents).
Based on their own impetus and where there was scope for making changes themselves, fifty
individuals reported that they had taken measures to improve their work situation (e.g. change
of activities, changes to workstation, changes to taking breaks, etc.) after consultation with the
occupational health adviser.
Follow up participants were asked if they had experienced any improvements in the work
related health problems that were discussed with the adviser. Although most of those at follow
up did not have a work related health condition (83 of the 177 participants), of those that did 35
stated that they had experienced an improvement, 12 weren’t sure and 35 had not experienced
any improvement.
8.2.2
Sustainability issues
Eighty per cent of the follow up clients stated that they would contact the BHAW service again,
should the need arise and 81 per cent said they would recommend this service to others.
Positive comments about the OHA service included:
‘I would recommend this service to people in small firms where they do not have
any support’.
‘People need to be more aware of their rights. I would definitely recommend the
service because it could help someone I know’.
When asked to suggest any recommendations for improving the service the following
recommendations were commonly made:
‘They need more publicity to make people aware of the service’.
‘The GP surgery was not an ideal place for the discussion’.
‘I didn’t feel comfortable discussing issues in the waiting room’.
8.3

OHA CLIENT IN-DEPTH INTERVIEWS

This section reports on 12 in-depth interviews that were undertaken to provide insight into the
sample of more in-depth consultations that advisers provided. This is approximately fifteen per
cent of the cohort that received a more in-depth and structured support. The in-depth interview
findings described in this section are from seven clients referred by their GPs, two clients
referred by Jobcentre Plus, two clients that had received advice from the OHA during a routine
visit to their GP surgery and one client that self-referred to BHAW and received a consultation
from the OHA. All the in-depth interviews were with clients who reported symptoms of stress.
In addition to the details set out in the individual in-depth interview summaries provided in
Appendix 7 there were a number of common issues that were raised across the interviews.
Based on a thematic analysis these findings are reported in the following discussion.
8.3.1
Background
With two exceptions (Cases 4 & 12) the advisers met clients at a GP surgery. The cases
presented here all received at least one OHA consultation of approximately one hour in
duration. Six of the in-depth interviews were with clients that received more than one
consultation, where there was a need for ongoing counselling or a discussion of progress
towards any desired objectives. The maximum number of consultations amongst these cases
was four meetings.
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8.3.2
About the cases
All twelve individuals suffered from work stress and all made spontaneous references to their
mental health and related physical and psychological symptoms, mentioning anxiety,
depression, sleeplessness, mental breakdown and high blood pressure. Wider influences on
their happiness, work ability and home life were also reported.
The individuals expressed their problems in personal and emotional terms, and most were
unaccustomed to emotional and mental vulnerability. Their personal circumstances were
referred to with solemnity and disappointment, and the experiences were often described in
terms of despair and isolation. Depression and anxiety were bewildering and individuals did not
feel equipped to understand their problems or deal with the situation:
“One of the problems is when you’re suffering from stress you think to yourself,
‘I’m an intelligent person, why am I feeling like this?’ You start to try and analyse
it. That’s probably the worst thing you could ever do. It’s something that you can’t
analyse” (Case 6).
Most participants mentioned work stress from recent work activities as the primary cause of
their health problems, although five referred to past personal and mental health problems that
were relevant to the situation (Cases 1, 2, 3, 7 & 8). A wide range of adverse experiences had
contributed to the work stress these individuals had experienced. In Cases 6 through to 12
bullying was the most significant source of stress at work, although workplace politics, poor
management and reporting structures also contributed. Specific references were made to
physical work conditions (e.g. Case 3), fear of job loss (e.g. Cases 5), poor career development /
low recognition (e.g. Cases 7 & 8), role ambiguity / lack of training (Cases 2 & 4), work
overload / time pressures (Cases 4 & 5), managerial domination (Cases 8 & 9), lack of
communication, lack of consultation (Case 6) and low levels of latitude, control and autonomy
over the way they did their work (Case 4).
Advisers reported that low levels of knowledge and understanding about workers’ rights and
health and safety legislation, occupational hazards and the causes of job strain and stress were
common amongst the clients interviewed.
Occupational health support for the participants at their places of work was variable. Overall,
OH support appeared to be poorly managed, with employees having only scant understanding
about OH support at work. Interviewees generally reported that their line managers appeared to
have very limited understanding of the resources and/or support available. Most notably, in
cases where OH support was available at work clients did not become aware of this until some
time after their problems became acute.
Most of the interviewees reported a reluctance to communicate the problems they were
experiencing at work with a more senior member of staff. A range of explanations was given,
including concerns about: disrupting the status quo or being identified as a troublemaker; being
stigmatised, especially in respect of psychological ill health; being labelled as someone who
could not cope. Those that had reported problems to senior staff continued to cite problems in
communication and perceived that their managers were not prepared or able to provide adequate
support to them. Line management failings could result in the employee feeling isolated and
vulnerable, thereby exacerbating the experience of job strain or work stress. Failure to resolve
issues proactively within the workplace was common and their GP became the first port of call
for help and advice in dealing with work stress.
Interviewees’ own views and their stigmatisation of stress possibly exacerbated their
unwillingness to discuss it with either their work colleagues or managers:
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“Before I’d suffered with stress, I didn’t really look on it as a proper illness.
[Mimicking a workplace conversation]: ‘So and so is off with stress’, ‘Oh yes…’
[in an unsympathetic tone]. But no, it is very real” (Case 3).
Seeking help and support was often avoided until the problem became acute. In addition, as
reported in other studies (Wainwright & Calnan, 2002, p. 184), there existed a compulsion
against entering the sick role.
8.3.3
Interviewees views of the effect of the OHAs advice
A key component of the occupational health adviser’s work was providing emotional support
along with advice to the client. Interviewees reported that the OHA offered a ‘sympathetic ear’
during a consultation (that could last up to an hour) when clients could feel isolated or
vulnerable and the emotional support may have ameliorated some of the symptoms of
depression and low self-esteem11. Importantly, the emotional support that they provided was
complimented with information about the legal and regulatory framework that was designed to
protect workers from adverse work conditions:
‘It’s helped because there was somewhere to go and get armed with a bit more
information. You feel a bit vulnerable when you’re not in the know. That’s where I
got help from, knowing your rights’ (Case 2).
Similarly,
‘The advice really gave me faith in myself, which I otherwise wouldn’t have had. …
Without people like that, you just don’t know what to do. At the time my head was
all over the place, I wasn’t thinking straight. They gave me a lot of helpful
guidelines that you might not think about’ (Case 8).
‘The support was there when I needed it, and second [the adviser] pointed out
things that I hadn’t realised, they have a duty of care for their employees’ (Case 1).
In addition to the advice provided, some interviewees also reported that they derived a
sense of hope, and a determination (in some cases) to ‘fight back’:
‘Without this support and the building of my confidence I could have quite easily
packed up and been without income. They would have won. It made me think: well
hold on, I’ve done nothing wrong here, I’m the victim, I’m going to fight back’
(Case 6).
As a result of the consultation, most of the interviewees reported feeling reassured and justified
in seeking improvements in their working conditions. Ten participants identified that they had
greater confidence following the consultation(s) (Cases 1, 3, 4, 5, 6, 7, 8, 9, 10, 11) and this was
helpful where there was a need to consult with an employer, e.g. regarding individual problems,
their needs and returning to work.
Some interviewees reported improvements in organisational changes/physical improvements in
their workplace and employer support and empathy was forthcoming once the employee had
built the confidence to consult. Some evidence was provided that their managers made
immediate (reactive) improvements when a problem had been identified. Where adjustments
had been made the three interviewees reported that they had remained at work.

11

The merits and impact of counselling techniques has been debated in the research literature. The
findings here are based on the testimonies of service users.
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However, five interviewees reported little change in their employer/managers’ attitudes and
approaches (Cases 4, 5, 9, 11, 12) or in their willingness to consider making changes:
‘they would laugh at me if I insisted they had a duty of care. The manager is under
more stress than me and he would just argue it’s part of the job’ (Case 5).
In all but two cases those participating in the in depth interviews had returned to and stayed in
their original place of work or found alternative employment.
8.4

SUMMARY & CONCLUSIONS

Over the period of study the OHAs developed a number of strategies which facilitated contact
with individuals. The OHAs made a range of contacts (consultation, advice, presentations) with
a total of 1501 Kirklees individuals over 27 months, thereby exceeding their target of 500
worker contacts per annum. Full records for 832 of the consultations were submitted for
analysis. The service was established to provide support and guidance to both employers and
employees on occupational health issues. Initially it was envisaged that the delivery of this
service would be focused in the workplace, with employers contacting the BHAW pilot for
support. However, SME owners/managers showed little interest and other routes to facilitate
engagement were developed. Over 90 per cent of the contacts with workers were via two routes:
GP surgery contacts, (brief discussions with patients in the waiting room) and events (BHAW
staff working stands or presenting seminars etc.). The remainder came from GP referrals and
self-referrals.
Although the service was originally conceived to provide support for employees from SMEs,
clients from large companies (42% of total number of clients receiving OHA consultations)
made up a significant proportion of those interviewed. This could be a function of the
recruitment strategies but could also suggest that employees in large firms have a need for
occupational health support outside the workplace. Further support for this contention was
provided by the in-depth interviews. Despite the fact that some of the interviewees worked for
larger companies with OH support services, these were under utilised, and managers were
poorly trained in basic aspects of personnel support. These findings would appear to support
the contention that general awareness and understanding of OH topics is low and in some
instances managers are reluctant to take responsibility for occupational health issues (James et
al., 2002).
Around three quarters of the clients reported exposure to at least one workplace hazard. The
main work-related hazards identified were stress, manual handling, VDUs, violence/abuse,
noise and dust. Gender and sector had a significant impact on the perceived hazards workers
reported. Although around four fifths of both men and women reported exposure, the hazards
identified differed. Men were more likely to report exposure to noise, fumes, asbestos, dust,
extraction and manual handling. Women were more likely to report problems with VDUs.
Differences also emerged when the sample was split by sector. Again, around four fifths of
both production and service sector workers reported exposure, with those in production more
likely to report exposure to fumes, noise, dust, manual handling and vibration. Those in the
service sector were more likely to report problems with VDUs, stress and violence/abuse.
Over half of the clients questioned identified at least one illness/condition which they had
suffered from during the previous 12 months. Just under a third of those with an
illness/condition confirmed a work-related link.
The most commonly reported
illnesses/conditions were stress, tiredness and back pain. Ten per cent of the OHAs’ clients had
taken time off work with a work related illness in the past twelve months.
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Commentators have argued that changes in employment have contributed to a modern stress
‘epidemic’. The in-depth interviews with clients that reported stress cited many characteristics
of contemporary job design and managerial relations as significant contributors to their
condition. Factors included work pressures and demand, work intensification, job complexity
and role ambiguity, job insecurity and weak or non-existent trade union support. The 12 indepth interviews suggested that the OHA service was highly valued and that it may have helped
them reduce the number of days of sickness absence they had taken and had supported them in
their return to work.
The impact of the OHA service was examined by following up a fifth of clients after their
contact with the service. Over 70 per cent of those questioned thought the discussions with the
OHA had been either useful or very useful and they would, in principle, use the service again
should the need arise. The majority also perceived improvements in their knowledge about
health in the workplace and confidence in dealing with health problems or concerns. The case
study participants provided further detailed evidence that was very encouraging both in terms of
the clients’ positive reception and the apparent impact on the individual. Typically, respondents
stated that levels of knowledge of regulatory requirements for health and safety and risk control
measures and their confidence and self-esteem were improved following consultations.
There was evidence that some respondents had acted on the advice that they had been given
with almost a third reporting that they had taken actions to improve their work situation, such as
changing work activities, making changes to their work station or taking breaks.
The research identified that the service could lead to a reduction in the demand for PCT services
in some cases. Although numbers were small, more than a third of the 65 participants who had
identified a work related illness reported that the consultation had helped and to some degree
they thought this could lead to fewer visits to see their GP.
Although there had been little demand for the OHA services from SMEs, there was some
evidence that if legislative changes related to occupational health were implemented, SMEs
would contact the service for advice and guidance. In the latter stages of the research, OHAs
were working with SMEs to ensure that they were complying with the smoke-free legislation.
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9
9.1

WORKPLACE SAFETY ADVICE

INTRODUCTION

This chapter focuses upon the activities of the Safety Adviser (SA) service. There are six
components to this research: quantitative survey data drawn from the SMEs at the outset of
engagement and on completion of support, and corresponding data from the advisers at the
outset and on completion of each engagement with an SME. In addition, where work with the
SME was ongoing at the close of the research project, the SAs completed an assessment of
progress. The sixth component is a series of in-depth interviews with an opportunity sample of
twelve SME service users that provided a more detailed picture of the support received. The
interviews with SME representatives are summarised in Appendix 6.
The SA service was designed to provide a free and confidential advisory service to both SMEs
and employees to assist in improving health and safety management processes and practices.
SMEs that engaged with the service received a free workplace visit at which the adviser
reviewed the organisation’s management of health and safety, made recommendations about its
adequacy and identified areas for improvement. Legal obligations and requirements of health
and safety regulations were discussed and the SME representative was encouraged to report on
any specific issues of concern. Following checks of health and safety documentation and a brief
site inspection including observations of the main work activities, an action plan was devised
outlining deficiencies that needed to be addressed. The adviser subsequently compiled
information to assist the SME in meeting the objectives of the action plan (e.g. information
about the control of specific risks or a template for a health and safety policy) and provided the
SME representative with a written report of the outcome of the visit. During any subsequent
visits the adviser reviewed progress in meeting the agreed objectives. In cases where only an
initial meeting was held the adviser was able to provide only preliminary assessments and
recommendations. A telephone adviceline was provided for those SMEs not wishing to take
advantage of the workplace visit.
9.1.1
SA targets
Initially the advisers had a target of signing up and providing advice to 120 SMEs between
April 05 to March 06. However, once the service was established the challenges in recruiting
SMEs to engage with the service were apparent and a less speculative view of its capacity
emerged. The target was revised to 90 per annum for the first two years of the project.
Between April 2005 and June 2007, the BHAW project therefore had a target of engaging and
visiting 180 SMEs. The outcome target was that 75 per cent of signed up SME service users
would act on the advice provided during their engagement with BHAW.
9.1.2
Staffing and recruitment
At the launch of the BHAW service, in April 2005, two full time SAs were in post. However,
during the 27 months in which data were collected there were a number of disruptions to the
staffing of the service. Table 9.1 outlines the changes in staffing complement during the twoyear period.
The impacts of this disruption in staffing were apparent with variations in the number of SMEs
recruited (see Table 9.2). Recruitment fell during months 7-12, coinciding with the absence of
one SA, who commenced a 12 month period of maternity leave in December 2005. Following
the resignation of the second adviser in April 2006, two new safety advisers (one full-time and
one part-time, see Table 9.1 below) were recruited to the service in June/July 2006 whereupon
there was an immediate increase in recruitment activity of new SMEs. The fall in recruitment
during months 19-24 was related to the uncertainty about continued funding for the service in
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the forthcoming financial year. Recruitment was not pursued as vigorously during this period to
avoid there being insufficient SA resources to meet the needs of the SMEs that had engaged
with the service. There was further disruption to staffing in the closing phases of the research
with one SA absent (on unpaid leave) from April 2007. This undoubtedly impacted on the
number of completions achieved because the adviser was unable to conclude support with
SMEs for which work had commenced.
Table 9.1 The tenure of SAs 2005 – 2007
2005/6
A

M

J

2006/7
J

A

S

O

N

D

J

F

M

A

M

J

2007/8
J

A

S

O

N

D

J

F

M

A

M

J

SA 1
SA 2
SA 3
SA 4
= Full-time
= Part-time (0.5)

Between 2005 and 2007 the safety advisers gained agreement to undertake visits to 147 SMEs
(82% of the target) in the Kirklees area, but data was only available for 123 of these SMEs.
Recruitment patterns for the 123 SMEs for which data is available over the two years are
detailed below (see Table 9.2):
Table 9.2 Recruitment and outputs April 2005 – March 2007 (n=123)
Period

Recruited
28
22
44
29
123

Months 1 – 6 (April 05 – September 05)
Months 7 – 12 (October 05 – March 06)
Months 13-18 (April 06 – September 06)
Months 19-24 (October 06 – March 07)

Total

Information about the safety adviser service and its impact were collated using five forms and
the return rates are presented in Table 9.3.
Table 9.3 Safety adviser service form response rate
No. completed
123
53
119
68
20

SME baseline form * (n=147)
SME final form * (n=127)
SA baseline form † (n=147)
SA final form (n=127)
SA ongoing form (n=20) †
* completed by SME representative.
†
completed by SA.

Return rate (%)
84
42
81
54
N/A

Although returns for initial visit data from both the SMEs and the advisers were relatively
complete (84% and 81%), there were significant gaps in the final data returns from both the
SMEs the SAs (42% and 54%). The completion of final forms was compromised, in part due to
BHAW staff turn-over where continuity of support for SMEs that had been engaged was
disrupted.
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9.2

SERVICE USER CHARACTERISTICS

Thirty-nine per cent of the SMEs for which data was available employed between 5-9
employees, 50 per cent employed between 10-49 employees and 11 per cent employed 50-250
employees (n=120). The majority of SMEs (89%) recruited were from the service sector. More
detailed sector analysis is presented in Table 9.4 along with a comparison to the Kirklees SME
population as a whole.
Table 9.4 Industrial sector of the SA SMEs (compared with Kirklees wide data)

Sector

Sector description

Serv.
Prod.
Serv.
Serv.
Serv.
Serv.
Prod.
Serv.
Serv.
Prod
Serv
Serv

Wholesale and retail trade
Manufacturing
Real estate, renting, business
Health and social work
Other community/social services
Hotels, restaurant
Construction
Financial intermediation
Transport, storage and communications
Primary production
Public admin and defence
Education

Total

SA Sample
(n=123)
%
15
6
12
34
10
16
5
2
2
102*

Total pop in
Kirklees
(n=4130)
%
25
18
12
10
8
7
5
2
3
<1
2
7
100

* Error due to rounding

9.2.1
Service reach and achievement of targets
The outcomes following engagement are summarised in Table 9.5.
Table 9.5 Outputs April 2005 – March 2007 following recruitment (n=123)
Period
April 05 – September 05
October 05 – March 06
April 06 – September 06
October 06 – March 07

Total

Recruited
28
22
44
29
123

Completed
14
9
24
5
52

Outputs
Ongoing Incomplete*
1
13
1
12
10
10
8
16
20
51

* the term incomplete is used for those SMEs where support was terminated or the outcome was uncertain
because the final safety adviser form was missing.

Fifty two of the SMEs were signed off as having completed their agreed action plan and a
further 20 SMEs were recorded as receiving ongoing support and were likely to achieve ‘signed
off’ status (i.e. agreed action plan completed) by 30 June 2007 when data collection ended.
Support for 15 SMEs had been terminated by the SAs because little or no progress had been
made in addressing the issues raised in the action plan. One case had been referred to the HSE
because of concerns about the seriousness of the risks posed to its employees. In the remaining
cases (n=35) it was not possible to determine if support had been brought to a satisfactory
conclusion because the SAs had not completed a final sign off form for these SMEs.
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Less than half (43%) of the SMEs where SA support had been completed (or terminated)
submitted a final assessment (see Table 3.5). The relatively poor response rate from SMEs
particularly for the final visit form may have resulted from them dropping out from the service
or that they had not prioritised its return.
The small total number for which initial and final visit data from both the SA forms and SME
forms was available makes it difficult to identify any patterns in response with confidence and
changes occurring between the initial visit and sign off cannot be statistically tested to assess the
impact of SA service.
9.3

SME ATTITUDES AND MOTIVATIONS

Representatives from SMEs that had been recruited were asked about their attitudes towards
using the SA service. The overwhelming majority were either very enthusiastic (43%) or
interested in the idea and thought it worth trying (52%). The remaining five per cent confirmed
that either they had some concerns and needed persuading before agreeing, or were only doing it
because ‘they had to’.
The SAs views about the SMEs’ attitudes towards engaging with the service suggested a
similarly high level of enthusiasm. The SAs considered that 88 per cent were either positively
or very positively disposed to improving their safety management systems and only one SME
was thought to have a negative view.
SME representatives were provided with a list of seven statements relating to what they hoped
to gain from engagement with the support service. They were asked to identify up to three
statements which applied to them. Results are presented below in Table 9.6.
Table 9.6 Basis for engagement with safety adviser service (n=107)
% of SMEs reporting issue as
a basis for engagement
73
57
41
41
27
17
10

Statement

To make sure we are complying with current H&S law
To improve our H&S performance
To get our workers more involved in H&S
To increase the SME’s H&S expertise
To get some free H&S support
To improve the safety-related behaviour of our workers
To improve managers’ ability to consult with and listen to workers
This was a multiple response question; hence the sum of the percentages was greater than 100.

