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EXECUTIVE SUMMARY
THE HEALTHY WORKPLACES MILTON KEYNES PILOT
The Healthy Workplaces Milton Keynes (HWMK) pilot was a partnership between the
Health and Safety Executive (HSE) and Milton Keynes Council (referred to hereafter as the
LA – Local Authority) designed to test a modified version of the Workplace Health Connect
(WHC) model of delivering free advice and support on occupational health, safety, absence
and return-to-work issues (OHSR) to small and medium-sized enterprises (SMEs) in Milton
Keynes. The pilot was launched in February 2008 and was originally planned to run until
December 2008. However, due to low user numbers in the early months of the pilot, it was
extended until March 2009.
The WHC model involved two main delivery arms:
■ A national adviceline taking calls from both employers and employees and offering
tailored, practical advice on OHSR issues.
■ Problem-solving visits from qualified advisers within five regions across England and
Wales. ‘Pathfinders’ were contracted by HSE to run the service. It offered up to seven
hours of contact time with an adviser and operated a two-visit model. Users were
provided with a written report after their first visit, and a telephone follow-up three
months after this visit.
The HWMK pilot was designed to test whether a WHC-style, HSE/LA badged service could
be delivered to SMEs using HSE Field Operations Directorate (FOD) and LA staff as
advisers, acting at a distance from the enforcement arm of the regulator. Advisers would
only refer matters of ‘evident concern’ to the regulator. The pilot also aimed to test whether
advice and support on OHSR issues could be provided to SMEs using lower qualified staff
than was the case in WHC. WHC advisers were qualified to NEBOSH diploma level and had
two years of occupational health and safety experience. HWMK advisers, in contrast, were
broadly qualified/trained to NEBOSH1 certificate/Health and Safety Awareness Officer
(HSAO) level. The other main variations from the WHC model included a flexible visit
model with employers having one or more visits as required and less of a focus on ‘pushing’
issues such as managing sickness absence and return to work. Workplace visit advisers were
also responsible for manning a local adviceline. Under WHC, the adviceline was delivered
by a contracted provider.
The initial target for workplace visits was set at 400 (roughly what each WHC ‘pathfinder’
achieved in 12 months). However, due to low user numbers, this was revised to 200–250
visits.
EVALUATING THE PILOT
The evaluation focussed on process and did not include a formal impact assessment or costbenefit analysis. As the HWMK delivery model was similar to that of WHC, it was
anticipated that the impact findings from WHC may be applied to HWMK.

1

NEBOSH stands for the National Examination Board in Occupational Safety and Health.
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The main evaluation activities consisted of the following:
■ Analysis of management information data provided by HWMK pilot staff on how many
SMEs used the pilot, what they used it for and the costs of delivery.
■ Semi-structured interviews with HWMK pilot staff on the set-up, operation and progress
of the pilot.
■ Qualitative work with stakeholders with an interest in, or who were involved with, the
pilot in some way.
■ User case studies, comprising semi-structured interviews with an HWMK user, a linked
adviser, and where possible, an employee from the relevant organisation.
■ Semi-structured interviews with employers who were eligible to use the pilot but who did
not use it.
OPERATION OF THE PILOT
Marketing
Local safety, health and awareness days (SHADs) were the most important route for
reaching employers who went on to use the workplace visit service. Employers often felt
more comfortable receiving advice away from their worksite prior to taking up a workplace
visit. Telemarketing and leaflet drops 1 were also important routes in reaching employers.
However, advisers generally felt more comfortable with the latter.
The partnership with the LA offered both advantages and disadvantages in engaging with
SMEs. The strong local presence and knowledge of local stakeholder networks were helpful
in raising the profile of the service. However, the association with the LA may have been
off-putting for a small number of employers due to negative perceptions of the LA. Negative
perceptions concerned the LA in general or specific services provided, rather than the LA as
a regulator of health and safety.
The evaluation of WHC found that extensive marketing was required to achieve the target
visit numbers set for that service. The main learning point with regards to marketing from
the HWMK pilot is to confirm that in the absence of intensive marketing, demand for a
WHC-style service amongst SMEs is likely to be low. HWMK pilot staff acknowledged that
marketing efforts did not begin early enough and were not part of a co-ordinated strategy,
aimed at establishing a sufficient profile with potential users. HWMK pilot staff also found
some marketing activities difficult to carry out eg cold-call telemarketing. Marketing by nonspecialist staff is unlikely to be the most cost-effective approach to generating demand. Low
user numbers in the early months of the service were, in part, a reflection of this. In future,
similar initiatives would most likely benefit from developing and implementing a strategy in
advance with professional marketing support.
It is not clear from the available data what proportion of staff time was spent on marketing,
and therefore the precise cost of marketing efforts.

1
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Leaflet drops involved HWMK advisers visiting local businesses, speaking face-to-face with employers and
leaving information about the service.

Local adviceline
There was low demand from SMEs for advice over the telephone. Over the duration of the
pilot, 52 calls for advice were received from 48 employers. Sixteen of these calls were from
employers who used the visit service. The advice sought by employers using the adviceline
was on general health and safety issues.
There was no dedicated marketing campaign for the adviceline and the focus of advisers was
on converting calls to visits (as in WHC). It is therefore difficult to say anything about
potential demand for a telephone-based advice service, particularly one which goes beyond
what is offered through HSE’s Infoline.
Workplace visit service
Advisers delivered 196 visits to 157 employers over the duration of the pilot. The service
therefore fell well short of its original target of 400 visits. It also fell just short of its revised
target of 200–250 visits, even though the operation of the pilot was extended by three
months. The service did, however, deliver to its target market. Although it found employers
with less than ten employees and those from some high-risk sectors such as construction
hardest to engage with.
Employers, on the whole, used the service to make general improvements to health and
safety such as developing policies and conducting risk assessments. Very few employers
sought advice on occupational health, sickness absence or return-to-work issues (as in
WHC).
HWMK advisers were able to effectively communicate the independence of the service from
the regulator. Some users of the service had initial concerns but these were overcome as the
advisory nature of the pilot became clear. Employers eligible for the service but who did not
use it (non-users) did not appear to have concerns about potentially receiving advice from
the regulator. Reasons for not using the service (when made aware of it) tended to be based
on self-assessment of existing health and safety systems as adequate, or in some cases where
support was paid for, a belief that contracted support would be more tailored and responsive
than a Government-sponsored service. However, it is not possible to know from this research
whether an HSE/LA badged service would present a disincentive to participate amongst
SMEs more widely, particularly those with poor health and safety. SMEs interviewed as part
of this research may be more engaged with health and safety than the average SME (by
virtue of having agreed to take part in the research).
Advisers qualified/trained to NEBOSH certificate/HSAO level were able to deal with the
majority of issues raised by employers without the need for additional support from more
experienced staff (either the pilot manager or other inspectors based in the offices from
which HWMK operated). Where support was needed, this tended to be with interpreting
complex legislation. A key part of HSE strategy is encouraging employers, and equipping
them with the skills, to manage OHSR issues independently where appropriate. Consistent
with this aim, HWMK advisers were able to transfer knowledge and skills to employers on
managing health and safety in a manner proportionate to the level of risk.
Employers were generally satisfied with the support they received and most indicated that
they would be willing to pay for an HWMK service. The amounts users were willing to pay
varied, but with a maximum figure of £500. However, employers may underestimate the
amount they are willing to spend (loss aversion). A few employers felt that they would prefer
to pay for a service such as HWMK than continue to fund existing private providers or
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consultants. This opens up the possibility of a HWMK-style service enabling some SMEs to
recover a portion of the costs incurred in managing health and safety.
It is worth noting that the majority of SMEs visited by HWMK were (subjectively) assessed
by advisers as already having good or moderate health and safety systems in place. HWMK
users were also, by definition, willing to engage with OHSR support. These two points raise
the question of whether, and how, OHSR support can be delivered to those most in need (and
who may be difficult to engage).
Costs of delivery
The total cost of setting up and running the HWMK pilot for 14 months was estimated to be
£429,672. An estimate of ongoing costs for HWMK compares favourably with those for
WHC and WBW.
Comparing the cost of each workplace visit (calculated by dividing the total costs of the
service, both set-up and ongoing costs, by the number of completed visits) across the three
pilots results in a higher figure for HWMK. The cost per visit for HWMK was £2,192,
compared to equivalent figures of £1,539 and £688 for WHC and WBW respectively. These
higher costs were largely driven by low participation (ie a lower than expected number of
visits). This, in turn, was largely a result of:
□ the low key marketing approach adopted
□ duration of the pilot – pilot services usually take several months to build awareness
and reach optimal levels of service delivery. HWMK had just over one year to deliver
a service compared with the two years of WHC.
A lower cost per visit figure would have been achieved by generating greater demand
(through improved marketing) or by accepting a lower level of participation and deploying
appropriate staffing levels. Staffing levels could be reduced either by cutting the number of
advisers allocated to the project, or by allocating a lower proportion of each staff member’s
time to the service (eg by asking them to deliver visits alongside other duties). HSE staff at
present do not appear, on the whole, to have the necessary skills required to deliver a more
intensive marketing campaign themselves. Additional spending on professional marketing
services appears to be the best way to improve this aspect of the service.
This evaluation did not collect data directly on the benefits of participation, or on the costs to
employers of their participation in the service. However, as the changes made by employers
are similar to those reported as part of the WHC evaluation, we can apply the relevant
figures from that evaluation. The evaluation of WHC involved a full cost-benefit analysis
and concluded that the service resulted in a net loss of £11 million. Given this, it seems that
the benefits of HWMK are unlikely to have outweighed its costs.
Conclusions
■ The evaluation of WHC concluded that unless an SME has a specific and current
problem, they are unlikely to be seeking out support with health and safety issues.
Extensive marketing is required to generate significant demand. This evaluation supports
that conclusion. In the absence of an intensive marketing campaign, demand for HWMK
was low. An alternative model to those piloted would be to adjust staffing to fit the level
of latent demand. This could be achieved by reducing the number of advisers or by
combining the workplace visit adviser role with existing HSE staff roles, eg the Health
and Safety Awareness Officer (HSAO) role.
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■ As for WHC, the majority of issues on which SMEs sought advice were relatively basic
in nature. The HWMK pilot has demonstrated that the majority of SME concerns on
health and safety can be addressed by lower qualified staff (with appropriate support)
than was the case with WHC. However, the pilot was not cost-effective and its costs are
likely to have outweighed its benefits. Therefore, the question arises as to how the service
could be made more cost-effective, or whether SMEs could be supported through a less
intensive approach.
■ The HWMK model may be made more cost-effective by adjusting staffing to reflect
demand or by improving marketing to generate greater participation. It may also be made
more cost-effective by targeting resources at those most likely to benefit. It is clear from
the available data that some employers using HWMK did so to check existing systems or
to make fairly minor changes, often in low-risk environments. Also, although the
majority of employers using the service made or planned to implement recommendations,
some of these employers felt that HWMK had accelerated the process of change rather
than necessarily delivering change that would not have happened in the absence of
HWMK. Targeting resources at those most in need of support and least likely to be able
to effect change may improve cost-effectiveness. However, this raises the question of
whether or not such employers are willing to engage with this type of service. One
potential route for accessing those most in need of support may be from referrals from
inspectors, although this may offer limited coverage.
■ Alternatively, SMEs may be supported in meeting their (basic) health and safety needs
through a less resource-intensive approach. SMEs feel that it is difficult to keep up to date
with legislation (even though the law and HSE guidance does not actually change very
frequently) and interpret health and safety requirements. There are a number of
potentially less resource-intensive ways in which SMEs could be helped with this. Local
SHADs were viewed by those involved in this research as an effective way of passing on
basic health and safety information. In addition, one or two employers viewed positively
HSE initiatives such as ‘myth busters’, which the HWMK events used. Alternatively,
assisting SMEs to use using existing sources of support such as HSE Infoline may be a
way of providing support more cost-effectively.
■ Employers using HWMK were likely to have represented relatively engaged SMEs.
HWMK advisers subjectively assessed the majority of SMEs they visited as already
having moderate or good health and safety systems in place. There is still a need to find
ways to engage less motivated SMEs with improving health and safety provision in the
workplace.
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1
1.1

THE HEALTHY WORKPLACES MILTON KEYNES PILOT
THE HEALTHY WORKPLACES MILTON KEYNES (HWMK) PILOT

The Healthy Workplaces Milton Keynes (HWMK) pilot was one of several pilots designed
by HSE to test various models of delivering advice and support of occupational health,
safety, absence management and return-to-work (OHSR) issues to small and medium-sized
enterprises (SMEs). In addition to HWMK, HSE has piloted Workplace Health Connect
(WHC), Kirklees Better Health at Work (BHAW), and Workboost Wales (WBW).
Evaluation findings are available from the first two, with findings from the latter scheduled
to be available in early 2010. Findings from these evaluations are discussed in more detail
from section 1.2 below.
As HWMK tested a modified version of the WHC model, this is described briefly below.
The WHC model operated at three levels:
■ A national telephone adviceline supported by a dedicated website providing advice to
both employers and workers on OHSR issues. The adviceline was delivered by a private
contractor and could refer eligible SMEs onto a workplace visit service (as below).
■ A problem-solving service available in five regions across England and Wales, offering
free workplace visits from advisers qualified to NEBOSH diploma level and with two
years of occupational health and safety experience. This aspect of the service was
delivered by contractors (often formed from regional partnerships) known as
‘pathfinders’.
■ Signposting by both the adviceline and workplace visit advisers to local, approved
suppliers of more specialist support (eg physiotherapists, ergonomists, occupational
health professionals).
HWMK, in contrast, tested a model of delivery:
■ using staff from HSE/Local Authority as advisers but acting independently of the
regulator, passing only matters of ‘evident’ concern onto the regulator
■ using staff qualified/trained broadly to NEBOSH certificate/HSAO level as advisers (a
lower level of qualification than was the case in WHC) with support from a Lead HSE
inspector where required
■ offering a local adviceline and workplace visit service delivered by the above advisers
■ a flexible visit model, with employers receiving one or more visits from an adviser as
required.
An overview of the key differences between HWMK and WHC is provided in Table 1.1.

