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The psychosocial and health effects of workplace
reorganisation. 1. A systematic review of organisational-level
interventions that aim to increase employee control
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Objective: Systematic review of the health and psychosocial
effects of increasing employee participation and control through
workplace reorganisation, with reference to the ‘‘demand–
control–support’’ model of workplace health.
Design: Systematic review (QUORUM) of experimental and
quasi-experimental studies (any language) reporting health and
psychosocial effects of such interventions.
Data sources: Electronic databases (medical, social science and
economic), bibliographies and expert contacts.
Results: We identified 18 studies, 12 with control/comparison
groups (no randomised controlled trials). Eight controlled and
three uncontrolled studies found some evidence of health
benefits (especially beneficial effects on mental health, including
reduction in anxiety and depression) when employee control
improved or (less consistently) demands decreased or support
increased. Some effects may have been short term or influenced
by concurrent interventions. Two studies of participatory
interventions occurring alongside redundancies reported
worsening employee health.
Conclusions: This systematic review identified evidence
suggesting that some organisational-level participation
interventions may benefit employee health, as predicted by the
demand–control–support model, but may not protect employees
from generally poor working conditions. More investigation of
the relative impacts of different interventions, implementation
and the distribution of effects across the socioeconomic
spectrum is required.
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E
mployment is widely regarded as an impor-
tant determinant of health.1 One of the most
influential theories describing this relation-

ship is the ‘‘demand–control–support’’ (DCS)
model of workplace health, which hypothesises
that employee health may be negatively associated
with job demands and positively associated with
control and social support in the workplace.1–6

Although the model continues to be debated, it
has proved influential amongst policy-makers. The
2004 English public health strategy, Choosing
health, recommends increasing job control as a
key task for improving population health.7 We
have conducted a systematic review of organisa-
tional-level workplace interventions that may
achieve this key task.

Observational epidemiological studies have pro-
vided fairly consistent evidence that workplace
control may be associated with health, but find-
ings have been more mixed with regard to the full
DCS model.8 9 Some commentators have empha-
sised the interactive effects of these psychosocial
characteristics, suggesting that the combination of
high demand and low control (and low support)
adversely affects health, whilst the inverse of these
combined characteristics enhances health.3 5 6

Some have prioritised specific parts of the model
(e.g. suggesting that control may have stronger
associations with health than demands).1 9 10 In
addition, researchers have highlighted potentially
important individual factors not considered by the
model (e.g. personal modes of coping and need to
control), and alternative models such as ‘‘effort–
reward imbalance’’ have been advanced.11 The
degree to which workplace psychosocial factors
explain health outcomes independently of vari-
ables such as status in the community, income and
health behaviours has also been questioned.12

Intervention evaluations have been advocated as
a means of testing the validity and applicability of
psychosocial theories. Such evaluations have been
called ‘‘the bullet that psychosocial epidemiology
has to bite’’ to provide evidence for this purpose
and influence policy.13 Evaluations of interventions
to improve workplace control may help us identify
ways not only to improve employee health, but
also to reduce health inequalities, as some evi-
dence suggests a social gradient in exposure to
work control (i.e. lower occupation groups may
experience less control).14

ORGANISATIONAL INTERVENTIONS
Karasek (a theorist in this field) categorised
workplace psychosocial interventions by distin-
guishing ‘‘organisational-level’’ interventions,
aimed at changing the psychosocial environment,
from ‘‘individual-level’’ interventions that focus on
how individuals behave and cope with that
environment. He argued that organisational inter-
ventions were preferable as preventative measures
because they addressed the causes of unhealthy
working environments.4

The systematic review presented here focuses on
site-specific (rather than area-wide legal or socio-
economic transitions4) organisational interven-
tions designed to increase employees’
opportunities to make decisions or participate in
decision-making processes at work. As managerial
structures may change to facilitate employee
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participation and control, Karasek describes these as ‘‘macro-
level’’ interventions that cut across workplace hierarchies. In a
companion systematic review we investigate the health effects
of more localised ‘‘micro-level’’ organisational interventions
that affect workers’ daily task structures (C Bambra et al.,
unpublished data).