The overriding reason for engaging with the service was to seek assistance in complying with
current health and safety law (73% of firms cited this as a reason). The desire to improve health
and safety performance (57%), to get workers more involved (41%) and to increase their health
and safety expertise (41%) were also frequently cited reasons for signing up to the scheme. Just
over a quarter (27%) of the SMEs said that they engaged with BHAW because the health and
safety support offered was free of charge.
A desire to meet regulatory requirements for health and safety risk management also featured
prominently in the reasons given for contacting BHAW amongst all 12 respondents from SMEs
that took part in the in-depth interviews (see Appendix 6). Interviewees revealed that
uncertainty surrounding legislation and its interpretation was a significant concern. One notable
aspect of this was their concern that they were able to produce written documentation (including
health and safety policies and risks assessments) which was current and compliant. A number
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of participants identified that their underlying motive was to be able to provide documented
evidence of a managed health and safety system, were it to be required by enforcement officers
or to defend legal action (Case 1, 2 and 6). Similarly, some were concerned about the quality of
their documentation, as it was a requirement of funding bodies or customers in their contract
terms and conditions (Cases 2, 10 and 12).
In contrast to the initial visit findings in which only 25 per cent indicated that a motivation to
engage with the service was that there was no charge, all 12 in-depth interviewees
acknowledged that they had taken advantage of the service because it was free of charge and
some suggested that they might not have used the service if charges had been levied.
With one exception (Case 3), neither the incidence of occupational injuries and illnesses nor
specific safety concerns were cited as the initial basis for contact with BHAW. There was a
common perception across the 12 SME representatives interviewed that health and safety risks
were at a low level; a perception based on direct experience of low reported accident rates
within the organisations. Nevertheless, prevention was a motivator: several representatives
(Cases 1, 2, 3, 6, 8 and 11) identified that they sought advice in anticipation that it would enable
them to reduce the risk of occupational injuries and illnesses and all had similar aspirations,
although these were not stated as a primary motivating factor. In addition, some interviewees
stated that they contacted BHAW because they required practical insights into risk control
measures and guidance on the development of safety management systems. Although all
managers or owners considered that their pre-existing knowledge was ‘adequate’ (based largely
on first hand experience of risk management within the organisation), most acknowledged that
gaps did exist in their knowledge. The service was therefore seen as a means of corroborating
whether they had adequate risk control measures in place.
9.3.1
SME engagement and attrition
The patterns of completion (Table 9.5 above) suggest a considerable attrition between signing
on and completion of the intervention. Some attrition may be accounted for by the failure of
SMEs and/or advisers to complete a final form when the engagement had come to a satisfactory
conclusion, but importantly there was also evidence that some SMEs, having engaged, found it
difficult to implement the action plan and effectively ‘dropped out’ due to lack of progress. The
safety adviser comments, drawn from interviews/final visit forms, illustrated the advisers’ views
of some of the reasons for drop out and/or failure to complete action plans:
‘For some companies you return and they’ve made very little progress. It’s not that
they’re not interested, it’s, ‘I haven’t had time’. But how long do we stick around?
You’ve given them all the information, training, and they’ve understood it, the only
thing left is the graft, and they haven’t got time to do it’.
‘The proprietor was well out of his depth of understanding of health and safety (‘has
been baking for [a number of] years without any problems’ etc!)…
He appointed one of his staff to cover health and safety but she then left and was only
working a few hours….
Contact was therefore lost and there has been no response to requests for further
contact’.
‘Although the organisation was keen at first, communication has since stopped. I’ve
left messages and sent e-mails but had no response. The manager may have left as he
was talking about it during our second meeting’.
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9.3.2
Number of safety adviser visits
The number of visits SAs had undertaken with SMEs varied from one to eight visits, with a
mean of 3.4 visits per SME. The variation perhaps related to the advisers’ perceptions of the
extent of individual SME need for support to complete their action plan and/or rates of progress.
Interviews with the safety adviser confirmed this view:
‘Some times when I have a return visit, it jogs their memory to get on with the work
[tasks of action plan]. But it may have stopped in some cases’
‘You try to give them short timescales and they make promises but realistically it takes
a long time with lots of prodding and encouragement.’
There were cases where SMEs received eight visits, even though the SA had given an initial
visit assessment that only minor improvements were needed. Analysis of the average number of
visits compared to advisers’ judgements of the extent of improvements required - i.e. minor
improvements, major improvement or a complete overhaul - revealed that the average number
of visits for the SMEs judged to be in need of either minor or major improvements was identical
at 3.2 visits, whereas the three SMEs which were assessed as requiring a complete overhaul of
their safety systems received an average of six visits.
The number of visits to those who had been signed off (i.e. completed the agreed action plan (n
= 52)) was examined. Amongst these 52 SMEs, similar patterns emerged with those judged as
needing minor improvements at the outset of engagement receiving on average 3.8 visits and
those judged as needing major improvements receiving 4.1 visits.
9.4

ASSESSMENT OF HEALTH AND SAFETY AT INITIAL VISIT

SMEs recruited to the scheme were asked about their health and safety procedures and practices
including the practices that BHAW targeted for improvements. The majority of the participating
SMEs reported having a number of key health and safety arrangements in place at the initial
visit, namely a nominated responsible manager, a safety policy, an accident investigation
procedure, sickness absence records and providing health and safety information for employees
(see Table 9.7).
Table 9.7 Health and safety arrangements from employer initial visit data (n= 107)
H&S measure
A director or manager named as responsible person for H&S
Health and safety info for employees
A sickness absence record
Up to date + signed H&S policy
An accident investigation procedure
H&S training for employees
A written risk assessment for any significant risks
A system or procedure for identifying hazards
Formal written safe working procedures
A system to monitor or measure workplace hazards
Modifications to work for employees with health problems
Systems to monitor work related ill-health
Written plan for H&S improvements
Occupational health training for employees
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%
77
69
67
60
61
56
51
47
39
39
34
32
27
19

In contrast, only a third had arrangements for modifying work activities or systems to monitor
work related ill health, only a quarter had a written plan for making health and safety
improvements and less than a fifth had occupational health training in place for employees. In
general, SMEs appeared to have fewer arrangements in place for managing occupational health
risks than for safety risks.
In addition to the self-reported data about health and safety management systems obtained from
the SMEs, the safety advisers were asked at their initial visit to independently assess: a) whether
these health and safety arrangements were in place, and; b) their adequacy (see Table 9.8
below). In general, the SAs did not rate the health and safety measures they found at their
initial visit to be adequate. For example, although around half of the SMEs (49%) did have a
written risk assessment available, only a quarter of these were judged by the SA to be adequate.
This equated to less than one in 14 (7%) of the total sample having in place a written risk
assessment which adequately addressed the risks present in the workplace.
Table 9.8 Presence and adequacy of health and safety measures from SA initial visit
data ( n = 119)
Measure
H&S information provided for employees
Health and safety training for employees
Formal written safe working procedures
Systems to monitor and measure workplace hazards
A sickness absence record
System for identifying hazards
An accident investigation procedure
Health and safety policy
Occupational health training for employees
Systems to monitor work-related ill health
Written risk assessment
Modifications to work for employees with health problems

Present
%
61
51
60
41
55
50
45
61
19
27
49
17

Adequate
%
29
27
27
22
17
17
14
12
11
8
7
4

Following the initial visit the advisers recorded up to three risks arising from the work activity
that they were most concerned about and results are presented in Table 9.9 below. The ‘risks’
most frequently identified by the SAs were inadequacies in risk assessment documents (in over
half of SMEs) and the absence of or inadequacies in the safety policy (in almost a third),
suggesting that formalised systems for safety were either absent or inadequate in a large
proportion of the SMEs that engaged with the service. Manual handling, fire, slips and trips,
and hazardous substances also featured strongly.
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Table 9.9 Workplace risks identified by SAs (n=119)
No. of SMEs assessed
with the risk
64
35
31
29
21
20
18
10
8
7
6
5
4
4
3

Risk

% of all
SMEs
54
29
26
24
18
17
15
9
7
6
5
4
3
3
3

Absent/inadequate risk assessment
Absent/inadequate safety policy
Manual handling
Fire
Slips and trips
Absent/inadequate training
Hazardous substances
Workplace transport
Absent/inadequate systems of work
Lone working
DSE working
Lack of worker involvement
Machine use
Stress
Working at heights
Multiple response question, therefore the sum of responses is greater than n=119 / 100%.

At the commencement of engagement SMEs and the advisers independently rated the need for
improvements in arrangements for controlling risks. Complete data from both SMEs and SAs
was available for 105 cases and results are presented in Table 9.10. There was evidence of a
difference in views about the extent of improvements required at the outset of the support. The
majority of the SMEs believed only minor improvements were required in contrast to the safety
advisers who assessed that the majority of SMEs needed to undertake major improvements to
their arrangements for controlling risks.
Table 9.10 SME and SA views on extent of improvements
required to control OH&S risks (%) (n = 105)
No risks to control
No improvements
Minor improvements
Major improvements
Complete overhaul
Don’t know
Total

SME rating
2
60
22
11
6
101*

SA rating
1
45
43
11
100

* error in total % due to rounding

The responses of the SAs and SMEs relating to the extent of the improvements needed to
control risks were compared to explore the patterns of agreement/disagreement. Although any
direct comparisons between assessments should be treated with caution (given the problems
associated with validating and comparing attitude measurements), the findings demonstrate
differences between the views of SMEs and SAs in the scale of improvements needed in a high
proportion of cases (see Table 9.11 below). There was agreement in almost half of the cases
(48%). However, in 32 cases (30%) the SMEs had over estimated the adequacy of their current
controls when compared with the adviser’s assessment. This finding suggests that some SMEs
may underestimate the input of resource that may be required to attain a good standard of health
and safety management. A further 14 SMEs (13%) thought their systems needed more
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improvements than the SAs estimated and six were unable to assess the level of improvement
needed.
Table 9.11 Comparison of SA and SMEs’ ratings of need to improve arrangements for
controlling risks (n=105) (Figures refer to number of firms)

Complete
overhaul

Major
improvement

Minor
improvement

No
improvement

No risks
control

to

*SA assessment of improvements needed

*SME assessment of
improvements needed

No risks to control
No improvement

1

1

35

22

3

Major improvement

6

11

5

Complete overhaul

1

6

4

Don’t know

3

3

Minor improvement

1

*SAs and SMEs were asked to make an independent assessment of the improvements they felt were necessary to
control the risks and these ratings were subsequently compared. Those cases where the SMEs and SAs ratings
concurred are coloured in light grey. Those in dark grey (a third of SMEs) are of concern as the SME rating of the
extent of the improvement required was considerably less than the assessment made by the SA. The hatched cells
indicate the number of SMEs that over-estimated the improvements required when compared to the SA assessment.

The in-depth interviews demonstrated that SMEs’ support needs were wide ranging. Some
sought general feedback on their safety management approach whereas others required a
complete overhaul of existing systems. Based on information gathered from the interviews with
representatives from 12 SMEs, the types of support they received included:
• guidance on improving documentation including policies and risk assessments;
• training, both general and specific, for employees and managers;
• recommendations for training and providers;
• recommendations for first aid training;
• guidance on assessing immediate and cumulative risks;
• guidance on conducting risk assessments;
• hazard identification and guidance on practical risk control measures;
• guidance on formalising safety procedures and safety audits;
• guidance on formalising emergency planning procedures;
• guidance on formalising the reporting and recording of accidents and sickness;
• recommendations for employee involvement, including safety teams and committees;
• guidance on facilitating employee involvement processes.
9.5

OUTCOMES OF SA SUPPORT

In addition to the research reported here the BHAW safety adviser service contributed data
during the first 12 months of operation to a research project to examine the outcomes of the
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Worker Safety Challenge fund project. Following advice from HSE limitations were placed on
the number and range of questions asked of SMEs by SAs during 2005-06 to reduce the burden
on them. Some of the following analysis was therefore based only on data from SMEs that
engaged after March 2006 (n=73).
9.5.1

SME views about the improvements following engagement with safety
adviser
In those organisations where support had been completed and signed off, the SMEs were asked
about the extent to which several aspects of their health and safety management had changed as
a result of engaging with the SA service (see Table 9.12).
The results were encouraging since they suggested that the majority of SMEs perceived that the
adviser’s support had a beneficial effect on a number of key features of their health and safety
systems. Most reported that working with the SA service had led to improvements in the level
of workers’ knowledge and expertise and employer/manager knowledge and expertise.
Improvements in health and safety performance were least commonly reported, with only 16
respondents noting improvements and 33 reporting that it had not changed.
Table 9.12 Changes following engagement with SA service (base n for each measure
shown in right hand column)
A lot
worse

A little
worse

No
change
(No.)

A little
better
(No)

A lot
better
No.

Total

-

-

6

18

24

48

-

-

8

26

15

49

Worker involvement in H&S

-

-

14

20

15

49

H&S control measures

-

-

15

18

15

48

H&S management

-

-

16

19

14

49

Workers’ safety behaviour

-

-

19

21

9

49

Improved H&S performance

-

-

33

8

8

49

Level of manager/employer H&S
knowledge & expertise
Levels of workers’ H&S
knowledge & expertise

In-depth interviews with SME representatives suggested that prior to engaging with BHAW
knowledge of regulatory requirements was generally low (Appendix 6, Cases 1, 2, 4, 7, 8, 9 and
11) and most struggled with the interpretation of regulatory requirements, although they
acknowledged their responsibility to fulfil regulatory obligations. This lack of understanding
often formed the basis of the initial contact with the service. In all cases interviewees reported
that they had a better understanding surrounding the content of health and safety regulations
after they had received advice from BHAW safety advisers. Similarly, with one notable
exception (Case 6), there had been apparent shortfalls in awareness and knowledge of practical
risk control measures and the information provided by the adviser highlighted gaps within their
understanding and limitations in their risk perceptions, resulting in a retrospective downgrading
of the perceptions of their own expertise.
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The SME representatives acknowledged that the advice provided by the SA had been important
in raising the level of knowledge and understanding across their organisation. A number of the
12 SMEs did not afford the adviser access to the workforce (Cases 2, 6, 7, 9, 10, 11 and 12). As
a result, the effect of the safety adviser’s support and advice on employees’ health and safety
behaviours was indirect, with senior managers providing the conduit for cascading information
from the safety adviser. However, some interviewees were able to demonstrate learned risk
control principles during the interview and identified the type of changes they had made to their
health and safety arrangements and operational procedures as a result of the support they
received.
SMEs were questioned about the improvements they had made to specific aspects of their health
and safety arrangements as a consequence of the SA support (see Table 9.13 below). Responses
were only available for the SMEs which engaged and completed in 2006-07. The majority of
SMEs identified that they had made improvements in their health and safety information and
training for employees, risk assessments and systems for identifying hazards. Despite low
levels of action on the management of work-related ill health at the start of the support, few
SMEs reported making improvements to these measures, namely systems to monitor workrelated ill health, occupational health training, arrangements to modify work activities and
sickness absence recording.
Table 9.13 SME reported improvements to health and safety measures following SA
support (n= 40)
Nature of improvement
Health and safety information provided for employees
Written risk assessment
System for identifying hazards
Health and safety training for employees
Health and safety policy
Formal written safe working procedures

No. SMEs reporting
improvement
29
28
26
24
25
20
17
18
15
14
12
12
11

A director or manager named as responsible person
System to monitor and measure workplace hazards
A sickness absence record
An accident investigation procedure
Arrangements for modifying work activities
Occupational health training for employees
Systems to monitor work-related ill health
Multiple response question, therefore the sum of responses is greater than 40

The in-depth interviews found that whilst the 12 SMEs typically had health and safety
documentation at the commencement of support it had not been regularly reviewed or updated,
or reviews had not been thorough or sufficient (Cases 2, 3, 4, 8, 9, 10 and 11). Completing the
required documentation with the SAs’ support had been important to the majority of the
interview participants although some of them voiced their doubts about the practical value of
such documentation. The in-depth interviews suggested that following support some
organisations continued to demonstrate a reactive stance to health and safety and a number of
SME representatives (Cases 4, 5, 7 and 8) indicated that they were not persuaded that safety
management systems held any intrinsic worth. In these cases documentation was viewed as a
legislative or client requirement - a necessary evil - with little practical application.
The preference for informality and the lack of appreciation of the value of formal and
thoroughly documented systems appeared to have influenced the commitment to implementing
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all the changes which had been recommended. Some interviewees indicated that improvements
that were recommended by the SA had not been completed or that improvements had faltered
(Cases 1, 2, 4, 8 and 9). Furthermore, the following response to a question about changes to
documentation was not uncommon amongst the in depth interviewees:
‘We haven’t finished the documentation work. There’s not been the time’ (Case 9).
The SME representatives interviewed commented on a number of barriers when implementing
the changes that were discussed with the SA. One barrier that arose frequently in the interviews
was a lack of resources and expertise to implement health and safety systems or training for
their employees. A number of interviewees said that they did not have the resources to commit
to the development of sophisticated safety management systems (Cases 1, 2, 4, 5, 7, 8 and 9),
neither did they have the resources for introducing a range of remedial measures for improved
safety. Another related barrier cited by the interviewees was the prioritisation of other work
commitments, and the lack of available personnel to implement changes.
It was clear that whilst the SME representatives did identify many positive aspects of the
service, which had influenced/assisted them in making changes, they were also clear that
barriers did exist which could hamper implementation of the action plans they had developed.
9.5.2
Safety Adviser views about health and safety improvements in SMEs
Initial and final visit forms from the SAs were only available for 52 SMEs and of these the SAs
reported that fifty-one had improved the overall level of health and safety in the workplace as a
result of engaging with the support service. Only one SME was assessed as having experienced
no change and at the commencement of support the adviser had assessed this SME as needing
only minor improvements.
Following completion of the Worker Safety Challenge fund project (where a common data
collection tool had been utilised) modifications were made to the data management forms to
facilitate more detailed feedback. The following analysis is therefore based only on those
recruited in the second year that had completed engagement (n = 32). The presence and
adequacy of specified health and safety arrangements at the initial visit and when support was
completed was assessed and results are presented in Table 9.14, below.
The findings confirmed that after receiving adviser support there were more SMEs with health
and safety arrangements in place and improvements in the adequacy of these systems was
evident. For example, at the outset 26 SMEs were judged to provide health and safety
information to their employees, but in just over half the information provided was considered to
be adequate. Following engagement, all these SMEs were judged to be providing health and
safety information to their employees and in all but two cases this information was considered
to be adequate. The only arrangement where no improvements were noted was in the numbers
of SMEs undertaking occupational health and safety training, where there was a decrease in the
number of SMEs where it was assessed as adequate. In general the systems that were least
developed continued to be those related to occupational health, particularly arrangements for
modifying work activities and occupational health training.
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Table 9.14 Health and safety arrangements before and after SA Support (n=32)
Arrangement

Baseline
Present
Adequate

H&S information provided for
employees
Health and safety policy
Formal written safe working
procedures
Health and safety training for
employees
A sickness absence record
Written risk assessment
System for identifying hazards
System to monitor and measure
workplace hazards
Systems to monitor workrelated ill health
An accident investigation
procedure
Occupational health training for
employees
Arrangements for modifying
work activities
* Data are available only for those SMEs
completed.

Final*
Present
Adequate

26

14

32

30

25

4

29

24

23

14

31

29

22

15

29

26

22
22
21

6
5
9

28
31
32

26
28
31

19

14

32

32

17

7

25

20

17

5

27

23

14

8

14

7

6

4

13

10

that were recruited in the second year and where support was

The advisers were asked to rate risk awareness and knowledge and awareness of how to control
and manage their risks during the initial visit and on completion of the support and results are
presented in Tables 9.15 and 9.16 below.
Results for the SME understanding of risk awareness confirmed that following completion of
the engagement, all SMEs had adequate understanding of risk awareness, and that almost two
thirds (31 of the 52) had demonstrated improvements in the level of their understanding
between the initial and final assessments.

Excellent

Excellent

Good

Good

Adequate
SA baseline assessment

Adequate

Poor

Poor

Table 9.15 SA comparison of SME employers’ understanding of risk awareness
before and after SA support (n=52)
SA final assessment

-

2
3
-

6
20
16
2

1
2
-

SAs at baseline and final assessments were asked to make a judgement about the SME employers’
understanding of risk awareness and their scores were then subsequently compared. Those cases where
the baseline and final rating did not change are coloured in light grey. The dark grey cells indicate an
improvement between baseline and final assessments. The hatched cells indicate a reduction in the SAs
assessment of understanding of risk awareness.
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At initial visit, 20 of the 52 SMEs were assessed as having a good/excellent understanding of
risk awareness. At final assessment this had increased to 47. The feedback from the advisers
indicated improvements in risk awareness in the majority of SMEs which completed the support
(31 of the 52 SMEs) with 19 retaining the same level of risk awareness. In two cases the rating
of risk awareness was reported to have diminished from excellent to good.
A comparison of the SA ratings of SME knowledge and awareness of risk control measures at
the outset of their engagement with BHAW and on completion of support was also analysed and
the results are presented in Table 9.16. Marked improvements were evident with the number
having good or excellent risk awareness increasing from 14 SMEs at the initial visit to 46 on
completion of support. Following completion of the engagement, the SAs confirmed that 51 of
the 52 SMEs had demonstrated adequate knowledge and awareness of risk control measures.
Over two thirds had demonstrated improvements in their level of knowledge and awareness of
risk control measures.
Table 9.16 SA comparison of SME employers’ knowledge and awareness of risk
control measures before and after SA support (n=52)
Don’t know

Excellent

Excellent

Good

Good

Adequate
SA baseline assessment

Adequate

Poor

Poor

SA final assessment

-

2
3
-

7
25
12
1

1
-

1
-

SAs at baseline and final assessments were asked to make a judgement about the SME employers’
knowledge and awareness of risk control measures and the scores were then compared. Those cases
where the baseline and final rating did not change are coloured in light grey. The dark grey cells indicate
an improvement between baseline and final assessments. The hatched cells indicate a reduction in the
SAs assessment of knowledge and awareness of risk control measures.

9.6

SME FEEDBACK ABOUT THE SA SERVICE

The SME representatives were asked a series of questions designed to gather views about the
quality of the support they had received from the advisers. Their responses are shown in Table
9.17 below.
Overall the assessments were very positive and suggested that most SMEs believed they had
benefited from the support they had received. Forty-one SMEs stated that they would
recommend the service to others and over half would like to have continued support from an
adviser. Almost three quarters of respondents identified that they were likely to continue to
make improvements to OH&S. A further review of the management information data for the
five SMEs which said they did not want continued support from the advisers revealed that in
four cases, major overhauls of their health and safety systems had been undertaken and
comprehensive health and safety management systems had been implemented.
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Table 9.17 SME assessment of the SA support received (the number of SMEs
reporting against each measure is displayed in right hand column)

Statement
SA was able to give good
H&S advice
SA was reliable and good
to work with
SA spent too much time
with us – we could have
done the same with less
time
Organisation likely to
continue with improved
H&S without SA
Would like continued
support from SA
Would recommend SA
scheme to other workers or
companies

Strongly
disagree

number
of
SMEs

1

45

2

-

46

5

28

10

46

24

7

5

1

46

9

15

15

5

-

44

26

15

4

1

-

46

Strongly
agree

Agree

No
opinion

30

12

2

32

11

1

3

-

9

Disagree

A number of SMEs made additional comments about being involved with the SA service. The
comments highlighted that they valued the external scrutiny and appreciated the support and
advice they received, for example:
‘It’s good to see things from somebody’s perspective who is not in the company’.
‘It’s good to be able to check and ask questions and have support. It’s also a
peace of mind’.
‘Opportunity to bounce ideas off and a good “critical” friend, as well as lending
advice and guidance’.
Some SMEs also referred to the usefulness of the systematic approach the advisers had adopted:
‘The main benefit was the structured method of meeting health and safety
objectives’.
‘Helped breakdown work to do and evaluated progress regularly. It was good to
plan and set dates with a third party. It made things more successful’.
‘[The SA] has been a pleasure to work with, his help and guidance has been
absolutely invaluable to this organisation. I feel that the benefits of his hard work
will stand us in good stead in the future. Many thanks’.
‘I was really pleased with the help and information I received from [SA] and I hope
to continue working with your organisation. I do think you should advertise more
about the services you provide and then other companies could benefit too’.
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However one SME representative expressed the view that some of the suggested actions were,
in their opinion, disproportionate:
‘As a small business involved in distribution of [goods] we feel that we are now
more than adequately H&S covered. Some of the areas we had to cover I thought
were a little over the top for a business our size, but we covered them all the
same’.
Only one SME responded negatively to all of the questions about to the quality of service
provided by the SA suggesting that a productive working relationship had not been established.
There were no qualitative comments to explain why the SME representative had expressed
negative views about the SA service.
The interviews with all 12 SME representatives found a general consensus that the service was
valuable and had the potential to provide the advice and support that was needed (see Annex 9):
‘I thought it was excellent because everything I asked them about they were
knowledgeable about… I think their approach was right’.
‘The support worked well. I think it’s having a professional with a great deal of
knowledge and access to information; to sound off; to discuss with; and, to
participate in. To sort of check that your decision making process was OK’.
The 12 SME representatives interviewed also said that they would contact the BHAW service
again to source information and advice should the need arise.
In addition, some comments about the service were made by other service users during the
recruitment for contacts. Feedback was generally positive, although a small number raised
concerns with aspects of the service. There were a number of instances where users believed
they had not been provided with a clear timeframe in which to expect follow up advice and
subsequently the safety adviser failed to maintain communications with the client. In these
cases the SMEs indicated they had not received the degree of support they expected when they
first engaged with the service.
9.6.1
Benefits of support
The SME representatives were asked to comment on the perceived benefits of the SA scheme
by indicating which of one of five statements most closely described their experience of the
service. Of the 52 SMEs that had completed the engagement, 49 provided information on the
benefits and results are presented in Table 9.18.
Table 9.18 SME view on benefits of SA scheme (n=49)
Statement
It has very much benefited our business (or will shortly)
The benefits have probably been more than the costs to our business
The benefits to our business have been about the same as the costs of being
involved/we are unsure
The costs have probably been more than the benefits to our business
The costs of being involved have been very much more than the benefits

Total

No.
30
12
6
1
49

The majority (42 of the 49 respondents) that had completed their engagement believed that the
support provided had benefited their business and outweighed the costs of involvement. Six
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believed the benefits and the costs were of a similar order and only one SME thought the costs
outweighed the benefits.
9.7

SUSTAINABILITY OF THE INTERVENTIONS

The extent to which the SMEs believed that the changes they had made after receiving SA
support had the potential for a lasting impact on health and safety performance was explored in
a number of ways. Firstly, the SME representatives were asked to rate the anticipated longevity
of the impact of the changes that were made following support by the adviser – on a five-point
scale. Forty-five SMEs responded and three thought there would be no impact on health and
safety performance, nine believed there would be a short or medium term impact and 32 thought
there would be a long-term impact on their health and safety performance. Some comments
from SMEs that fully engaged with the service also suggested that the need to make changes
had become embedded and was a legacy of the interventions.
‘Changes have already been made, but there will be future improvements made
when required’.
Some SMEs offered examples of the types of future improvements they planned to make and a
recurring theme was the need for periodic review and monitoring of the newly established
systems, for example:
‘I am monitoring health and safety more regularly now and I am aware of more
regulations’.
‘I am also trying to get the managing director to take more responsibility’.
‘Regular checks and inspections, as well as regular meetings to discuss health and
safety issues’.
The advisers were also asked about the extent to which they thought employers were keen to
continue to improve health and safety following their engagement with the service. The SAs
responses indicated that 46 of the 52 SMEs where support had been completed were keen to
improve, the other six were neutral about future improvements.
When asked whether the changes were likely to have a sustained impact on health and safety
performance in the SMEs the SAs reported on 34 cases and considered that in all of these there
would be a medium or long term impact.
9.8

SUMMARY & CONCLUSIONS

Lower than predicted recruitment levels coupled with low returns of final SA and SME forms
placed limits on the measurement of change as a result of receiving a SA visit, and associated
support and guidance.
In the 24 months following the launch of the BHAW service in April 2005 147 SMEs signed up
to the SA service comprising a free workplace visit, a health and safety management review and
recommendations for improvement. This achieved 82 per cent of the target of 180 for the two
year period. Of the 123 SMEs for which data was submitted (i.e. baseline and final forms from
both the SME and the SA) fifty-two completed their engagement with the SA service and
twenty were ongoing and assessed as being likely to complete the support. A further 51 had
signed up for the SA service but the management data confirmed that engagement had been
terminated because of inactivity or the SA final forms had not been completed. An anticipated
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outcome was that 75 per cent of the signed up users would receive a visit and have acted on the
advice provided. On the basis of the returned data and taking into account the 20 SMEs still
working with the SA service, 59 per cent of the SMEs were deemed to have acted on or to be
acting on the advice provided. Since this is a new service there were no existing comparators
against which to measure achievements and the targets that were set were somewhat subjective.
It would be wrong to assume that failing to achieve the targets implied the service had not been
successful.
The types of SMEs recruited to BHAW were predominately in the service sector and a
comparison with the distribution of industries in Kirklees indicated that organisations from the
health and social work category were over represented. The recruitment pattern may be a
reflection of the marketing strategy employed, i.e. targeting of particular sectors. However,
other factors may also have influenced recruitment patterns. Both the SMEs taking part in the
baseline focus groups and in-depth interviews discussed the impact of supply chain pressure on
the priority afforded to managing health and safety in a systematic way. Organisations in the
health and social care sector are often subject to third party scrutiny via licensing and/or funding
requirements; potentially this may have translated into a greater propensity to engage with
OH&S support services.
SME survey responses indicated that the primary motivation for engaging with the service was
a desire to ensure compliance with OH&S legislation; other common drivers were to improve
health and safety performance, to increase employees’ involvement and to augment internal
expertise. In-depth interviews with representatives from participant SMEs revealed a
combination of motivations which included:
•
•
•
•
•

no charge for the service;
supply chain pressure or sector regulatory requirements to implement a safety
management system;
a desire to be compliant with current legislation;
existing knowledge deficits, especially uncertainty surrounding regulatory
requirements;
a desire to have existing safety management systems independently assessed and
verified.