1

Table 1.1: Comparison of service elements of Healthy Workplaces Milton Keynes and Workplace Health Connect
Service element

Workplace Health Connect

Healthy Workplaces Milton Keynes

Marketing

Central marketing (mainly telemarketing plus mail shots) and local
service provider outreach

HSE/Local Authority adviser team undertake all marketing
activities; locally hosted website; marketing to stress separation of
service from inspection/enforcement activities of HSE/Local
Authority

Adviceline

Delivered by central contact centre providing advice/information; and
inviting callers to take up a face-to-face visit from an adviser

Delivered by HSE/Local Authority advisers offering
advice/information and offering face-to-face visits

Workplace visits

Two visit model (each visit up to 3-4 hours) delivered by a ‘pathfinder’
(service provider contracted by HSE) and a telephone follow-up three
months later. Second visit should cover health issues, managing sickness
absence and return-to-work

Visits delivered by HSE/Local Authority staff

Adviser qualifications: NEBOSH Diploma, two years of occupational
health and safety experience, bespoke WHC training in managing
sickness absence and return to work

No requirement for set number of visits
No requirement for visits to cover health issues, managing
sickness absence and return to work, although advisers are
encouraged to move clients on to the ‘health and work’ agenda
Adviser qualifications: lower level than for WHC (NEBOSH
certificate; Health and Safety Advisory Officer training; training in
managing sickness absence and return to work, MSDs, stress,
communication skills). Supervision provided by HWMK pilot
manager, a Principal HSE Inspector

Referrals

Signposting to specialist support from approved list of local suppliers
(employers would need to pay for these services) where appropriate

Source: IES, 2009

2

Signposting only to IOSH, ROSPA, and BSC websites; and to
accredited health and safety training providers in Milton Keynes
area

The pilot began operations at the beginning of February 2008. It was originally planned to
run until December 2008, but was extended until the end of March 2009. It was staffed by a
project manager (a Principal HSE Inspector) and a team of six (five full-time equivalent)
advisers (four from HSE and two from the LA).
The overall aim of the pilot was:
‘To deliver a Local Authority and HSE staffed occupational health and safety
support service for small and medium-sized enterprises (SMEs), defined as
businesses with 0 to 249 employees.’
1.1.1 Pilot targets
There were no set targets for the local adviceline. With respect to delivery of workplace
visits, the initial target for the pilot was to deliver 400 visits with SMEs by the end of
December 2008. This was later revised to 200–250 visits by the same date. This was
following low recruitment rates in the early months of the pilot. The pilot was later extended
until the end of March 2009 with the same target number of visits.
1.2

THE WORKPLACE HEALTH CONNECT (WHC) PILOT

The basic WHC delivery model has been discussed above. The evaluation of the pilot
assessed both its operation and its impact.1 Key findings from the pilot included:
■ SMEs responded to marketing with a focus on health and safety. SMEs did not respond
well to marketing based on health messages. SMEs do not generally see themselves as
having a sickness absence problem.
■ Extensive marketing was required to meet the target number of workplace visits. A direct
approach via telemarketing was a successful method of driving up user numbers of the
workplace visit service. Regional outreach efforts, including word-of-mouth referrals,
were also important.
■ There was limited use of the adviceline, particularly for advice on occupational health
issues. In the absence of dedicated marketing of the adviceline, it was difficult to say
whether low use of this aspect of the service was a result of low demand amongst SMEs
or lack of awareness of the service.
■ Although workplace visit advisers attempted to engage employers with workplace health
issues, the majority of SMEs wanted relatively basic advice on traditional health and
safety issues, in particular, help to establish or check health and safety systems, policies
and/or procedures. The evaluation concluded that advisers were rarely technically
challenged and less well-qualified advisers could have dealt with the majority of concerns
raised. The evaluation also suggested that a two-tier approach to advice may be
beneficial, with more highly trained or specialist staff called upon only where necessary.
HWMK was, in part, designed to test this.
■ The evaluation found that there was no direct impact of use of the WHC visit service on
absence or accident rates. However, there was some impact of the pilot on the likelihood
of workplace injuries via an intermediate effect on improving aspects of health and safety
practice. The costs of the pilot were estimated to outweigh its benefits, with an estimated
net loss of £11 million.
1

Tyers C et al. (2009) ‘Workplace Health Connect: Evaluation findings’ Draft Report.
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1.3

KIRKLEES BETTER HEALTH AT WORK (BHAW) PILOT

The Kirklees BHAW pilot 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 HSE. The aim of the pilot was to provide free and confidential
OHSR advice to SMEs and employees from organisations of all sizes. The pilot was staffed
by six advisers including two safety and two occupational health advisers. The pilot
involved:
■ a telephone adviceline providing OHSR support to businesses and employees across the
Kirklees locality
■ occupational health advice to workers (advice and guidance was also given about health
and safety legislation)
■ OHSR advice delivered on site to SMEs and their employees. This included an initial
assessment of SME needs and the development of a bespoke action plan, followed by
additional visits to check progress.
Key findings of relevance to the HWMK pilot include:
■ Local authority enforcement officers provided a referral route into the service for SMEs
and were helpful in encouraging less motivated SMEs to use the service.
■ Direct mailings followed up with telemarketing were the most effective means of
recruiting SMEs to use the safety adviser aspect of the service. Referrals from
enforcement staff also proved effective. As the pilot progressed, word-of-mouth referrals
were also important.
■ The number of calls to the adviceline was lower than anticipated. Requests for advice
from businesses focussed on safety policies, risk assessments and statutory health and
safety requirements.
■ SMEs were assessed as most in need of support on risk assessments and safety policies.
There was low demand for support on occupational health issues.
■ Fifty-two out of a total of 123 SMEs visited by an adviser were considered to have
engaged with the service and worked to achieve an agreed action plan. One-quarter of
these were assessed as having a good/excellent understanding of risk control measures
prior to the visit by a safety adviser. Fifty-one of these SMEs reported benefits in terms of
improved health and safety systems and improvements in managers/workers’ level of
expertise/knowledge.
■ A number of challenges were identified in delivering safety advice through the visits.
These included SMEs’ pressing work commitments, and the time and resources required
to make changes.
1.4

WORKBOOST WALES (WBW) PILOT

This pilot is an extension of the WHC pilot service offered in Wales. Funded by HSE and
Welsh Assembly Government, WBW was specifically designed to link the provision of
health and safety support to SMEs with the broader efforts of the Welsh Assembly
Government on health and well-being (eg through initiatives such as Welsh Backs and
Mental Health First Aid). This pilot may provide a useful indication of the long-term running
costs of a WHC-type service. The evaluation of this pilot will be available in early 2010.
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1.5

OTHER RESEARCH ON OHSR SUPPORT AND SMES

In addition to findings available from HSE pilots attempting to deliver OHSR support to
SMEs, there is a variety of existing, related research that can be drawn on when assessing the
evidence from this evaluation of HWMK.
As an adjunct to the main WHC evaluation, a survey of SMEs’ existing health and welfare
provision was carried out.1 This assessed both practice and attitudes towards health and
welfare provision in the workplace. SMEs were drawn from across the country outside of
WHC ‘pathfinder’ areas. The key findings were that:
■ SMEs did not see sickness absence as a problem
■ SMEs have a ‘safety’ focussed view of what constitutes health and welfare provision,
although they undertake a number of activities informally which they do not necessarily
link to workplace health (eg offering flexible working).
An earlier study, conducted by the Health and Safety Laboratory (HSL) aimed to identify
those communication techniques that work with SMEs.2 The review resulted in several
recommendations:
■ The importance of sector-specific information, where possible.
■ The use of simple, straightforward language.
■ The use of a variety of sources of information. Reliance on one activity may not be
sufficient in getting the message across.
■ The use of intermediaries (eg banks, trade associations) as a channel of communication
with SMEs.
1.6

EXISTING HSE PROVISION

In addition to findings from HSE pilots and other, relevant research, some information is
available from existing sources of provision. HSE already offers a service for employers
called ‘Infoline’. Infoline is HSE’s public enquiry contact centre, and a ‘one-stop shop’ for
all enquiries relating to HSE and what HSE does. Infoline gives people rapid access to
HSE’s wealth of health and safety information, and helps them navigate regulations and
guidance. It also provides access to HSE’s free and priced publications and products via HSE
Books. Infoline differs from HWMK in that it will only give enquirers information.
Enquiries that require advice, guidance or interpretation are referred to an HSE expert to deal
with. Infoline takes around 250,000 calls and over 25,000 written enquiries each year.
Infoline answer 90 per cent of contacts themselves, with the remaining ten per cent being
referred either to an expert within HSE or HSE Books.3

1

Tyers C and Carta E (awaiting publication by HSE), Work and well-being provisions amongst SMEs: What
are smaller employers doing to protect the health and welfare of their staff?

2

Gervais RL (2006), An evaluation of successful communication with small and medium-sized enterprises
(SMEs). Health and Safety Laboratory.

3

See www.hse.gov.uk/contact/index.htm for more information about this service.
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1.7

POLICY BACKGROUND

In June 2000, the Government and Health and Safety Commission sought to inject new
impetus to better health and safety in all workplaces and launched a ten-year strategy. It
contained the first ever targets for Great Britain’s health and safety system.1 One of the ten
strategy points emphasised the importance of occupational health support in reaching these
new targets. There was also an emphasis on the need for a more positive engagement with
small firms and a wider partnership on health and safety issues.
The Health and Safety Executive (HSE) published a new strategy document in 2009.2 This
sets out a range of goals for the future work of the regulator. These include:
■ Customising support for small and medium-sized enterprises (SMEs),
acknowledging the importance of SMEs to Great Britain’s economy and the importance
of working in new ways to help them understand how to comply with health and safety
law in a manner proportionate to the risks posed by their work activities.
■ To encourage an increase in competence, with the aim of enabling greater ownership
and profiling of risk, thereby promoting sensible and proportionate risk management. The
essence of competence is described as the ability to recognise the most common/serious
risks that occur in operational activities and then to control and manage those risks.
■ Creating healthier, safer workplaces, acknowledging the complex nature of setting
targets and implementing actions in relation to work-related ill-health. The goal here is to
‘specifically target key health issues and to identify and work with those bodies best
placed to bring about a reduction in the incident rate and number of cases of work-related
ill-health’ (page 12 of the strategy).
Creating healthier, safer workplaces is an important part of the Government’s current policy
focus on improving the health of Great Britain’s working age population. A review by Dame
Carol Black for the Department of Health (DoH) and Department for Work and Pensions
(DWP)3 set out a vision for health and work in Britain in which the relationship between
health and work becomes universally recognised as integral to the prosperity and well-being
of individuals, their families, workplaces and wider communities. Within this vision, healthy
workplaces are seen as key to preventing illnesses, along with good jobs (which are well
designed and offer good relationships with managers and co-workers, for example). Taking
steps to intervene early in the case of any health problem is also a priority within the review,
through better links between healthcare professionals and employers/employment. The
review specifies the importance of employers going beyond compliance with health and
safety legislation, extending their agenda into health and well-being. It also highlights the
difficulties that smaller organisations can face in accessing occupational health services.

1

These targets were that, by 2010: the number of working days lost from work-related injury and ill-health to
be reduced by 30 per cent; the incident rate of fatal and major injury accidents to be reduced by ten per cent;
and the incident rate of cases of work-related ill-health to be reduced by 20 per cent.

2

See www.hse.gov.uk/strategy/ for further information on the detailed strategy.

3

Black C (2008), Working for a healthier tomorrow: Dame Carol Black’s review of the health of Britain’s
working age population. TSO, London.
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The Government’s response to the review 1 highlights the actions that will be taken at three
levels; individuals, healthcare professionals, and employers. For individuals these plans
focus on piloting ‘Fit for Work’ services providing improved advice about occupational
health from GPs, and which relate to a new ‘fit’ rather than ‘sick’ note. Also, a greater
prominence will be given to funding services for people with mental health conditions. The
government is also committed to providing better advice and training to healthcare
professionals which will allow them to help their patients back to work. Employers are to be
given better information about the costs of absence and support for individual employee
health issues. SMEs are specifically mentioned as needing particular support.

1

Department of Work and Pensions and Department of Health (2008), Improving health and work: changing
lives, The Government’s Response to Dame Carol Black’s Review of the health of Britain’s working-age
population, London, TSO.
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2

EVALUATION OBJECTIVES AND DESIGN

This chapter presents the objectives set for the evaluation and an overview of the different
evaluation components.
2.1

CHAPTER SUMMARY

■ The aim of the evaluation was to provide an assessment of the processes by which the
HWMK pilot operated.
■ The evaluation had a number of objectives, but central to these was testing a new way of
delivering OHSR support to SMEs. A key aim of the evaluation was comparing the
processes and costs of delivery with that of other, similar initiatives (eg WHC).
■ A quantitative assessment of benefits, and therefore a formal cost-benefit analysis, was
not part of the evaluation aims or design. However, it was anticipated that as the model of
delivery was similar to that of WHC, relevant figures from the evaluation of the latter
may be applied to HWMK.
■ The evaluation comprised the following activities:
□ analysis of management information data provided by HWMK pilot staff on how
many SMEs used the pilot and what they used it for
□ semi-structured interviews with HWMK pilot staff on the set-up, operation and
progress of the pilot
□ qualitative work with stakeholders with an interest in, or who were involved with, the
pilot in some way
□ user case studies, comprising semi-structured interviews with an HWMK user, a
linked adviser, and where possible, an employee from the relevant organisation
□ semi-structured interviews with SMEs who were eligible to use the pilot but who did
not use it.
2.2

EVALUATION OBJECTIVES

The evaluation set out to examine the following:
■ The practical operation of the service, including an assessment of what works and lessons
for any future development of OHSR advice services delivered in partnership between
Local Authorities and HSE Field Operations Directorate (HSE FOD).1
■ Partnership working between HSE, LA staff and local stakeholders in the marketing of
the service to SMEs.
■ Take-up and response to the service, including whether SMEs will approach health and
safety regulators for support on OHSR issues.

1

HSE’s Field Operations Directorate is the largest operational inspectorate in HSE covering a variety of
employment sectors including construction, agriculture, manufacturing, engineering etc.
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■ The role of HSE brand and the familiar face of a local authority in overcoming any fears
of the regulator.
■ Key similarities and differences between this model and that delivered by WHC, and any
effects on the uptake of advice.
■ Whether staff with a lower formal qualification than for WHC can effectively deliver
OHSR support to SMEs.
■ Whether HWMK advisers enable SMEs to resolve current and future workplace health
and safety issues themselves (whether knowledge and skills are effectively transferred to
service users).
■ Whether users of the HWMK service act on the advice received and the effect of the
service on changes to health and safety practices and procedures in participating
organisations.
■ The costs of service delivery and how these compare with similar initiatives, eg WHC.
It should be noted that the evaluation was not designed to provide a quantitative assessment
of the pilot’s impact or a formal cost-benefit analysis. The intention was to apply relevant
figures from the impact assessment of the WHC pilot, unless the findings for the HWMK
pilot (in terms of the types of changes that employers were making) were very different from
those made by WHC users.
2.3

EVALUATION DESIGN

The evaluation aimed to address the objectives above by drawing on information from four
separate groups: users of the HWMK pilot; HWMK pilot staff; stakeholders with an interest
in the pilot; and SMEs in Milton Keynes who were eligible for the pilot but did not use it.
This latter group were of particular interest following the low recruitment of SMEs in the
early months of the pilot.
2.3.1 Data from HWMK pilot staff
Management Information (MI)
HWMK pilot staff used a customised database based on an adapted version of the
management information system used as part of WHC. Data was collected and entered into
the database by pilot staff. The evaluation team were supplied with two data extracts in
Microsoft Excel. One related to all SMEs contacting the service and contained 210 records.
The second contained 201 records and provided detailed data on workplace visits for all
SMEs accessing this part of the service. The main purpose of the MI was to collect
information on:
■ the number and types of SMEs who used the pilot
■ what these SMEs used it for (the nature of the advice and support they received and how
they received it – by telephone or at a workplace visit)
■ some information potentially relevant to the costs of delivery such as the duration of
workplace visits, and whether and how much time other HSE FOD staff spent advising
HWMK pilot advisers
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■ some information on outcomes such as HWMK advisers’ assessment of OHSR practice at
a follow-up visit.
Data collected covered variables such as:
■ size of the organisation at the worksite
■ size of the organisation in the UK
■ whether the organisation has more than one premise/site in the UK
■ sector of the organisation (high level SIC1 code)
■ whether the organisation has access to occupational health advice
■ purpose of the contact with the pilot (eg to arrange a visit or to receive advice over the
telephone)
■ topics discussed either over the telephone or at a workplace visit
■ duration of a workplace visit
■ whether, and how much, time was spent by other HSE FOD staff in providing advice to
HWMK pilot advisers
■ adviser assessment of any progress made.
Data on costs and marketing
The evaluation team were supplied with a breakdown of key marketing activities, when they
took place and their cost. In addition, pilot staff provided an Excel spreadsheet showing a
breakdown of estimated, and where possible, actual costs, involved in setting up and
delivering the pilot.
Semi-structured interviews
The evaluation team visited HWMK staff twice during the course of the pilot. These visits
were planned to take place towards the start and end of the pilot. In fact, the earliest it was
possible to undertake an initial visit was November 2008. The latter visit took place in
March 2009. The purpose of conducting two visits was to gain an understanding of the
development of the pilot, its operation and progress over time.
Semi-structured interviews were carried out with HWMK pilot staff including the pilot
manager and advisers. Areas covered varied depending on the pilot staff concerned but
included:
■ views and experiences of partnership working with the LA and other stakeholders
■ approach to, and views on, marketing of the pilot
■ the operation of the different elements of the pilot and how well they were felt to be
working
■ the response of SMEs to the pilot.
1