We know of no other systematic review that focuses on
participation interventions. Existing reviews tend to broadly
scope workplace intervention evaluations, to include studies
that report relatively few data on either health or psychosocial
outcomes or to focus on individual-level interventions.4 15–21

Systematic reviews are increasingly advocated for identifying
and synthesising evaluative evidence on the wider determi-
nants of health and health inequalities.22 23 Employment has
been highlighted as a policy area in need of such reviews.23 In
this systematic review we ask whether organisational-level
interventions designed to increase employee participation/
control lead to health effects predicted by the DCS model.

METHODS
Inclusion and exclusion
We included experimental, prospective and retrospective
studies evaluating organisational-level interventions (single or
multiple interventions) intended to increase employees’ oppor-
tunities to make decisions or participate in decision-making.

We included only studies that evaluated both the psychoso-
cial and health effects of such interventions, so we could
explore the relationship between these effects. Psychosocial
outcomes included self-reported demand, control and support
or related measures (e.g. work complexity, autonomy, satisfac-
tion with colleagues). Health outcomes included self-reported
physical health, mental health, absenteeism and physical
measures. We excluded studies that focused exclusively on
workplace injuries, or which did not report workplace
psychosocial characteristics beyond general job satisfaction.

Search strategy
We searched for documents of any type, language or
nationality. We developed a sensitive electronic search strategy
using lists of terms associated with workplace reorganisation,
psychosocial outcomes and health (see our protocol: http://www.
msoc-mrc.gla.ac.uk/Evidence/Research/Research_MAIN.html),
and searched databases from start date to November 2006 (see
box 1). We also searched SIGLE, PAIS, Dissertation Abstracts and
other Internet resources, manually searched bibliographies and
contacted experts.

We initially located 65 282 titles and abstracts, and retrieved
733 for detailed examination. All empirical studies of organisa-
tional-level employee participation interventions were indepen-
dently assessed by two reviewers (CB and ME) for relevance
and methodological quality (tables 1–4).

Data extraction, appraisal and synthesis
Critical appraisal criteria were adapted from the systematic
review methodological literature and existing systematic
reviews of complex interventions.24–27 Data were abstracted by
one reviewer (ST) and checked by another (ME). We calculated
effect sizes and 95% confidence intervals (CIs) where possible,
but it should be noted that these sometimes differed from p
values reported in the original articles, possibly because our
calculations relied on summarised final sample size data
reported in journals, rather than original datasets.
Heterogeneity in interventions, study designs, comparison
groups, outcome measures and reporting of data made meta-
analysis and comparisons of effect sizes between studies
problematic. Therefore, we used narrative synthesis: categoris-
ing and tabulating data by intervention type, methodology,
setting and outcome, and describing studies in a narrative that

emphasised more methodologically robust (e.g. prospective,
controlled) studies.24 25 28 29

RESULTS
We identified 18 studies (published between 1981 and 2006)
that examined both the health and psychosocial impacts of
organisational interventions aimed at increasing employee
participation/control.30–48 Four were identified through manual
searches,30 36 40 42 the rest electronically.

Most included studies evaluated interventions involving
‘‘participatory’’ or ‘‘problem-solving’’ committees of employee
representatives. These were usually established to identify ways
of tackling workplace stressors, although one had wider powers
concerning budgeting and human resources.32 Some participa-
tory interventions were implemented in combination with
individual-level interventions,38–41 ergonomic improvements,42 43

or organisational downsizing (tables 1–4).44–48

We identified 12 prospective studies with non-randomised
comparison groups.30–42 44 Comparison groups typically con-
sisted of employees from similar departments or workplaces to
the intervention groups. Key findings from these prospective
controlled studies are summarised in the text. We also
identified three uncontrolled prospective37 45 46 and three retro-
spective43 47 48 studies (one of which was qualitative48). Tables 1–
4 summarise findings and methodological details from all the
studies.