In contrast to the SME survey data the interviews identified cost as an important driver in the
decision to use the service. It was apparent from interviews with the SME representatives that
the fact that the support on offer was free was central to their involvement.
There was evidently a high rate of attrition between signing up and completing the support
despite reported high levels of enthusiasm when SMEs first engaged with the BHAW service.
Explanations for the loss of commitment are difficult to ascertain since there was no direct
feedback from the SMEs that did not complete the support. Feedback from the advisers
highlighted the challenges in keeping SMEs on board when the extent of the changes required
were discussed at the initial visit. A comparison of the SME and the SAs’ assessment of the
changes needed to achieve compliance suggested that almost one third of the SMEs that signed
up for the service did not fully appreciate the extent of improvements required. It is therefore
possible that once the extent of work was clarified there was a loss of enthusiasm and some
SMEs decided not to continue. Alternatively, they may have persisted in their belief that,
despite the outcome of discussions with SAs, the extent of improvements required was minor.
The data gathered at the initial visits by the advisers found that there were a substantial number
of SMEs in which health and safety arrangements such as health and safety policies, accident
investigation procedures and risk assessments, etc were not provided and often when they did
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exist they were not regarded by the SAs as adequate. The health and safety arrangements that
advisers perceived to be most in need of attention were risk assessments, safety policies and
occupational health management procedures. The absence of systems through which to manage
OH&S risks and a reliance on reactive and ad hoc approaches was also noted by SME focus
groups participants and interviewees, who also indicated a preference for (and confidence in)
such approaches. These findings suggest that the SMEs which signed up with BHAW could
benefit from the support provided but that some may need convincing of the need for
improvements to their OH&S management systems.
It was not possible within the timescales adopted to measure change in outcomes such as
absence, ill health and accident rates. However, there is evidence of changes in the health and
safety management practices of those SMEs that completed the support package. They believed
that the SA support had a beneficial impact on a number of key aspects of their health and
safety systems. The most positive impact reported was in relation to the level of worker and
employer/manager knowledge and expertise. The SAs also reported improvements in risk
awareness and knowledge of risk control in those completing the support. Improvements in risk
awareness and knowledge of risk control measures are important precursors to improved health
and safety controls. Improvement in the adequacy of a number of health and safety
management arrangements such as health and safety information for employees and risk
assessments were also reported by the SMEs and the SAs. The interviews also identified
changes they had made to operational procedures as a result of the support they received.
There was evidence of some improvements in occupational health measures, namely systems to
monitor work related ill health, arrangements for modifying work activities and occupational
health training, but these were assessed as the least well developed practices in SMEs
commencing support and continued to be so on their completion. The SME focus on safety
risks rather than health risks was also noted in a recent evaluation of an OH support service
within the construction sector (Tyers et al., 2007a, p.92) and diffidence towards managing
occupational health was a recurring theme in other strands of the research, namely the SME
survey and focus groups.
The majority of SMEs which completed the support believed the SAs’ interventions had been a
great benefit and potentially had a lasting effect. Responses about the quality of the service
were very positive and the characteristics that were singled out for comment were that the SAs
were ‘a good critical friend’ and had provided a systematic approach to improving the OH&S
systems. The in-depth interviews, which were conducted a number of months after the safety
adviser interventions, allowed a preliminary assessment of the lasting impact of the
interventions to be made, although a detailed assessment of the sustainability of outcomes was
beyond the scope of the study12. It was apparent that the advice had enabled knowledge gains
and facilitated improvements. The practical advice about risk control measures and information
about hazards appeared to have the greatest and most sustained impact. In some cases the
recommendations for improving health and safety documentation had not been fully
implemented and progress had stalled because it was perceived that it necessitated an injection
of substantial resources, changes in management systems and infrastructures and changes to
training regimes. Some of the interviewees suggested that the emphasis placed upon providing
documented health and safety management systems was too formalised for their business and
would have preferred to have a greater emphasis upon practical risk control issues.

12

A more detailed assessment would require an appropriately designed longitudinal study of the service
with qualitative data gathered both before the intervention and at a time subsequent to the intervention.
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CONCLUSIONS

The BHAW project was designed to deliver occupational health and safety support to both
small and medium sized enterprises and individuals located in the Kirklees area. It had a
multifaceted approach which comprised three interlinked and complementary services; an
occupational health and safety advice service for SMEs, an occupational health advice service
for SMEs and workers and a telephone adviceline and website. Its aim was to transfer
knowledge, build capacities to enable improved occupational health and safety practices, reduce
the prevalence of work-related ill health and to establish a robust referral system between
agencies and organisations within the Kirklees area.
The findings from the current research provide insights into the operation of the BHAW project
and its outcomes and benefits for the SMEs and individual employees that engaged with the
project during a 27 month period following its launch in April 2005. Whilst this study focused
on the BHAW project, broader lessons can be drawn from the findings about the provision of
OH&S support that may be applied in other contexts and localities.
10.1

PARTNERSHIP WORKING

An innovative feature of the BHAW project was that it was conceived and established by a
broad public sector coalition – between Kirklees Council, Kirklees PCT and Jobcentre Plus.
The BHAW project was perceived by its partners to address mutual objectives regarding
healthier communities and workplaces. The partners were also motivated by a joint
commitment to achieve LPSA targets for a reduction in the numbers of new claims for
Incapacity Benefit and in the number of working days lost due to ill health.
The project board members developed a strong foundation of trust based on their shared goals
and a number of advantages accrued from the alliance between the BHAW project and senior
figures from the statutory authorities. The different backgrounds, knowledge, and expertise of
the project board members provided valuable insights which helped to shape and steer the
project and facilitated its alignment with other related policy developments in the partner
organisations. Furthermore, the partnership was central in establishing and facilitating links
with primary care settings and businesses, providing access to complementary service providers
and opening up referral routes. The partnership demonstrated the advantages that collaborative
working could bring to initiatives aimed at reducing the negative impacts of work on health and
safety.
10.2

ASSESSING THE IMPACT

Assessing the impact of the BHAW project against aims which included a reduction of the
prevalence and incidence of work-related ill health does raise significant challenges, particularly
in the short term. Much of the impact assessment was based on scrutiny of the feedback forms
completed by individuals at various points during the project. Variations in the completeness of
this data hampered a more comprehensive review of the impacts achieved, particularly in the
safety adviser service and this aspect continues to pose a significant challenge to those
attempting to measure improvements in SME performance and changes in attitude over time.
10.3

OH&S ADVISORY SERVICES FOR SMES

There were two major strands of occupational health and safety support offered to SMEs in the
Kirklees area, the safety adviser and occupational heath adviser services. These services were
established to provide free and confidential advisory support to assist in improving health and
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safety management processes and practices. The advisers faced a number of significant
challenges in engaging with SMEs to deliver this support. Many SMEs believed that they ‘had
health and safety covered’ and the telephone survey found high levels of confidence in their
current arrangements resulting in little perceived need to engage with services to support
improvements in the management of occupational safety and health. This view was reinforced
by some of the focus group participants who were unwilling to acknowledge the shortcomings
in relying on reactive and informal approaches to health and safety management. Others
believed that the time and resources needed to make improvements would outweigh any
benefits that might accrue. Interestingly, those SMEs that did engage with the service and those
attending the focus group meetings were more reticent about the appropriateness and adequacy
of the arrangements they had in place and acknowledged the potential usefulness of the support
offered by the BHAW pilot.
One hundred and forty seven SMEs were recruited to the SA service, (82% of the target set).
SMEs gave a number of reasons as to their motivations for signing up for BHAW support, but
the most frequently cited was a desire to comply with legislation. In addition, there was a
strong incentive to seek support from BHAW where third party pressure via contractual
obligations, funding and licensing requirements already existed for SMEs. A proportion also
made reference to recent contact with local authority enforcement staff during routine inspection
visits, suggesting the importance and influence of inspection visits upon the behaviour of SMEs.
Around a third of those that were recruited engaged fully with the SA service and completed the
action plan agreed with the SA during the early stages of engagement. The safety advisers
recorded real improvements in knowledge of health and safety legislation and risk control
measures within these SMEs. Additionally, there were improvements in the adequacy of a
number of arrangements used to manage health and safety risks, particularly risk assessment
processes and safety policies. The SMEs regarded the practical advice about risk controls as
very valuable and the SAs felt that for the majority of these SMEs the changes they had made
were likely to have a sustained impact on health and safety over the medium to long term. Key
attributes of the service were that it provided ‘a good critical friend’ to review existing OH&S
provisions and provided a systematic approach to making improvements. This was a very
positive outcome and demonstrated that SA visits to premises, where they worked with
owners/managers to develop individualised, systematic plans could work in improving health
and safety and building confidence. For this group the outcomes clearly demonstrated that
BHAW had raised awareness of good practices in occupational health and safety amongst SME
employers and that knowledge transfer had enabled them to embed improved occupational
health and safety practices.
However, for around two thirds of the SMEs that had been recruited to the SA service the
outcomes of engagement were not as clearly defined. Whilst for some this was because of
incomplete record forms, for many it was a lack of progress. During their initial visit the SAs
frequently recorded fundamental weaknesses in the presence and/or adequacy of even basic
health and safety arrangements (such as health and safety policies, accident investigation
procedures, risk assessments). For some SMEs it appeared that the resources that they would
need to devote to developing and/or improving health and safety arrangements were considered
too great for the perceived benefits that might accrue and their initial enthusiasm to improve
arrangements dissipated. They presumably reverted back to relying on reactive and ad hoc
approaches to health and safety. Changing the perception of these SME owners/managers is
likely to remain a challenge to support services (and indeed similar issues were also highlighted
by both the Constructing Better Health and Workplace Health Connect evaluation reports) and
ways of highlighting the inherent weaknesses in their approach / potential business benefits may
need to be considered.
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SMEs remained less receptive to occupational health messages. Some continued to maintain
that they regarded worker health (and ill health) to be an issue for the employee and outside of
the employer-employee relationship. Progress in the area of occupational health will require
more effective communication about the issues, with clear examples of the potential business
benefits of improvements in employee health and well-being provided – a topic which may
become increasingly relevant with the advent of an ageing workforce. Interestingly, the
introduction of smoke-free legislation resulted in a surge of requests for OHA support from
SMEs and demonstrated that well publicised legislative changes could act as a trigger in
encouraging engagement with the service for occupational health advice and support.
The most effective means of recruiting SMEs to the BHAW project was via direct mailings
linked with telemarketing. Referral via enforcement staff was also a useful trigger in
encouraging engagement and supported the findings reported by Wright et al. (2004) where the
effectiveness of advice and information was enhanced by the possibility of enforcement.
Embedding dissemination of information by enforcement staff during routine inspection visits
should be investigated further. In the latter stages of the project word of mouth was also
emerging as a mechanism for recruiting new clients, which was an encouraging trend.
10.4

SUPPORT FOR INDIVIDUAL WORKERS

The occupational health advisory service provided occupational health advice to workers on a
proactive and reactive basis. At the outset it had been envisaged that the OHAs would be able to
meet workers at their place of work, but SME owners/managers were very reluctant to facilitate
this contact and the focus of the proactive service switched to OHAs making contact with
individuals/employees that were not actively seeking advice from the BHAW service in a
variety of settings outside the workplace, e.g. at public events and in GPs’ surgeries. A reactive
service was provided to individuals that had an identified work related health concern and
sought advice from the service either because they were referred to BHAW (for example via
their GP) or through self-referral.
GP surgeries and public events proved to be useful locations for OHAs to proactively meet with
individuals to initiate discussions about work-related ill health and to provide personalised
advice and guidance on work-related health concerns. Typically the consultations lasted
approximately 10 minutes, high contact rates were achieved and the targets set were exceeded
with 1501 individual contacts made. Although it was originally anticipated that workers from
SMEs would be the main beneficiaries of the OHA service, more than forty per cent of clients
were from larger companies, suggesting the importance of independent advice outside of the
workplace for employees from all work settings.
Three quarters of the clients reported exposure to at least one workplace hazard and around a
half had experienced a health concern in the previous 12 months which they believed was workrelated. These findings were at odds with the views of some SME owners/managers who did
not believe that occupational ill health was a problem they needed to address. It was apparent
that many employers did not provide adequate occupational health provision and therefore
workers often left problems unresolved and only when problems became acute did they seek
help and support from their GP. The BHAW referral agreements with GPs were crucial in
providing support for those consulting about work related health concerns. Developing these
links took time and commitment by the BHAW team and a number of GPs were persuaded to
actively participate. The evidence suggests that the outcomes of the referral consultations were
very positive.
The approaches made to individuals by the OHAs were positively received and the focused
support provided, particularly to those that had been referred by a third party (such as a GP),
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had very positive outcomes. In addition to raising awareness of occupational health and
providing them with support which had not been available to them at work, individuals reported
feeling more empowered to deal with their situations. Those taking sick leave believed the
support helped them to return to work more quickly thus reducing their sickness absence and
others reported that it had reduced the number of visits to consult with their GP. Some
individuals also reported improved knowledge and confidence in tackling occupational health
issues and had either changed aspects of their work themselves or had talked to colleagues
and/or managers/safety representatives about making improvements.
The OH advisory service which has been developed has already demonstrated its potential to
raise awareness of good practices in occupational health and safety amongst employees. In
addition to providing general advice and guidance, the OHAs have also provided a more
focused support service for individuals who were on sick leave to return to work and/or help
them cope with conditions caused or made worse by work. The referral network which they
established with GP practices worked well and there was potential for the network to expand to
encompass a wider array of referring partners. The challenge which remains for the OHA is
increasing access to the workplace where they could meet with employees in their places of
work and to develop coherent approaches to occupational health issues with SME owners/
managers.
10.5

OPERATIONAL ISSUES

BHAW was a novel service which was tasked with establishing both a market demand whilst
developing effective and efficient working practices. Trial and error was therefore an important
element of the process in trying to gauge the most effective means of engaging and working
with SMEs and individual workers. The multifaceted approach which was developed enabled
the service to be responsive and flexible to the needs of businesses and workers in the Kirklees
area. Moreover it allowed lessons to be drawn about the relative effectiveness of each of the
approaches and how they could be used in combination. For example, individuals were more
receptive to messages about occupational health than were SME managers or owners.
Potentially, through the efforts of projects like BHAW the increased occupational health
awareness amongst employees will engender more interest from their employers.
There were low levels of self-referral to BHAW in part because it was a new service and there
was little awareness of what it could provide. The marketing strategy which was devised tested
out a number of ways of engaging potential service users. A number of methods were found to
be relatively successful in generating a viable workload for the project, these included:
• Direct mailings followed up by telemarketing calls to SMEs;
• SME referral via local authority enforcement staff during routine inspection visits;
• The formation of referral networks and the subsequent signposting / referral from
professional occupational health related organisations (e.g. GPs);
• Direct (opportunistic) contacts with employees attending events or GP surgeries for
routine appointments.
There was only limited uptake of the adviceline and web based advice and support and SMEs
and individuals were more responsive to direct approaches. Similar outcomes were reported for
the Constructing Better Health Pilot (Tyler et al., 2007a). Whilst these may be important
components of BHAW’s advisory capacity, particularly to support those that have engaged with
BHAW, they are unlikely to be effective in terms of recruiting new users to an emerging
service.
Following a concerted effort to establish partnership working between BHAW and other
organisations, the project had become well connected with other support services across
84

Kirklees. This has enabled the evolution of a nascent referral network. It was clear that building
trust and confidence amongst frontline staff of other organisations was resource intensive but
the value of these networks was becoming evident in the outcomes that were being achieved in
terms of referral numbers and connecting with individuals suffering from work related illnesses.
Good relationships between the SAs and SMEs were evident in the majority of cases where
SMEs completed their support. Disruptions in the staffing of the SA service, some of which
related to uncertainties in continued project funding, undoubtedly impacted on a number of
SMEs that had initially engaged and where momentum was then lost. Personnel changes also
interrupted the data recording through which the outcomes of the service were being measured.
The levels of staffing and sharing of work load is an issue which needs careful management to
ensure continuity of service to SMEs that have engaged.
10.6

DEVELOPING THE BHAW SERVICE

The partnership board and its regular meetings should be continued to provide an effective
forum for discussing the availability of grants and awards, and future project funding and to
facilitate future collaboration on public health related issues. Although the project board was
originally established to help with the development of the BHAW project, in the longer term the
meetings could adopt a broader agenda with the potential to lead the project in new directions.
This was evidenced when the BHAW project broadened its scope and contributed to the local
NHS smoke-free campaign. Reviewing the membership of the Board to include SME
representatives is also recommended.
The GP referral networks were important in the development and success of the OH advice
service for individuals and continued promotion of the BHAW service must be prioritised to
ensure future growth in referral activity. Towards the end of the assessment period BHAW was
exploring new referral routes where the project could add some value to other services on offer;
in particular, they were seeking to establish links with NHS physiotherapists to provide support
for patients with occupational illnesses or injuries. Other potential sources for the future
collaboration could include referral routes from ACAS, primary care providers (pharmacists and
psychotherapists) and Citizens Advice Bureau.
The findings from the current research identified that SMEs could be encouraged to improve
OH&S where there was a strong business case to implement improved OH&S management
systems, (e.g. where third party pressure exists through supply chain pressure or sector
regulatory requirements). The importance of BHAW establishing links with third party
organisations that could influence the behaviour of SMEs was apparent. For example, BHAW’s
referral links with local authority enforcement officers provided valuable contacts with SMEs
and work with the enforcement authorities to encourage the less motivated SMEs, particularly
those with no third party pressures to use the service, should be pursued. Other important
intermediaries, and potential referral routes, include insurance companies and brokers, sector
regulatory authorities and larger businesses (i.e. contracting companies that set requirements for
OH&S).
Some SMEs that signed up with the service and initially expressed high levels of enthusiasm
failed to complete the support. The barriers which prevented SMEs from improving their health
and safety arrangements included the perceived additional time and resources required to
undertake interventions. Ensuring that organisations recognise the benefits of proposed
improvements and perceive these to be proportionate to the resources which they must commit
may be critical to ensuring SMEs complete the changes that are recommended. The further
development of tools, information and techniques which can reduce the perceived burden, such
as specimen safety policies and risk assessments for specific work activities etc, and a balanced
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approach with an emphasis on improvements to both practical risk control measures and OH&S
systems may help to encourage SMEs to implement the recommendations.
In managing support services a system which sets clearly defined targets and closely monitors
progress is crucial so that advisers use their time effectively in working with SMEs that are
willing to commit the resources needed to improve health and safety. If there is little evidence
of progress in achieving the targets set then the withdrawal of further support will be necessary,
so that SMEs that are willing to resource the necessary changes can be supported by the safety
advisers. Depending on the magnitude of the shortcomings in health and safety arrangements
for those SMEs where support has been terminated, the SA may exercise the option to alert
enforcement staff about the concerns they have.
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APPENDIX 1: SME SURVEY TOOL
Q1.

How long has this company been in existence?
READ OUT – SINGLE CODE
Less than 12 months
1- 4 years
5-10 years
More than 10 years
Don’t know

Q2.

What is your job title?
Record title
Then classify as (SINGLE CODE)
Managers and senior Officials
Professional Occupations
Associate Professional and technical occupations
Administrative and Secretarial Occupations
Skilled Trades occupations
Personal services occupations
Sales and customer service Occupations
Process, plant and machine operatives
Elementary occupations
Don’t know

Q3.

What is your role in health and safety in this workplace?
READ OUT – SINGLE CODE
Owner or manager with overall responsibility for health and safety
Safety advisor/competent person
Trade Union safety representative
Other, please record

Q4.
Q5.

Does your company have a health and safety
policy?
Has the company developed safe working
procedures for its work activities i.e. clear
information/instructions about how particular
tasks should be done so that they are carried out
in a safe way?
E.g. the use of ladders in the work place or the
use of fork lift trucks, or what to do if electrical
equipment breaks down ?
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YES

NO

1

2

DON’T
KNOW
3

1

2

3

Q6.

Are the safe working procedures written down?

1

2

3

Q7.

Does the company have systems or procedures
(i.e. a formally agreed way of doing things) to
identify hazards (i.e. things that might harm
workers, customers or visitors) which arise
from its work activities?
Does the company carry out risk assessments
for their work activities?

1

2

3

1

2

3

Does the company have systems or procedure
(ie a formally agreed way of doing things) for
monitoring and measuring workplace hazards
e.g. walk round inspections?

1

2

3

Q8.
Q9.