Standard Industrial Classification.
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HWMK advisers were also interviewed about each of the 50 SMEs that took part in the user
case studies (see Section 2.3.3).
Other data
The evaluation team were also provided with internal HSE progress reports on the pilot.
2.3.2 Data from stakeholders
Semi-structured interviews were conducted either face-to-face or over the telephone with a
range of stakeholders who were involved with, or had an interest in, the HWMK pilot. These
could last up to half an hour but were often much shorter reflecting the sometimes limited
involvement of the stakeholders with the pilot. Stakeholders included representatives from
local business, voluntary organisations and staff with enforcement responsibilities from both
HSE and LA. Interviews with stakeholders covered:
■ their role and extent of involvement with the HWMK pilot, and
■ their experiences and views of the pilot.
2.3.3 User case studies
Fifty SMEs who received a visit from an HWMK pilot adviser agreed to take part in semistructured interviews either face-to-face or over the telephone about their use and experience
of the pilot. Interviews could last anywhere between 15 minutes and an hour depending on
the mode of interview, the time available to the employer and their depth of involvement
with the pilot. It was originally anticipated that these interviews would take place roughly
two months after an SME had been visited by an adviser. The two-month time gap was
intended to give the SME sufficient time to make changes following a visit from an adviser.
Where possible, the original aim was to conduct a further, follow-up interview two months
after the first to gain an understanding of whether impacts were sustained over time (the
follow-up would also provide the opportunity to chart the progress of those SMEs who took
longer than two months to implement any recommendations from an adviser). In the event,
23 SMEs agreed to take part in a follow-up interview.
In practice, due to low user numbers and the evaluation starting relatively late on in the pilot
(interviews were not able to start until February 2009), it was necessary to take an
opportunistic approach to sampling to achieve interviews with 50 SMEs. This means that
SMEs could have undertaken their first interview up to 12 months, and their follow-up visit
up to 16 months (follow-up interviews took place between two and four months after the first
interview), after their initial visit from an adviser. The risk with this approach is that SMEs
do not recall, or recall accurately, their contact with the pilot. However, experience from the
interviews with both SMEs and their HWMK advisers suggested that this was not, in
practice, an issue.
The employers interviewed covered a range of sizes and sectors. Interviews with employers
covered:
■ background and nature of the organisation, including health and safety practice
■ nature of pilot services used, their experience and views of them
■ views on a service provided by the regulator
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■ changes made as a result of contact with HWMK pilot and its impact on their business
■ whether they would be willing to pay for an HWMK-type service, and if so, how much
they would be prepared to pay.
Where possible, an employee from the SME was also interviewed to gain their perspective of
the HWMK pilot, both in terms of their involvement with it and whether it was perceived to
make an impact on health and safety within the organisation from their point of view.
For each SME interviewed, a brief telephone interview was carried out with the relevant
HWMK adviser about that SME. Key issues covered included:
■ level of health and safety competence within the organisation visited
■ main issues addressed at the visit
■ response of the SME concerned to the advice given
■ barriers faced by the SME in addressing any health and safety issues identified.
2.3.4 Non-user data
The evaluation team was supplied with a Microsoft Excel spreadsheet with details of
employers that had received some form of marketing about the service but who had not used
the service. The spreadsheet contained over 1,600 records where information on the type of
marketing approach used was available. Information on size and sector was available for
only some of these organisations.
This spreadsheet was used to set up 46 brief, semi-structured telephone interviews of up to
15 minutes with SMEs who were eligible for the HWMK pilot but who did not use it. In
setting up the interviews, employers were selected to reflect, as much as possible, the
different marketing approaches made. The non-user sample therefore cannot be said to be
representative in any way of SMEs in Milton Keynes, but does provide some insights into
why certain employers did not use the service.
Interviews began in April 2009 after the pilot had finished, and ran until July 2009.
Employers were asked about a range of issues including:
■ whether they had heard about the HWMK pilot
■ their understanding of what the service offered (if they had heard about it)
■ reasons for not using the HWMK pilot
■ views on a service provided by the regulator
■ what kind of OHSR service they would be interested in, and whether (and how much)
they would be willing to pay for it
■ existing sources of support in managing health and safety, and whether any additional
support was needed.
2.4

LIMITATIONS OF EVALUATION APPROACH

The main limitation of this evaluation is the absence of a formal impact assessment. It is not
possible to quantitatively assess the benefits of the pilot or whether these are additional to
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what would have happened in the absence of the pilot. The absence of a formal impact
assessment also precludes a full cost-benefit analysis.
However, the original plan for the evaluation anticipated drawing an indication of the likely
costs and benefits to employers of the pilot from those derived from the evaluation of the
WHC pilot (providing the type and extent of changes described by HWMK users were
similar to those described by users of the WHC pilot).
The other main limitation is that qualitative work has been carried out with a self-selected
sample of both employers using the HWMK pilot, and those eligible but who did not use it.
Although interviews with both groups provided a useful indication of views and experiences,
it is unknown whether these represent the views of SMEs more widely. In particular, it is
possible that employers who did not perceive much benefit from HWMK or who are less
engaged with health and safety have not participated in this research.
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3
3.1

MARKETING AND STAKEHOLDER ENGAGEMENT

CHAPTER SUMMARY

■ Marketing of the pilot began with its launch and involved a limited range of discrete
activities. A more co-ordinated strategy, developed and implemented in advance of the
pilot, and with professional marketing support is likely to have been a more successful
approach.
■ Local safety, health and awareness days (SHADs) were the most important way that
HWMK generated employer interest in the pilot. Employers often felt more comfortable
receiving advice at a location away from their premises in the first instance.
■ Telemarketing and leaflet drops (where advisers visited business premises and left
information about the pilot with employers) were also effective ways of reaching SMEs.
Advisers felt more comfortable with the latter, and found telemarketing difficult to carry
out.
■ Partnership working between HSE and LA in marketing the service appears to have
offered both advantages and disadvantages. The connection with the LA provided a
strong local presence and knowledge of local stakeholder networks through which to raise
the profile of the service. However, negative perceptions of the LA (in general, rather
than as a regulator of health and safety) may act as a disincentive to engagement for some
SMEs.
■ Links between HWMK and health and safety regulators did not stop employers engaging
with the pilot. However, the employers involved in this evaluation had either a) engaged
with the pilot or b) did not feel that they had any health and safety problems. The view of
other, less engaged or developed, SMEs may be different. A small number of users and
some business representatives did express concerns about the link with the LA and felt it
may have been off-putting for some.
3.2

MARKETING OF THE HWMK PILOT

One of the major challenges for the HWMK service was to engage with SMEs, particularly
those who may be finding it difficult to meet their health and safety requirements. HWMK
tested a different approach to marketing an OHSR advice and support service to SMEs,
relying predominantly on HSE/LA staff seconded to the project and contacts with local
stakeholders to market the service.
3.2.1 Overview of marketing approaches used
A range of marketing approaches and activities were used throughout the duration of the
project to promote HWMK. These included:
■ an initial launch event at a business networking group
■ a stakeholder engagement plan drawn mostly from contacts provided by the LA
■ coverage in local business press
■ e-newsletters, and a dedicated website linked to HSE and LA websites
■ mail shots
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■ in-house telemarketing (ie telemarketing carried out by HWMK staff)
■ leafleting by advisers at local industrial sites, where they would speak to an employer and
leave written information about the service with them
■ local Safety, Health and Awareness Days (SHADs), aimed at marketing the service rather
than delivering complete training packages.
Aside from some support early on in the project from the LA’s communications team, the
service did not have or engage professional marketing support. Unlike the WHC pilot, there
was no formal marketing strategy developed in advance of service delivery. An overview of
the main activities, and when they occurred, is presented in Figure 3.1.
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Figure 3.1: HWMK Timeline
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3.2.2 How employers heard about the service
An indication of how important these various marketing activities were in reaching SMEs is
available from the HWMK pilot database. Table 3.1 shows that SHADs were by far the most
important route for reaching SMEs. SHADs were also the most important route for
generating workplace visits. Telemarketing was the next most common way for employers to
hear about the pilot, along with using leaflet drops and/or contact with LA or HSE
representatives.
Table 3.1: How employers heard about the service
How heard about service

%
(n= 210)

Local SHAD

31.4

Telemarketing

13.3

Leaflet drop

12.4

HSE/LA or other representative

10.5

Mail shot

6.7

HWMK website

6.7

Other

9.6

Don’t know

10.5

Note: There were 197 unique employers in the service database. Nine employers had more
than one contact with the service. More than one response for each of these employers is
recorded in the above table.
Source: IES Analysis of HWMK pilot database, October 2009

When the data is broken down by size and industrial sector, the numbers involved become
very small, and it is therefore difficult to identify any trends. However, small organisations
appear to be more likely to recall hearing about the service through leaflet drops, whilst the
website seems to have been more attractive to employers in the manufacturing/primary
activities sector (see Appendix, Tables A1.1 and A1.2).
The 50 in-depth user interviews highlighted a range of different entry points to the service.
Local SHADs were the most common way for HWMK to engage with these employers, and
they often responded to marketing about a SHAD before going on to consider using the
HWMK service. Other ways of finding out about the service were receiving a direct
approach from the service via an email or posted flyer. Employers responded to these
approaches most commonly when they had an existing interest in improving health and
safety. Additionally, referrals from their local authority (eg through the environmental health
department), from HSE following an incident or inspection, or other employers who had
used the service, was another way of becoming a user. Only a few employers had been
proactively seeking some form of support with health and safety (eg by using HSE website)
and found HWMK in that way. Some of these marketing activities and their perceived
effectiveness are discussed in more detail below.
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Local safety, health and awareness days (SHADs)
Two SHADs were run during the course of the pilot, the first in June 2008 and the second in
January 2009. Publicity for the initial event involved a mail shot to around 4,000 businesses
in Milton Keynes – 150 responded, of which 100 attended the event. HWMK pilot staff felt
that the response to the mail shot had been supported by the use of HSE envelopes (to avoid
it being treated like junk mail). This is consistent with the experience of marketing WHC.
SHADs were felt by HWMK pilot staff and stakeholders to be an effective way of engaging
with SMEs. There were several reasons why this was felt to be the case:
■ the session was relatively short – it lasted for a morning
■ the event was free
■ the event was delivered by the regulator, but done so in a neutral environment, offering
both a refresher and an update on health and safety.
‘I thought they were a great success. The feedback was good on the day and people
were glad to have something from the horse’s mouth as it were. They were getting it
from the people who were going to be coming in and enforcing and the people who
could be expected to know what the law says as opposed to a consultant.’
(Senior Environmental Health Officer)
SHADs were felt to not only be effective in generating visits, but also in terms of raising the
general awareness of the service or providing opportunities to do so. The events led to a
number of invites to present to business networking groups. SHADs also provided a basis on
which to telemarket the service, an approach that was felt to be more effective than
approaching employers ‘cold’.
A few SMEs who received marketing about HWMK but who did not use the pilot had
planned to attend a SHAD but had been unable to due to other commitments. These SMEs
expressed an interest in the SHADs even though they did not feel they needed additional
support in managing health and safety. SHADs were seen by these SMEs as an opportunity
to share information and learn from others’ experiences.
One stakeholder felt that SHADs should have started earlier.
Telemarketing
Telemarketing was carried out by HWMK pilot staff. This was felt to be an initial success
and to be essential in the early months of the pilot prior to the first SHAD in June. Table 3.1
shows that telemarketing was the second most important route for getting SMEs to use the
pilot (with 13 per cent of SMEs hearing about the pilot through this route).
However, the general impression from speaking with advisers was that they found
telemarketing a difficult activity to engage in. It required a different skill set to that held by
the advisers. Having said that, advisers generally found telemarketing less onerous and more
successful when preceded by other marketing activity (eg mail shots or SHADs).
In contrast to the in-house approach adopted by HWMK, WHC employed a professional
telemarketing company to generate interest in the pilot. Telemarketing was by far the most
important method for reaching SMEs, with nearly 40 per cent of all WHC users hearing
about the pilot through this route.
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Leaflet drops
Another marketing method was the use of leaflet drops to local industrial estates. These
could often be combined with a workplace visit in the area. This approach offered advisers
the opportunity to meet small business owners face-to-face, explain the service to them, and
leave them with written marketing materials. Advisers estimate that between one in ten and
one in 30 contacts of this nature resulted in the uptake of a visit. Advisers generally felt more
comfortable with promoting the pilot through leaflet drops than through telemarketing
approaches.
Main points
■ A range of marketing approaches were used to promote the HWMK pilot. By far the
most important route into the service were local SHADs which offered a way of
engaging local businesses on neutral territory and overcoming any concerns about
allowing advisers onto their premises.
■ Telemarketing and leaflet drops to businesses also generated interest, although the
latter approach was much more acceptable to advisers.
3.2.3 Partnership working with the local authority and stakeholder
engagement
One of the key objectives for the evaluation was to assess the effectiveness of partnership
working between HSE, LA and local stakeholders in marketing the HWMK pilot to SMEs in
Milton Keynes.
Table 3.1 shows that HSE inspectors and LA Environmental Health Officers (EHOs) played
a role in generating interest in the pilot (ten per cent of employers came through this route).
LA EHOs were positive about the pilot and felt that it had usefully reached businesses that
would not normally be inspected or would not be able to afford a health and safety
consultant. HSE inspectors played less of a role in promoting the service at SHADs to help
preserve the ‘Chinese walls’ between HWMK and regulatory activity, but provided informal
support to advisers in the delivery of advice and information.
‘ … for me, they were a good support for smaller businesses who might not be able
to afford a consultant to come in. There are a couple of local consultants that I am
quite happy to recommend but I know what their charges are. Some of these
businesses can’t afford to do that and so from that point of view I think it was good.’
(Senior Environmental Health Officer)
Operating with the support of the LA had the major benefit of providing a strong local
presence. This included having access to existing networks, and knowledge of how to engage
stakeholders, and which ones were most important to include in networking activities.
‘I think it actually worked quite well …. Councils in general bring something that
HSE doesn’t which is a local presence and a range of networking [systems] …. It
saved a lot of work setting that up.’
(HWMK Pilot Manager)
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In the early days of the pilot, HWMK also had useful support from the LA’s
communications team. The loss of this support part way through the pilot and the lack of
alternative, professional, marketing support represented a challenge for the pilot.
‘Initially they were very helpful but that [largely] dried up. We hadn’t made
arrangements to set up professional marketing or communications input from [HSE’s
external] contractors, so we were struggling in that respect.’
(HWMK Pilot Manager)
The HWMK pilot also engaged with local business networking groups and representative
organisations. They generally had limited involvement with the pilot, but this could include:
■ attendance at SHADs
■ inviting HWMK to present at their own networking events
■ assisting in developing an approach to marketing the pilot
■ providing direct referrals.
Although some business stakeholders were aware of one or two employers who had used the
pilot and had received positive feedback about it, business stakeholders did not turn out to be
the rich source of referrals originally anticipated. They were, however, felt to be valuable in
raising the general awareness of the pilot.
‘A lot of the stakeholders don’t have much day-to-day contact with businesses. They
don’t employ their own advisers who go out and talk to people (or not very much
these days) and they all found it very difficult to actually deliver visits. They might
generate a lot of activity (say when we were doing the mail shots, publicity, website
hits etc.) but they don’t actually deliver a lot of clients to the service.’
(HWMK Pilot Manager)
The initial focus of stakeholder engagement activity tended to be larger business networking
groups. Parish councils and smaller business networking groups were later found to be
valuable contacts, both as potential clients themselves and as routes into several, smaller
businesses.
Main points
■ Partnership working between HSE and the LA appears to have worked reasonably
well in marketing the pilot’s activities.
■ The LA offered a local presence and knowledge of local stakeholder networks through
which to raise awareness of the pilot.
■ HSE Inspectors and LA EHOs were positive about the pilot, provided referrals to it,
and felt it complemented their activities.
■ More professional support with the marketing of the service would have been
beneficial.
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3.2.4 Marketing of a pilot delivered by the regulator
Two of the evaluation objectives relate to how a pilot delivered by the regulator is perceived
by SMEs, and whether or not this connection impacts adversely on SMEs’ willingness to
seek advice.
Interviews with HWMK pilot staff suggested that small businesses are sometimes sceptical
when they are offered a ‘free’ service, experience having taught them that this is often
simply a marketing ploy. However, having a strong link with a regulator was a way to
distinguish HWMK from other providers, and reassure employers that the service was free.
‘When we were doing the telemarketing, it clearly came over – the resistance to anything
that appears to be free … it had to be a “catch”. In those circumstances, saying that it
was provided by National Government or Local Government was a selling point because
a lot of the respondents would then say, “Oh well, perhaps it is free then”.’
(HWMK Pilot Manager)
When visiting local businesses on leaflet drops, advisers sometimes used their HSE/LA ID
cards to distinguish themselves from cold-callers. Whilst in some cases, advisers felt that the
link with the LA was helpful, in other cases it was perceived to be less so. Some negative
perceptions of the LA amongst local businesses led to the re-badging of the pilot as a joint
project between HSE and LA rather than the other way around.
None of the business stakeholders interviewed felt the connection with HSE was an issue,
although some did have concerns about the link with the LA. One business representative
mentioned that take-up of the pilot may not be as high as it could be due to negative
perceptions of the LA’s attitude towards local businesses.
‘I think the Milton Keynes Council partnership was not seen as helpful, so that was
probably a bit of a negative. There is nothing wrong with the people there or
anybody who was involved in assessments. There was no query over that. It is just
that they do have a bit of a reputation locally of being unhelpful to business.’
(Local business stakeholder)
The HWMK pilot was designed to operate at a distance from the enforcement arm of the
regulator, with information only passed on by advisers to the regulator for matters of
‘evident concern’. HWMK advisers described the efforts they made with employers to be
clear about the confidential nature of the pilot. The SHADs also seem to have been an
effective means of providing information about the pilot and assuring potential clients of its
independence from the regulator. Business stakeholders, HWMK users and the small number
of SMEs who were aware of the service but chose not to use it all seemed clear about the
advisory nature of the pilot.
‘I don’t think it was a problem because we explained from the outset that it was
confidential and reassured them that their information was confidential. That the
inspectors wouldn’t have access to it.’
(HWMK Adviser)
‘That wasn’t such an issue. I think people’s perception of HSE is yes, they do clamp
down hard when there are severe breaches in health and safety …. I think people are
getting used to the idea that some public bodies are becoming more advisory and
supportive rather than clamping down on you.’
(Local business stakeholder)
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‘It is a good service that is sort of impartial and it is not about clamping down on
businesses. It is more about educating them and advising them, which I think is the
right way forward.’
(Local business stakeholder)
‘... from what I understood it was purely coming in and helping you to identify where
you needed some work doing in terms of your health and safety. I didn’t see it as an
inspectorate.’
(Director of a medium-sized charity)
However, one or two non-users expressed negative perceptions of some aspects of services
provided by the LA and felt this may have acted as a barrier to their use of the pilot.
Main points
■ Efforts made by HWMK pilot staff to be clear about the advisory nature of the pilot
and its distance from the enforcement arm of the regulator appear to have been
successful.
■ Amongst the SMEs interviewed, the link with the regulator does not appear to have
acted as a disincentive to engaging with HWMK. However, these were either SMEs
who used the service. Or, in the case of non-users, SMEs who generally felt their
existing health and safety systems were adequate. It is therefore difficult to know
whether the views expressed would apply to SMEs more widely.
■ A small number of non-users and local business representatives felt that the
association of HWMK with the LA may act as a disincentive to engagement with the
pilot.
3.2.5 Overall approach to marketing
Although marketing of the pilot involved a range of activities, these did not represent a
concerted programme of marketing, rather a set of discrete activities. A marketing strategy
was not developed in advance of the pilot and, as noted previously, no professional
marketing or communications support was available or organised beyond the early months of
the pilot.
Initial marketing efforts were focussed on a launch event in January 2008 alongside enewsletters from Business Link, followed by the launch of an HWMK website in February
2008. On reflection, HWMK staff felt that the marketing should have started prior to the
launch of the pilot and involved multiple activities.
‘We didn’t have a concerted programme of marketing. It tended to be based around
the launch and discrete things like the mail shot. I think that now, in hindsight that
was a mistake. We should have started the marketing earlier and we should have had
multiple marketing [methods].’
(HWMK Pilot Manager)
These sentiments were echoed by an LA stakeholder with respect to the SHADs.
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‘Getting that message out and SHADs are a good day for doing that and getting
basic information out to people. I just feel it is a pity that they didn’t do that sooner.’
(Senior Environmental Health Officer)
It is accepted wisdom that it can take several months to build awareness of a new service.
This has been the case with a number of HSE initiatives, eg WHC, Constructing Better
Health. A point emphasised by a local business stakeholder.
‘I think it is just one of the problems of trying to create a new brand overnight. I
think every time somebody launches an initiative they feel that they have got to come
up with a name and a brand. Actually I think that is quite hard to do. I think it would
be a lot easier if it was just badged up with something that already exists.’
(Local business stakeholder)
■ On reflection, HWMK pilot staff felt that marketing of the service should have started
earlier (prior to launch).
■ Marketing of the pilot involved a range of discrete activities and was not supported,
for the most part, by professional marketing expertise. Pilot staff felt that a more coordinated strategy using multiple marketing methods would have been beneficial.
3.3