Single-intervention studies
Six of the seven studies evaluating single participatory
interventions were prospective with comparison groups.30–36

(table 1). Apart from one study of employees given more
control over their working hours,36 the interventions took the
form of employee committees to identify workplace stressors
and ways to reduce them. One committee’s role was semi-
managerial.32

Two cohort studies with comparison groups had civil service
settings. One examined the effects of establishing problem-
solving committees comprising managers, elected employee
representatives and an external consultant at two regional
public health departments in the USA.30 After 12 months,
neither employees’ adjusted mean depression scores nor rates
of self-reported sleeping problems had changed significantly.
There was little change (p.0.05) in self-reported demand,
control or support (Job Contents Questionnaire (JCQ)).

The other examined a UK central government office where a
workers’ committee of volunteer employee representatives,
moderated by a consultant psychologist, was established.31

After 12 months, mean scores for ‘‘sense of control’’ increased
in the intervention group from 10.31 (95% CI 9.65 to 10.97) to
12.70 (95% CI 11.96 to 13.44) (p,0.0001) and decreased in the
comparison group from 10.86 (95% CI 10.16 to 11.56) to 10.65
(95% CI 9.40 to 11.90). Mean Occupational Stress Indicator
scores for mental ill health improved from 57.56 (95% CI 54.19

Box 1 Electronic databases searched (hosts given in
parentheses)

ASSIA (CSA) ERIC (CSA/Dialog)
British Library catalogue Index to theses
Business Periodicals Premier Medline (Ovid/Dialog)
Conference Papers Index (CSA) NTIS (free version)
COPAC Psycinfo (Dialog/Ovid)
Econlit (Dialog/Ovid) Social Sciences Citation Index

(MIMAS)
Electronic Collections Online (OCLC
firstsearch)

Sociological abstracts (CSA)

Embase (Dialog) Zetoc

946 Egan, Bambra, Thomas, et al

www.jech.com

 on 5 November 2009 jech.bmj.comDownloaded from 

http://jech.bmj.com


Ta
b
le

1
Si

ng
le

in
te

rv
en

tio
ns

to
in

cr
ea

se
em

pl
oy

ee
pa

rt
ic

ip
at

io
n

an
d/

or
co

nt
ro

l

St
ud

y
D

es
ig

n
a
nd

m
et

ho
d
s

a
p
p
ra

is
a
l*

Se
tti

ng
a
nd

p
a
rt

ic
ip

a
nt

s
In

te
rv

en
tio

n
Im

p
le

m
en

ta
tio

n
Ps

yc
ho

so
ci

a
l

ou
tc

om
es

(p
,

0
.0

5
)�

,`
H

ea
lth

ou
tc

om
es

(p
,

0
.0

5
)`

La
nd

sb
er

gi
s

an
d

V
iv

on
a-

V
au

gh
an

(1
9
9
5
)3

0

Pr
os

pe
ct

iv
e

co
ho

rt
st

ud
y

w
ith

co
m

pa
ri

so
n

gr
ou

p.
So

m
e

qu
al

ita
tiv

e
co

m
po

ne
nt

s
1
2
-m

on
th

fo
llo

w
-u

p
Fi

na
l

sa
m

pl
e:

n
=

7
7

M
et

ho
ds

ap
pr

ai
sa

l:
1
,

2
,

3
,

4
,

7
,

8
,

9
,

1
0

Tw
o

lo
ca

lg
ov

er
nm

en
t

ag
en

ci
es

,
U

SA
M

an
ag

er
s,

pr
of

es
si

on
al

s
an

d
cl

er
ic

al
st

af
f

Pr
ob

le
m

-s
ol

vi
ng

co
m

m
itt

ee
s

m
od

er
at

ed
by

ex
te

rn
al

co
ns

ul
ta

nt
fo

r
el

ec
te

d
em

pl
oy

ee
re

pr
es

en
ta

tiv
es

an
d

m
an

ag
er

s

A
ut

ho
rs

re
po

rt
su

pp
or

t
fo

r
th

e
in

te
rv

en
tio

n
fr

om
em

pl
oy

er
s

an
d

em
pl

oy
ee

s,
an

d
th

at
so

m
e

of
th

e
co

m
m

itt
ee

s’
pr

op
os

al
s

w
er

e
im

pl
em

en
te

d

D
em

an
d

(D
)

