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This paper provides an overview of and perspective on the concept of well-being at work. Well-being is a term
that reflects not only on one’s health but satisfaction with work and life. Well-being is a summative concept
that characterizes the quality of working lives, including occupational safety and health (OSH) aspects, and it
may be a major determinant of productivity at the individual, enterprise and societal levels. Based on a review
of the literature and a recent conference, we suggest a model linking workforce well-being, productivity, and
population well-being. To appraise the validity of the model, we consider five questions: (i) is there a robust and
usable definition of workplace well-being? (ii) have the variables that influence well-being been aptly described
and can they be measured and used in risk assessments? (iii) what is the nature of evidence that well-being
is linked to productivity? (iv) what is the state of knowledge on the effectiveness of interventions to promote
workplace well-being? and (v) should interventions aimed at improving well-being at work focus on more than
work-related factors?

Key terms health promotion; occupational safety and health; OSH; productivity; workplace.

Maintaining the functioning of the workforce is increasingly a critical issue as workforces throughout the
world age and worker shortages are projected due to
lower fertility rates (1, 2). With these realities, nations
are struggling to determine how they will meet social
welfare, pension, and healthcare obligations, when the
engine that supplies the financing – the workforce – is
aging and increasingly impacted by chronic disease and
disability (3–5). The key to maintaining the effective
functioning of the workforce is the concept of wellbeing, which encompasses more than just one’s state
of health; it is also a reflection of one’s satisfaction
with work and life. This was recognized in what may
turn out to be a landmark event, where 190 scientists
and practitioners from more than 30 countries met on
10–12 February 2010 in Helsinki for the Towards Better Work and Well-being Conference, which focused on
research and information on the well-being of workers
(http://www.ttl.fi/en/press/Pages/pressrelease_5.aspx).
The conference highlighted the need to understand
an array of factors that affect workers’ well-being and
the extent to which well-being influences productivity.
Many of the presentations indicated that to address
worker well-being and productivity effectively, the

t raditional focus of occupational safety and health
(OSH) must be expanded to include an understanding
and assessment of those factors that lead to healthy,
happy, and productive working lives.
The conference, sponsored by the Finnish Institute of
Occupational Health, featured cutting-edge research on
well-being at work, workplace health promotion, work
organization, psychosocial and physical hazards, economic impacts, productivity, and intervention effectiveness. These topics were given perspective by repeated
reference to the seminal work of Dame Carol Black’s
report, Working for a Healthier Tomorrow, and the close
to two decades of research on the concept of work ability
(a worker’s physical, psychological, and social capacity
to work) and the work ability index (6–13).
Well-being is a summative concept that characterizes the quality of working lives, and it may be seen as
a major determinant of productivity at the individual,
enterprise, and societal levels (10, 12–15). Productivity at those levels influences population well-being as
illustrated in the heuristic model presented in figure 1.
Critical in this model is the need for countries to maintain a viable dependency ratio (the ratio of dependents
in a population to the size of the workforce). A viable
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Figure 1. Relationship between workforce well-being, productivity (individual, enterprise, national), and population well-being: a heuristic model.

dependency ratio can be maintained by considering the
needs of aging workers and the factors that keep them
working (16, 17). More broadly, maintaining the productivity of workers, organizations, and nations requires
understanding the relationship between the health and
well-being of the workforce and the other factors that
affect national economic growth (14, 18–21). Research
and interventions to address health and well-being need
to focus not only on individual level factors but more
importantly on organization and societal-level factors as
individual well-being does not exist on its own or in a
workplace but rather within a social context (12, 15, 21).
The nature of work can be both beneficial and harmful. Generally, most models in occupational health
and well-being focus on job stressors and hazards and
neglect the potentially positive effects of work such as
income, engagement, personal growth, and learning
(22–24). In contrast, in addition to occupational hazards,
the absence of work (unemployment, or underemployment), is known to be a major stressor and cause of ill
health (25, 26). In the evolving economies of the world,
work and unemployment are part of a dynamic pool. In
some cases, such as in the current economic recession,
unemployment is involuntary. But increasingly workers
may voluntarily or involuntarily face repeated cycles
of education, work, leisure, and not working. Although
these cycles may be desirable to some, they may also
subject workers to the stresses of uncertain employment,
new employment, or no employment (25, 26).
A general model that links workforce well-being,
productivity, and population well-being is shown in
figure 1. Although more research is needed to identify critical factors in well-being and the relationships
between well-being and productivity, it is clear from