CONCLUSIONS ON MARKETING OF THE HWMK PILOT

Partnership working between HSE and LA in marketing HWMK offered both advantages
and disadvantages. The local knowledge and presence of the LA helped to raise the profile of
the pilot, although for some SMEs the link with the LA may act as a disincentive to
engagement. Pilot staff appear to have effectively communicated the independence of the
pilot from the regulator. The link with the regulator does not appear to have deterred local
SMEs interviewed by the evaluation team from engaging with the pilot, although it is unclear
whether this would be the case for SMEs more generally. A range of discrete marketing
activities were pursued with varying degrees of success. SHADs, in particular, offered a way
of engaging SMEs in a way that was acceptable to them. However, starting marketing efforts
prior to the launch and engaging the support of professional marketing and communications
support could have proved valuable in raising the profile of the pilot. Future pilots or
services of this nature should also consider carefully using advisory staff to carry out sales
and marketing activities that may not fit their skills profile.
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4
4.1

SERVICE TAKE-UP, REACH AND DELIVERY

CHAPTER SUMMARY

■ Take-up of the adviceline was low (although no targets were set for this element of the
service) and only 52 calls were taken which resulted in the provision of advice over the
telephone. The adviceline was not marketed as a service in its own right, however, with
messages focussed on the visit service (as was the case for WHC). Advisers taking calls
attempted to convert these into visits rather than the provision of telephone advice. Given
these factors it is difficult to assess potential demand for a telephone service, particularly
one which goes beyond what is already offered by HSE Infoline.
■ Take-up of the visit service was also low and below target. The service had initial targets
of conducting 400 adviser visits to SMEs. This was reduced to 200–250 visits
acknowledging a limited employer response in the first months of service operation.
Despite being given an additional three months delivery time, the final figures show that
just 196 visits took place in total.
■ The HWMK pilot did focus service provision on its target group (ie organisations with
fewer than 249 employees). The service found employers with fewer than ten employees
and from some higher risk sectors (eg construction) the most difficult to engage with (ie
small businesses are not represented in the same proportion that they exist in the MK area
– see Table 4.2.2).
■ Most users of HWMK required fairly basic health and safety advice with only a very
small number receiving advice on occupational health or absence management issues (as
was the case for the WHC pilot). The majority used the service to make general
improvements to health and safety, most commonly risk assessments and the
development or implementation of health and safety policies.
■ Delivering OHSR advice using HSE/LA staff operating independently of the regulator
does not appear to have acted as a disincentive to use of the pilot, although some SMEs
did have some initial concerns. However, it is not possible to know from this evaluation
whether this would be the case for SMEs more widely, as the SMEs represented here had
agreed to take part in research about health and safety and so may be more engaged than
the average employer.
■ Advisers qualified/trained to NEBOSH certificate/HSAO level (a lower qualification than
that held by WHC advisers) were able to deliver the OHSR advice needed by SMEs in
the majority of cases HSE inspectors provided assistance with more complex questions
(eg the interpretation of HSE guidance). As their experience of visiting employers
increased, and their understanding of the issues improved, HWMK advisers required
more support from HSE inspectors rather than less. However, as the pilot progressed,
they were dealing with larger businesses and more complex issues.
■ The majority of employers interviewed about their use of the pilot were satisfied with the
service they received and most felt that they would be prepared to pay for a similar
service in the future (although often very low amounts – the maximum being £500).
HWMK users often felt that they had received a better service from the pilot than they did
from their existing consultants. Non-users, in contrast, were mostly happy with their
existing support and felt this would offer better value than a Government-sponsored
service.
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■ The majority of employers visited by the HWMK pilot had, according to adviser
assessments, good or moderate existing health and safety systems. This raises a question
regarding how a service targeted at SMEs can more effectively reach those most in need
of improvement and support.
4.2

SERVICE TAKE-UP, REACH AND DELIVERY

Key objectives for the evaluation of the HWMK pilot were to assess:
■ take-up and response to the pilot
■ the key similarities and differences in the delivery model compared with WHC, and their
impact on the uptake of advice by SMEs.
In assessing take-up, it is important to consider both:
■ the numbers of SMEs using the pilot as measured against targets set by HSE/LA
■ how effectively the pilot reached its target group, ie SMEs in Milton Keynes.
The above objectives are discussed with reference to the key aspects of the pilot below.
4.2.1 Local adviceline
According to the HWMK pilot database, there were 52 calls from 48 employers (45 of which
were SMEs) where advice or information was sought over the telephone. Approximately
four-fifths of these employers had less than 50 employees, with half of these having less than
ten employees. The local adviceline did, therefore, serve employers from its target group, but
only a small number of them.
There were no set targets for the local adviceline, and marketing efforts were aimed at
generating workplace visits rather than advertising a telephone advice service. Advisers
sought to convert calls into visits, and in the majority of cases this happened. Where calls
were not converted to visits, this was either because the SME was outside of the Milton
Keynes area or did not feel the need for an actual visit and was happy to progress things
independently.
‘There’s not been a great deal of advice …. We’ve converted the calls to visits, so we
don’t give advice. We wait until the visit.’
(HWMK Adviser/Administrator)
Sixteen of the 48 employers seeking advice over the telephone also received a visit from an
HWMK adviser. Calls from employers who had received a visit from the pilot seeking
clarification of issues raised either at the visit or in the subsequent report were not routinely
recorded in the HWMK pilot database. The overall volume of calls taken by the pilot is,
therefore, likely to have been higher than the 52 recorded. However, the 52 calls represent
the effective demand for ‘advice’, either to employers not receiving a visit or to those
receiving a visit on issues not discussed at the visit.
The low demand for advice over the telephone led to a change in the original delivery model.
Initially, an adviser was designated each day to operate the adviceline. In practice, once pilot
staff realised how low demand was, all of the advisers were free to attend visits with one
adviser having calls routed to their mobile telephone.
The majority of recorded calls for advice/information concerned aspects of employer duties
and legislation (22 calls) and managing workplace hazards (17 calls). Six of the 50 SMEs
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interviewed about their use of the HWMK pilot had used the local adviceline for something
more than booking a workplace visit. Most of these calls were about safety issues. One
example was a public services organisation who called with a very specific question about
safety equipment, and another call was to check the implications of regulations for an SME
in the leisure industry. Two of the callers had questions about asbestos.
Advice sought from employers who did not receive a visit from HWMK was felt by advisers
to be of a fairly general nature.
‘I had a few calls …. just general advice. I think somebody wanted to know about
what they should have in their first aid box. Somebody else had just taken over the
business and wanted to know what he needed to do. He just wanted the information
but then he felt quite happy to go off and do it on his own. It was just more generic
calls really “what do I do about this or I have got this particular problem” but they
didn’t feel the need for an actual visit.’
(HWMK Adviser)
Two of the employers interviewed spoke about how they had used the local adviceline: to
check their progress following a visit from an adviser; for guidance as they went about
making improvements; and/or for clarification of issues raised in the visit report.
‘Just before we did too much work on something, I’d maybe just ring and say is this
the right way of doing it just to get a bit of support … afterwards it was really the
action points that came out of the visit, just had a few queries about them.’
(HR and training manager, medium-sized maintenance company)
Views on the adviceline from this limited sample were that it was helpful, and the issues in
question were adequately resolved. One manager in particular felt that advisers adopted the
right ‘tone’ when discussing issues.
‘They were great actually …. I guess I’ve got more knowledge of health and safety
than some people would have, but I do think that if you were really new to it that they
would have been really good. There was no patronising tone about it. I think that’s
kind of important, that people don’t feel foolish, that they can phone up and ask daft
questions really.’
(Facilities Manager, medium-sized printing company)
Non-users were also asked for their views on the value of an OHSR helpline. Although some
of these SMEs felt a helpline may be useful, in most cases they were unable to specify any
particular issues that they would want to raise. One or two SMEs indicated that it was ‘nice
to know it was there’ even if they couldn’t think of any particular issues. Where employers
did identify issues, these were generally to do with traditional health and safety. The
remainder of SMEs either felt that they already had sufficient support (which sometimes
included an adviceline as part of a paid-for package) or could access it. A few employers felt
that HSE Infoline was adequate for their needs. One non-user felt that a helpline was likely
to be used by those SMEs who were already engaged with the need for good health and
safety, and that the real issue was in raising awareness amongst less engaged SMEs.
‘You can phone HSE helpline and there has never been a question that I have asked
so far that they have not been able to answer.’
(Manager, large sales and marketing organisation)
‘I know recently or in the last few years they did a big television campaign and they
need to do more things like that in my opinion. I think it would reach a much bigger
audience. Although some of the adverts were maybe a little bit scare mongering I
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reckon they probably made some people think about what they do within their work
environment and how they look after their employees etc. …. rather than a support
line, which to be honest with you already exists.’
(Managing Director, events company)
Main points
■ There was low take-up of OHSR advice delivered over the telephone.
■ However, the focus of marketing and adviser efforts on generating workplace visits
means that it is difficult to draw wider conclusions about the appeal of a telephonebased delivery model. This finding is consistent with that from WHC. Although WHC
used a private contractor to deliver advice over the telephone, its focus was also on
generating workplace visits.
■ SMEs who used the HWMK pilot did value the ability to contact advisers over the
telephone to check their progress and clarify issues raised at visits or in visit reports.
■ Where advice was sought by SMEs who did not receive a visit from HWMK, this was
usually for general advice, support on which may be covered by existing services such
as HSE Infoline.
4.2.2 Workplace visits
The initial target for the pilot was to deliver 400 visits with SMEs by December 2008. Due
to low recruitment rates during the early months of the pilot, this target was revised to 200–
250 visits by the end of December 2008. The operation of the pilot was subsequently
extended until the end of March 2009.
According to the HWMK pilot database, 196 visits with 157 SMEs (28 employers had more
than one visit) were carried out over the 14-month duration of the pilot. Therefore, the pilot
fell just short of its target but with an additional three months of delivery time given to it.
The failure to reach the revised pilot target for number of visits is partly due to low
recruitment in the first five months of the pilot. Figure 4.1 shows the number of initial visits
(ie it does not include follow-up visits to the same SME) taking place during each month of
operation of the pilot. The figure shows that the number of visits more than doubled
following the first SHAD event in June 2008.
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Figure 4.1: Number of initial visits by month of service operation
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Source: IES Analysis of HWMK pilot database, October 2009