Q10. Does the company provide health and safety information to its employees?
SINGLE CODE

()

Yes
No
Refused
Don’t know

1
2
3
4

Q11. How does the company provide health and safety information to its
employees?
DO NOT PROMPT – CAN MULTICODE
In a safety manual
Notices in the workplace
On the company web site
Verbally in training sessions
Managers/ supervisors give verbal info
Other (Please state)

Don’t know

Q12.
Q13.
Q14.
Q15.
Q16.
Q17.

Does the company provide health and safety
training for employees?
Does the company provide training on
occupational health matters (e.g. back pain)
for employees?
Does the company have an accident
investigation procedure?
Does the company have systems for
monitoring work related health problems
amongst its employees?
Does the company have systems to record
employee’s sickness absence?
Does the company have arrangements for
changing/modifying work activities to assist
employees with health problems?
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1
1
1
1
1

()
()
()
()
()

()

()

1

()

YES

NO

1

2

DON’T
KNOW
3

1

2

3

1

2

3

1

2

3

1

2

3

1

2

3

Q18.
Q19.

Does the company have a director or manager
named as the responsible person for health
and safety?
Does the company have arrangements for
consulting employees about health and safety
matters?

1

2

3

1

2

3

Q20. What are the 3 health or safety risks in your workplace that concern you most?
DO NOT PROMPT – RECORD RESPONSE
Risk 1
Risk 2
Risk 3

()

()

()

()

()

()

Don’t know
No risk

1
2

Q21. Has the company carried out any particular measures to improve health and
safety in the last 12 months?
SINGLE CODE

()

Yes
No
Don’t know

1
2
3

Q22. What sort of health and safety measures have been taken?
DO NOT PROMPT – RECORD RESPONSE

()

()

Q23. How would you rate your present health and safety arrangements for
controlling the risks in your workplace?
READ OUT - SINGLE CODE

()

No risks to control
Needs no improvement
Needs minor improvements
Needs major improvements
Need complete overhaul
Don’t know

1
2
3
4
5
6

Q24. To what extent do you think the company’s present health and safety
arrangements comply with health and safety legislation?
READ OUT - SINGLE CODE

()

Completely
Mostly
Partially
Not at all
Don’t know

1
2
3
4
5
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Q25. Do you think there are any barriers to improving the company’s control of
workplace risks?
SINGLE CODE

()

Yes
No
Don’t know

1
2
3

Q26. What are the barriers to improving risk control?
DO NOT PROMPT – CAN MULTICODE
Costs
Paperwork
Lack of training
Lack of knowledge
Impact on production
Lack of time
Lack of staff
Worker resistance
Planning difficulties
Not profitable
Owner/manager resistance
Other (Please state)

1
1
1
1
1
1
1
1
1
1
1
()

Don’t know

1

Q27. On average how much does your company spend on Occupational health and
safety provision each year?
READ OUT - SINGLE CODE

()

Nothing
Under £1,000 per year
£1,000 - £4,999 per year
£5,000 - £14,999 per year
£15,000 – £29,999 per year
£30,000 or more per year
Don’t know
Refused

1
2
3
4
5
6
7
8
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Q28. What is the major item of Occupational health and safety expenditure in the last 12 months?
DO NOT PROMPT – RECORD RESPONSE

()

()

Q29. What role do/es the owner/s of the business take in health and safety matters?
DO NOT PROMPT – CAN MULTICODE

()

Completely their responsibility

1

Has appointed an employee who reports to them to be responsible for health
and safety
2
Has appointed a consultant who reports to them to be responsible for health
and safety

3

Has appointed an employee to be responsible for health and safety not
reporting to the owners

4

Has appointed a consultant to be responsible for health and safety not
reporting to the owners

5

No specific arrangements are made
6
Other (Please state)
()

()

Don’t know

Q30. To what extent do you think that

7
MAJOR
PROBLEM
1

MINOR
PROBLEM
2

NO
PROBLEM
3

DON’T
KNOW
4

1

2

3

4

sickness absence as a result of workrelated injuries is a problem for this
company?

Q31. To what extent do you think that
sickness absence due to work-related
ill health is a problem for this
company?

Q32. Within the last 12 months have you had to bring in new staff to temporarily or
permanently replace employees who have been injured or made ill by their
work?
SINGLE CODE
Yes
No
Don’t know
Refused

()
1
2
3
4
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Q33. Does this happen…?
READ OUT - SINGLE CODE

()

Infrequently
Frequently
Very frequently
Don’t know

1
2
3
4

Q34. Have you had any settled claims under your employer liability insurance
relating to this workplace in the last 12 months?
SINGLE CODE
Yes
No
Don’t know
Refused

()
1
2
3
4

Q35. How many were due to…?
READ OUT – RECORD RESPONSE
Health and safety claims from employees?
Other claims?

Q36. Has your company been offered any financial advantages in relation to
employer liability insurance premiums for making improvements in health and
safety performance at this work site?
SINGLE CODE
Yes
No
Don’t know
Refused

()
1
2
3
4
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Q37. Which, if any, sources of health and safety advice has the company used in
the last 12 months?
DO NOT PROMPT – CAN MULTICODE
In-house specialist
Private health and safety specialist or consultant
Local Authority Inspector
HSE inspector
Better Health at Work advisor
Worker safety advisor
HSE web site/leaflets/publications
local authority publications
Other publications
Other web sites
HSE info line
Insurance company/broker
Kirklees Regulatory Advice Unit
Trade association or local/ national business groups
Unions/ union reps
Suppliers ( your usual supplier of products)
Other (Please state)

1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
()

None
Don’t know

1
1

Q38. If you have used any sources of health and safety advice how satisfied were you
with the information you were given. Were you very satisfied, satisfied or not
satisfied?
SINGLE CODE

()

Very satisfied
Satisfied
Not satisfied
Don’t know

1
2
3
4

Q39. Have you experienced any particular difficulties in gaining access to
information or advice on health and safety?
SINGLE CODE

()

Yes
No
Don’t know

1
2
3
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Q40. If yes, what sort of difficulties have you had?
DO NOT PROMPT – CAN MULTICODE
Don’t know where or who to turn to
Language barriers
Lack of management/staff time
Concerned that getting information/advice will cost money
Other (please specify)

1
1
1
1
()
1

Don’t know

Q41. What kinds of health and safety information or advice would be helpful to the
company? For example, what subjects would you want information about?
DO NOT PROMPT – CAN MULTICODE
General health and safety policy
Safe working procedures
System for monitoring and measuring workplace hazards e.g. walk round inspections
The identification of hazards i.e. things that might harm workers, customers or
visitors
Risk assessments
Health and safety information for employees
Health and safety training for employees
Training on occupational health related matters e.g. back pain etc.
Accident investigation procedures
Systems for monitoring work related ill health
Recording of employee sickness absence
Arrangements for changing/modifying work activities to assist employees with ill
health problems
Arrangements for consulting employees about health and safety matters
Health and safety legal requirements
Occupational health
Case studies, best practice examples
Other, please specify

1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
()
1
1

None
Don’t know
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Which formats of information/advice would be useful to you?

Q42.
Q43.

DO NOT PROMPT – CAN MULTICODE
READ OUT– CAN MULTICODE
Internet
Paper-based
Attending conferences/seminars
Videos
Audiotapes
Telephone advice
Personal visit to your work site
Other, please specify

Q44. Which of these descriptions is closest to your organisation’s approach to health
and safety?
READ OUT - SINGLE CODE

()

No action taken to manage risks
Reactive steps taken only following an accident or incident
Proactive steps taken for most health and safety risks
Proactive steps taken for all health and safety risks
Don’t know

1
2
3
4
5

Q45. Are any of the employees in this company members of a trade union?
SINGLE CODE
Yes
No
Don’t know

Q46.

What percentage of your employees are members of a Trade Union?
RECORD RESPONSE
Percentage
Don’t know

Q47. Which of these descriptions most closely describes the majority of your
employees’ response to health and safety problems?
READ OUT - SINGLE CODE
Employees would not necessarily report a problem/ incident
Employees would report a problem only following an incident
Employees would recognise a problem and report to managers to reduce risk
Employees would recognise a problem and suggest steps to reduce the risk
Employees would recognise a problem and take action to reduce the risk and
document it
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()
1
2
3
4
5

Q48. How good would you rate your knowledge and understanding of health and
safety issues in your organisation?
READ OUT - SINGLE CODE

()

Very good
Quite good
Average
Not very good
Not at all good

1
2
3
4
5

Q49. Are you aware of any initiatives in Kirklees that seek to promote health and
safety in the workplace?
SINGLE CODE

()

Yes
No
Don’t know

1
2
3

Q50. Can you give me any detail of initiatives you know about e.g. its name and what it does?
RECORD RESPONSE

Q51. Have you heard of Better health at work – a Kirklees initiative to assist SMEs to
improve health and safety in their workplace by the provision of free advice and
a workplace visit, if requested?
SINGLE CODE

()

No
Partially aware (heard of but not enquired further)
Fully aware of Better Health at Work but not used their services
Used Better Health at Work services

1
2
3
4
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Q52. Can you tell me how you heard about it?
DO NOT PROMPT – CAN MULTICODE
Invite to the launch conference
In the local press
On the local radio or TV
Advertisement on bus or roundabout
From a leaflet or poster
Received a phone call about it
Word of mouth
Health and Safety Inspector told me about it
Info from GP Surgery/job centre/health centre
Other, please specify

1
1
1
1
1
1
1
1
1
()

Q53. Is the establishment …?
DO NOT PROMPT – SINGLE CODE

()

A private firm
A limited company
A charity or voluntary organisation
Other (Please state)

1
2
3
()

Don’t know

()
4

Q54. Do you own the business or a share in it?
SINGLE CODE

()

Yes
No

1
2

Q55. Is the company owned by…?

Q55b

SINGLE CODE

()

One person
More than one person
How many owners are there?

1
2
()()()

Q56. What is the current age of the business owner?
SINGLE CODE

()

Under 30
30 – 45
Over 45
Don’t know
Refused

1
2
3
4
5
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Q57. Is the owner male or female?
SINGLE CODE

()

Male
Female
Refused
Don’t know

1
2
3
4

Q58. Is the owner disabled?
SINGLE CODE

()

Yes
No
Refused
Don’t know

1
2
3
4

Q59. What is the ethnicity of the owner?
SINGLE CODE
White

Mixed

Asian or Asian British

Black or Black British

Chinese or other ethnic group

()
British
Irish
Any other white background
White and black Caribbean
White and black African
White and Asian
Any other mixed background
Indian
Pakistani
Bangladeshi
Any other Asian background
Caribbean
African
Any other black background
Chinese
Any other background
(Please specify)

1
2
3
4
5
6
7
8
9
10
11
12
13
14
15
16
17
18
19

Other (Please specify)
Refused
Don’t know

Q60.

What is the current age of each of the business owners?
SINGLE CODE PER OWNER

()

()

Under 30
30 – 45
Over 45
Don’t know/refused

1
2
3
4

1
2
3
4
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Q61. Is more than 50% of the ownership of the company male?
SINGLE CODE

()

Yes
No
Refused
Don’t know

1
2
3
4

Q62. Is more than 50% of the ownership disabled?
SINGLE CODE

()

Yes
No
Refused
Don’t know

1
2
3
4

Q63. Is more than 50% of the ownership from an ethnic minority?
SINGLE CODE

()

Yes
No
Refused
Don’t know

1
2
3
4

What is the ethnicity of each of the owners?
SINGLE CODE PER OWNER

()

White

Mixed

Asian or Asian British

Black or Black British

Chinese or other ethnic group

British
Irish
Any other white background
White and black Caribbean
White and black African
White and Asian
Any other mixed background
Indian
Pakistani
Bangladeshi
Any other Asian background
Caribbean
African
Any other black background
Chinese
Any other background
(Please specify)

Other (Please specify)
Refused
Don’t know

Q64. How many of the workforce are family members (including extended
family)?
RECORD EXACT NUMBER
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1
2
3
4
5
6
7
8
9
10
11
12
13
14
15
16
17
18
19

Q65. Is more than 50% of the workforce from an ethnic minority background?
SINGLE CODE

()

Yes
No
Refused
Don’t know

1
2
3
4

Q66. What is the predominant ethnicity of the workforce?
SINGLE CODE PER OWNER
Mixed

Asian or Asian British

Black or Black British

Chinese or other ethnic group

()
White and black Caribbean
White and black African
White and Asian
Any other mixed background
Indian
Pakistani
Bangladeshi
Any other Asian background
Caribbean
African
Any other black background
Chinese
Any other background

1
2
3
4
5
6
7
8
9
10
11
12
13
14
15
16
17

Other (Please specify)
Refused
Don’t know
No predominant ethnicity

Q67.

What percentage of the workforce are…?
RECORD EXACT NUMBER
Manual workers
Don’t know

()

Full-time workers
Don’t know

()

Male
Don’t know

()

Work off-site but not at home
Don’t know

()

Work from home
Don’t know

()
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APPENDIX 2: SME FOCUS GROUPS TOPIC LIST / GUIDE
Introductions and description of study (10 minutes)
a. How the focus group works: Open questions, anyone can answer, though one at a time…
b. Tape recording for recall – no names attached to any report. Please feel free to talk openly
and candidly. The findings will be recorded, but findings will be written in a nonattributable way – no names will be included.
c. Provide each participant with a handout of the topic lists.
Background to business and sectors (10 minutes)
a. For background information, how do you perceive the economic and employment situation
of the Kirklees area? e.g. extent of skills shortages; problems retaining valued staff.
b. What are your attitudes to business support in the area? e.g. perceived need, Chambers,
local authority…
Management & Involvement in H&S (25 minutes)
a. What are the greatest challenges you face as the person with overall responsibility for
employee safety?
b. What type of things prompt you to take action on H&S?
c. To what extent are you or other management representatives involved in managing
workplace safety? Probe: what is the nature of that involvement?
d. To what extent do employees have roles of responsibility for health and safety matters and
risk control? Probe: levels of involvement and commitment?
e. Are there any obstacles to better safety control? Probe to explore: costs / time / know-how.
f. Are there any aspects of health and safety that you find difficult? e.g. Documentation /
legislation / employee commitment?
g. To what extent has H&S regulation impacted on the way you work?
Employee Health & Sickness Absence (15 minutes)
(if health has already been mentioned link to earlier discussion)
a. Does your company monitor sickness absence?
b. Have you experienced problems with long term or short term sickness absence within your
company?
c. How does your company deal with employees that have health concerns?
Has your company had to adapt work practices to accommodate workers with injuries
or health problems?
Sources of information (10 minutes)
a. Have your companies used outside sources for safety advice or employee health advice?
e.g. consultants, suppliers, main contractors, regulatory body. Probe the nature of support,
the value, etc.
b. Can you tell us about any training or other preparation you have received to help you fulfil
your duties as a person responsible for H&S?
c. Do you use any sources of information on health and safety?
Demand for a H&S support and advice service (10minutes)
a. What would/has motivated you to use an advice service?
b. Did the support deliver what you had hoped for?
Recap (10 minutes)
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APPENDIX 3: MARKETING, EVENTS & PRESENTATIONS

Table A3.1 Advertisements (April 05 – March 06)
Date
Sept 05

Summary
Dewsbury Press

Oct 05
Oct 05 – Nov 05

Awaaz News
Bus Advertisements

Nov 05 – Apr 05
Jan 06 – Mar 06

Huddersfield Town FC
Pay & Display tickets

Jan 06 – Dec 06

Awaaz News Calendar

Mar 06

Dewsbury Press

Mar 06

Huddersfield Examiner
Press
Kirklees Business
News Press
Kirklees Council
Business Rules Booklet

Mar 06
Mar 06

BHAW advertisement in the
Business Section
BHAW advertisement spread
BHAW advertisement on
Kirklees buses
Match Day Programme
BHAW advertisement on pay
& display tickets
BHAW advertisement on
Kirklees business calendar
Business Section
advertisement promoting
‘Business Rules Day’
Advertisement promoting
‘Business Rules Day’
Advertisement promoting
‘Business Rules Day’
BHAW service description

Target
Employer
Employee/er
Employee/er
Employee/er
Employee/er
Employer
Employer

Employer
Employer
Employer

Table A3.2 Advertisements (April 06 – March 07)
Date
May 05 – June 05
May 06
Dec 06

Jan 07

Summary
Dewsbury Library
North Kirkless PCT
newsletter
Kirklees business mail
out
MYCCI, Chamber of
Commerce

BHAW exhibition stand
Promotion of BHAW Health
Adviser service
Kirklees Smoke-free
legislation business support
advert
BHAW advertisement
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Target
Employee/er
GPs
Employee/er

Employer

Table A3.3 Advertisements (April 07 – Jun 07)
Date
June 07

Summary
Kirklees Tourist
Industry Magazine

June 07

Posters distributed to
Hospitals, Health
centres and
supermarket
Huddersfield Daily
Examiner, Newspaper

June 07

June 07

Kirklees Together
magazine

June 07

Kirklees local
government website
Kirklees News &
Views Magazine

June 07

June 07

Paigaam Community
Magazine (ethnic
minority magazine)

Kirklees Smoke-free
legislation business support
advert
Kirklees Smoke-free
legislation business support
poster
Kirklees Smoke-free
legislation business support
advert
Kirklees Smoke-free
legislation business support
advert
Various links to BHAW
smoke-free support
Kirklees Smoke-free
legislation business support
advert
Kirklees Smoke-free
legislation business support
advert

Target
Employee/er

Employee/er

Employee/er

Employee/er

Employee/er
Employee/er

Employee/er

Table A3.4 Events attended (April 05 –Sept 05)
Date

BH Input

Audience for event

No.s attending (approx)

26 Apr 05
11 June 05
25 June 05
30 June 05
30 June 05

Stand
Stand
Stand
Stand
Stand

Not recorded
300
120 visitors to stand
100
5 visitors to stand

8 July 05

Stand

9 July 05
4 Aug 05
25 Aug 05
31 Aug 05

Stand
Stand
Stand
Stand and
Walk
Network
meeting
Network
meeting

Builders’ Merchants
General public
General public
General public ( parents)
General public and IKEA
staff (IKEA)
Builders (Builders
merchants event)
General public ( parents)
Builders and ancillary trade
General Public
General Public
Local Businesses (women)

80

Business owners and
employees

13

21 Sept 05
26 Sept 05
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20 visitors to stand
100
300+
15
20+

Table A3.5 Events attended (Oct 05 – Mar 06)
Date

BH Input

Audience for event

No.s attending (approx)

5 Oct 05

11 Nov 05

Stand

11 Nov 05
15 Nov 05

Network
meeting
Stand

22 Nov 05

Stand

23 Nov 05

Stand

1 Dec

Stand

10 Jan 06

Network
meeting
Stand

Business owners and
employees (MYCCI)
Business owners and
employees (MYCCI)
Business owners and
employees (Business Link)
Health professionals
(SHPCT)
Local businesses and local
business organisations
Health professionals
(Grange surgery)
Health professionals
(NKPCT)
General Public and School
leavers (Careers
convention)
Business owners and
employees (Bus
Partnership)
General Public and School
leavers (Careers
convention)
Business owners and
employees (Business Link)
General Public (Packhorse
centre)
Business owners and
employees (Business Rules
Day)
Parents (Beech School)
Unemployed (Pathfinders
careers)
General public (West
Riding House)
General public (Slaithwaite
library)

65

10 Nov 05

Network
meeting
Network
meeting
Network
meeting
Stand

14 Oct 05
25 Oct 05

24 Feb 06
9 Mar 06

Stand &
Presentation

15 Mar 06
15 Mar 06

Stand
Stand

23 Mar 06

Stand

29 Mar 06

Stand
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50
80
30
29 business reps
30
100+
100+

29

100+

80
80
35

50
55
14
35

Table A3.6 Events attended (Apr 06 – Sept 06)
Date

BH Input

Audience for event

No.s attending (approx)

6 April 06

Network
meeting

15

7 April 06

JCP staff (JCP event)

80

6 June 06

Network
meeting
Network
meeting
Network
meeting
Walking event

Business owners and
employees (Raye St.
Enterprise Centre)
Health professionals
(Grange surgery)
JCP staff (JCP event)

38

24 June 06

Stand

28 June 06

Presentation &
Stand

15 July 06

Stand

26 July 06

Presentation &
Network
meeting
Stand

General public (Kirklees
walking network)
General public (Carnival 4
Life)
Business owners and
employees (Business
partnership)
General public (Batley
library)
BME business owners
(Asian link)
General public (Dewsbury
library)
Business organisations
(Park Warden event)
General public (Birstall
library)
Health professionals
(Provident Insurance
presentation)
Business owners and
employees (Workforce
Now)
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26 April 06
24 May 06

27 July 06
5 Sept 06
5 Sept 06

Network
meeting
Network event

14 Sept 06

Network
meeting

18 Sept 06

Network
meeting

35
40

100 visitors to stand
Not recorded

200
50

Not recorded
6
9

60

Table A3.7 Events attended (Oct 06 – Mar 06)
Date

BH Input

Audience for event

No.s attending (approx)

24 Jan 07

Stand

20

1 Feb 07
22 Feb 07

Network
meeting
Stand

BME business owners
(Asian link)
Leeds OHA Service event

60

8 Mar 06

Stand

Green Road Show – Birstall
Library
Business
owners
and
employees
(Smoke-free
event)
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90

70

Table A3.8 Events attended (Apr 07 – Jun 07)
Date

BH Input

Audience for event

No.s attending (approx)

11 May 07

Presentation

40

8 Jun 07

Stand

SMEs
(Chamber
of
Commerce
smoke-free
event)
General Public (shopping
centre)

Table A3.9 Presentation & Meetings (Mar 05 – Sep 05)
No.s
Reque
Audience
attending
Date
sted
(approx)
3 Mar 05
Practice manager,
1
Y
Waterloo Surgery
11 May 05
Practice manager, Batley
1
Y
Surgery
19 May 05
Asian Homeworkers
28
Y
20 May 05
Health professionals,
5
Y
Waterloo Surgery
8 July 05
Health professionals,
8
Y
Kirkburton Surgery
12 July 05
Asian Homeworkers
23
Y
13 July 05
Health professionals,
5
Y
North Road Surgery
27 July 05
Asian Homeworkers
10
Y
1 Aug 05
Practice Manager, Scissett 1
Y
Surgery
13 Sept 05
Practice Manager,
1
Y
Meltham Road Surgery
19 Sept 05
Not given
12
Y

20 Sept 05

Workers

14
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N
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Topic
OHA & SA service
OHA service
H&S for home workers
OHA & SA service
OHA service
H&S for home workers
OHA & SA service
H&S for home workers
OHA & SA service
OHA & SA service
Catering safety: slips, trips
and falls, manual handling,
storage, harmful substances
SA service

Table A3.10 Presentation & Meetings (Oct 05 – Mar 06)
No.s
Reque
Audience
attending
Date
sted
(approx)
7 Oct 05
Practice Manager,
1
N
Dewsbury Walk-in
Surgery
10 Oct 05
Health professionals,
2
Y
Lepton Surgery
3 Nov 05
Practice Managers,
10
Y
NKPCT
15 Nov 05
Health professionals,
5
Y
Huddersfield Uni Surgery
18 Nov 05
Health professionals,
6
N
Marsden Health Centre
13 Dec 05
Health professionals,
8
Y
Meltham Health Centre
20 Dec 05
Health professionals,
4
Y
North Road Surgery
20 Dec 05
Health professionals,
20
Y
Thongsbridge Surgery
6 Jan 06
Admin staff, the grange
5
Y
surgery
18 Jan 06
Club secretaries, Social
35
Y
clubs association
20 Jan 06
GPs, Croft House Surgery 4
Y
30 Jan 06
Practice manager,
1
Y
Elmwood Surgery
2 Mar 06
RAYS scheme,
1
Y
Slaithwaite library
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Topic
OHA & SA service

OHA & SA service
OHA & SA service
OHA & SA service
OHA & SA service
OHA & SA service
OHA & SA service
OHA & SA service
OHA & SA service
SA service
OHA & SA service
OHA & SA service
OHA & SA service