existing data that the general elements of the model are
important. To appraise the validity of the model, we
pose five questions that might be helpful to consider:
(i) is there a robust and usable definition of workplace
well-being? (ii) have the variables that influence wellbeing been aptly described, and can they be measured
and used in risk assessments? (iii) what is the nature of
the evidence that well-being is linked to productivity?
(iv) what is the state of knowledge on the effectiveness
of interventions to promote workplace well-being? (v)
should interventions aimed at improving well-being at
work focus on more than work-related factors?

Is there a robust and usable definition of wellbeing?
Numerous definitions of well-being exist by discipline.
1
Although there is no consensus definition, a growing
convergence toward common elements has been noted
(13, 22, 23, 27–34). A key common element is that
well-being is more than merely the absence of negative
circumstances, such as illness; rather it also includes
positive features such as the quality of a job or happiness
with one’s life. The definition advocated by Waddell &
Burton (31) is that well-being is “the subjective state
of being healthy, happy, contented, comfortable, and
satisfied with one’s life.” It includes physical, material, social, emotional (happiness), and development
and activity dimensions. A more expansive definition
also cited at the Helsinki conference is: “flourishing
employees achieving their full potential for both their
own benefit and that of the organization.” Well-being at
Scand J Work Environ Health 2010, vol 36, no 5
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work is also influenced by mental and physical health,
job security, organization of work, work engagement,
worklife benefits, and wages (22, 31 35–41). There is a
relatively large literature on well-being in psychology
involving three areas: (i) displeasure–pleasure, (2) anxiety–comfort, and (3) depression–enthusiasm (32, 34,
35). There are also definitions in the fields of economics,
medicine, and health. Although there is no consensus
definition, efforts have progressed to develop tools to
measures or characterize well-being. One self-evaluation
tool developed by the Finnish Institute of Occupational
Health is currently being tested in various companies
and may serve as a useful means of benchmarking wellbeing at work (33).

Have the variables that influence well-being been
aptly described?
There has been some informative research on determinants of well-being. Warr (32) identified three categories
of determinants: work-related, lifestyle, and personality.
Well-being also has been categorized in terms of context
(work) and context-free. Of particular importance is
the need to assess how adverse work conditions affect
well-being. This is particularly difficult in knowledge
economies where uncertainty, job stress, and work organization are major factors in health (25, 26, 36, 42, 43).
Also, more research is needed on the determinants and
consequences of well-being at the individual, organizational, and societal levels and such research should aim
to quantify the determinant factors (13, 34). This need
includes research to clarify and validate the relationships
shown in figure 1.
Ultimately, if well-being is to be achieved, it may be
necessary to conduct research as to what factors affect
the risk to well-being. If the research is to be useful for
guidance or regulation, the relationship between hazards
to well-being and the exposure to them will need to
be characterized so that risks can be anticipated over
a range of exposures (work conditions and characteristics) or so that at least some analogistic approach to
exposure–response characterization could be developed
to discriminate between the levels of threat to well-being.