In assessing how effectively the HWMK pilot reached its target population, it is useful to
compare the profile of employers receiving a visit from an HWMK adviser with the profile
of SMEs in Milton Keynes. To meet the objectives for this evaluation, it is also important to
compare the profile of employers visited by HWMK with that of those visited by WHC to
assess any differences in take-up between the two pilots. Table 4.1 shows that a greater
percentage of employers visited by HWMK had less than ten employees when compared
with those visited by WHC. However, this reflects the different eligibility criteria in
operation across the two pilots. WHC targeted SMEs with between 5 and 250 employees at
the worksite. HWMK targeted SMEs, including those with less than 5 employees. Removing
SMEs with less than five employees from the comparison results in the profile of WHC and
HWMK users being nearly identical.
When HWMK pilot users are compared against the profile of businesses in Milton Keynes,
SMEs with less than ten employees are under-represented. This reflects the difficulty in
engaging with the smaller SMEs. Table 4.1 also shows that SMEs operating in the public
services sector are over-represented, and SMEs from retail and commercial services are
under-represented, when the profile of SMEs visited by HWMK is compared with the profile
of SMEs in Milton Keynes. The broad sectoral profile of SMEs visited by HWMK is very
similar to that of SMEs receiving a visit from a WHC adviser. Analysis at a more detailed
level, shows that compared with the profile of SMEs in Milton Keynes, traditionally highrisk sectors such as construction are under-represented amongst HWMK users (see Table
4.2).
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Table 4.1: A comparison of SMEs receiving a workplace visit from HWMK,
WHC and the profile of businesses in Milton Keynes

HWMK visit
user
(%)
(n = 157)

WHC visit user
(%)
(n =5,413)

Milton Keynes
VAT/PAYE
based enterprise
profile
(%)
(n = 8,910)

0-9

44.6

35.2

88.4

10-49

40.1

50.0

8.8

50-249

13.4

14.6

2.0

250+

1.9

0.2

0.8

Manufacturing/other primary activities

21.0

22.1

18.4

Retail and other commercial services

49.7

47.8

68.9

Public services and administration

29.3

30.0

12.7

Yes

5.1

0.7

-

No

94.9

95.1

-

Don’t know

0.0

4.2

-

Employer characteristics
Size of employer in UK

Sector

Access to occupational health support

Note: Size of employer in the UK is given for both HWMK and WHC users as this is likely to be a
better indication of health and safety systems in place than number of employees at the worksite.
Figures from the IDBR are presented for enterprises. An enterprise may have several local units. The
location of an enterprise is generally the main operating site or head office. This means that some
employers in Milton Keynes with a Head Office elsewhere may not be represented. However, the
figures for local business units are similar to those for enterprises.
Source: IES Analysis of HWMK pilot database, October 2009; Workplace Health Connect Case
Management System (CMS), June 2008; Data on the business profile of Milton Keynes taken from
‘UK Business: Activity, size and location – 2008’ by Wetherill, P et al., and based on a snapshot of
the Inter-departmental Business Register (IDBR) taken in March 2008.

29

Table 4.2: Detailed sectoral profile of HWMK users

HWMK
(%)
(n = 157)

Milton Keynes
VAT/PAYE
based enterprise
profile
(%)
(n = 8,910)

Agriculture, hunting, forestry

1.3

2.1

Manufacturing

16.6

6.1

Construction

3.2

10.2

Wholesale and retail trade; repair of motorcycles, motor
vehicles, personal and household goods

21.0

15.3

Hotels and restaurants

3.2

4.3

Transport, storage and communications

3.8

4.3

Financial intermediation

0.6

1.3

Real estate, renting and business activities

21.0

43.7

Public administration and defence, compulsory social
security/Other community, social and personal service
activities

15.9

7.8

Education

5.7

1.7

Health and social work

7.6

3.2

Sector

Source: IES Analysis of HWMK pilot database, October 2009; Data on the business profile of Milton
Keynes taken from ‘UK Business: Activity, size and location – 2008’ by Wetherill, P et al., and based
on a snapshot of the Inter-departmental Business Register (IDBR) taken in March 2008.

Table 4.1 shows that the HWMK pilot was effective in reaching SMEs without access to
occupational health support. However, according to database records HWMK did provide a
service to a number of employers with such support. It is not clear from the available data
why this is the case.
In addition to data on the size, sector and availability of occupational health support services,
the service’s management information also includes an assessment by HWMK advisers of
the health and safety standards within the workplace at the initial visit. Just under half (49
per cent) of the workplaces visited were assessed as having good health and safety; 35 per
cent were assessed as having moderate health and safety standards; and ten per cent were
assessed as having poor health and safety. Nine organisations were not assessed. This
suggests that the employers had reasonable health and safety standards prior to any
intervention by HWMK. However, it should be noted that this was an informal, subjective
assessment by advisers and likely to have been of a less stringent nature than that applied as
part of any formal assessment.
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Main points
■ HWMK fell just short of its target number of visits to SMEs, although over a longer
period of operation than originally planned.
■ The pilot managed to deliver a service to SMEs, although smaller organisations and
those from some traditionally high-risk sectors such as construction were underrepresented compared with the profile of SMEs in Milton Keynes.
■ The majority of SMEs visited by HWMK were assessed by advisers as already having
good or moderate health and safety systems in place.
Workplace visit model
Workplace visits tended to be based on a review of the paperwork (eg policies and risk
assessments) followed by a tour of the premises and the identification of hazards. Visits
covered both general health and safety and issues more specific to the industry concerned.
‘ … so start off with the paperwork, then talk about general health and safety issues
that you’ll find in any business, and then sort of evolve onto health and safety issues
within that particular industry. So giving them almost like a personalised visit
towards the end.’
(HWMK Adviser)
The delivery model was designed to be flexible with companies having the option of one or
more follow-up visits. In practice, the majority of users received only one visit, lasting
between 45 minutes and half a day. Follow-up visits tended to be shorter, some only a brief
15 minute catch-up and discussion of progress. There appeared to be variation in the
approach of advisers. One adviser preferred to fit everything into one visit, whilst others felt
that delivering support over a number of visits could be beneficial to SMEs. It’s not clear
how much of the variation in approach is a result of adviser inclinations or the nature and
needs of SMEs visited.
‘I found a lot of the companies haven’t seemed as if they’ve wanted a second visit. I
like to try and cover everything in my first visit rather than leave things. There are a
few exceptions where I have left things for another visit. I like to send everything in
the report so they have a list they can work through. I haven’t felt the need to be
going back for subsequent visits. I’ve done two second visits. It’s not something I’ve
found.’
(HWMK Adviser)
‘ … you are not overburdening them. You are not scaring them off. You give them
time to think about one thing and then the second visit covers something else. They
are not trying to process everything and get everything done all in one go. So that
was the main thing. It also gives them the opportunity of a bit of reassurance. They
have had a go at this, are they doing it right? Have they missed something? So there
is that as well.’
(HWMK Adviser)
Employers interviewed generally valued the use of a systematic approach to the visits and
the inclusion of a site walk-around.
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Main points
■ Consistent with the findings from WHC, a two-visit model may not be necessary or
welcomed by all SMEs. The majority of HWMK users had only one visit.
■ Advisers varied in their approach, some tending to deliver support in one visit with
others spreading support across a number of visits. It is not clear to what extent this
was driven by employer needs or the inclinations of advisers.
Nature of advice and support
The majority of employers used the service to meet a general need for improved health and
safety provision, rather than to deal with a specific issue. For around half of users, the visit
appears to have reinforced existing positive behaviours. Amongst the remainder, advisers felt
that there were either wholesale inadequacies in their health and safety provisions, or that
there were specific areas (eg risk assessments) that needed improvements.
‘Also a lot of people wanted reassurance once they realised what we were about. It
wasn’t that they didn’t have things in place, they just wanted to know that what they
were doing was right or at least compliant with the law. We fulfilled that role.’
(HWMK Adviser)
‘We wanted some advice because there was numerous things … like electricity,
chemicals and all these potentially dangerous things and we wanted to get their
advice on what was the best way of doing things.’
(Co-ordinator, small exhibition space)
The issues covered during visits reflect this health and safety focus.
Table 4.3 shows that the most frequently addressed issues were: management of
risks/hazards in the workplace, and the development and implementation of policy. It also
shows that health issues or those relating to managing absence were rarely addressed on
visits. This is likely to reflect both a lack of interest in occupational health issues amongst
SMEs and the focus of the pilot. Unlike WHC, advisers were not required to focus on these
issues in either an initial or follow-up visit, although they were encouraged to ‘move SMEs
onto the health and work agenda’ (HWMK service specification).
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Table 4.3: Topics covered during HWMK visits

Main topic
Workplace hazards and risk
assessment

%
(n = 423)
53.9

Policy and practice of
implementing policy

26.2

Employer duties/legislation

15.4

Sub-topic

%
(n = 423)