«
D

ec
is

io
n

la
tit

ud
e

(C
)

«
W

or
k

in
vo

lv
em

en
t

(C
)

«
In

flu
en

ce
sa

tis
fa

ct
io

n
(C

)
«

Su
pe

rv
is

or
re

la
tio

ns
(S

)
«

Fe
ed

ba
ck

(S
)

«
C

o-
w

or
ke

r
su

pp
or

t
(S

)
«

G
ro

up
go

al
cl

ar
ity

(O
)

«
O

pe
n

gr
ou

p
pr

oc
es

s
(O

)
q

M
en

ta
lh

ea
lth

(J
ob

C
on

te
nt

Q
ue

st
io

nn
ai

re
)

«

Bo
nd

an
d

Bu
nc

e
(2

0
0
1
)3

1
Pr

os
pe

ct
iv

e
co

ho
rt

st
ud

y
w

ith
co

m
pa

ri
so

n
gr

ou
p

1
2
-m

on
th

fo
llo

w
-u

p
Fi

na
ls

am
pl

e:
n

=
5
3

M
et

ho
ds

ap
pr

ai
sa

l:
1
,

2
,

3
,

4
,

6
,

7
,

1
0

C
en

tr
al

go
ve

rn
m

en
t

of
fic

e,
U

K
C

iv
il

se
rv

an
ts

:
va

ri
ou

s
gr

ad
es

Pa
rt

ic
ip

at
iv

e
ac

tio
n

re
se

ar
ch

:
w

or
ke

rs
’

st
ee

ri
ng

co
m

m
itt

ee
of

vo
lu

nt
ee

r
em

pl
oy

ee
re

pr
es

en
ta

tiv
es

,
se

t
up

by
ex

te
rn

al
co

ns
ul

ta
nt

(p
sy

ch
ol

og
is

t)

Fe
w

re
po

rt
ed

de
ta

ils
.

C
om

m
itt

ee
’s

pr
op

os
al

s
fo

r
m

or
e

fe
ed

ba
ck

op
po

rt
un

iti
es

in
th

e
w

or
kp

la
ce

w
er

e
ad

op
te

d
by

m
an

ag
em

en
t

Se
ns

e
of

co
nt

ro
l(

C
)

q
Jo

b
sa

tis
fa

ct
io

n
(O

)
«

Se
lf-

ra
te

d
pe

rf
or

m
an

ce
(O

)
q

M
en

ta
li

ll
he

al
th

(O
SI

)
sc

or
e:

O
cc

up
at

io
na

l
St

re
ss

In
di

ca
to

r
q

Ph
ys

ic
al

he
al

th
«

A
bs

en
te

ei
sm

q

C
ou

nt
e

et
al

(1
9
8
7
)3

2

Pr
os

pe
ct

iv
e

co
ho

rt
st

ud
y

w
ith

co
m

pa
ri

so
n

gr
ou

p
3
-

an
d

6
-m

on
th

fo
llo

w
-u

p
Fi

na
ls

am
pl

e:
n

=
9
9

M
et

ho
ds

ap
pr

ai
sa

l:
1
,

2
,

3
,

7
,

8
,

1
0

H
os

pi
ta

l.
U

SA
N

ur
se

s
Pa

rt
ic

ip
at

iv
e

m
an

ag
em

en
t

in
te

rv
en

tio
n:

co
m

m
itt

ee
s

of
nu

rs
es

gi
ve

n
co

nt
ro

lo
ve

r
pe

rs
on

ne
l,

w
or

k
sc

he
du

lin
g,

tr
ai

ni
ng

an
d

so
m

e
bu

dg
et

in
g

Th
re

e
of

th
e

so
ur

co
m

m
itt

ee
s

w
er

e
re

po
rt

ed
ly

w
el

li
m

pl
em

en
te

d,
bu

t
th

e
fo

ur
th

w
as

hi
nd

er
ed

by
‘‘p

ow
er

st
ru

gg
le

s’
’.