Table A3.11 Presentation & Meetings (Apr 06 – Sept 06)
No.s
Reque
Audience
attending
Date
sted
(approx)
9 May 06
Practice manager,
1
Y
Mirfield Health Centre
12 May 06
Mental Health workers,
2
Y
PCT
8 June 06
Disability advisers, Shaw 6
N
Trust
15 June 06
PCT smoking cessation
4
Y
team, West Riding
15 June 06
Health professionals,
3
Y
Undercliffe surgery
23 June 06
Health professionals,
8
Y
Undercliffe surgery
13 July 06
Occupational Therapists,
7
Y
NHS
9 Aug 06
Business owners and
12
Y
employees, Enterprise
Centre
11 Aug 06
Manager, Dewsbury
1
Y
Health Centre
Table A3.12 Presentation & Meetings (Oct 06 – Mar 07)
No.s
Reque
Audience
attending
Date
sted
(approx)
25 Jan 07
Westwood Yarns
3
Y
29 Jan 07
Hystat Systems (SME)
10
Y
8 Feb 07
Foxes Biscuits
3
Y
16 Feb 07
NHS Advisers
4
Y
21 Feb 07
27 Feb
28 Feb 07

Lindley Liberal Club
The Rock Inn - Pub
Licensees
Primrose Hill Cons Club

Topic
OHA & SA service
OHA service
Partnership working
OHA service
OHA service
OHA service
OHA service
OHA & SA service

OHA service

Topic

2
30

Y
Y

Smoke-free premises
Smoke-free premises
Smoke-free premises
OHA service & Potential
referral paths
Smoke-free premises
Smoke-free premises

2

Y

Smoke-free premises

Table A3.13 Presentation & Meetings (Apr 07 – Jun 07)
No.s
Reque
Audience
attending
Date
sted
(approx)
4 Apr 07
Pennine Domestic
15
Y
Violence Group
10 Apr 07
Worklink / ‘Slithers of
3
Y
Time’ project
20 Apr 07
Heckmondsike Sports
3
Y
Club
9 May 07
Hoteliers and Landlords
15
Y
22 May 07
Management of Building
2
Y
Complex
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Topic
Smoke-free premises
OHA service and referrals
to Worklink
Smoke-free premises
Smoke-free premises
Smoke-free premises

APPENDIX 4: PARTNERSHIP STUDY INTERVIEW GUIDE
Objectives
What is the goal of the BHAW partnership (e.g in the BH lit)?
How were the objectives formulated; and, what was the level of input from your organisation?
How do the objectives of the BHAW initiative relate to the objectives of your organisation?
Now for some questions about the partnership itself
Can you describe your organisation’s history of involvement with the other partnership
members?
Do you believe there are there any gaps in the partnership?
Why is a partnership arrangement in place?
Other than the quarterly meetings, what is the nature and extent of communication between
partners?
How does your organisation influence priorities within the BHAW partnership?
What is your organisation’s motivation for participating?
What barriers does your organisation face in participating within the partnership?
How are frontline representatives of partner groups being made aware of the BHAW objectives?
Now for some questions about partner tasks
What services does your organisation provide as part of BHAW?
Over time, what operational impact would you like to see BHAW having on your organisation’s
activities?
What do you understand to be the contribution of the other partners (i.e. KMC, PCTs, NRF,
HSE, Job Centre Plus)?
Are there any barriers to collaboration between the partners?
Resources
What resources has your organisation committed to developing and maintaining the
partnership?
Are there other resources available to the partners for improving occupational health?
As part of our research we need to explore the ways that the partnership is connecting
with the community
How have the main OH&S issues of Kirklees’ SMEs been identified?
To what extent are local SMEs aware of OH&S issues?
What do you consider to be the main barriers to SME involvement with the BHAW initiative?
In your opinion, to what extent are SMEs aware of the BHAW services?
OH in Primary Care (questions for PCT representatives)
Do you feel that the role of primary care services and their responsibilities in OH is clearly
defined?
To what extent do GPs and practice nurses explore occupation as a means of establishing a
holistic view of the patient?
What are the main OH problems presented by primary care patients?
Are there any barriers to addressing OH (e.g. knowledge, resources, conflict of interests)?
Now for some questions about evaluation
In your opinion, what indicators should be used to monitor impact of the initiative (e.g. direct
measures (RIDDOR, occupational accident rates at A&E) or indirect measures (community
level participation, company level participation), etc.)?
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In your opinion, how much time is needed before there will be an apparent affect on population
level outcomes?
Lastly, could we briefly discuss a few other issues
To what extent is the partnership preparing for succession planning?
What measures are being taken to sustain involvement?
Are there any questions that you feel we should ask but did not ask?
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APPENDIX 5: OHA SERVICE USER FOLLOW-UP SURVEY
Screener Questions
S1.
On completion of this survey we will pass the data collected to the University of Salford
for reporting. All information provided will be treated in confidence. Are you willing for me to
pass on the information you provide to the University of Salford?
YES
NO
END interview
S2.
Can you remember being interviewed by a member of the Better Health at Work Team
about work related health issues?
YES
NO
END interview
S3.
Was the advice that you were given for yourself or for someone else (DO NOT
PROMPT, CODE ALL THAT APPLY)?
For myself
For a friend / family
For a colleague
For an employee
For myself and another person(s)
For people that use our support service
Other (please specify)
S4.

END interview
END interview
END interview
END interview

Are you still working with the same company?
YES
NO
Record reasons for leaving (e.g. health)
i)

Do you know roughly how many people your company employs (PROMPT)?
1-10 employees
11-50
51-250
251-500
500+

About the service provision
1. How many contacts did you have with the Health at Work Advisor?

……………..

2. Can you remember the health at work issues that were discussed during the interview?
YES
NO
GOTO 4
3. How useful did you find the discussion with the health advisor (READ OUT)?
Very useful
Useful
Not useful
Not at all useful
Don’t Know / Remember
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4. Did you receive any information leaflets about occupational health issues?
YES
NO
GOTO 6
Don’t Know / Remember
GOTO 6
5. How useful were the information leaflets (READ OUT)?
Very useful
Useful
Not useful
Not at all useful
Don’t Know / Remember
Didn’t Use them
6. What did you feel about the total length of the interview(s) (READ OUT)?
Too long
About right
Too short
Don’t
Remember
7. Were you referred to any other services by the Advisor?
YES
NO
GOTO 9
8. What were these other services (DO NOT PROMPT)?
Did you follow them up?
GP service
OH or H&S advisors
Trade Union rep
HSE
LA
JOB Centre Advisor
Other (please specify)
Don’t Remember / Know
9. At the time of the interview were you: (READ OUT)?
WORKING
WORKING but RESTRICTED DUTIES, e.g.
reduced hours, changed duties
OFF SICK FROM WORK
OTHER (please specify)
10. Are you currently: (READ OUT)?
WORKING
WORKING but RESTRICTED DUTIES, e.g.
reduced hours, changed duties
OFF SICK FROM WORK
NOT WORKING
OTHER (please specify)
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Impact
11. Did the advice and information help you with… (READ OUT):
Helped
very much

Helped
little bit

a

No help at
all

N/A

a) …increasing your knowledge
about health in the workplace
b) …make you more confident in
dealing with health problems or
concerns
c) …coping with any symptoms
d)
…stopping the symptoms
getting any worse
e) …needing fewer visits to see
your doctor
f) …return to work
g) …return to full work duties
12. Following contact with the Better Health at Work team, did you mention the
discussion/service provision with any person from your place of work?
YES
NO
GOTO 16
N/A
GOTO 16
13. Can you please identify which colleagues you spoke with (DO NOT PROMPT, CODE ALL
THAT APPLY):
A Manager
An Occupational nurse or doctor
A Supervisor
An Employee rep / Shop steward
A Colleague
Other (please specify)
14. As a result of raising the issue with people at work, was any action taken?
YES
NO
GOTO 16
15. What action was taken (DO NOT PROMPT, CODE ALL THAT APPLY)?
Action
Raised the subject with a more senior colleague
Helped with travel to work
Made changes to your work activities
Made changes to your work station
Implemented health checks
Arranged for training on health related issues
Provided information and support
Introduced a rehabilitation programme
Agreed to monitor the situation
Other (please specify)
DK
None
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16. Are there any reasons preventing you from discussing occupational health issues with
managers or supervisors (DO NOT PROMPT, CODE ALL THAT APPLY)
Reason
Fear of reprisals
It’s a personal matter
The matter was resolved during
the interview
No reasons
Other (please specify)
17. Following contact with the Better Health at Work team, are there any actions that you have
taken to improve your work situation (DO NOT PROMPT, CODE ALL THAT APPLY)?
Action
Made changes to your work activities
Made changes to your work station
Take breaks or change activities
Other (please specify)
DK
None
18. Would you recommend this service to others?
Why is that?
YES
NO
NOT SURE
19. If you needed further information or advice, would you contact the BHAW in the future?
YES
NO
D/K
20. What reasons, if any, might prevent you from using the service again (PLEASE RECORD
ALL ANSWERS)?
………………………………………………….
21. Do you have any suggestions for improving the BHAW service?
Please record any suggestions?
YES
NO
22. Have you experienced any improvements in the work-related health problems that were
discussed with the advisor?
YES
NO
NOT SURE
Note: IF NO ILLNESS or
N/A
ILLNESS
NOT
WORK
RELATED PRE-CODE as N /A
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APPENDIX 6: SAFETY ADVISER SERVICE USERS IN-DEPTH
INTERVIEWS (N=12)
CASE ONE - Sector (SIC):
sector).

General Management Consultancy Activities (voluntary

1. Background information
No. of employees: 25.
No. of sites: 2
Interviewees. Administration officer and Administration Assistant
The main place of work for employees is an office environment, although outside visits for
meetings, etc. are routine for a portion of employees. As part of their day-to-day work
employees can be involved with members of the public.
The interviewees identified the following work related hazards: VDU usage, pedestrian slips
and trips, electrical equipment, manual handling, lone working, fire safety and chemicals
(cleaning products).
2. Pre-intervention approach to OHS
The organisation has a history of engaging outside experts for information and assistance on
good practice in OHS. The St. John’s Ambulance service has provided (fire) safety training and
awareness raising for employees and the HSE website has been utilised for OHS information.
Following training for health and safety managers, the Administration Manager - the person
designated with overall responsibility for health and safety - would conduct organisation wide
informal (visual) risk assessments. It was reported that levels of staff awareness were at a
reasonably low level, with employees only occasionally identifying issues of concern. To
address related issues, occasional ‘health and safety days’ (including training and promotion)
have been a feature at this workplace. Routine risk assessments have been used as a means of
raising the profile of health and safety.
3. Motivation behind signing up to SA Scheme
The organisation learned about the project by work of mouth. Before engagement with the
safety advisers the organisation demonstrated an existing commitment to OHS. Notably, the
Administration Manager, having been assigned responsibility for health and safety, was eager to
ensure that the requirements of OHS legislation were being addressed. Interest in the safety
adviser scheme was, therefore, based upon a pre-existing drive to ensure that good practice in
OHS was being implemented. It was anticipated that engagement with the safety advisers
would provide confirmation that: ‘what we’re doing is not far from the right way to do it… and
we’re going in the right direction’.
4. Outcomes
The organisation had received seven visits from the safety advisers. After an initial meeting the
main issues that required attention were identified and an action plan was formulated. The
safety advisers also encouraged greater levels of workforce participation. For example, they
provided a safety talk for employees at a staff meeting, followed by a health and safety video
presentation. It was recommended that health and safety topics are introduced as a bi-annual
agenda item at staff meetings. The foundations for a safety committee were also developed,
with the establishment of a safety team that plan to meet at regular intervals.
Key aspects of the support provided included:
• Seven visits from the safety advisers;
• the identification of potential hazards; including manual handling and chemicals;
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•

•
•
•
•

the formalisation of existing risk assessments and fire safety procedures based on the
five-steps to risk assessment approach, with the introduction of written documentation
for any significant risks;
an update of the existing safety policy;
manual handling training for a selection of staff;
a health and safety video presentation for staff;
and, the establishment of a safety team.