How to conduct a risk assessment

24.3

Risks from machinery and computers

7.3

Manual handling risks

5.2

Dangerous and hazardous substances

4.5

Working at height risks

3.5

Slips and trips

3.3

Other hazards and risks

5.8

Health and safety policy

25.5

Other policy and practice

0.7

Information about how to comply
with specific legislation

4.3

Management regulations

4.3

How to report an accident/incident at
work

3.5

How to access health and safety
training

2.1

Other

1.2

Staff health and welfare

3.8

3.8

Managing cases of ill-health/
absence

0.5

0.5

Source: IES Analysis of HWMK pilot database, October 2009

Main points
■ The nature of advice and support provided by the HWMK pilot is similar to that
delivered through WHC. SMEs are, on the whole, interested in receiving basic health
and safety advice and ensuring they are compliant with legislative requirements.
Occupational health issues and sickness absence management were rarely raised by
SMEs.
■ For around half of the users interviewed, the workplace visit appears to have
reinforced existing behaviours. For the remainder, wholesale inadequacies in health
and safety provisions or improvements in specific areas (eg risk assessments) were
identified by advisers.
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Views on a service provided by the regulator
A key objective of the HWMK pilot was to take the WHC model of OHSR support and
deliver this using HSE and LA staff, but independently from their regulatory arms. It is
therefore important to discuss SME reactions to this, specifically the way that they viewed
the links between the advisory service and the regulatory body. The interviews with users
reflected that a number did have initial concerns about letting HSE staff visit their premises,
but in all cases these were overcome as the advisory nature of the service became apparent.
Other SMEs actually saw the links as a ‘bonus’, adding credibility to the offer and resulting
in an authoritative delivery of advice.
‘They assured us that they were not kiss and tell or whatever, that they were here to
help us as opposed to trip us up.’
(Business Director, small equestrian centre)
‘I think it is a very good service, the fact that you can ask questions without fear of it
being logged or used against you, and they are very helpful.’
(Personal Assistant to the Chief Executive, small pharmaceutical company)
‘Basically I wanted peace of mind and I went to them because obviously they are
linked with HSE and they know what they are talking about legislation-wise etc.’
(General manager, small arts company)
The contrast of the service with that received from consultants was also raised by a number
of SMEs. Most felt that working with the regulator was preferable because they were likely
to have a better overview of different business types and be able to offer advice to ensure
that procedures and systems would be of a sufficient standard to ensure a successful outcome
of any future inspections.
‘I prefer that, at the end of the day, they are the ones that are going to come and
inspect me. I think I would rather have that information rather than having to pay
out for a private consultation … it was fantastic for us to actually have somebody
who potentially could be one of my inspectors. I think that is a bonus.’
(Duty manager, children’s leisure facility, medium-sized employer)
The user interviews do not therefore provide any evidence of links to the regulator acting as
a disincentive to participate in HWMK, but these were employers who had chosen to get
involved.
The interviews with non-users did not generally reveal any concerns with a service provided
by the regulator. However, the majority of non-users felt that their health and safety systems
were adequate and that they did not need any additional support. It may be that the SMEs
that refused to participate in interviews are those without adequate health and safety and who
are more likely to have concerns about HSE or LA staff visiting their premises.
Interviews with non-users revealed that those who paid for consultancy support with health
and safety felt that they would prefer to retain this support rather than use a Governmentsponsored service. These SMEs felt that paid-for support provided a more rapid response,
would be more tailored to their needs and would require less involvement and resources on
their part.
‘Yeah, … a more of a general overview of what every workplace should do when we
are trying to be more specific.’
(Administrative Officer, small motor vehicle repair shop)
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‘I have rung the health and safety people for advice and I have had positive advice
from them. I have used them in the past but I felt because we are such a small
company and we are busy … it was easier to get the outside professional help.’
(Manager, small distribution company)
‘… I mean at the moment we can get a very speedy response to things and I would
worry that things weren’t done as quickly as we might need them.’
(Manager, medium-sized manufacturing organisation)
Main points
■ Although some HWMK users may have had some initial concerns about being visited
by HSE/LA staff, any concerns were overcome as the advisory nature of the pilot
became clear.
■ Non-users did not generally express any concerns about receiving advice from the
regulator. However, the majority of these felt that they had adequate or good health
and safety provision already in place and were willing to take part in the research.
These SMEs may not be representative of SMEs more widely.
Capability of lower qualified advisers to deliver a Workplace Health Connecttype service
A key objective of the HWMK pilot was to assess whether OHSR support could be delivered
to SMEs more cost-effectively than was the case in WHC by using lower qualified staff.
WHC advisers were qualified to NEBOSH diploma level and had two years of occupational
health and safety experience. HWMK advisers, in comparison, were qualified/trained to
NEBOSH certificate/HSAO level and were provided with additional training covering HSE
guidance on common risks, health and safety management, communications techniques,
background knowledge of SMEs and business, and managing absence and stress.
HWMK advisers were drawn from a range of backgrounds. The starting position of the
advisers prior to training is summarised as:
‘Three of the team are reasonably experienced HSAOs. One of the team had no health
and safety training experience at all. One of the Local Authority’s Technical Officers had
done some Health and Safety training but had never enforced legislation and the other
one had done food hygiene and environmental health topics as a regulator but had never
done health and safety. So we had a real mix of people: some who were quite
experienced in enforcing the law and dealing with SMEs but not on health and safety;
some who have experience of talking to SMEs and advising them on health and safety,
but not in detail; [and one complete beginner]. So it was a real mix.’
(HWMK Pilot Manager)
A three-month training programme based on the training HSE inspectors/Health and Safety
Awareness Officers (HSAOs) receive over their first year or two of working was developed
to bring the advisers up to an appropriate and common standard to deliver the pilot.
On the whole, advisers felt that the training they received was sufficient to carry out their
role. The majority of issues raised on visits required simple advice and this was felt to have
been adequately delivered by the pilot manager. Issues on which advisers needed additional
support related to applying some HSE guidance to SMEs (the pilot manager noted how much
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of HSE guidance is not written with SMEs in mind) and the interpretation of legally complex
or technical legislation. These were felt to be similar issues with which inexperienced HSE
inspectors required support. Support on these issues was provided by the pilot manager, a
principal HSE inspector. HWMK advisers were also able to access informal support from
HSE inspectors based in the offices from which HWMK operated.
‘We can provide more detailed advice if necessary because the advisers have all got
access to HSE resources back at the office. So, let’s say for the sake of an argument,
we can deal with 70 or 80 per cent of the questions that are really easy at the first
visit; any others they just come back to the office and ask for specialist help either
from me as their lead inspector or from one of the other inspectors in the office.’
(HWMK Pilot Manager)
SMEs visited by HWMK were generally satisfied with the service received and advisers
were seen as having an appropriate degree of knowledge. In a number of cases employers
highlighted that the advice they were given was appropriate for them operating in a small
business environment. Advisers were felt to offer a wide range of advice, but also helped
employers focus on the most important aspects first, given limitations of their resources.
Some employers particularly appreciated the use of open questions by the adviser because it
helped them to think through the issues themselves.
‘She spent quite a lot of time with us saying “I understand the practicalities of all
this. You’re a small organisation, you haven’t got a lot of money, but maybe you
should consider doing this and this”.’
(Chief Executive, small children’s charity)
‘I felt the adviser was mature enough and realistic enough to be able to offer a
genuinely usable service. So I did find it very valuable.’
(Quality, Environment and Health and Safety Manager, medium-sized sales and
design company)
There were, however, some more technical issues raised during visits which employers felt
could be beyond the skills of the advisers. It is worth noting, however, that the pilot involved
SMEs from a wide range of sectors, some of which had quite specific health and safety
needs.
‘I thought maybe they would be a bit more specific about some things. There was
more handing out bits of paper than verbal knowledge. When it came to talking
about the subject I wasn’t sure how much was there. I may have been expecting more
than I should have been.’
(Managing Director, small manufacturing company)
On reflection, the pilot manager felt that any future, similar service would benefit from
recruiting staff already holding a NEBOSH certificate, and focussing training on report
writing and more contact with businesses to develop greater practical knowledge amongst
advisers.
‘I would try and pick people who had already done the NEBOSH certificate. More on
how to collect information and produce it as a simple report. If you didn’t have to do the
NEBOSH certificate that would give you more time to do that. And more joint visits [with
HSE inspectors and environmental health officers] so that people who came out of the
training programme were much more familiar with business. You should aim to get out
and see lots of businesses before you start delivering the service.’
(HWMK Pilot Manager)
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As the pilot progressed, the pilot manager felt that advisers became more confident and able
to deal with straightforward issues more quickly, leaving more time to explore more
complicated issues. Both HWMK advisers and the pilot manager reflected that as the pilot
progressed, advisers sought more support from HSE staff as they learnt more and were able
to go deeper into topics and raise more queries. Data available from the HWMK pilot
database shows that advisers sought further advice for 22 out of the 196 visits, with HSE
inspectors giving up an average of approximately 40 minutes.
Main points
■ On the whole, HWMK advisers qualified/trained broadly to NEBOSH
certificate/HSAO level (a lower level of qualification than that of advisers on the
WHC pilot) were able to deal effectively with the majority of issues raised on visits.
However, the supervision and informal support of experienced HSE inspectors was
essential in providing assistance on more complex and technical issues.
Referrals
SMEs contacting HWMK could be signposted onto a restricted list of further support. This
included signposting to IOSH (Institution of Occupational Safety and Health), ROSPA (The
Royal Society for the Prevention of Accidents), and BSC (The British Safety Council)
websites and accredited health and safety training providers in the Milton Keynes area. The
other main type of onward referrals was for support with fire safety.
Of the 50 users interviewed, around half had been referred onto another source of support,
although half of these were simply referrals onto websites where employers could source
further information. A range of different organisations had been the subject of specific
referrals, including: Acas (for assistance with a maternity issue); the Institute for
Occupational Safety and Health (IOSH); the Royal Society for the Prevention of Accidents
(ROSPA); and other training providers for access to more in-depth training on health and
safety or specific issues (eg dealing with asbestos and manual handling); and various
providers offering assistance in conducting fire risk assessments.
‘For us they were brilliant because they covered everything and, if they couldn’t help
they gave us the contacts to do so.’
(Chairperson, small community centre)
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Main points
■ Onward referrals for support do not appear to have been a major part of the pilot,
perhaps reflecting the, on the whole, basic advice sought by SMEs.
■ However, where signposting was needed, the ability of HWMK pilot staff to provide
relevant contacts was appreciated. This finding is consistent with that from WHC. In
the latter case, advisers could refer onto a much wider range of support including paidfor providers, but this was rarely required.
Overall satisfaction with the service
Overall, SMEs visited by HWMK were satisfied with the service received. Positive aspects
mentioned by SMEs included:
■ the local nature of the service
■ advisers with an appropriate degree of knowledge
■ systematic approach to visits including a tour of the worksite
■ provision of visit reports.
‘It has worked really well and it has just given us a bit of a boost to get things
moving … and know what we should be doing in order to have these provisions in
place. It has worked really well and we haven’t had any problems.’
(Health and Safety Officer, small department of a public sector organisation)
‘They were fantastic, a really, really positive experience, yeah definitely the whole
thing from start to finish. I shall quite miss them actually. I can’t ring them any
more!’
(HR and training manager, medium-sized maintenance company)
‘We had an email report that they produced for us as well as a hard copy of that
report with further literature, which was fantastic to be honest.’
(Co-ordinator, exhibition space)
Employers interviewed about their use of the pilot were asked how the service could be
improved. A number of issues emerged. A small number of employers mentioned that they
felt that the visit was too generic, and was driven by the need to cover certain issues rather
than really listening to their concerns and talking through them (ie it felt more like a ‘top
down’ than ‘bottom up’ service).
There was some confusion where two advisers co-delivered the visits. Employers did not
always understand why two advisers were sent out. The second, more junior person (as seen
by employers), was felt to be unnecessary and could actually add to the length of meetings
because they dwelt on issues with which they were familiar and which may not be priority
issues for that particular business. However, at least one employer discussed how the two
advisers they saw complemented each other with their expertise.
Some employers had expectations of a consultancy-type approach with HWMK advisers
doing the work rather than providing advice. However, an approach focussed on ensuring
that employers have the tools to take things forward themselves was a key aim of the pilot.
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Main points
■ On the whole, employers were satisfied with the workplace visit/s they received from
an HWMK adviser. Key aspects of the service appreciated by employers included the
local nature of the service, the systematic approach to visits, the tour of employer
premises and the knowledge of advisers. One or two employers had wanted more of a
consultancy approach (the adviser doing the work for the employer rather than
transferring knowledge) or an approach more specific to their industry.
Preparedness to pay for this type of service
The fact that the pilot was free was an attractive aspect to users. However, to inform future
service design, users of the pilot were also asked whether they would be prepared to pay for
the type of service that they received from HWMK. Just under half of the 50 employers
interviewed felt that they definitely would be prepared to pay.
The maximum amount that employers felt they would or could pay was £500. A few
employers suggested that the appropriate fee would be closer to £200, whilst some felt that
they would be prepared to pay for an event, but only as much as £10 or £50. Some users
stated that they would need managerial approval before paying, and that they were not sure
of senior management commitment to this type of expenditure. A few employers mentioned
that they felt that they would rather pay for a service like HWMK than continue to fund
private providers or consultants. Some felt that the service would need effective marketing,
possibly free ‘taster’ events like the SHADs, to attract paying customers.
‘So, for £200 you would get a visit, an assessment and you would then get a follow
up, and maybe another follow up again or a help service so you could phone up and
ask questions. Anything over that, I don’t know. I think I would have to have very
good grounds to pay out that money.’
(Personal Assistant to Chief Executive, small pharmaceutical company)
Some employers discussed how they were already using consultancy or other fee-based
services to help with their business. Some specifically used health and safety support whilst
others were prepared to pay for audits of, or support with, other aspects of their business, but
not health and safety issues, whatever the provider.
‘We audit for the environment, we have an audit for quality, but we do not do health
and safety external auditing because it just isn’t worth the money. So this was free
and that’s why we used it. If we had to pay, it wouldn’t have happened.’
(Administration Assistant Manager, small automotive repair and assembly shop)
The majority of non-users felt their health and safety systems were adequate. A number of
these paid for external support. The amount paid varied from a minimum of £300 to a
maximum of £1,500 per year. The most common model of support was an annual audit with
updates on legislation and access to further ad hoc support. These employers were happy
with the support they received and either felt that they did not need anything additional or
that the support they received was likely to offer something that a Government-sponsored
service would not (eg rapidity of response, specialist knowledge). However, there were a few
non-users who felt that they would have benefited from HWMK, some of whom would have
been willing to pay a small fee. These non-users did not have access to in-house support on
health and safety, and either could not afford an external consultant or were constrained in
seeking funding for such support.
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‘Absolutely, because we don’t have anyone full-time with a full-time role for health
and safety. We are just not that big, so helping us implement and make sure our
systems meet requirements is important really. I would be willing to consider paying
for that kind of service. In these times of great constraint, things are tight you know,
but yeah, if the service was right.’
(Managing Director, medium-sized manufacturing organisation)
‘I suppose the straight answer is no, and that is really born out of the fact that we are
a charity and the money is donated to us or is funded to fulfil our charitable
objectives. It is actually very difficult to warrant spending the charity’s money on
something like that. I mean it is not that I don’t want to do it but if a funder has
funded me to do X, Y, Z they don’t expect me to be buying a consultant to check my
health and safety. They expect me to do that, how I don’t know.’
(Director, medium-sized charity)
One stakeholder, a Senior Environmental Health Officer, felt that the HWMK pilot was a
good support for businesses who might not be able to afford a consultant.
Main points
■ There is a mixed picture with regards to whether employers would be willing to pay
for an HWMK-type service, and how much they would be willing to pay.
■ A few employers mentioned that they would rather pay for an HWMK-style service
than continue to fund private providers or consultants. This opens up the possibility of
an HWMK-style service enabling some SMEs to recover a portion of the costs
incurred in managing health and safety.
■ The interviews with non-users identified a small number of SMEs who could not
afford in-house or external support and who felt they would have benefited from the
pilot (they did not use the pilot as they were not aware of it, or not aware of it during
its period of operation). These SMEs either could not afford to pay or could only
afford a small fee.
4.3

CONCLUSIONS ON SERVICE TAKE-UP, REACH AND DELIVERY

The HWMK pilot successfully delivered advice and support on basic health and safety issues
to SMEs in Milton Keynes using staff from HSE/LA with a lower level of qualification (with
appropriate supervision) than was the case for WHC. However, it did not reach its targets for
the number of achieved workplace visits and only gave advice over the telephone to a
relatively small number of SMEs. Employer views were mixed on whether, and how much,
they would be willing to pay for such a service. However, the maximum they were willing to
pay was £500.
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5
5.1

SELF-ASSESSED USER OUTCOMES

CHAPTER SUMMARY

■ The majority of employers visited by an HWMK adviser had implemented or planned to
implement the adviser’s recommendations. A small number had not done so either
because they had used the pilot to check existing practice or had insufficient time or
money to effect change.
■ Employers made a variety of changes, the specific changes reflecting the nature and size
of the business and their existing health and safety performance. The most commonly
made changes related to improved policies and risk assessments (as was the case for
WHC).
■ Although the majority of employers made or planned to make changes, whether these
would have happened in the absence of HWMK cannot be robustly tested in the absence
of a controlled comparison. However, many of the employers interviewed spoke about
HWMK stimulating new change or accelerating changes already planned.
■ The pilot appeared to be successful in transferring knowledge to SMEs on how to manage
risks in a proportionate manner.
5.2

ASSESSING IMPACT

This evaluation did not involve the collection of quantitative outcome data from either SMEs
using the HWMK pilot, or from a comparative group of non-users. It is not, therefore,
possible to make a quantitative assessment of outcomes, or to assess, quantitatively, the
impact of the pilot over and above what would have happened in its absence.
It is possible to describe the type of changes made by employers using the HWMK pilot
qualitatively from interviews with employers themselves, HWMK pilot staff and
stakeholders. On the basis of an assessment of these sources of information, we can make an
informed judgement of the following:
■ Whether, and to what extent, the HWMK pilot made a difference to employers visited by
an adviser, as they see it.
■ Whether employers using the pilot believe that they would have made the changes they
describe following contact with HWMK in the absence of the pilot.
It is also possible to assess the extent to which key objectives for the pilot have been
addressed, namely:
■ Whether HWMK advisers successfully transferred knowledge and skills on how to
effectively manage OHSR issues to SMEs.
■ Whether SMEs act on the advice and guidance received.
It is also possible to assess the degree to which key HSE objectives have been addressed by
the pilot, namely:
■ Helping SMEs understand how to comply with health and safety law in a manner
proportionate to the risks posed by their work activities.
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5.3