What is the nature of evidence linking well-being
to productivity?
A growing body of literature links workforce wellbeing to productivity particularly in terms of health as
a component of well-being (5, 9, 14, 15, 18, 44–48). In
the simplest terms, sickness absence has been shown to
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directly affect productivity (49). However, the literature
linking health or well-being to productivity generally
has important methodological limitations with regard to
measuring both well-being and productivity (14, 50–52).
A macroeconomic analysis of the impact of health
on productivity clearly shows a positive slope when
life expectancy of the population of countries is plotted
against gross national income per capita. Tompa (14)
revisited four pathways by which health may affect
productivity in the labor market: (i) a healthy labor force
may be more productive; (ii) individuals with longer
life expectancies may choose to invest more in education and receive greater benefits; (iii) individuals with
longer life expectancies may save more for retirements;
and (iv) improvements in survival and health of young
children may provide incentive for reduced fertility,
increased labor force participation, and increased per
capita income (53).
Tompa concluded that economic well-being in developed countries is a function of their competitiveness
in international markets, which is dependent on the
innovation and productivity of the workforce and influenced by characteristics and quality of their human
capital (including education, skills, and health). Health
is now recognized as a critical aspect of human capital
(14, 54). To better inform policy-making at all levels,
(workers, enterprise, and national), additional research
will be needed to incorporate more refined measures of
health that include functional status and mental health.
Also, research to link other non-health aspects of wellbeing (eg, satisfaction with one’s life) to productivity
is needed. Health and more generally well-being can
affect productivity through absenteeism and presenteeism (lack of full functioning and performance at work
often due to the diminished health of workers). There is
a growing literature on presenteeism, demonstrating its
costs and relationship with productivity. However, more
research is needed on the definition, determinants, and
the consequences of productivity (55, 56).
Care should be taken in two specific areas when
considering the role of well-being and productivity.
First, well-being and productivity can be assessed at the
individual, enterprise, and national levels, and multilevel
analyses will ultimately be necessary to get a comprehensive view of all the important determinants and
relationships (14, 57). Second, at the individual level,
there is concern that linking well-being to productivity may devolve to “blaming the worker” for the poor
performance of the enterprise without examining all the
other major factors including employer responsibility.
The potential for misinterpretation should not preclude
assessment of the factors that link individual well-being
and productivity, but rather it also should remind investigators to guard against a reductionist interpretation.
This includes not thinking of workers as mere units of
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production to be fine-tuned and oiled to churn out more
work. However, consideration of productivity in relation
to well-being includes addressing workers’ potential,
aspirations, and satisfaction as well as the ability to
accomplish work successfully.

What is the state of knowledge on the effectiveness
of interventions to promote workplace well-being?
For the health component of well-being, there is a growing body of evidence on the effectiveness of workplace
intervention for occupational outcomes (eg, musculoskeletal disorders, mental health) and personal factors
(eg, smoking, being overweight) (58–64). Systematic
reviews and clearinghouse efforts through the Cochrane
Collaboration and other organized entities have made
significant contributions to assessing the state of knowledge on particular interventions (65). As more is learned
about determinants of well-being, research will need to
be conducted on how to influence these determinants
and the effectiveness of such interventions (66). It
may be even more difficult to conduct research on the
effectiveness of interventions relating to the non-health
component (eg, satisfaction with one’s life) and their
economic impact. If increasing workability is to be
a widespread goal, more people with disabilities and
chronic health conditions must be able to work successfully. Thus, it will be important to consider what worker
health protection/promotion programs and accommodations will meet their needs.
Finally, the most important aspect of any intervention targeting well-being should be to address the greatest number of workers. Most workers are employed
by small and medium enterprises (SME). These enterprises often have fewer resources and less expertise in
OSH (67–69). In controlling traditional hazards, with
some notable exceptions, addressing SME has been
the greatest shortcoming of the OSH community. For
SME, it is not clear whether controlling traditional
occupational hazards may be more easily accomplished
than controlling hazards to well-being, since a holistic approach might be more readily instituted due to
the social environment of those firms. Three efforts
related to well-being in SME are needed. Firstly, a
larger portion of research resources should be focused
on SME. Secondly, the distinctions within SME should
be researched and characterized. Too often, SME are
viewed as homogeneous entities when in fact there are
important differences in resources, capabilities, and
limitations in businesses that may have 5, 15, 50, or 250
employees. SME of various sizes need to be studied and
differences noted so that more effective interventions
by organization size can be developed and utilized (67,

68). Finally, the business case should be used as a motivation, and OSH professionals need to be more aware
of and proficient in speaking the language of business
(65). Most SME research has involved focusing on
developing informational products and exploring ways
to reach this target group. The critical issue however, is
employer motivation, and the business case is the most
important but not the only issue in motivation. Various
reviews of the economic aspects of OSH stress the need
for strengthening research and the business case, and the
need for more emphasis on developing economic data
and arguments (47, 48, 51, 65).