There have been a number of benefits derived from the support provided. From the perspective
of the Administration Manager, the organisation as a whole is more aware of the requirements
of health and safety regulations, and can provide formal documentation to demonstrate that
appropriate risk controls are being implemented.
5. Sustainability of Outcomes
The Administration Manager considers that the formalisation of procedures will provide checks
that health and safety routines have become established, with the prospect that risk assessments
are attended to on a regular basis. However, it was identified that the (76 page) policy
document had not been thoroughly absorbed by any staff, in part, because of other work
pressures. Similarly, interviewees demonstrated uncertainty when asked whether employees
had read the content or assimilated the information. Overall, the advice provided has raised the
profile of OH&S within the workplace, and if implemented in full the organisation should
benefit from regular safety checks and input from staff.
CASE TWO - Sector (SIC): Non-charitable social work activities with accommodation.
1. Background information
No. of employees: 20
No. of sites: 1 (residential home)
Interviewees. The Owner
Employees main duties include providing social assistance for the elderly residents, including
catering, cleaning and lifting tasks. The main risk factors were reported to be related to
hazardous manual handling operations, i.e. lifting of elderly residents. Maintenance of the
building and protecting residents from environmental hazards, e.g. slip and trip hazards, were
also identified as key issues.
2. Pre-intervention approach to OHS
The owner/manager is the person with designated responsibility for OHS at this workplace. He
acted as the main point of employee contact for matters relating to their employment, including
OHS. The workplace had no safety representatives or safety meetings; communication was
done on an informal and ad hoc basis. The main sources of health and safety information were
the regulatory authorities. Despite a keen interest to remain compliant with regulations, the
manager identified that they had low levels of awareness about where to source OHS
information and needed help with the interpretation of the information that they had sourced. In
the past, manual handling training had provided valuable guidance to employees. The manager
had attended additional safety management training at a local college. Earlier training and
support had lead to the generation of risk assessments for many of the work activities.
3. Motivation behind signing up to SA Scheme.
Based on information identified in trade magazines, the company was concerned that it had no
measures to reduce certain risks within the residential home, most notably for avoiding risks
associated with Legionella in water systems. The manager had made an earlier contact with the
Local Authority to ask for general information and assistance, and through this contact was
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directed to the BHAW team. The confidential nature of the advice was identified as a key
reason for continued engagement with the safety adviser.
4. Outcomes.
The safety adviser had attended eight meetings at the residential home. The main actions
centred on updating risk assessments, making them comprehensive, and introducing a safety
policy.
The safety adviser had no direct involvement with employees. Given the small size of the
company the manager considered that to ensure an efficient use of the company’s time he would
pass on information directly to employees. The manager reported that the policies and risk
assessments were discussed with staff during their staff meeting. Any implications for their
work were also considered.
Key aspects of the support provided included:
• eight visits from the safety adviser.
• clarification of potential hazards and control of associated risks; including manual
handling and Legionella;
• an update of risk assessments and COSHH assessments based on the five-steps to risk
assessment approach, including written documents for any significant risks;
• and, the introduction of a safety policy.
5. Sustainability of Outcomes.
The company reports that they will continue to be proactive on OHS issues: ‘We are looking all
the time. And if there is anything, rather than sweep it under the carpet, we do deal with it’.
Furthermore, plans are in place to review risk assessments annually and revise where
appropriate. There are a number of ongoing improvements to the workplace, e.g. a hand rail is
being fitted at the front of the building and an additional hoist will be installed to one of the
residents’ baths.
The researchers were not provided with access to employees, it is not possible therefore to
comment on their levels of involvement and commitment. Neither did the safety adviser
communicate with the workforce, or help to establish any formal means of employee
participation in the management of occupational health and safety. It was identified by the
interviewee that formal methods for communicating on OHS matters were not utilised in this
workplace. In this business, it was more common to maintain communication on any issues at
an informal level, with the need for meetings, with safety agendas, not always apparent. In
principle, this approach can function effectively. Arguably, improved and sustained outcomes
would be derived when combined with formal means of communication where proposed actions
are formally reported and outcomes monitored.
CASE THREE - Sector (SIC): Wholesale of machinery for use in industry and trade.
1. Background information.
No. of employees: approximately 80 (at site visited).
No. of sites: 2 in UK and five manufacturing units in other countries.
Interviewees. Production Manager
Whereas the company was previously a manufacturing site, the main activities now relate to
sales and distribution. The company recognises that there are a range of risks for its workers.
Workplace transport, particularly fork-lift trucks, represents the most significant hazard at this
workplace. A section of the workers are engaged in minor manufacturing modifications to
electric motors. These employees operate hand and machine tools. There are significant
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manual handling risks for manual labour workers, especially for those based in the distribution
section.
2. Pre-intervention approach to OHS.
Over recent months and years restructuring and downsizing of the company has resulted in a
number of redundancies. Key workers, including safety reps, have left the company. During
this period employee morale and commitment is reported to have dipped. Similarly,
commitment to OHS priorities has diminished. Safety policies and risk assessments have
become outdated; they applied in most instances to the workplace before the phase of ongoing
restructuring. A new health and safety management system suitable for the emerging company
structure is being established. However, progress has been interrupted by further redundancies.
Despite these difficulties the company has maintained a company safety group which consists of
four management representatives and two shop floor representatives; overall responsibility is
held by a senior manager. Where support has been required the company sourced information
from web pages and journals. OHS training, including fork-lift driving, has been provided by
external agencies. All manual labour employees have undertaken manual handling training.
Shop stewards were in the process of receiving trade union training for safety representatives.
3. Motivation behind signing up to SA Scheme.
The company is re-organising its health and safety management system following major
restructuring of the workforce and its activities. Particular health and safety risks had been
identified across the workplace, with specific cases requiring immediate attention. Whilst
attending a local authority awareness raising seminar a company representative learned about
the BHAW service. That the service was offered with no charge was a major incentive to
engage with the BHAW project.
4. Outcomes
The company had received four visits from the safety advisers and one visit from a health
adviser. Much of the support focused on the activities of one employee that had identified a
recurring health problem, believed to be related to workplace manual handling activities. The
safety advisers observed the general work activities of this individual and colleagues with
similar duties. Risk assessments were conducted of the main hazards, and recommendations
were provided for improving risk controls. It was reported that the presence of an independent
safety expert, not connected with the workplace, improved the reception of safety messages that
were being communicated; industrial relations were such that messages from the management
representatives were not always well received. Plans were in place for the safety adviser to
provide advice and assistance to the wider workforce.
Key aspects of the support provided include:
• four visits from the safety advisers/ health advisers.
• observations of manual handling tasks in one work area;
• one-to-one health advice consultation with an employee;
• and, an update of risk assessments for manual handling based on the five-steps to risk
assessment approach, including written documentation.
5. Sustainability of Outcomes
The interviewee identified that the worker with an identified health problem was satisfied that
the matter had been properly reviewed and that appropriate controls were being introduced. In
this instance the intervention had supported the development of industrial relations and earlier
grievances had been overcome. At the time of the interview the company had not built-on the
programme of risk assessments of workplace hazards that had been initiated by the safety
adviser. It is anticipated that further engagement with BHAW will re-start the process.
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Plans were in place for BHAW to discuss health and safety requirements with the shop floor
stewards and to run a health awareness day at the company. These initiatives were curtailed,
due to redundancies. Following this setback provisional plans were made to re-contact BHAW
in the near future.
CASE FOUR - Sector (SIC): Adult and other education
1. Background information
No. of employees: 22.
No. of sites: 2 in UK.
Interviewees. Office Manager and Technician
The main places of work for employees are an office and studio environment. As part of their
day-to-day work employees can be involved with members of the public when providing
training and work experience. Particular attention was required for ensuring the safety of highrisk groups that attend training courses, such as young or disabled individuals. Although
interviewees identified that this was a low risk work environment, it was acknowledged that
electrical equipment and slips and trips were the most significant hazards.
2. Pre-intervention approach to OHS.
The office manager was the person with responsibility for health and safety, however, to ensure
better coverage safety representatives had been designated for other isolated parts of the
premises, i.e. the studio and top-floor areas of the building. It was identified that the
occupational health and safety management was, for the most part, based on common-sense
approach, with no apparent need for specialist knowledge. In an effort to keep up to date
information had been sourced from a number providers, including HSE website and the local
Chamber of Commerce. Two members of staff had attended basic safety training courses
provided by the local council, aimed at providing a foundation in safety management.
Infrequent visual inspections were conducted across the business premises and any hazards
would be removed. It was reported that employees were generally safety conscious and would
contribute by identifying any safety concerns.
Perhaps the most significant influence on health and safety management derived from the
company’s funding organisations. The vast majority of the funding for the training activities
originates from local, regional and national public financed organisations or government
departments. In a number of instances these organisations would specify a baseline for health
and safety management – e.g. requirements had been imposed and the company had to review
risk assessments where problems have been identified, and to generate and evaluate solutions.
Despite reported confidence regarding day-to-day safety management it was acknowledged that
ongoing changes in health and safety regulations presented a major challenge. Furthermore, it
was identified that uncertainties existed with respect to the sourcing and interpretation of
information.
3. Motivation behind signing up to SA Scheme.
The company became aware of the safety adviser scheme through a mail-shot advertising the
range of BHAW services. Concerned that they were not fully compliant with the regulatory
framework and based on a desire to update existing health and safety documentation, the
company voluntarily contacted the service and signed up. Increasing the stock of knowledge
within the company through independent, personalised support from a competent individual was
a key motivator for participation. It was acknowledged from the outset that the scheme would
require time and commitment from the workforce, and that the greatest benefits would be
achieved if they were fully committed to the safety adviser’s recommendations.
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4. Outcomes
The company had received nine visits from the safety adviser. The company identified the key
issues and topics it wished to address, including an update of safety policies and other
documentation. Based on a visual inspection of the site and an examination of the paperwork
the safety adviser provided further recommendations for updating risk assessments, storage of
hazardous materials and recommendations for employee involvement. In addition, the safety
adviser held one-to-one meetings with individual safety representatives to guide them through
relevant regulatory requirements, to answer queries and to outline their safety representative
role. Health and safety training was also organised for three employees by the safety adviser.
Key aspects of the support provided include:
• nine visits from a safety adviser;
• a visual inspection of the work areas with recommendations for improvements;
• one-to-one health and safety advice consultation with three employee safety
representatives;
• and, an update of the safety policy and risk assessments based on the five-steps to risk
assessment approach, including written documentation.
The Office Manager identified that having an independent check of safety practices and policies
provided reassurance. The visits were also reported to have improved knowledge and
awareness of the designated safety representatives.
5. Sustainability of Outcomes
Within this company the overall approach to health and safety is reactive and informal.
Evidence from the interviews indicates that the approach has not changed significantly from that
which existed before the intervention, or if improvements were made they have arguably
relapsed since the safety adviser’s involvement. Furthermore, despite the high number of safety
adviser visits it was reported that the safety policy was not completed and that the company has
still not finalised all the necessary changes (more than a year after the first contact). On the
other hand, following recommendations from the safety adviser safety is routinely identified as
an agenda item allowing an opportunity to consult the wider workforce on a regular, formal
basis. And it is held that employees do actively contribute by identifying any risk issues. The
key improvement within the company relates to the formal designation of safety representatives
and an acknowledgement that these individuals require training and support.
CASE FIVE - Sector (SIC): Architectural and engineering activities and related technical
consultancy
1. Background information
No. of employees: 42.
No. of sites: 2 in UK.
Interviewees. Director and Manager
The company recently moved to a new purpose built property that is reported to make safety
planning and evacuation easier. For the most part employees work within an office
environment. As part of their routine work a proportion of employees undertake site visits for
civil engineering purposes, generally at a time before construction work is underway. The main
work hazards identified by the interviewees were slips and trips, fire safety and VDU work.
2.
Pre-intervention approach to OHS.
Following a change of personnel and the more recent change of premises the company had set
about revitalising their safety management systems. Previously safety management was not
systematically organised and risk assessments had become out dated.
To inculcate
improvements, two managers were designated responsibility for health and safety. They took
an active role in the development and maintenance of new safety management systems. In
addition, safety roles had been delegated to employees; for example, the company has two
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trained fire marshals and a small team of employees were responsible for producing risk
assessments for the building and work tasks. Basic health and safety training and information
featured as part of an extensive induction training programme. Safety was also communicated
through occasional team briefs and at the management level through management team briefs.
It was apparent that the company used a number of information sources and maintained a close
check on changes in the regulation of health and safety.
3.
Motivation behind signing up to SA Scheme.
Improvements to the health and safety management systems were ongoing and the firm was
actively seeking further support from outside agencies. The company became aware of BHAW
when meeting the safety advisers on a promotion stand at a business event. Following the
pattern of development, a meeting was subsequently arranged to discuss the services that
BHAW provide with a view to drawing on this resource.
4.
Outcomes
From the outset the company had intended to take advantage of the free support to bring safety
policies and risks assessments up to date and to provide a check that their safety management
systems were adequate. However, despite their good intentions the two individuals with
responsibility for health and safety could not allocate times to meet with the safety adviser or
commit further work time to following their specific guidance. As one interviewee opined: ‘But
I think it’s always difficult when you’ve got clients demanding information for deadlines.
That’s what we do as a job, so that’s what we concentrate on’. The company opted to continue
with their programme of improvements but to develop their safety management systems from
within. For pragmatic reasons they opted to develop competencies within the company, through
internal training and mentoring or through external training courses. The safety advisers were
however able to contribute as the company elected to pay for a BHAW led training session for
ten of its employees. Completion of the course ensured that these employees were trained to the
CIEH foundation level in health and safety. The course had reportedly raised awareness and
competencies across the company.
Key aspects of the support provided include:
• 3 visits from a safety adviser;
• an initial meeting to explain the service;
• One day training session for 10 staff to the level of CIEH Foundation Certificate in
Health and Safety in the Workplace.
5.
Sustainability of Outcomes
Although it was apparent that the company could have benefited from a greater steer from the
safety adviser, the company and its employees were able to benefit from the available training
session. Despite the apparent time restrictions, the company has a clear commitment to health
and safety and provides employees with some level of health and safety information and
training. There is sufficient knowledge and understanding within the company to maintain the
current system and develop it further in the future. Beyond training sessions, communication
about health and safety issues is conducted on an informal basis, although employees can be
involved in risk assessments.
The case demonstrates that work pressures can prevent committed companies from fully
engaging with the service. In this case the company possessed a high level of awareness and
had trained staff. Their priority was to gain more knowledge for the company through training
so that risk management could be carried out within the company.
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CASE SIX - Sector (SIC): Private sector hospital activities
1. Background information
No. of employees: approximately 150.
No. of sites: 1 plus 10 charity shops.
Interviewees. Personnel Manager and Line Manager
The main site employs over one hundred medical and ancillary staff. In addition, there are a
smaller number of voluntary workers located at 10 associated charity shops that sell second
hand goods. The premises co-ordinator, the person that managed day-to-day aspects of
occupational health and safety, identified that the main workplace hazards were the manual
handling of patients, fire hazards, slips and trips and work related stress.
2. Pre-intervention approach to OHS.
Given the nature and extent of risk regulation associated with clinical and pharmaceutical work,
this workplace had a highly structured management approach that reflects regulations within the
industry. Similarly, much attention had been paid to the occupational health and safety
legislation, with evidence provided that employees’ health and safety was high on the agenda.
Safety policies and risk assessments are regularly updated. The management representatives
demonstrated a good level of awareness of health and safety regulations. A range of health and
safety information sources are used, including Croner Publications, IOSH support and the HSE
website. Occupational Health advice is bought on an occasional basis from a local Primary
Care Trust. Relevant health and safety information is communicated across the company
hierarchy through means of team briefs and notice boards. On the day of the research interview
a workplace promotion of healthy eating for employees and residents was ongoing.
3. Motivation behind signing up to SA Scheme.
The first contact with the service occurred through a chance meeting when an employee was
attending an event at which BHAW had a promotional stand. It is reported that the company
are keen to draw on outside assistance and that little persuasion was needed to agree to an initial
meeting.
Managing risks associated with work-induced stress is one of the most challenging priorities for
employers. In addition to most common risk factors associated with work related stress,
employee duties included caring for people with terminal illnesses and attending to their visiting
families. The company was aware of a need to assess, manage and control work induced
psychological stress amongst their employees. The company was undertaking an assessment of
the risks associated with identified sources of work related stress and was seeking support in
developing an assessment tool. Using the HSE’s stress management standards as a foundation,
the Premises Co-ordinator had devised a pragmatic approach to work-related stress risk
assessment and management. Engagement with the service was seen as an opportunity to seek
further guidance and support.
4. Outcomes
From the outset the company identified that it was seeking support on the development of a
stress management resource. Given the lack of in-house expertise on stress management the
company was looking to develop a tool that would generate useful information about
employee’s views and experiences without being too laborious. The basic questionnaire tool
was developed before the meeting with the safety adviser, it was designed to provide the
company with a range of useful insights with potential to improve the way in which they
manage work induced stress. The safety adviser’s input was limited to providing comment on
the company’s stress management approach. In addition, the safety adviser provided supporting
literature and an example of an existing stress management tool. Although in this instance the
tool was considered to be too onerous, it provided a useful point of comparison. Following a
trial of the tool relatively less support was provided by the SA in identifying suitable risk
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controls / intervention strategies. However, the exercise provided the company with useful
information which they were able to review and implement.
The input of the safety adviser was highly valued, as one company representative identified:
‘As I say it was a sounding board, it was a reassurance. And also, I felt that if I said anything
that was off-line [the safety adviser] would say or make suggestions, things like that, and [the
safety adviser] did, [the safety adviser] came out with little snippets of things, like: ‘yes that
would be good’, ‘you could do this’, ‘have you thought about that?’ But it was nice to talk to
somebody who knew what it was about… . It was good to have the support, knowing that [the
safety adviser] was going to come back’.
Although the safety advisers input was limited to one specific aspect of occupational health and
safety management, this case demonstrates on the one hand the varied needs of SMEs, and on
the other, the need for a service that is adaptable to specific requirements.
Key aspects of the support provided include:
• three visits from a safety advisers;
• one-to-one meetings with a small sample of employees to discuss safety awareness;
• advice on the design and implementation of a stress management tool.
5. Sustainability of Outcomes
The company demonstrated a positive and pro-active approach to occupational health and safety
management. Having gained valuable experience from this pilot exercise there was a clear
intention to return to the stress management tool, adapt certain aspects of it, and provide a more
thorough survey in the future. The exercise raised certain issues that were being addressed,
most notably it has led to guidance and training provision for line managers on good practice
approaches when dealing with their subordinates.
CASE SEVEN - Sector (SIC): Wholesale on a fee or contract basis
1. Background information
No. of employees: 12.
No. of sites: 1.
Interviewees. Owner and clerk
Over the past two years the company expanded from a micro-sized workforce of 5 full-time
employees to a team of 12 full-time employees. As a result of the company’s success it has
been forced to move to larger premises. There are five sales representatives that spend most of
their working day driving and visiting client’s premises. Although office hazards were
acknowledged, the main work related hazard was identified as road safety of peripatetic staff.
2. Pre-intervention approach to OHS.
No company employees had any knowledge or expertise in health and safety legislation, and
there was no health and safety management system in place. Because of the regulatory focus on
administration and documentation the company secretary was tasked with overseeing health and
safety management. However, the rapid expansion of the company placed an overriding
emphasis on the development of the core business activities with relatively less time and
resources being channelled to the improvement of safety standards. Some efforts had been
made to gather information about the requirements of health and safety regulations, although at
this point it was decided that outside help would be required.
For the most part safety management was done on an informal, ad hoc and reactive basis. The
company had a low level of compliance – arguably an outcome of continual reorganisation
following a rapid expansion of its business activities and workforce. Communication about
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health and safety was conducted on an informal basis, with any issues being reported to the
company secretary. No training in health and safety management had been provided for any
employees.
3. Motivation behind signing up to SA Scheme.
Uncertainty arising from the interpretation of health and safety legislation was the main impetus
behind the sourcing of outside help: ‘So when I came here and was given the task of “general
dogs-body”. I was very aware of the fact that I knew very little, I knew that we had [health and
safety] responsibilities that we would have to comply with, but quite what they were and how I
went about complying with them, I was completely at a loss’. Despite lacking the requisite
knowledge the company was committed to sourcing information and gaining knowledge of the
regulatory requirements. In an effort to source information a company representative attended
an event where business support organisations, including BHAW, were in attendance and
available to provide guidance. A meeting was subsequently arranged with a safety adviser.
4. Outcomes
The safety adviser provided the company with guidance on health and safety management
systems. Following the first (and only meeting) a number of safety issues were raised. Given
the absence of any safety management systems, fire safety was highlighted as a priority.
Following this meeting the company was prompted into considering the suitability of the
premises – a terrace house – for an expanding business. The meeting with the safety adviser
contributed to a decision to move to a safer office environment that had, for example, fire safety
equipment.
Two subsequent appointments were arranged with the safety adviser, however, due to other
work commitments the company representative was unable keep these appointments and
communication between the company and BHAW service faded.
The rate of expansion had, on the one hand, placed a constraint on the time available to commit
to health and safety management and, on the other, placed a greater than ever need to ensure
that health and safety systems were adopted that were suitable for the changing situation.
Whilst there was a clear desire to improve on the level of compliance with health and safety
legislation, the company identified that they needed expert advice from a consultant that would
also carry out the greater part of the required documentation work: ‘In light of the fact that the
company’s grown, and I've realised that with every other task I've got I'm never going to be able
to give it the care and attention it needs, we decided to sub-contract it out’. The company has
subsequently employed a health and safety consultant to ensure that polices and risk
assessments are up to date and appropriate. Although there is a fee attached, the company has
‘unlimited’ telephone support from the consultant and most of the onerous tasks are completed
by the consultant.
Key aspects of the support provided include:
• one visit from a safety adviser;
• a visual inspection of the work areas with recommendations for safety improvements.
5. Sustainability of Outcomes
This case demonstrates the competing pressures that SMEs face. Despite a desire to develop the
company’s safety management systems other business commitments had taken precedence.
Whereas the safety adviser service was valued as it provided guidance and feedback, the service
did not suit the specific needs of the company as it placed an onus on the company to establish
and maintain its own safety systems.
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Without the development of in-house knowledge and expertise through, for example, basic
training or direct involvement of employees in the management of safety the company is
unlikely to establish a robust and sustainable safety management approach. In the long-term it
is arguable that an investment in staff training would be of greater benefit to the company than
an ongoing commitment to a consultancy.
CASE EIGHT - Sector (SIC): Charitable social work activities without accommodation.
1. Background information
No. of employees: 30.
No. of sites: 1.
Interviewees. Office Manager
The organisation provides domiciliary care, support and information for elder residents in the
Kirklees area. The main places of work are therefore individual’s residencies and the
organisation’s office environment. The small office complex is shared by four other
organisations and managed by the owners. The organisation’s development manager
considered that the main occupational risk was the open door access to the public. There was
relatively less concern about the risks associated with work of lone care workers as the services
are provided for elderly individuals which are not perceived to be a potential source of
threatening or violent behaviour. The development manager considered that there was no
immediate concern about office related health and safety given that the office risks had been
minimised to an acceptable level.
2. Pre-intervention approach to OHS.
The organisation is dependent for its existence on funding from the public sector. In a number
of instances the availability of public financial support is subject to the presence of a safety
management system that includes, for example, a safety policy and fire safety procedures. In
addition, the Commission for Social Care routinely inspects the service. Whilst inspections pay
greater attention to quality of delivery of the service at the front-end, a number of cursory
checks are undertaken to ensure that a basic safety management system is in place. Conscious
of the importance of meeting requirements of funding sources the organisation pays an annual
fee to a local (public sector) employment contracts and policy consultancy. On occasions where
new staff have been appointed through the Job Centre Plus New Deal programmes, workplace
safety inspections were conducted to ensure the suitability of employment location. However,
despite this range of related checks it was reported that awareness and knowledge of office
hazards and associated risks were at a low level. Correspondingly, training provision was
minimal, consisted of a brief induction session for new employees and a first aid course for two
employees. Information about health and safety was generally communicated in a top-down
manner, although the small size of the organisation did facilitate informal and more regular
communications, when the need arose.
3. Motivation behind signing up to SA Scheme.
The availability of a free advice service was a distinct incentive to contact the service having
read a newspaper advertisement about Better Health at Work. In addition to requiring general
health and safety guidance and advice, the organisation was seeking specific information about
actions that should be implemented to ensure the health and safety of a pregnant worker.
4. Outcomes
The main focus during the safety adviser visit was the health and safety of an expectant mother
employee. The adviser, with the assistance of office employees, identified the workplace
hazards, with particular attention paid to the risks faced by expectant mothers. A risk
assessment was conducted and adjustments made to the work environment. For example,
modifications were made to the layout of the office and workstations were rearranged following
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ergonomic principles. Basic awareness raising for employees was facilitated through a health
and safety video presentation followed by a brief questions and answers session in the presence
of the safety adviser. It was reported that the video provided valuable insights into good
practice in risk management for a range of topics, e.g. display screen equipment, fire safety,
manual handling, storage and work breaks. Recommendations were made to maintain workers’
involvement in health and safety by ensuring that safety was a regular agenda item during team
meetings. It was reported that employee communication was at a high level, although there was
a perception that there was only a low risk to workers and few safety concerns had been raised
in this way.
Given that another service provider regularly reviews their documentation less attention was
paid to this aspect of the safety management system by the safety adviser. A review of the
documentation during the research interview revealed that levels of awareness of the regulatory
requirements were low. Indeed, the policy was not signed or dated and the organisation’s
representatives could not locate any written risk assessments, and there was some
misunderstanding about what constitutes a risk assessment.
Key aspects of the support provided include:
• four visits from a safety adviser;
• a health and safety video presentation to all staff;
• a visual inspection of the work areas with safety improvements being carried out by the
safety adviser, e.g. changes to two workstations and where practically possible the
rearrangement of office equipment
• recommendations were provided for ensuring the health and safety of new and
expectant mothers .
5. Sustainability of Outcomes
Inspections from the agencies outlined above are ongoing and likely to initiate regular internal
reviews of the health and safety management systems. Arguably an outcome of reliance on
consultancy support, it was apparent that employees were uncertain about the legislative
requirements for safety documentation and the impact of existing documentation upon work
processes were negligible. On the other hand, following input from the safety adviser, the
development manager demonstrated a good level of awareness of workplace hazards and
practical risk control measures were informally reviewed. Overall the organisation approach to
risk management is reactive, with assistance being sought when issues arise, e.g. concern about
the safety of a pregnant worker, or when a funding body enquires about documentation.
CASE NINE - Sector (SIC): Manufacture of bread; manufacture of fresh pastry goods
and cakes.
1. Background information
No. of employees: 70.
No. of sites: 10.
Interviewees. Owner and Manager
The main workplace is a bakery where wholesale produce is manufactured. The production
items include bread, cakes, pork pies and sandwiches. The company also manages a number
retail outlets where a range of bakery produce are sold to the public. The owner/director of the
company identified that the main workplace hazards are slip, trips and equipment (above all
ovens). It was considered that lapses in housekeeping and employee negligence were
significant concerns.
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2. Pre-intervention approach to OHS.
A limited amount of support had been received from a local Chamber of Commerce when
setting up their original health and safety policy over five years ago. More recently, information
and support had been sought, mostly relating to hygiene management, from the National
Association of Master Bakers. The company has invested very limited human or economic
resources into health and safety over recent years. Policies and risk assessments had become
out of date.
Training for employees included basic induction training, which includes health, safety and
food safety information. Individual food safety training was also available for all employees in
the form of an industry designed CD ROM. Employee involvement in health and safety
management was limited to informal communications with the owner managers. One owner
mentioned that, ‘we regularly see the staff [on a daily basis] and get to know everything that
way. If something were wrong we would know right away. That’s the only way you find out
what’s going on’.
3. Motivation behind signing up to SA Scheme.
Having received mail-shot information about the service the company was enthusiastic to
receive advice on good practice in safety policies and assessments. The service was considered
to be a way to revitalise their paperwork and provide a check that they were compliant with
current legislation in this area: ‘We became involved to check we were doing the right things, to
set my mind at ease’.
4. Outcomes
As a result of personnel changes within BHAW there was no available safety adviser following
initial contacts and the support that the company received was briefer than perhaps might have
been desirable. The main focus of the safety adviser support was therefore limited to providing
recommendations on updating health and safety policy and risk assessments. Templates were
provided of risk assessments and information to support their completion were sent to the
company, e.g. information about COSHH and manual handling.
In addition, following a visual inspection of the workplace, a range of recommendations were
made for improving safety management systems and procedures. For example,
recommendations were made for improvements to employee involvement in the management of
safety, although these were rejected as the owners preferred the existing informal arrangements.
Similarly, improvements to the delivery yard safety signage were recommended but no action
had been taken in this respect.
Key aspects of the support provided include:
• two visits from a safety adviser;
• recommendations were provided for improvements to the safety policy;
• risks assessments were reviewed and improvements suggested based on the five-steps to
risk assessment approach;
• a visual inspection of the work areas with recommendations for safety improvements
being provided by the safety adviser.
• recommendations were provided for employee involvement .
5. Sustainability of Outcomes
At the time of the research interview, some months after the safety adviser visits, the safety
policy and risk assessments had not been completed. The owner acknowledged that time
constraints were the main obstacle: ‘You have to weigh-up what you can achieve given the work
we have to do. There’s not only health and safety, there’s hygiene and employment. You have
to decide what time you can put to things’.
It was also apparent that other changes
recommended by the safety adviser would similarly receive a low priority. The directors were
highly adverse to formal reporting structures for health and safety matters. Although the
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business owners demonstrated a willingness to comply with legislation, they demonstrated a
preference for maintaining health and safety management on a reactive basis with no desire for
formal procedures for proactive intervention.
CASE TEN - Sector (SIC): Non-charitable social work activities with accommodation.
1. Background information
No. of employees: 19
No. of sites: 1 (residential home)
Interviewees. The Owner, care assistant
Employees’ main duties include providing social assistance for the elderly residents, including
catering, cleaning and lifting tasks. The main risk factors were reported to be related to slips
and trips and hazardous manual handling operations, i.e. lifting of elderly residents.
2. Pre-intervention approach to OHS
The owner/manager is the person with designated responsibility for OHS at this workplace. The
owner works in close proximity with the employees and matters relating to OH&S were
reported directly. Regular employee meetings were held – following recommendations from
Investors in People – and health and safety was a permanent agenda item. Employees were also
involved in risk assessments and safety audits. It was reported that employees highlight safety
concerns when they arise.
Annual inspections from the Commission for Social Care Inspection (CSCI) provide checks on
OH&S policies. They also stipulate accredited training, including safe working procedures, that
staff must receive. The employer also provided training for fire safety and general OH&S. The
commission was also a valuable source of information for changes and requirements for health
and safety regulation. The Local Authority inspectorate had assessed the firm as a low risk
based on their safety performance.
3. Motivation behind signing up to SA Scheme.
An annual review of the firm’s health and safety policies was in the planning stage and this
coincided with a promotional call from BHAW. That the advice was free was a strong incentive
to take up the offer of support.
4. Outcomes.
The safety adviser had attended six meetings at the residential home. The main actions centred
on updating risk assessments, making them comprehensive, and improving the safety policy.
Templates were provided and the owner set about updating the risk assessments. It was
acknowledged that the preparation of paperwork was highly labour intensive, although the high
level of commitment ensured that the tasks were completed in a relatively quick time.
During the support, the safety adviser had no direct involvement with employees. For
employees that weren’t involved in the preparation of risk assessments, they were discussed
with employees during staff meetings. Any implications for their work were also considered,
although it was reported that most controls were already in place. Based on a risk assessment,
an independent asbestos survey was also conducted.
Key aspects of the support provided included:
• six visits from the safety adviser;
• the improvement of the safety policy;
• an update and broadening of risk assessments and based on the five-steps to risk
assessment approach, including written documents for any significant risks.
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5. Sustainability of Outcomes.
The company was already subject to regular checks and the level of understanding of health and
safety checks was good. The main changes that evolved from the support of the safety adviser
were related to paperwork. The employer already implemented a cascading of information to
staff but the improvements were reported to support this task: ‘The support provided me with a
much better understanding of health and safety. And the paperwork is better organised, in a
chain of assessments, which are easier to understand and update. That helped me when I
passed information on to staff’. Overall the support enforced for the employer that what they
were doing was, for the most part, fir for purpose. The company was already committed to
health and safety and the intervention has had a limited impact as a result. However, the new
knowledge that was passed on has led to improvements in the paperwork and the company look
set to maintain a good level of compliance.
CASE ELEVEN - Sector (SIC): Construction; building installation.
1. Background information
No. of employees: 5.
No. of sites: 1.
Interviewees. Owner and Manager
The main workplace is a small workshop, storage space and office. For most of each working
week employees work at construction sites. The owner and the manager take on all
administrative tasks and all employees are involved in building installation work. All
employees work closely together, sharing tasks, as part of a team. The manager is responsible
for health and safety during periods when the owner is overseas. Most work contracts
originated from major contractors, although some smaller works are carried out for private
households, etc. The employees identified that the main workplace hazards are slip, trips and
hand tool operations. During the intervention the company moved premises to a larger site.
2. Pre-intervention approach to OHS.
Prior to the intervention most received health and safety advice had originated from larger
contractors. Conditions of contracts required that basic safety policies were available and that
employees received Construction Skills Certification Scheme cards – which requires that the
holder has passed a construction skills health and safety test. However, it was acknowledged
that general understanding was based on a ‘common-sense’ rather than any formal training
approach to safety. Similarly, contractor’s requirements were general in their scope and not
specific to the tasks of the company’s building installation work: ‘The policies we had were
Mickey Mouse. It were one piece of paper and really didn’t cover anything specific. We know
now, it weren’t worth the paper it were printed on’. Employees occasionally raised health and
safety concerns, although changes were restricted by the low levels of risk awareness.
3. Motivation behind signing up to SA Scheme.
The firm’s main contractor began to raise the profile of OH&S and placed greater scrutiny over
their contracts for work. Having seen an advertisement for BHAW on the Kirklees council
website, and motivated by the contractors requirements, the company signed up to the support.
The company was also motivated to participate by the offer of a free support.
4. Outcomes
Following initial advice from the SA, the company became highly motivated and set about
improving the health and safety of the work premises. In addition, following a visual inspection
of the workplace, a range of recommendations was made for improving safety management
systems and procedures. For example, the SA advised on the move to the new premises and
outlined recommendations for remedial modifications to the layout of the workshop and storage
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areas. In addition to adopting these recommendations, good housekeeping measures were
implemented.
The safety adviser gave us the push and we’ve really gone for it. We’re more aware now what
might turn into a problem. … Before the advice we wouldn’t of had COSHH sheets, it would
have never crossed our minds. Following input from the safety adviser, the manager
demonstrated a good level of awareness of workplace hazards and practical risk control
measures were implemented. Whereas the prior approach to safety management was reactive,
the company had adopted a proactive outlook and the employees were actively engaged in
identifying and implementing improvements. It was reported that certain manual handling tasks
have been changed, following risk assessments. The employees were supportive of these
measures and demonstrated a commitment to the new work arrangements.
Key aspects of the support provided include:
• eight visits from a safety adviser;
• improvements to the safety policy;
• risks assessments were reviewed and improvements suggested based on the five-steps to
risk assessment approach;
• a visual inspection of the work areas with recommendations for safety improvements
being provided by the safety adviser;
• a range of remedial modifications to the workplace were implemented on the basis of
advice received;
• health and safety information had been posted around the workplace;
• following recommendations about possible irritants, alternative materials had been
sourced that had a reduced health risk;
• PAT testing had been introduced.
5. Sustainability of Outcomes
The safety policy and risk assessments had been completed. The manager had become well
versed on health and safety requirements and was highly motivated to implement further
changes. At the time of the research interview, some months after the final safety adviser visit,
the premises were well managed and housekeeping principles had been maintained. Given the
acknowledged low levels of safety management prior to the intervention, it was apparent that
health and safety now had a high profile and was regarded on a proactive basis. Attitudes had
reportedly changed with all employees and employer actively involved in maintaining safety
management systems.
Case Twelve - Sector (SIC): Non-charitable social work activities with accommodation.
1. Background information
No. of employees: 20
No. of sites: 1 (residential home)
Interviewees. The owner and employee
Employees main duties include providing social assistance for the elderly residents, including
catering, cleaning and lifting tasks. The main risk factors were reported to be related to slips
and trips and hazardous manual handling operations, i.e. lifting of elderly residents. Building
security, fire safety and environmental hazards were also identified as key issues.
2. Pre-intervention approach to OHS
The owner/manager is the person with designated responsibility for OH&S at this workplace.
She managed the care home and ensured that all regulatory checks and procedures were
maintained. Information on health safety was sourced from a number of free sources, mostly
booklets received from HSE or the local authority, and these were the main sources of guidance.
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The CSCI also provided basic, regular checks on OH&S policies and paperwork, which had
been a stimulus for most work in this area. The owner had attended a range of health and safety
awareness courses, which had provided some measure of guidance. All employees received
company designed OH&S induction training and attended mandatory OH&S courses that are
prescribed by CSCI. The general approach to health and safety, whilst comprehensive, was not
informed by any expert approach and employees acknowledged a degree of uncertainty about
good practices and procedures.
Beyond ad hoc daily contacts and communications about safety, formal monthly staff meetings
were used as an opportunity to raise any work related issues including health and safety. There
was a concern that staff do not always follow safety procedures and levels of commitment were
low; for example, it was known that hoists were infrequently used when lifting residents and
potentially risky short cuts were used by staff. There was also a tendency to expect mangers to
lead on health and safety rather than implement procedures as a routine.
3. Motivation behind signing up to SA Scheme.
There was a concern that employees were not following written safety procedures and a need
for improvement had been identified. The owner was keen therefore to update policies and
procedures and to make them more comprehensive and coherent. Furthermore, the company
was keen to be compliant with requirements for the new fire safety legislation (2006).
Following a telemarketing call from BHAW the company signed up for advice and guidance.
4. Outcomes.
The safety adviser had attended five meetings at the residential home. The main actions centred
on updating risk assessments, making them comprehensive, and improving the safety policy.
The revised policies provided clearer guidance for employees and regular reviews and checks of
documents had been instigated. It was reported that employees better understood the new
policies and responsibilities were clearly set out and understood. ‘Because the adviser provided
much advice and encouragement we managed to get through the action plan that was agreed. It
was something we wanted to do, but wouldn’t have managed it without the clear advice he
provided; we got there in the end’.
The safety adviser had no direct involvement with employees. The company owner passed on
information directly to employees and ensured that the written procedures were understood and
implemented. The manager reported that the policies and risk assessments were discussed with
staff during their staff meetings. Any implications for their work were also considered.
Overall, there were no specific changes to the operations and procedures, as the paperwork had
been the main focus of the intervention and they had not generated any new requirements for
work procedures. Importantly, the new policies set out how was responsible for what actions,
and lines of reporting.
Key aspects of the support provided included:
• five visits from the safety adviser;
• an update of risk assessments and fire assessments based on the five-steps to risk
assessment approach, including written documents for any significant risks;
• and, the improvement of a safety policy.
5. Sustainability of Outcomes.
Based on the guidance set out in the revised risk assessments, employees have a better
understanding of their requirements. Policies and assessments are now user-friendly and are
used on a regular basis as guidance for procedures, most notably they set out who is responsible
for which actions and procedures. The changes have helped the owner to communicate the
responsibilities of employees regarding health and safety. It was reported that the commitment
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of employees had improved following improvements in the written procedures, although
motivation to follow procedures remained a concern.
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APPENDIX 7: OCCUPATIONAL HEALTH ADVISER SERVICE
USERS IN-DEPTH INTERVIEWS (N=12)