EMPLOYER CASE STUDIES

During the case study visits and follow-up discussions, employers were asked to discuss
whether, and in what way, involvement with the HWMK pilot had affected their approach to
health and safety.
5.3.1 Implementing recommendations
Half of the 50 case study employers felt that they had fully implemented the
recommendations of their adviser, and 15 were in the process of implementing
recommendations. Amongst this group of employers, therefore, the majority did feel that
there had been (or will be) changes to their health and safety practice as a result of the
adviser visit.
There were, however a group of around ten employers who had not implemented any
recommendations at the point of their discussion with the researcher. The majority of these
employers had used the HWMK pilot to check that they were already doing the right thing,
and the visit had simply confirmed that their existing approach to health and safety was
adequate. Such employers discussed using the service to secure ‘peace of mind’. However,
there was a small group of employers where changes had not been implemented for other
reasons. These seemed to be either due to delays in taking action because clearance is needed
from senior management or a health and safety committee, or a lack of time/commitment
amongst key staff in the business more generally. It is worth noting, however, that in some of
these cases, the HWMK adviser visit had taken place only a couple of months prior to the
interview by a researcher. Some employers may therefore have gone on to make changes at a
later stage.
On the whole, advisers felt that the employers they had visited had responded positively to
their advice. They did acknowledge, however, that in the majority of cases it was not
possible to say whether employers had followed through on their recommendations as the
majority of employers did not have a follow-up visit. Even for SMEs where this was the
case, HWMK pilot staff emphasised that the purpose of follow-up visits was not to check
progress against recommendations but to see whether any further support was needed.
‘I think a lot of them were quite positive about it. They took on board what we had
said and I think there were a few that kind of thought, “okay, I have had your
information but I am not really going to do anything about it”. I think the majority
were quite positive about it and actually did plan on implementing things. Whether
they got around to it or not, I don’t know, because obviously some of them didn’t
want the follow-up visit.’
(HWMK Adviser)
‘The way we approach it is to offer help on our second visit … If they don’t say, well
actually I haven’t implemented the advice you gave me on the first visit, if they don’t
say that then we are not going to know. We don’t go through the things we have
asked them to do, saying, well have you done that, have you done that. If you are not
careful, then you start looking like a regulator.’
(HWMK Pilot Manager)
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5.3.2 Employer actions taken as a result of the HWMK pilot
The types of changes that employers made as a result of the HWMK visit generally involved
a number of different areas (as highlighted in the case study examples that follow in Section
5.3.3). Also, the specific changes within an employer reflect the nature and the size of the
business and their existing health and safety performance (ie their ‘starting point’). It is still
possible, however, to identify the most common areas where employers believe they made
improvements, and these are discussed below.
Examples of changes that employers put in place following their contact with HWMK were:
■ Amendments or improvements to risk assessment policies or procedures. This was
the most common change discussed, and applied to 16 of the 50 case study companies.
The main changes involved:
□ simplifications of existing policies or procedures
‘We have actually simplified the job and I think we have got it demonstrably under
control whereas before it would just be somewhere in this lot’ (pointing to folders).
(Production Manager, medium-sized electronics firm)
□ expanding the areas covered by risk assessment procedures
□ formalising the way that risk assessments are communicated.
‘We do the risk assessments and take appropriate actions … but what I don’t think
we do is have a formal process for making sure that we communicate them and say
right, we’ve done the risk assessment, these are the significant findings and this is
what we are doing about it to control it. That was a good point.’
(Health and Safety Manager, medium-sized design and development centre)
■ Improved use of personal protective equipment (eg ear protection, face masks) or
other forms of equipment designed to protect workers from risk (eg handrails or platform
ladders). Nine employers highlighted the purchase or supply of additional equipment at
their worksite to improve safety which had taken place as the result of advice from
HWMK.
‘We have got masks now if we need them. We have got a hoover now, rather than
sweeping up we hoover it up.’
(Manager, small food manufacturer)
■ Changes to written policies or other supporting paperwork. Seven employers outlined
having undertaken activities in this area, generally leading to employers having more
developed policies on existing issues, new policies to reflect risks which the adviser had
identified (eg development of lone working policy), or unifying/simplifying existing
documentation. One manager described how improvements had been made because he
had learnt to write procedure documents so that they are comprehensible from the point
of view of a new employee.
‘The main outcome is we managed to establish a format that we will be able to
maintain moving forward. We have something we know is a well-established
document we can draw on in the future.’
(Company Director, small marketing company)
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■ Better communication, both top-down and bottom-up, about health and safety. Five
employers discussed improved communication with their workforce, either through the
creation of a new health and safety committee, a greater focus on health and safety in
existing meetings, or better communication of the results of risk assessments that take
place.
‘Now there is a Health and Safety committee and we have an internal magazine
regularly with a little profile about a committee member in there, so we try and keep
the profile quite high.’
(HR manager, medium-sized maintenance company)
Two employers specifically highlighted the importance of the report and adviser visit as a
way to encourage senior management to take health and safety issues seriously. One
described HWMK as a way to ‘prod’ their management team.
‘Because it was in the report it actually helped me when I had to go back and say
“look I’ve got to spend the money to get this done”.’
(Facilities company, medium-sized manufacturing company)
■ Improvements to health and safety signage. Seven employers mentioned having
undertaken actions such as putting up health and safety information posters, emergency
contact numbers on first aid boxes, and reminders to use personal protective equipment,
as well as improved signage for customers.
■ Better general housekeeping or improvements to the work environment. Eight
employers discussed improvements they had made in this area. These included the
removal of slip and trip hazards (eg repairing areas where the flooring was uneven),
identifying uneven surfaces that could not be removed or altered, and providing improved
shelving or other ways to better stack and store goods or tidy up work areas.
■ Offering training to staff. In the case of five employers they specifically highlighted
some form of training (eg on first aid, manual handling) that they had offered to staff
after having received the recommendations from the HWMK pilot.
■ Attitudinal or perceptual changes. In addition to the practical changes that employers
stated they had made as a result of the visit, a number of ‘softer’ changes, related to
attitudes and perceptions, were identified during interviews with users. For many of the
employers, the visit appears to have changed the way that they felt about health and
safety, generally taking it more seriously, or that they were now more aware of what the
health and safety issues were for their company. Some interviewees mentioned greater
awareness of health and safety across the organisation as a whole.
‘It has raised my awareness about what’s going on in here and what we need to do.’
(Managing Director, small manufacturing company)
‘There is a greater awareness that it is everyone’s responsibility to take health and
safety seriously in the workplace.’
(Manager, small equipment supply and installation company)
The above provides a view of the types of changes made across employers. Typically,
however, more than one type of change was made within employers visited by HWMK.
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Main points
■ The majority of case study employers felt that they had either fully implemented or
planned to implement the recommendations made by an adviser.
■ In the remaining cases, recommendations had not been implemented either because
the visit had confirmed existing employer practice or due to a lack of
time/commitment from key staff in the business.
■ Changes made by employers tended to reflect the size, nature and health and safety
starting point of the business. However, there were a number of common changes such
as amendments or improvements to risk assessment policies and procedures.
Transfer of knowledge and skills to SMEs
A key objective of the pilot was to transfer knowledge and skills to SMEs to enable them to
resolve current and future health and safety issues themselves. There is evidence from
interviews with employers using the service of increased confidence in dealing with health
and safety issues.
‘I would never have thought of doing it. I would have always have gone to somebody
else and paid for it. We knew someone who did risk assessments and he was making
a good living at it. I think you do a better job if you do it yourself. If you get someone
in, you’ll probably find that 40 per cent of it could have been anybody’s company.’
(Director, small manufacturing company)
‘I would be quite happy to walk into another company, another new company, and do
it all again because it has given me that amount of knowledge.’
(General manager, small business management company)
Advisers and stakeholders also mentioned how some employers had benefited from the
approach taken by HWMK in developing their skills rather than doing the work for them.
‘Certainly some of the people that I went back to see had put in place all the different
bits and pieces and they were quite pleased with themselves. That they had done it
themselves rather than having to employ a consultant.’
(HWMK Adviser)
‘ … they had helped the people do it themselves … the people certainly that I spoke
to, the self-confidence about what they were doing was improved.’
(Senior Environmental Health Officer)
Helping SMEs comply with health and safety legislation in a proportionate
manner to the risks posed by their work
There is evidence from the employer case studies of HWMK advisers helping to simplify
existing documentation. One stakeholder noticed an impact of HWMK on the employers
they had visited. One of the main differences was felt to be that the health and safety
provision in place following a visit from HWMK was proportionate, not the ‘we have to
assess absolutely everything’ approach.
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‘ … They had got the people thinking about it in a proportionate, effective way and
supported them doing it and the support was as much or as little as the people
needed.’
(Senior Environmental Health Officer)
Advisers also emphasised that a common sense approach was a key aspect of delivery.
‘One thing that I hope we’ve achieved from this project is we’ve kept a degree of
common sense to it all and it’s all about sensible health and safety, don’t go
overboard, that’s the message we’ve given to companies, don’t create paper for
paper’s sake, just concentrate on significant risks.’
(HWMK Adviser)
Main points
■ There is evidence from the case studies of employers feeling more confident in
managing health and safety issues following a visit from an HWMK adviser. There is
also evidence of HWMK helping employers manage health and safety in a more
proportionate way appropriate to their business.
5.3.3 Whether, and to what extent, HWMK made a difference
As noted in Section 5.3.1, the majority of employers interviewed reported implementing
recommendations or planning to do so. The extent of change varied across these employers,
depending in part on the health and safety starting position of the organisation concerned.
There were examples from the case studies of employers who made fairly wholesale changes
following contact with HWMK (Example 1, below). These were often employers with little
or no health and safety provision in place. Equally, there were examples of employers who
made fairly minor changes following contact with HWMK. These were often low-risk
environments (Example 2, below). One stakeholder noted the value of HWMK in reaching
this type of employer.
‘Yes, it was good, and often the businesses that they went into were often the ones
that we wouldn’t have got around to visiting. So, offices around here, there are
thousands of them, and they are such low risk from our point of view, but they have
still got to do health and safety and we do get a lot of accidents, mainly slip, trip and
fall accidents in offices, so if they are out there stopping a few of those.’
(Senior Environmental Health Officer)
There were also a small number of employers who did not implement recommendations due
to perceived barriers such as a lack of time to carry out the work (Example 3, below), or
because the changes suggested were seen as too expensive. A number of employers were
operating with limited budgets and so did not feel able to tackle some of the issues raised,
particularly where they saw the costs as out of line with the risks.
It is worth noting that most of the employees we spoke to had not noticed any changes in the
health and safety measures in place in their organisation.
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Example 1 (Disability Arts Charity, five employees): Development of health and safety
provisions where there were few existing arrangements in place
The Director of this charity organisation had taken over her post with very little in the way of
health and safety arrangements in place. She had initially been overwhelmed by the task of
developing health and safety policies and procedures and had been looking for a consultant
to take over the work.
She came in contact with HWMK through a telemarketing call and received three visits from
two advisers. The visits focussed on the paperwork required but also several practical
recommendations for changes such as fencing and removing faulty equipment. The advisers
helped the client to develop an action plan for the health and safety work, breaking the tasks
down into manageable chunks. The Director delegated some of the work to other employees
and used HSE templates for risk assessments and policies. As a result of their involvement
with HWMK, health and safety is now a fixed agenda item at both team and board of trustee
meetings, ensuring more involvement from the whole organisation and that the action plan
remains a live document.
At the follow-up interview, the Director felt more confident and knowledgeable about health
and safety issues. They had continued to work through the changes recommended on the
action plan and had been able to turn down offers of health and safety consultancy services
saving the organisation money.
Example 2 (Marketing company, nine employees): Minor changes to existing
documentation
This director of a small marketing company heard about HWMK through a leaflet drop by an
adviser. They received two visits. At the initial visit the adviser toured the premises, checked
existing documentation and suggested some minor changes. At the follow-up visit, no new
issues were raised but the changes that had been made by the employer following the first
visit were reviewed. The main outcome was establishing a format for their health and safety
paperwork that could be used in the future. The employer also felt that the service had given
them ‘peace of mind’.
Example 3 (Small manufacturing company, four employees): Minor changes suggested
but not implemented due to lack of time
The Managing Director (MD) of this small manufacturing company dedicated time to health
and safety with respect to client work including developing appropriate method statements
and risk assessments. However, the MD had not conducted risk assessments or completed
paperwork for the company’s own worksite. The initial visit from an adviser identified a
need for general risk assessments and also identified a number of hazards that required
addressing such as the need for guards on a drill and lathe.
At the time of interview, the employer had not started to make changes due to a lack of time
although they agreed with the adviser’s assessment of their worksite. The visit had changed
the employer’s view of health and safety, emphasising the need to document risk
assessments.
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Whether SMEs making changes would have done so in the absence of HWMK
Employers who had implemented recommendations were asked whether they would have
made changes in the absence of HWMK. There was a mixture of views on this issue,
although most felt that HWMK had either clarified what needed to be done, had been a
useful spur to action or otherwise sped the process of making changes. A minority of SMEs
felt that they would have made the changes anyway, either through conducting research of
their own or attending training.
Main points
■ Whether, and to what extent, HWMK made a difference varied across the employers
interviewed as part of this research. Some employers had little or no health and safety
provision in place to start with and made fairly wholesale changes. Others made small
changes, often in relatively low-risk environments. Others did not implement the
recommendations made.
■ The majority of employers who had made changes felt that HWMK had either
stimulated or sped up the process of making those changes. A minority felt that they
would have made the changes using other sources of support.
5.4

CONCLUSIONS

The majority of employers visited by HWMK implemented the adviser’s recommendations
or were planning to do so. However, it is difficult to say how many of these changes would
not have happened without HWMK. A number of employers who made changes spoke of
HWMK stimulating or accelerating change. In many cases, the changes made were small in
scale and implemented in relatively low-risk environments. The pilot did, however, appear to
be successful in transferring knowledge to SMEs on how to deal with risks in a proportionate
manner.
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6

COSTS OF DELIVERY

This chapter addresses the evaluation objective of assessing the costs of delivering the
HWMK pilot service, and how these costs compare with those for both WHC and
Workboost Wales (WBW).
6.1

CHAPTER SUMMARY

■ The total cost of setting up and running the HWMK pilot service for 14 months is
estimated to be £429,672.
■ A comparison of the costs of operating HWMK for one year and the average cost of a
WHC ‘pathfinder’ suggests that HWMK incurred a lower cost.
■ One way of comparing the cost of delivery of HWMK with that of WHC and WBW is to
compare the cost per workplace visit (calculated by dividing the total costs of the service,
both set-up and ongoing costs, by the number of completed visits). The cost per visit for
HWMK was £2,192, compared to equivalent figures of £1,539 and £688 for WHC and
WBW respectively. These higher costs are largely driven by low participation (ie a lower
than expected number of visits).
■ There were two main reasons for the low participation in the HWMK pilot. These were:
□ the low key marketing approach adopted
□ duration of the pilot – pilot services usually take several months to build awareness
and reach optimal levels of service delivery. HWMK had just over one year to deliver
a service compared with the two years of WHC.
■ Accepting a lower level of participation and deploying appropriate staffing levels would
also have reduced the cost per visit figure for the pilot.
6.2

IDENTIFYING COSTS

Cost data was provided for two financial years, 2007/2008 and 2008/2009. The total cost of
setting up and providing the HWMK service over this period is estimated to be £429,672.
These costs can be broadly categorised as follows:
■ One-off set-up costs (eg administration and training costs), incurred by HSE and LA.
■ Ongoing resource costs (eg costs associated with providing workplace visits and the
administration involved in running the service).
■ Costs to employers (eg time spent by employers and their staff interacting with the
HWMK service, and the costs involved in making any changes as a result of contact with
the service).
In estimating ongoing and set-up costs, we have assumed that all costs incurred from
February 2008 onwards are the ongoing costs associated with delivery (unless otherwise
specified). Where costs have been provided for an item which spans several months (and
crosses over between the set-up and delivery phase), we have assumed that the costs are
incurred equally in each of the months. This breakdown then allows us to make broad
comparisons of set-up and ongoing costs with other, similar pilots.

49

A detailed breakdown of activities, and time spent (by the various grades of staff) on those
activities, is not available. In the absence of this information, it is difficult to be precise about
the costs involved in marketing the service and we have therefore not provided a breakdown
which separates out marketing from other costs.
6.2.1 One-off set-up costs
Set-up costs incurred as part of HWMK included:
■ Training provided to the delivery team to enable them to carry out workplace visits (this
included training to NEBOSH certificate level).
■ Staff costs associated with setting up the service.
Summary data on the nominal costs of setting up the service are provided below.
Table 6.1: Breakdown of set-up costs
Cost category

Detail

Cost (£)*

Staff time

Project Manager, B2

46,178

Set-up team (including both HSE and MK Council
staff)

46,000

Use of HSE staff involved in WHC pilot

2,000

Input from other HSE/MK Council staff (eg COSAS)

9,600

Delivery team

36,429

Training

NEBOSH training for delivery team

20,330**

Travel and subsistence

Includes travel and subsistence costs for set-up team
and for delivery team to attend training

Communications

5,144
10,000

Total

175,681

Notes: *These costs have been provided by HSE staff. Some of the costs are estimated costs. **
Training costs in the 07/08 financial year are assumed to have been incurred prior to the start of
delivery and hence considered set-up costs.
Source: IES Analysis of costs data provided by HSE staff

6.2.2 Ongoing costs
Ongoing costs include costs associated with:
■ carrying out workplace visits
■ administrative activities such as managing the database of employers, preparing reports
and correspondence.
Summary data on ongoing (nominal) costs are presented in Table 6.2.
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Table 6.2: Breakdown of ongoing costs
Cost category

Detail

Cost (£)*

Staff time

Project Manager, B2
Delivery team

78,614
134,571

Input from other HSE/MK Council staff eg COSAS

6,500***

Travel and subsistence

10,306

Communications costs

22,000

Training**

2,000

Total

253,991

Notes: * These costs have been provided by HSE staff. Some of these costs are estimated costs. **
Some training took place during the delivery period, although training may be considered a set-up
rather than an ongoing cost. *** It is not clear from the information provided what this support
covered. Some of the support provided may not be an ongoing delivery cost eg support from COSAS
on the evaluation of HWMK.
Source: IES Analysis of cost data provided by HSE staff

The above costs are likely to be an overestimate of delivery costs. Some or all of the support
provided by other HSE/MK council staff may not be associated with delivery (eg support
provided on the evaluation of HWMK from COSAS1).
The estimate of ongoing costs for HWMK compares favourably with those for WHC
and WBW. Each WHC pathfinder, and WBW, operated with teams of broadly similar size
to HWMK (although there was variation in models of staffing across the WHC pathfinders
eg use of consultants), although they covered larger catchment areas. The cost of running
WBW for 13 months was £654,000. The infrastructure for this pilot was largely already in
place and set-up costs were minimal. The average cost for a WHC pathfinder during the first
year of operation was £733,475, although costs varied between pathfinders. These figures do
not include the additional cost of central marketing, the adviceline and a programme
management contractor over the course of a year.
6.3

COST PER WORKPLACE VISIT

The total cost of providing the HWMK service can be used to estimate a cost per workplace
visit. This is used to compare the various models of providing an OHSR support service to
SMEs piloted by HSE. Estimations of cost per workplace visit are presented in Table 6.3.
These are nominal costs and have not been adjusted for inflation.