Should interventions aimed at improving wellbeing at work focus on more than work-related
factors?
The extensive body of literature that indicates well-being
at work is part of a larger context strongly points to the
need for interventions aimed at improving well-being at
work to go beyond work-related factors (12, 46, 70–78).
A majority of workers’ most prevalent and significant
health conditions (eg, cardiovascular disease, cancer,
obesity, diabetes, arthritis, substance abuse, and depression) are not caused solely by workplace hazards, but
work can exacerbate many of these conditions (17, 48,
71, 77, 78). Yet, work and non-work factors are generally
treated separately. The compartmentalization of work
and non-work is due in part to the historic development
of the labor and employment contract to limit liability
(79). Moreover, the line between work and non-work
has been blurred by new forms of work organization and
communication. A need exists to conduct more etiologic
research that investigates the interaction of occupational
and personal risk factors (ORF and PRF). Historically,
etiologic research focused on main effects that relate to
interest of investigators, the organization, or the funding
source. Thus OSH investigations traditionally focused on
ORF-disease associations and other factors were “noise,”
confounders, or effect modifiers. Similarly, for example, in smoking-related research, investigators studied
smoking-disease associations and occupational hazards
were “noise” or confounders. To address well-being, it is
important that both ORF and PRF be studied and interactions clearly assessed. In many cases, both PRF and ORF
can cause the same condition or disease. Often, if both are
present, the subsequent pathology is more severe, appears
more quickly, and leads to earlier disability. This, as well
as other forms of interaction, is important information in
developing intervention programs and planning interventions (22, 37, 69, 70, 78).
It is evident in the published literature that a
transition is needed from recognizing solely occupaScand J Work Environ Health 2010, vol 36, no 5
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tional hazards to recognizing all (or at least the most
important) factors that affect the health and well-being
of workers (figure 2) (6–11, 71–78). By making this
transition, the OSH community can better address
the role of well-being in productivity and national
economic health. There is value in viewing OSH in a
new light, positioning it in the mainstream of dealing
with critical national problems. Over the past 25 years,
with some important and notable exceptions, OSH has
been a marginal contributor in national debates and
national growth. Although the field and profession,
until recently, have been slow to acknowledge this
marginality, decision-makers have not. Nevertheless,
the OSH community is well-equipped and poised to
address the impending demographic collision of more
people depending on fewer workers (4). However,
making this transition will not be easy. It will require
interdisciplinary thinking by the profession and managers of OSH systems and services. Revamped training
programs for OSH professionals will be needed.
All countries and, particularly at this time, developed
countries have a great need for the OSH profession

to address this demographic situation and accept the
challenge. The most compelling reason that the OSH
profession is best suited to address the “aging worker
demographic” is because the critical aspects are work
and the workforce, the principal focus of the field. However, the history of OSH also includes the separation of
occupational health from mainstream healthcare and, in
some cases, from mainstream public health. Additionally, the field is suffering from a diminishing workforce
and academic base due, in part, to the lack of good quality data on the magnitude and burden of work-related
disease and disability, which does not argue that this is
an area for career investment (80). Finally, an image and
perception problem exists. Young people considering
entering a health field do not see OSH as highly relevant
to the problems of the day. If the OSH field is going
to accept the challenge to step into the breach of the
coming demographic collision, it needs to reconfigure,
reinvest in, and re-energize itself.
The acute problem of an aging workforce and the
need to extend working life in many developed countries
is resonant in the literature and punctuated by the work

Figure 2. Evolution in focus on the health and well-being of the workforce. Adapted from Anttonen & Räsänen (33)
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of Dame Carol Black who called for such reinvigoration. In recent years, the well-being at work of an aging
workforce has been raised as an issue of corporate social
responsibility and a focus for governments, labor, and
academics (4, 6, 13, 17, 21, 80–82). Overall, in addressing
well-being at work, the research needs are significant and
the recent Helsinki conference on well-being at work can
serve as a benchmark on the current status of the field and
where it needs to go. There are many unanswered questions; this conference showed the progress in addressing
them and what still needs to be accomplished.
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