Occupational Stress Cases (1-5)
OHA Case 1: Auxiliary grade. Sector: Judicial Activities
Background
PP: Female, 54 yrs. Works in public sector.
This person had worked for fifteen years with her current employer and for most of this duration
as an auxiliary officer in the judicial system, i.e. support grade. The occupation is demanding
and requires employees to work eleven hours for seven consecutive days, on a week-on / weekoff basis. On a daily basis PP’s work brings her into contact with vulnerable individuals that are
liable to self-harm and display anti-social behaviour. Training opportunities are limited for
auxiliary grades, with little or no support being provided on occupational health and safety. It
was reported that there are a number of organisational problems throughout the service, mostly
relating to staff shortages.
In addition to the long hours, employees have been increasingly asked to work overtime to
cover for staff shortages (most of which are an outcome of sickness absence). PP began to
experience personal difficulties at work when she was first asked to cover for colleagues, and
take on new tasks, as a consequence of staff shortages. PP felt obliged to accept these new
roles, although concerned that she was not trained in certain aspects of the tasks. Furthermore,
she was often working alone, causing her to feel isolated whilst working with volatile
individuals. This problem was compounded where she witnessed clients self-harming, as she
was not permitted to intervene but only to raise an alarm. PP explained that “I was being put in
situations that I wasn’t qualified to deal with. … I have been put under a lot of pressure which I
don’t feel I should have been for the grade that I am”.
PP had previously experienced work related stress, some years earlier, and was concerned that
the working arrangements were causing her severe anxiety. The workplace did have a care team
that provided support for staff. However, in previous dealings with this support service
confidentiality had been broken and the client was reluctant to turn to them for assistance. PP
visited her GP for advice and treatment. Her GP provided an anti-depressant prescription and
recommended that she take sick-leave to recuperate. However, PP did not wish to take leave
because her employer, following earlier periods of certified sick leave, was monitoring her
absence rate.
Support
One extended consultation; and, two subsequent telephone conversations.
PP acknowledged the risk factors that were causing her stress, e.g. demands of the job and
organisational changes and how they were managed, but lacked confidence to raise the issue
with her employer; to some extent, because of the warning she had received concerning her
previous absences. Although PP was aware of the risk factors that were causing her stress, she
was unaware that laws existed to protect employees from risk factors that can cause stress. The
BHAW adviser outlined for PP the employer’s duty of care to protect the health, safety and
welfare of employees whilst at work. The adviser suggested ways that PP could approach her
employer and recommended that PP speak with her line manager and make the employer aware
of the problems that work were causing, to ultimately reduce or remove any risk factors. In
addition, recommendations were provided for seeking help from a counselling service.
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Outcome
The advice helped to build PP’s confidence, and provided timely advice on how to find a
resolution with the assistance of the employer. Subsequently, PP approached her line manager,
explained her health problems and asked that the employer’s statutory duties be acknowledged.
Support and understanding was forthcoming. Changes were made to her duties, and she was
relocated to a different work area in which the full support of a qualified officer was available
and the isolation that she experienced was overcome. To provide greater opportunity for
recuperation she was no longer asked or expected to undertake overtime. Her line manager
reassured her that taking sick leave was not a problem and leave should be taken if and when
her health was affected. PP decided to continue with work.
PP has benefited: “with them moving me and removing overtime it’s working for me. I know
now that I can go back and address the problems”. It was reported that colleagues have been
supportive and have accepted changes in duties. The main benefits of the BHAW service were
that: “the support was there when I needed it, and second [the adviser] pointed out things that I
hadn’t realised, they have a duty of care for their employees”.
OHA Case 2: Support worker. Sector: Social work activities with accommodation
Background
ST: Female, 40 yrs. Works for a public sector organisation.
This person has worked for four years in her current post. ST’s job includes shift work and
working with children with challenging behaviour. A combination of low staff levels and a
number of violent incidents at work were the root causes of stress. In addition, supervision and
mentoring were not always forthcoming. ST felt vulnerable and isolated and the conditions at
work resulted in increasing anxiety and stress.
An occupational health service was available at work but at the time ST did not feel confident
about contacting them for support. Overall, ST’s low confidence was compounded by
uncertainty about rights within the workplace and an absence of encouragement and support
from line managers.
Support
Two consultations, the initial contact being a referral from her GP; two follow up telephone
conversations.
At the time of the initial meeting with the adviser ST had already been signed off sick with
stress. Having established the reasons that led to ST taking sickness absence, the adviser
outlined an employee’s rights at work, including information about the type of support that
should be provided to help remove the causes of stress. Information was also provided about
other organisations that she could contact for specific help and advice (i.e. ACAS and a job
adviser). Advice was also provided on how to approach her employer and outline the issues that
were causing stress. “What I got from the advice was (information about) where you can go if
your employer doesn’t listen to a complaint, that you can go to someone independent to fight
for you. She also put me in touch with a careers adviser, that I went to see. So I was also
encouraged to think about other careers”.
Ongoing support was needed as ST experienced anxiety about the prospect of consulting her
employer about a return to work.
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Outcome
The advice had restored ST’s confidence and provided recommendations on opening a dialogue
with her employer. Support from the employer was subsequently provided and they have been
alerted to problems that have led to her absence.
ST has not contacted ACAS for assistance as she feels better informed about her rights at work.
ST considers that the support had provided necessary input: “It’s helped because there was
somewhere to go and arm with a bit more information. You feel a bit vulnerable when you’re
not in the know. That’s where I got help from, knowing your rights”.
Despite the positive improvements ST remains off work three months after the initial contact
with BHAW.
OHA Case 3: Sales. Sector: Wholesale and contract hire
Background
DE: Female, 52 yrs. Works for national sales company that is part of an international
corporation.
This person is a hire controller and has worked for her current employer for the past eight years.
Her main duties include dealing with customers’ queries and negotiating sales. DE’s employer
does not provide any OH support for employees but she assumes that the parent company does
provide guidance. There has been very limited communication about OH issues and
employees are not routinely asked about their OH with no monitoring being is conducted.
DE recognises with hindsight that she had been experiencing job strain over a period of two
years: “There were a few warning signs that I didn’t recognise at the time and obviously the
company didn’t either”. Changes to the company have been ongoing since a takeover and she
had been feeling unsettled. There had been a high turnover of staff and little continuity in
management. The worst aspect of her job design was inconsistent management, high job
demands and a lack of recognition for sales achievements. In addition, there were a number of
physical conditions that may have contributed to the experience of work stress. Her shared
office was a small space with interruptions from colleagues inevitable. This posed difficulties
for staff, e.g. when holding telephone conversations with clients. The poor office ergonomics
were epitomised by unsuitable workstations for computer terminals. DE identifies there were
no barriers preventing her from discussing these work problems with senior staff, although the
potential impact of these issues were not fully appreciated at this early stage. Commenting on
her experience of work stress DE mentioned, “I feel that line managers need more training in
recognising stress. I, as an individual, didn’t recognise how serious it was”.
For DE, work stress was an unfamiliar experience, the mental health symptoms she was
experiencing were not understood or directly associated with work conditions and organisation.
“One day I left work and decided I couldn’t go back. I didn’t know why. I couldn’t explain or
understand it”.
Support from her employer was immediately forthcoming. The area manager called the next
day and suggested that she visit her GP. After a period of one week off work, her symptoms
had not improved and she was prescribed anti-depressants and required a further 12 weeks to
recuperate before returning to work.
On return to work her employer made improvements to the work environment and provided DE
with an assistant to help with her tasks. At this stage DE was more comfortable with her work
situation, although she acknowledged that after her ‘breakdown’ she felt more susceptible to job
strain.
Approximately one year later DE’s assistant and two sales reps left their posts. Under these
work circumstances her workload increased and became a cause of work stress. The symptoms
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that she had experienced previously returned. This time she took early action and sought advice
from her GP. However, DE required a further period of sick leave. Her GP also referred DE to
the BHAW adviser for further support.
Support
Two consultations, the initial contact being a referral from her GP; one follow up meeting and
one telephone conversation.
At the time of the initial meeting DE was preparing for a return to work. Details of the
employee’s rights at work were outlined and the adviser provided recommendations for
approaching the employer when workloads are greater than she can handle. In addition to
seeking support from her employer, it was recommended that DE seek ways of reducing the
pressure that she was experiencing through methods of relaxation or methods to unwind.
Outcome
During her return to work meeting the company were again supportive. The regional managers
explained that they wanted her to continue to work with the company and provided written
assurances. They planned to set up a monthly meeting with her to check progress and gather
feedback. Unfortunately, these meetings never came about as the senior member of staff
responsible left the company.
DE perceives herself as vulnerable, although she is back at work and managing her tasks and
maintaining job performance.
DE identified the manner in which the support helped her: “I got quite a lot of confidence from
talking to [the HA]… That’s an important thing, knowing that the support is there”.
Importantly, she considered that the support provided by her GP and the HA had a longer-term
impact: “When you’re feeling like that you need the support of someone behind you. …The
support did help a lot. In the current situation there is talk of redundancies, and I’ve not gone to
pieces. I think six months ago I probably would. The support provided has contributed to this.”
OHA Case 4: Sales. Sector: Retail of food, beverages, etc.
Background
SP: Female, 46 yrs. Works for a large supermarket chain.
This person has worked as a counter sales employee for her current employer for the past three
years. There was very little training for her post with support coming from personal supervision
and mentoring, or on-the-job learning. Her skills and abilities were well matched to the
demands of the job and SP found the work rewarding and satisfying. She was recently
promoted to a supervisory role. However, there were increasing pressures following a change
of manager. The hours that SP was being asked to work increased beyond that which she
believed were set out in her contract of work. In particular, her work required that she worked
late hours every weekend. Long hours were increasingly interfering with the needs of her
social life and aspirations. Following concerns that the new job pressures were affecting her
health and well-being, SP raised the issue of workloads, work patterns and work-life balance
with the recently appointed manager. He dismissed her concerns and explained that the work
hours were part of the job. The manager did not provide any encouragement or set in motion
any changes to improve the situation. The personnel section provided a similar response and
mentioned that she was contracted to work these hours. Her relationship with management
figures at work deteriorated and she felt increasingly isolated. The company employs a
systematic approach to OHS and has set out clear policies and procedures, details of which are
publicly available. Neither personnel nor the manager acknowledged that the long hours could
be detrimental to health.
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SP became increasingly anxious about her situation and consulted her GP for advice. In
recognition of the stress she was enduring, she was signed off sick from work. During this time
she decided that she would look for alternative employment that matched her personal needs
and aspirations.
Support
One telephone consultation, the initial contact being a referral from JCP; information sent by
post on employee’s rights and work stress; one follow up telephone conversation to check on
progress.
At the time of the consultation SP was on sick leave and was highly anxious about her
employment situation and the confusion that she was experiencing. During the phone
consultation SP was provided with details of her rights at work, and she was reassured that her
employers should respond to any individual concerns. It was recommended that SP speak with
her employer at the earliest possible occasion, to address her concerns and seek a satisfactory
outcome. In addition, given SP’s preference for leaving this post, recommendations for
employment advisory services were provided.
Outcome
Prior to her meeting with the adviser SP felt very isolated and unable to cope following changes
in her work situation. Support from the adviser gave her confidence that a satisfactory
resolution should be available to the long hours problem. Moreover, it helped to boost her
confidence having been reassured that the way she felt was a natural reaction to the quantitative
overload at work and the apparent uncompromising attitudes of supervisors. SP considered that
her self-esteem had been lowered, although the support had helped to rebuild her confidence.
Having been informed about her rights at work she also felt better equipped to deal with any
future situations where there was a relationship between job stress and work characteristics. SP
was successful in securing a new post with a new employer. She reports that the advice
provided has been a valuable aid in her current post.
OHA Case 5: Telecommunications Engineer . Sector: Telecommunications.
Background
LI, Male , age 55. Operations Engineer. Twelve hour shifts. Employed with the company for
25 years. Responsibilities include management of a team.
Health and safety training provisions including training are available to employees. Company
subsidised private health care includes an occupational health service. Line management
responsibilities are set in place, although LI considers that not all managers are disposed to
empathy with subordinates or team building, per se, and there are low levels of supportiveness.
Similarly, LI considers that the HR department do not provide adequate support for their
personnel, their remit or focus rarely inclined to support and assistance: ‘In the past the
personnel department used to be very supportive to people that had a problem… but they now
make it quite clear they are not there to support personnel’, by implication they are required to
manage labour on behalf of the management. The pressures of workload and related time
constraints at this workplace are considered to be a barrier to better management approaches.
One of LI’s concerns was a poor work life-balance. The department in which he works is a 24hour operations unit supported by employees that work 12-hour shifts. There was however no
surplus labour power to accommodate for employee’s sickness and annual leave entitlements.
The company manages this situation by paying workers over time to cover for absent colleagues
or workers leave is carried over reducing the impact on otherwise tight rotas. Given staff
shortages, where employees had not applied long in advance permission to take paid annual
leave was often declined, thereby leaving workers no choice but to carry leave over to the
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subsequent year and attenuate opportunities for holidays or breaks from work. To overcome
related problems the management did agree to set out shift rotas which would allow adequate
notice and opportunity for leave entitlement to be fairly and amicably distributed amongst the
section’s employees, although they later reneged on this promise.
In addition, LI was concerned about job loss and redundancy. His anxiety stemmed from an
appraisal with his line manager, during which the manager identified that his long tenure with
the company placed him on an ‘inflated’ salary for his grade which made him an ‘expensive
employee’. LI was aware that his manager has a section budget to manage and was concerned
about the implications of the discussion for his career and development; he was concerned that
it would be in the manager’s interest, ‘to get rid of people like me’. Reassurances were made
that LI was a valued worker, although there would be a need to delegate new responsibilities to
LI to justify his salary. However, he considered that the manager is poor at cascading
responsibility and this was unlikely to materialise. Subsequently, his responsibilities at work
were unchanged leading LI to feel insecure about his position at work. LI believes that the trade
union have been poor in their level of support regarding the problems identified here.
Arguably, LI’s main source of health problem was insecurity at work. LI’s worries about job
security and problems surrounding paid leave entitlement resulted in symptoms of anxiety, such
as sleep loss. The stresses slowly began to affect his general well-being. LI was concerned that
he, ‘was beginning to over-think the problem. With time-off work being affected’. Whilst still
at work LI consulted his GP for advice on managing work related stress.
Support
The GP referred LI to two support services, a PCT psychologist (counsellor) and a BHAW
adviser. LI had four (one hour) face-to-face consultations with the BHAW adviser and three
consultations with the PCT counsellor.
To develop strategies to cope with stress the adviser introduced LI to exercises to help him relax
and improve capabilities for dealing with stress. Physical and mind exercises, for relaxation,
were demonstrated and recommendations for a course of activities was provided. Time
management strategies were also explored and LI was advised to keep his work and leisure time
separate. To address the issues surrounding leave entitlements recommendations were made for
better planning for leave applications. Where problems persist it was recommended that LI
formally write to the HR department outlining any grievances.
In addition to a focus on individual strategies, the adviser helped LI to identify stressors at
work. Stress management standards were discussed and the employer’s duty of care and the
rights of the worker were outlined. LI was also advised that HSE are responsible for enforcing
the Work Time Regulations regarding paid annual leave entitlements. Recommendations were
provided to report any failings in compliance should they persist.
Outcome
LI remained in work whilst receiving counselling advice and support. Based on the advice of
BHAW, LI had written to HR outlining his concerns about shift-rotas and annual leave,
although it is reported that no reply was provided. Ongoing discussions with his manager and
the HR department have resulted in some of the concerns surrounding annual paid leave
entitlement being addressed. The line manager has agreed to provide rotas in advance, thereby
giving employees greater clarity in their work requirements and more scope when planning
annual leave arrangements. LI reports that the employer remains guarded on this issue, and
given the staff shortages managing rotas and annual leave remains problematic. Slow progress
has been made, although he considers that the prevailing attitude is that workers have to accept
the shift rotas and related bottlenecks when planning annual leave as part of their job. LI is
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reluctant to involve regulatory authorities on the matter of annual leave entitlements whilst slow
progress is being made.
Fear of job loss was a significant component of LI’s work stress. The counselling support has
helped LI to allay most of his fears about his job security. Inevitably, in an industrial context
where job losses are increasingly common features of working life some concerns remain.
Overall, LI feels better able to cope with the stresses of work and feels reassured that there is
support available should he need to call on it again in the future. ‘I was feeling I couldn’t cope
and things were going wrong. The advice helped me to take a step backwards. I realise that
things are not going to change, but I need to change the way that I see it.’