1

HSE’s Corporate Science and Analytical Services Directorate.
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Table 6.3: Comparison of cost per workplace visit for various HSE-supported
models of OHSR support to SMEs
Number of
workplace visits

Total service
costs (£)

Cost per visit (£)

HWMK

196

429,672

2,192

WHC*

9,591

14,764,260

1,539

950

654,000

688

HSE pilot

Workboost Wales**

Notes: * Total costs for WHC include centralised marketing, the adviceline, workplace visit service
and programme management costs. Total costs have been presented as central marketing, the
adviceline, and service providers all contributed to generating workplace visits. ** The Workboost
Wales pilot was a continuation of WHC in Wales and therefore set-up costs were minimal.
Source: IES Analysis of CMS and provider data from WHC; provider data from WBW; and MI and
cost data from HWMK

The apparently high cost per workplace visit for HWMK is largely driven by lower than
expected participation (ie lower than expected number of visits). There are two likely
reasons for this. These are:
■ the low key marketing approach adopted
■ the duration of the pilot.
6.3.1 The importance of marketing in driving participation
Evidence from the evaluation of WHC suggested that extensive marketing was required to
generate significant demand amongst SMEs for an OHSR support service. This evaluation
supports a similar conclusion. In other words, a lack of a co-ordinated marketing strategy
with professional support resulted in low demand. As HWMK operated with a team
equivalent in size to a WHC pathfinder (a team smaller than this was not felt to be
operationally viable) and with similar targets, low demand resulted in the high cost per visit
figure above. Possible alternative future models would therefore need to a) invest more in
marketing to drive up demand for the service in line with this level of staffing, or b) reduce
staffing levels in line with a low latent demand for the service. Staffing levels could be
reduced either by cutting the number of advisers allocated to the project, or by allocating a
lower proportion of each staff member’s time to the service (eg by asking them to deliver
visits alongside other duties).
6.3.2 Duration of the pilot
Pilot programmes usually take time to build awareness and to reach optimal delivery levels.
Under WHC, ‘pathfinders` conducted roughly twice as many workplace visits in the second
year of operation compared with the first. As largely an extension of the WHC pilot in Wales
(the same provider was responsible for delivering visits for WHC and WBW), WBW would
have benefited from the experience of delivering WHC and the residual awareness amongst
employers raised as part of that pilot.
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6.4

COST-BENEFIT ANALYSIS

This evaluation did not collect any data on the cost to employers of their involvement with
the service. It also did not include a formal assessment of impact. In the absence of these
data, it is not possible to estimate directly either the full cost or benefit side of the costbenefit equation. However, as the changes made by employers are similar to those reported
as part of the WHC evaluation, we can apply the relevant figures from that evaluation. The
evaluation of WHC involved a full cost-benefit analysis and concluded that the service
resulted in a net loss of £11 million. Given this, it seems that the benefits of HWMK are
unlikely to have outweighed its costs.
6.5

CONCLUSIONS

The total cost of setting up and delivering HWMK for 14 months was estimated to be
£429,672. A rough estimate of ongoing costs suggests that these were lower than the costs of
running a WHC ‘pathfinder` for one year using an equivalent-sized team. HWMK had a
higher cost per workplace visit when compared with WHC and WBW. However, the high
cost per visit was largely driven by lower than expected participation levels. Any similar
future services will therefore require a different model of operation (either in terms of
marketing or staffing levels) in order to achieve better value for money.
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7

CONCLUSIONS

The HWMK pilot was designed to test a modified version of the WHC pilot using lower
qualified HSE/LA staff operating independently from the regulator. The aim of the service was:
‘To deliver a Local Authority and HSE staffed occupational health and safety
support service for small and medium-sized enterprises (SMEs), defined as
businesses with 0 to 249 employees.’
This section draws conclusions from the evaluation on:
■ whether the HWMK pilot met its objectives
■ how the pilot model worked in practice and any implications of this for future services
■ policy implications.
7.1

DID THE HWMK PILOT MEET ITS OBJECTIVES?

The main objectives of the pilot are set out below. An assessment of the available evidence is
discussed for each.
To deliver advice on occupational health, safety, sickness absence
management and return to work issues to SMEs using an HSE/LA badged
service with HSE/LA advisers acting at a distance from the enforcement arm
of the regulator
HWMK pilot advisers were able to access and provide advice to SMEs. However, this
advice related, in the majority of cases, to basic health and safety issues. There were few
cases of SMEs seeking advice on occupational health issues, sickness absence management
or return to work. This is not surprising given the way that the service was set up. Advisers
were meant to act commercially addressing issues raised by employers rather than ‘pushing’
a workplace health agenda. Previous research, such as the evaluation of WHC, has shown a
low level of interest amongst SMEs in occupational health issues.
The partnership with the LA appeared to confer both advantages and disadvantages. The LA
offered a strong local presence and knowledge of local stakeholder networks through which
to raise awareness of the pilot. However, a small number of employers and business
stakeholders felt that the association with the LA may act as a disincentive to engagement
with the service due to negative perceptions of the LA (in general, rather than as a regulator
of health and safety).
The partnership with the LA was helpful in providing a source of referrals from LA
Environmental Health Officers (EHOs). EHOs felt the service was valuable in helping
employers manage health and safety in a manner proportionate to the level of risk and in
reaching employers they would not usually inspect.
HWMK advisers appeared to be successful in communicating the advisory nature of the
service and its distance from the enforcement arm of the regulator. For the majority of
employers, the link with the regulator did not appear to be a disincentive. However, these
were either employers who did use the service or eligible employers who did not but who
felt that they already had good or adequate health and safety systems in place. Therefore, it is
unclear whether or not SMEs more generally, especially those with poor health and safety,
would have concerns about a service linked to the regulator.
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To deliver advice on occupational health, safety, sickness absence
management and return to work using lower qualified staff than was the case
for WHC
The evaluation of WHC concluded that most SMEs share relatively common, and basic,
health and safety needs/interests and that a WHC-style service could be delivered by lower
qualified advisers with appropriate support. HWMK piloted this approach.
HWMK advisers were able to deal with the majority of issues raised by employers at
workplace visits. The HWMK pilot manager estimated that around 70 to 80 per cent of
employer issues could be handled by advisers alone. This is roughly consistent with data
from the management information which suggests that advisers sought support from more
experienced staff in roughly 15 per cent of cases. Employers visited by HWMK were
generally satisfied with the advice they received and, on the whole, felt that advisers had an
appropriate level of knowledge. Where additional support was required, this was available
from the HWMK pilot manager (a Band 2 inspector) or informally from HSE inspectors
based at the offices from which HWMK operated. The most common issues with which
advisers needed support tended to relate to applying some HSE guidance to SMEs and the
interpretation of legally complex or technical legislation.
Transfer knowledge and skills to SMEs enabling them to resolve current and
future occupational health, safety, sickness absence and return to work
issues themselves
There is evidence from the qualitative work of employers feeling more confident in their
ability to deal with health and safety issues themselves. There is also evidence of employers
being helped by HWMK to adopt a more proportionate approach to risk management. A few
employers developed absence or return to work policies. This may potentially have equipped
these employers to manage absence problems in the future, although it is not possible to
determine whether this was the case.
Deliver a cheaper advice service to SMEs than WHC, but based on a similar
model
The use of lower qualified staff was anticipated to result in a more cost-effective service than
was the case with WHC. Although it is difficult to be precise about separating set-up from
ongoing costs, a rough comparison suggests that the costs of operating HWMK for a period
of one year were lower than that for either WHC or WBW. However, when comparing the
cost per workplace visit (calculated by dividing the total costs, both set-up and ongoing, by
the number of workplace visits), the figure for HWMK is higher than that for the other two
pilots. This is largely because of the lower than expected participation levels in HWMK.
This, in turn, was largely a result of the low key marketing approach adopted. However, the
short duration of the pilot may also have been a factor. Services generally take several
months to raise awareness and reach optimal levels of service delivery. HWMK ran for one
year, compared with the two-year duration of WHC.
The high cost per workplace visit could be reduced by either improving marketing to achieve
the anticipated visit numbers or by adjusting staffing levels to better match latent demand.
The latter approach could be achieved by cutting the number of advisers allocated to the
service, or by allocating a lower proportion of each staff member’s time to the service (eg by
asking them to deliver visits alongside other duties). Costs could also be reduced by using
either a part-time or lower qualified HSE inspector to supervise the advisers (eg an
experienced Band 3 inspector rather than a Band 2 as was the case in HWMK).
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7.2

HOW WAS HWMK DELIVERED?

7.2.1 Local adviceline
HWMK tested a different model of delivery for the adviceline when compared with WHC.
WHC involved a national adviceline delivered by a contracted provider with highly qualified
advisers (qualified to the same level as advisers offering the workplace visit service). The
HWMK adviceline was manned by HWMK advisers, ie HSE/LA staff.
There was low demand from employers for advice over the telephone. Fifty-two calls for
advice were received from 48 employers over the duration of the pilot. The majority of these
calls related to support on basic health and safety issues.
As for the WHC pilot, there was no dedicated marketing of the adviceline and the focus of
advisers was in converting calls to visits. It is not, therefore, surprising that the low demand
for telephone advice experienced in the WHC pilot has been replicated here. In both pilots,
the low level of demand for telephone-based advice may reflect the context of operation
rather than the appetite for this type of support amongst SMEs.
7.2.2 Workplace visit service
HWMK piloted a modified version of the WHC workplace visit model. Key differences
included the use of lower qualified advisers from HSE/LA operating at a distance from the
enforcement arm of the regulator, and a flexible visit model with employers receiving one or
more visits as required.
The workplace visit service fell well short of its original target of 400 visits. It fell just short
of its revised target of 200–250 visits, with an extended period of operation. The employers
who used the service were generally satisfied with it and sought advice on making general
improvements to health and safety systems, eg developing policies and conducting risk
assessments.
The evaluation of WHC concluded that extensive marketing was required in order to achieve
its target numbers. In comparison with WHC, the HWMK pilot did not have access to
professional marketing support, and did not have a well-developed marketing strategy in
place prior to the start of the pilot. It had created a website and engaged with local
stakeholder groups but did not begin active marketing until its launch. It also used nonspecialist staff to deliver telemarketing, one of the most successful methods in driving up
user numbers in the WHC pilot. Low demand is likely to be, in part, a reflection of this
approach. The majority of the non-users (employers eligible for the service but who did not
use it) interviewed as part of this research were not aware of the pilot.
7.2.3 Cost effectiveness
As noted above, the cost of delivering HWMK for one year was estimated to be lower than
that for either WHC or WBW. However, low participation levels meant the cost of each
workplace visit was higher for HWMK than the other two pilots. This evaluation did not
include a quantitative assessment of the benefits and costs to employers of involvement with
the service. However, as the types of changes made by employers using HWMK were
similar to those made by SMEs using WHC, the relevant figures may be applied from that
evaluation. A full cost-benefit analysis of WHC found that the service resulted in a net loss
of £11 million. Given this, it seems that the benefits of HWMK are unlikely to have
outweighed its costs.
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7.2.4 Policy implications
■ The evaluation of WHC concluded that unless an SME has a specific and current
problem, they are unlikely to be seeking out support with health and safety issues.
Extensive marketing is required to generate significant demand. This evaluation supports
that conclusion. In the absence of an intensive marketing campaign, demand for HWMK
was low. An alternative model to those piloted would be to adjust staffing to fit the level
of latent demand. This could be achieved by reducing the number of advisers or by
combining the workplace visit adviser role with existing HSE staff roles, eg the Health
and Safety Awareness Officer (HSAO) role.
■ As for WHC, the majority of issues on which SMEs sought advice were relatively basic
in nature. The HWMK pilot has demonstrated that the majority of SME concerns on
health and safety can be addressed by lower qualified staff (with appropriate support)
than was the case with WHC. However, the pilot was not cost-effective and its costs are
likely to have outweighed its benefits. Therefore, the question arises as to how the service
could be made more cost-effective, or whether SMEs could be supported through a less
resource-intensive approach.
■ The HWMK model may be made more cost-effective by adjusting staffing to reflect
latent demand or by improving marketing to generate greater participation. It may also be
made more cost-effective by targeting resources at those most likely to benefit. It is clear
from the available data that some employers using HWMK did so to check existing
systems or to make fairly minor changes, often in low-risk environments. Also, although
the majority of employers using the service made or planned to implement
recommendations, some of these employers felt that HWMK had accelerated the process
of change rather than necessarily delivering change that would not have happened in the
absence of HWMK. Targeting resources at those most in need of support and least likely
to be able to effect it may improve cost-effectiveness. One potential route for accessing
those most in need of support may be from referrals from inspectors, although this may
offer limited coverage.
■ Alternatively, SMEs may be supported in meeting their (basic) health and safety needs
through a less resource-intensive approach. SMEs feel it is difficult to keep up to date
with legislation and interpret health and safety requirements. There are a number of
potentially less resource-intensive ways in which SMEs could be helped with this. Local
SHADs were viewed by those involved in this research as an effective way of passing on
basic health and safety information. In addition, one or two employers viewed positively
HSE initiatives such as ‘myth busters’, which HWMK events used. Alternatively,
assisting SMEs to use existing sources of support such as HSE Infoline may be a way of
providing support more cost-effectively.
■ Employers using HWMK were likely to have represented relatively engaged SMEs.
HWMK advisers subjectively assessed the majority of SMEs they visited as already
having moderate or good health and safety systems in place. There is still a need to find
ways to engage less motivated SMEs with improving health and safety provision in the
workplace.
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APPENDIX 1
HOW EMPLOYERS HEARD ABOUT HWMK BY BROAD SECTORAL GROUP
Table A1.1: How employers heard about the service by broad sectoral group
Manufacturing/oth
er primary
activities
(%)
(n = 48)

Retail and other
commercial
services
(%)
(n = 95)

Public services
(%)
(n = 67)

Local SHAD

18.8

35.8

34.3

Telemarketing

16.7

10.5

14.9

Leaflet drop

14.6

14.7

7.5

HSE/LA or other representative

2.1

9.5

14.9

Mail shot

2.1

10.5

4.5

HWMK website

12.5

4.2

6.0

Local newspaper

4.2

0.0

0.0

HSE website

2.1

1.1

0.0

Referral

2.1

0.0

1.5

Word of mouth

0.0

1.1

3.0

Other

10.4

5.3

1.5

Don’t know

14.6

7.4

11.9

Note: Percentages add up to more than 100 due to rounding.
Source: IES Analysis of HWMK pilot database
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HOW SMES HEARD ABOUT HWMK BY SIZE
Table A1.2: HWMK by size
0-9
(%)
(n = 92)

10-49
(%)
(n = 83)

50-249
(%)
(n = 29)

250+
(%)
(n = 6)

Local SHAD

26.1

36.1

34.5

33.3

Telemarketing

13.0

12.0

17.2

16.7

Leaflet drop

19.6

8.4

3.4

0.0

HSE/LA or other representative

8.7

12.0

6.9

0.0

Mail shot

7.6

7.2

3.4

0.0

HWMK website

5.4

8.4

3.4

16.7

Local newspaper

0.0

1.2

3.4

Referral

2.2

0.0

0.0

Word of mouth

1.1

1.2

3.4

HSE website

0.0

0.0

6.9

Other

6.5

2.4

10.3

Don’t know

9.7

10.8

6.9

Note: Number of responses shown in the table above sum to 204. Six organisations with more than
250 employees heard about HWMK and were recorded in the HWMK pilot database. Two heard
about HWMK through a local SHAD; one through telemarketing and one through the HWMK
website.
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