Bullying and Occupational Stress Cases (6-12)
OHA Case 6: Resettlement Officer - Bullying and occupational stress. Sector: Contracted
Legal Activities
Background
JD: Female, 58 yrs. Works for small service sector company.
This person is a manager for a small sized contractor that works for a government department.
The work brings her into close contact with individuals that demonstrate threatening and violent
behaviour.
Although the job itself was the cause of a degree of work related stress, JD’s distress resulted
from a lack of job control and failings in management support and consultation. For example,
during a period of new staff recruitment JD was not consulted about the employment of new
staff that she would be managing. She felt that her position had been undermined and her
confidence had been affected. These problems were compounded when her relationship with
new staff began to deteriorate: “As a manager I was, sort of, on a limb with staff that were all
against me. No reasons no nothing. … It was really like bullying in the playground. I was
beginning to believe that I wasn’t doing my job right. …Being a strong natured person, I’m 58
and worked since the age of 15 and never came across such an hostile environment in my life”.
The management at her place of work were reported to provide no help with her situation.
Consequently, JD was beginning to experience psychological ill health and job dissatisfaction
following harassment at work
An occupational health advice service was available to JD – the service was provided by the
government department and available to employees of contracted companies. However, JD was
concerned that the service would not be confidential, could jeopardise future work contracts,
and make her situation even more untenable. Anxious that her health was deteriorating, she
turned to her GP for advice. JD was manifesting signs of stress related illness and her blood
pressure was high. The GP signed her off sick and advised that she seek alternative
employment.
Support
One opportunistic consultation; one telephone conversation; and, supporting information sent by
post.
The BHAW adviser provided recommendations on how to approach management about
bullying at work and outlined employee’s rights at work. Further information was provided
about bullying at work, constructive dismissal along with a recommendation to contact ACAS.
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Given that she was off work with work related stress at the time of the consultation, the adviser
provided her with recommendations for a staged return to work.
Outcome
The advice had restored JD’s confidence by confirming that her reaction to the work situation
was not out of proportion and reassured her that the employer had a duty to provide better
support and guidance. Although she already recognised that she was a victim in this situation,
having confirmation and support from an independent source had restored her determination to
persist in her work until she could find suitable alternative employment. Following a return to
work her confidence had returned. JD’s comments clearly outline the important role that
independent advice had in her situation:
“I’ve never been so near to a mental break down in my life, and I was a real confident person…
It would have been so easy to pack the job in and become a recluse, an injured bird in the
corner; who knows?”
“Without this support and the building of my confidence I could have quite easily packed up
and been without income. They would have won. It made me think: well hold on, I’ve done
nothing wrong here, I’m the victim, I’m going to fight back.”
Since the interview JD has been accepted for another post with a different employer.
OHA Case 7: Science Officer - Bullying and occupational stress. Sector: Manufacturing
Background
AJ: Male, 28 yrs. Works for large manufacturing company.
This person is a science officer for a large manufacturing company. He has held his current
post for four years, although has worked for the same company for nine years. His main task
was the organisation and implementation of science projects for manufacturing departments of
this company. The company employs a systematic approach to OHS and has set out clear
policies and procedures, details of which are publicly available. However, AJ considered that
what may have been available was not well advertised to employees. There was also a deep
reliance on solving any occupational health problems locally, within the department. Therefore,
expert occupational health opinion and input may not have efficiently filtered down to the
department level.
AJ’s identified that his problems at work were an outcome of a poor relationship with a line
manager and low levels of support and encouragement throughout the department. He
considers that people were not supportive and tended to protect their own interests. In addition,
he observed that other people were being promoted above him, without any transparent
justifications. A sense of isolation and unrecognised achievement compounded problems for
AJ. At the root of AJ’s problems was the oppressive management style of his line manager. He
experienced bullying at work and felt there was nowhere to turn. One incident involving the
line manager triggered a downward decline in his mental health.
Although he had previously spoken with a HR representative, it wasn’t until AJ received a GP’s
diagnosis and was advised to take sick leave that his employer had taken his concerns seriously,
and acknowledged that the work situation was a cause of stress. AJ also met with the company
doctor, discussed the situation and was recommended to commence a phased return to work.
Support
Two consultations, the initial contact being a referral from his GP. AJ was on sick leave at the
time of the initial meeting and experiencing the worst aspects of what he referred to as his,
‘mental breakdown’. Initial advice centred on building a dialogue with his employer about the
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problems he had been experiencing and seeking a return to work. Fortunately, the employer had
taken decisive supportive action and willingly engaged in a dialogue.
Acknowledging that AJ had longstanding symptoms of work stress, the adviser outlined stress
management techniques, ways of building self-esteem, maintaining a more positive approach to
life inside and outside the work situation and being generally proactive. In particular, advice
was provided on maintaining a fit and healthy lifestyle and securing a stable work-life balance.
Outcome
Following the problems that AJ experienced a case was made for changing the workplace to
avoid further cases. In support of this contention, he has observed that his company has become
more professional about their conduct with staff regarding occupational health. The human
resources team were very supportive and changed AJ’s line management. In recognition of his
needs as an aspiring employee, his role has been expanded and he has been provided with new
training opportunities. Line management support has improved and more reviews of work are
being carried out. However, he was concerned that performance management and appraisals are
still not being carried out.
By his own assessment, AJ is enjoying work for the first time for over three years and the
causes of work stress have been principally resolved. The advice and support that he has
received from his employer, GP and HA has helped him to improve his situation. He identified
that the support of the HA and the experience as a whole would help him to maintain resilience
and identify and remove the causes of stress before they become a problem in the future. He
has become more active outside of work and has re-engaged in his sporting interests. AJ is
uncertain whether he has fully resolved the deep-seated anxieties that he experienced during this
period. Overall, his experience of mental illness has left him unsettled but contented that he is
heading in the right direction.
OHA Case 8: Administration officer – Bullying and occupational stress. Sector:
Manufacturing.
Background
SQ: Female, 45 yrs. Works for a medium sized manufacturing company.
This person is an accounts and administration assistant. SQ had been working for the company
for 10 months before the time when she first contacted BHAW. The company have
documented health and safety guidelines, although SQ acknowledged that despite an
opportunity to do so she had not read over any documentation during her time with the
company. She enjoyed her roles and responsibilities within the company and was keen to
progress having been with the company for a short time.
SQ’s problems at work were caused by continued harassment from one colleague, the office
manager. SQ was concerned that, ‘what ever I did was wrong. No matter how hard I tried I
couldn’t get it right… I was made to feel inferior; I was made to question myself everyday.
She was making me doubt myself’. She had previously complained about the treatment she had
received from her manager but received no feedback or indication that any action had been
taken. No improvements in the situation occurred and the bullying and harassment continued
leading SQ to experience further mental distress.
The pressure built up and influenced her feelings of well-being and attitude toward the job.
During one day at the office, and following further harassment, SQ walked out of work. In the
long term she was very reluctant to leave the job; it suited her needs, it was near to her home,
she enjoyed the work and the rest of her colleagues were ‘good people’. However, she had
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resolved to improve her situation by seeking alternative employment. SQ contacted the Job
Centre for advice and they suggested she should contact BHAW.
Support
One initial phone consultation following a referral from JCP, 1 face-to-face meeting (60 mins),
and 2 follow up calls.
During a preliminary phone call the BHAW adviser recommended that she speak to a GP
regarding the effect of work on her health, the sources of work stress including her interpersonal
relations with her supervisor. This was recommended above making a hurried decision, whilst
under duress, about her future employment. The adviser identified that she might receive a
certified sick note and this would allow her time to consider her situation and formulate, with
BHAW assistance, an action plan. Following a GP consultation SQ was signed off sick from
work for a period of four weeks.
SQ was concerned however that if she did return to work there would be no changes to the
situation. Based on her earlier experience improvements were not sanctioned following a
previous complaint about her supervisor. The adviser clarified that she was within her rights to
expect better treatment at work and that she should be protected from bullying and harassment.
It was recommended that she should arrange a meeting with her employer to discuss the
working conditions she had endured, assurances that the problem would be resolved and a
programme for her return to work. At this early stage, given that SQ was distraught, she was
reluctant to speak directly with her employer. On her behalf the adviser contacted a
representative from the workplace. This paved the way for later reconciliation talks.
Outcome
The employer called SQ a week later and they arranged for a meeting to resolve the issue. The
employer agreed to consider SQ’s concerns and conducted an investigation into the problems
she identified. Subsequently the manager in question resigned and left the company. SQ
considers that the advice provided helped to regain her confidence and esteem. SQ recognised
the value of having an independent source of advice at a time when it was most needed: “The
advice really gave me faith in myself, which I otherwise wouldn’t have had. … Without people
like that, you just don’t know what to do. At the time my head was all over the place, I wasn’t
thinking straight. They gave me a lot of helpful guidelines that you might not think about”.
Following other recommendations, she has received counselling support from the PCT and
considers that although she had personally taken a backward step, she was now better equipped
at dealing with work stress.
SQ returned to her work after a short period of absence. Based on her work performance she
subsequently received a promotion. She is now studying for an NVQ qualification to further
develop her work skills and employability. Her employers have issued notices around the
company identifying that bullying and harassment will not be tolerated.
OHA Case 9: Receptionist and clerical officer – Bullying and occupational stress. Sector:
Health.
Background
BT: Female, 47 yrs. Works for a small health centre.
This person is a receptionist and clerical officer and has been working for her employer for 15
years. Occupational health and safety training was not provided despite an apparent need in
some instances, especially where frontline staff have to deal with irate customers. Line
management responsibilities were not formally organised and lines of reporting were
established on an ad hoc basis.
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BT feels that there were a range of poor management practices in place. For example, she was
concerned that employment and personal issues had been discussed openly by a number of
managers, with the affect of undermining confidentiality and damaging employment relations.
Furthermore, BT was concerned about the attitude of managers toward some staff: ‘I’m
repeatedly being undervalued as a member of staff… there is a difference between the way that
doctors treat members of staff. There is a big divide. I’m not alone when I feel that. There are
doctors that aren’t very approachable. … About three of the doctors don’t know my name, and
I’ve given them 15 years of my life. They laugh and joke at your expense’. An example was
provided of one manager’s reference to the position of non-medical staff: ‘there are plenty of
people out there that can do your job’.
Despite inadequacies in the management structures, an appraisal system is in place and
notionally provides an opportunity to feedback about problems at work. BT is concerned that
this doesn’t work satisfactorily as there is an appraisal panel of three people which can have the
affect of making the experience intimidating rather than reconciliatory. ‘I don’t feel that anyone
sees these appraisals as an opportunity to say how they feel. You go in, don’t say very much
and come out feeling very angry that you missed an opportunity’. BT believes that the appraisal
system reflects existing power imbalances within the workplace.
On the whole, management attitudes and practices had left BT feeling undervalued and low in
self-esteem. There was one incident that stood out where a manager physically ‘ripped’ a
telephonist headset from her head. Although she did not report it at the time, she recognised
that this behaviour was unacceptable, that it was ‘a form of bullying’ and intimidation.
Related problems had been ongoing for a number of years. The distress and pressure that BT
was experiencing became unbearable: ‘I was at my Whit’s end. I need the money and I need to
work, but at that point I could have just walked out. I didn’t care any more. It all stemmed
from what they do. Everything was affected. That’s when the stress from work lead into
depression. … I didn’t want to work where there was that sort of behaviour. Ignorance, there’s
no need for it’. BT consulted her GP and was signed off sick with work related stress.
Support
BT was referred to the BHAW project by her GP and was off work at time of the first meeting.
In total there were three consultations.
The adviser explored BT’s work experiences and helped to identify the causes of her work
stress. The support and relationships at work were the main area of concern and the adviser
outlined some principles of good practice to enable BT to better understand her position and any
management failings that may be causing her problems at work. In addition, she was provided
with reassurances that her employer has a duty to ensure that risks arising from work are
controlled and, importantly, that the employee should not be subject to intimidation and
bullying. The adviser identified the kind of support that should be provided within the
workplace, enabling BT to identify any failings in her employer’s approach to personnel
management. Information about health and safety legislation was provided and sources of legal
support were discussed.
Although BT had already been considering a change of job and career, having been in her job
for such a long period she was not familiar with the labour market or potential pathways to new
careers. The adviser encouraged BT to think constructively about her career options and
referred her to an employment adviser.
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Outcome
BT was on sick leave for six weeks. Despite related recommendations from her own GP and
the adviser, her employer did not offer her a phased return to work. She characterised her
employer’s attitude in the following way: ‘you’ve had a few weeks off work now get back to it’.
Similarly, she regarded that her return to work interview was formal and indifferent and didn’t
make her feel that she was being welcomed back. Given her existing sensibilities about
management attitudes she felt that this reception was insensitive and signified from the outset
that management behaviour was not about to change in the short-term.
On her return BT raised some of the issues that the adviser had mentioned about employer’s
duties. BT feels that her sickness absence and concerns about management practices has had
very little impact on the management approach to date. However, one manager (GP) has been
given line manager responsibility for BT, and any problems can now be reported up the
hierarchy through this line of command. BT remains unsettled at work and has a number of
outstanding grievances about the management approach to employee relations.
BT identified that her confidence is building: she is planning to raise issues of concern during
future appraisals, although she recognises that she has not previously voiced some of her
concerns during appraisal meetings for fear of being further undermined by the management –
she believes: ‘they are not going to change anything, they have got their way of doing things’.
She has made the longer-term decision to leave her current employment and accepts that she
does not have the resolution or determination to challenge her employer regarding all
grievances.
The support provided BT valuable advice and support at a time when it was most needed. In
her own words she was, ‘very impressed with the support. It provided helpful counselling. It
related to my circumstances and my issues. It wasn’t just some standard advice, it was
individual to me. I acted on the advice’.
BT has started a part-time course, and is studying towards a TEC diploma that will lead her on a
new career path. ‘I feel better going to work when I know I’m doing something that will
hopefully give me the opportunity to get out of there’. BT considers that she is now coping well
with the situation at work, in part because she has a new focus in her life, a college course that
she hopes will lead her into a new career.
OHA Case 10: Civil engineer – Bullying and occupational stress. Sector: Public sector civil
works.
Background
MM: Female, 24 yrs. Works in a public sector civil engineering office.
Her responsibilities include working with and managing a team of skilled and semiskilled
craftspeople. MM has worked with her current employer for 17 months. This large public
sector employer provides an occupational health and safety service, although MM was not
aware of the service until after her problems had arisen.
After only a short period into her employment the behaviour of a number of work colleagues
began to make her feel unsettled. Vulgar and offensive language was regularly used. At times
the language was sexist and racist and directed at individuals including MM. After a few weeks
at the job the culture of the workplace became abhorrent to MM, she felt disempowered by the
events she witnessed: ‘Because I was new to the job I thought this must be the way it is’.
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Although there were a number of people that contributed to the culture of intimidation and
bullying, there was one main antagonist (the manager of the department) that had been working
for the employer over a long period. He had an established network of acquaintances within the
workplace that were familiar with his behaviour and in some cases contributed to his bullying
conduct.
One incident in particular stands out when the department manager, during an episode of strong
intimidating behaviour and abusive language, brandished a weapon and made threatening
gestures toward MM and a colleague. At the time MM was relatively new and felt
uncomfortable about complaining. No action was taken at the time.
The pattern of intimidating and bullying behaviour continued until a few months later MM
decided that she could no longer suffer in silence. The weapon incident along with other
episodes was reported when she made a formal complaint about the individual to a senior
personnel officer. Against normal protocol, the personnel manager (reportedly a friend of the
manager) reported the complaint back to the manager himself, thereby undermining MM’s
confidentiality. No support or sympathy was offered to MM. Placed under even greater stress,
MM considered her options. She didn’t wish to leave her post as she enjoyed the work,
although she could not continue in these circumstances. She visited her GP and was signed off
sick with stress, depression and anxiety. It is reported that a number of people had left their
posts or were also off sick as a result of the behaviour of this manager.
Support
Her GP referred MM to BHAW. One face-to-face consultation and subsequent email
communications to monitor progress and offer encouragement.
Unaware of her rights at work or what action she could take, the adviser provided timely and
essential support. The adviser helped MM to form a plan of action in response to her situation.
She advised MM to contact her union – which was done during the consultation - to help
establish a formal response to her problems at work. The adviser outlined information about
stress and its causes. She also provided guidance on legislation regarding intimidating
behaviour. Documentary evidence was provided to MM that explained her rights at work.
Because of the failure of the personnel section to provide a suitable response and guidance,
advice was provided on how to manage this problem, according to existing legislation, should
the need arise.
Outcome
An investigation has been initiated by the employer and an independent adjudicator has been
appointed. Despite the ongoing investigation MM was eager to return to work, to offer structure
to her day and help rebuild her confidence. A phased return was agreed with her employer. She
is currently working in a different works section. MM has resolved to stand her ground: ‘I
could easily leave, but what’s going to happen to the next girl that comes behind me?’
Although this continues to be a very difficult episode for MM, she described her determination
to think positively about the situation and to move on and learn from the episode. The
investigation is ongoing and the situation was not resolved at the time of writing.
MM considers that the support provided helped her to get back on track: ‘When I think about
what has happened, I think back to the support I was given. [The adviser] gave me a hope when
I had no confidence. I was on my own and I had no one I could turn to. I’m so glad that my
doctor did refer me to something like that’. Without the input from the adviser MM may have
failed to draw on existing support mechanisms, such as her trade union and ACAS, or
understand and draw upon the legal framework that can support employees in similar
circumstances.
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OHA Case 11: Call Handler – Bullying and occupational stress. Sector: Business Services
Background
JC, Female , age 54. Call Handler.
This person worked for a large employer which manages calls from the public regarding their
personal health. She had been with the company for three years. Initial training was focused on
the main tasks of the post. During this time JC was not made aware of occupational health
provisions that were available, although welfare provisions and work break allowances were
clearly defined.
From the outset JC had a number of disputes with management based on concerns that staff
were treated inconsistently. JC felt that she was being singled out for unfair treatment, for
example, being reprimanded when taking comfort breaks. She identified that she was allowed
less breaks than others and could not understand why she was being signalled out. She felt that
the management had wanted her out. She also identified that the management held little respect
for their staff in general. On occasions when she raised employment related concerns with a
line manager, confidentially was broken and other members of staff became privy to the
information. In addition to this problem JC was concerned that management showed little
personal respect for employees and would converse with subordinates in a condescending and
demeaning manner.
Where problems were identified by JC, for example regarding underpayment of salary, she was
made to feel that she was being a hindrance and the employer was reluctant to rectify apparent
problems. With the exception of management representatives and a few call handlers, including
JC, there was a high turnover of staff.
It was apparent from JC’s description that relations between her and the management were poor
and that neither side made attempts to resolve any differences. Concerned that her problems at
work were having damaging effect on her health JC consulted her GP. During the consultation
JC demonstrated signs of anxiety which were work related. Her GP signed her off sick and
recommended that she rest and consider her options. She was referred to BHAW for support
and advice.
Support
JC had two face-to-face consultations.
At the time of the initial meeting JC had already been signed off sick by her GP. The adviser
provided support and assurances that her employer should treat employees fairly and respond to
grievances. Information was also provided about other organisations that she could contact for
specific help and advice (i.e. ACAS and a job adviser). Advice was also provided on how to
approach her employer and outline the issues that were causing stress. She was encouraged to
communicate to managers how she felt, but to maintain a balanced and diplomatic approach.
On returning to work, the adviser recommended that JC keep a written record of all problems
she encountered at work. She was also encouraged to consult the OH department, although JC
did not feel that the support was appropriate.
Outcome
One problem she encountered was feeling embarrassed about being off for work related stress.
The advice made her recognise that what she was experiencing was common and needed to be
dealt with rather than prolong or dwell on the problem. JC was encouraged by the advisers
words of support which helped her to build up confidence. Shortly afterwards she returned to
work and resolved to find a solution to the problems: ‘After the discussion with [the adviser] I
felt really so good that I was able to go and face my manager. And stood up and talked.
Because they normally talk down to you. This time I stood my ground because I knew there was
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someone to go back to’. JC was confronted by that the same problems on her return. JC
considers that the management are not capable of adapting. After a period back at work she
had since been signed off by her GP for work related stress. Since then she has been diagnosed
with another medical condition and was off work at the time of the interview. In this case the
difficulties at work were not solved satisfactorily and JC had not returned to BHAW for further
assistance.
OHA Case 12: Housing support officer – Bullying and occupational stress. Sector: Real
estate activities
Background
UD, Female , age 30. Housing officer. 11 months
UD’s problems at worked began soon after she started her role as a support worker. Her line
manager repeatedly used abusive and threatening language aimed at her. The stress that was
caused by this person’s actions resulted in her frequently taking sick-leave in order to avoid this
volatile environment. After six months in the post UD took a grievance procedure against her
line manager. The employer provided little support for UD and she felt increasingly isolated.
The line manager whose behaviour was the cause of her problems subsequently raised a
disciplinary procedure against UD, for which she received a written warning.
Although UD was not in a trade union she sought support and advice from outside her
workplace given the treatment she had received. She learned about the BHAW through a
Kirklees A-Z guide of council services.
Support
She called the BHAW advice and was provided with advice and recommendations through four
telephone consultations. The adviser outlined what steps should be taken as part of the
grievance procedure and what to expect in terms of support from her employer. Given that
there was an apparent reaction to the grievance procedure, employment tribunal claims were
explained and discussed. Other general information was provided regarding the employer’s
legal duties to protect employees from harassment and bullying. In the absence of trade union
support, the adviser provided valuable input on the procedures that should be taken and what to
expect from her employer. Written information was also sent that described statutory
employment rights.
Outcome
The advisers input had provided UD with encouraging support and had helped to guide her
through the grievance procedure.
Following relevant meetings with UD’s employer the
abusive language abated and some improvements in the work situation had improved.
However, the situation at work remained uncomfortable and UD sought alternative work. She
found alternative work and was pleased to put the situation behind her.
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APPENDIX 8: ADDITIONAL MARKETING SERVICE DATA
Table A8.1 Route through which adviceline users heard about
BHAW (n=316)
Newspaper
Word of mouth
Bus advert
Event
Surgery / Jobcentre
Library / CAB
Cold Call
Referral enforcement
Other referral
Mail shot
Other
Presentation
Previous contact
Web Site
Other Advert
GP referral

Business
7
43
5
22
8
0
2
29
38
23
18
7
28
4
12
0
246

Individual
2
6
5
0
8
2
0
2
17
3
6
1
2
1
4
11
70

Total
9
49
10
22
16
2
2
31
55
26
24
8
30
5
16
11
316

Table A8.2 Route through which Safety Adviser service users
heard about BHAW (n=117)
Newspaper
Word of mouth
Event
Cold Call
Referral enforcement
Other referral
Mail shot
Other
Presentation
Previous contact
Other advert

missing

No.
1
15
14
9
26
2
36
3
3
5
3
117
6
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%
0.9
12.8
12.0
7.7
22.2
1.7
30.8
2.6
2.6
4.3
2.6
100.0

Table A8.3 Route through which Occupational Health Adviser
service users heard about BHAW (n=132) subset that had
previously heard of BHAW
Broadcast
Newspaper
Word of mouth
Bus advert
Event
GP Surgery / Jobcentre Plus
Library / CAB
Other

Missing / NA

No.
3
4
15
12
3
51
1
20
109
23
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%
2.8
3.7
13.8
11.0
2.8
46.8
0.9
18.3
100.0

APPENDIX 9: ADDITIONAL OHA SERVICE DATA
Service users were asked to give their job title and results, displayed by gender, are detailed
below (see Table A6.1).
Table A9.1 Occupations of the service users, split by gender
Total
N

Male
N

%

%

Female
N
%

Title
Personal/protective services
Sales
Clerical
Associate professional & technical
Operative
Professional
Skilled
Owner/Manager
Other

Total
Missing/not applicable

116
116
107
105
92
88
71
55
60
810
22

14
14
13
13
11
11
9
7
7
99*

17
27
19
32
64
34
59
26
24
302
7

6
9
6
11
21
11
20
9
8
101*

99
89
88
73
28
54
12
29
36
508
15

20
18
17
14
6
11
2
6
7
101*

*error due to rounding up

The OHAs asked clients if they were exposed to hazards in their current work. Tables A6.2 and
A6.3 provide a breakdown of these hazards for the total sample and categorised by gender and
by industry sector.
Table A9.2 Perceived hazards (sorted by frequency for total sample), split by gender
Hazard

Total (n=612)
No.
%
238
39
178
29
167
27
140
23
125
20
76
12
71
12
66
11
60
10
52
9
49
8
42
7
37
6
26
4
15
3
14
2
13
2
13
2

Male (n=227)
No.
%
82
36
64
28
73
32
32
14
38
17
43
19
35
15
29
13
32
14
18
8
18
8
13
6
14
6
9
4
4
2
10
5
9
4
9
4

Female (n=385)
No.
%
156
41
114
30
94
24
108
28
87
23
33
9
36
9
37
10
28
7
34
9
31
8
29
8
23
6
17
4
11
3
4
1
4
1
4
1

Stress
Temperature
Manual handling*
VDU***
Violence/abuse
Noise***
Dust*
Chemicals
Fumes**
Equipment
Ventilation
Repetition
Lighting
Job design
Radiation
Vibration*
Asbestos*
Extraction*
Note: multiple options means percentage is greater than total
(Significant differences between gender and hazard were tested using Fisher’s exact test
* p. <0.05; ** p. <0.01; *** p. < 0.001)

154

Table A9.3 Perceived hazards (sorted by frequency for total sample), split by sector
Hazard

Total
(n=612, 12 missing)
No.
%
238
39
175
29
167
27
140
23
122
20
73
12
69
12
65
11
57
10
52
9
48
8
42
7
37
6
25
4
15
3
14
2
13
2
12
2

No.

Production
(n = 109)
%
25
28
36
11
3
28
26
11
17
12
6
8
3
4
1
6
4
4

No.

Service
(n = 491)
%
42
29
26
25
24
9
8
11
8
8
9
7
7
4
3
1
2
2

Stress**
27
206
Temperature
31
144
Manual handling*
39
126
VDU**
12
123
Violence/abuse***
3
119
Noise***
31
42
Dust***
28
41
Chemicals
12
53
Fumes*
18
39
Equipment
13
38
Ventilation
6
42
Repetition
9
33
Lighting
3
34
Job design
4
21
Radiation
1
14
Vibration**
7
7
Extraction
4
9
Asbestos
4
8
Note: multiple options means percentage is greater than total
(Significant differences between sector and hazard were tested using Fisher’s exact test
* p. <0.05; ** p. <0.01; *** p. < 0.001)
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The overall aim of this research was to contribute
to an understanding of the delivery of support and
advice to small and medium sized businesses
and individuals through the Kirklees based Better
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services and which elements were more successful.
The report documents the outcomes of the four
main components of the project: marketing and
promotional activities; telephone adviceline and
website providing OH&S support and guidance and
signposting to other services; occupational health
advice, delivered to individual workers and/or their
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of the implications of the research, giving particular
attention to general lessons about the delivery of
occupational health and safety support.
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