M
an

y
nu

rs
es

pr
ef

er
re

d
th

e
tr

ad
iti

on
al

,
hi

er
ar

ch
ic

al
m

od
el

of
ho

sp
ita

lm
an

ag
em

en
t

C
o-

w
or

ke
r

sa
tis

fa
ct

io
n

(S
)

«
Sa

tis
fa

ct
io

n
w

ith
w

or
k

(O
)

«
A

bs
en

te
ei

sm
«

Bo
ur

bo
nn

ai
s

et
al

(2
0
0
6
)3

3
3
4

Pr
os

pe
ct

iv
e

re
pe

at
cr

os
s-

se
ct

io
na

l
st

ud
y

w
ith

co
m

pa
ri

so
n

gr
ou

p
1
2
-m

on
th

fo
llo

w
-u

p
Fi

na
ls

am
pl

e:
6
1
3

M
et

ho
ds

ap
pr

ai
sa

l:
1
,

2
,

3
,

4
,

5
,

6
,

7
,

8
,

9
,

1
0

H
os

pi
ta

l,
C

an
ad

a
N

ur
se

s,
or

de
rl
ie

s
an

d
au

xi
lia

ry
nu

rs
es

Pa
rt

ic
ip

at
or

y
in

te
rv

en
tio

n
ba

se
d

on
th

e
G

er
m

an
‘‘H

ea
lth

C
ir

cl
es

’’
m

od
el

.
Sm

al
lg

ro
up

s
of

di
ffe

re
nt

ty
pe

s
of

em
pl

oy
ee

re
pr

es
en

ta
tiv

es
,

le
d

by
an

ex
te

rn
al

m
od

er
at

or
,

m
ee

t
ev

er
y

2
w

ee
ks

to
id

en
tif

y
ps

yc
ho

so
ci

al
st

re
ss

or
s

an
d

re
co

m
m

en
d

so
lu

tio
ns

to
em

pl
oy

ee
s

an
d

m
an

ag
em

en
t

In
te

rv
en

tio
n

de
ve

lo
pe

d
by

re
se

ar
ch

er
s

in
co

ns
ul

ta
tio

n
w

ith
nu

rs
in

g
re

pr
es

en
ta

tiv
es

,
fo

llo
w

in
g

as
se

ss
m

en
t

an
d

ob
se

rv
at

io
ns

of
th

e
w

or
kp

la
ce

.
Ev

id
en

ce
of

co
-o

pe
ra

tio
n

fr
om

m
an

ag
em

en
t.

So
m

e
of

th
e

le
ss

co
m

pl
ex

re
co

m
m

en
da

tio
ns

ha
ve

‘‘a
lr
ea

dy
be

en
ap

pl
ie

d’
’

Ps
yc

ho
lo

gi
ca

l
de

m
an

ds
(D

)
q

D
ec

is
io

n
la

tit
ud

e
(C

)
«

Su
pe

rv
is

or
su

pp
or

t
(S

)
Q

C
o-

w
or

ke
r

su
pp

or
t

(S
)

q
Re

w
ar

d
(O

)
q

Ef
fo

rt
–r

ew
ar

d
im

ba
la

nc
e

(O
)

Ps
yc

ho
lo

gi
ca

l
di

st
re

ss
(P

sy
ch

ia
tr

ic
Sy

m
pt

om
In

de
x)

«
Sl

ee
pi

ng
pr

ob
le

m
s

(N
ot

tin
gh

am
H

ea
lth

Pr
of

ile
)

«
C

lie
nt

-r
el

at
ed

bu
rn

ou
t

«
W

or
k-

re
la

te
d

bu
rn

ou
t

q
Pe

rs
on

al
bu

rn
ou

t
(C

op
en

ha
ge

n
Bu

rn
ou

t
In

ve
nt

or
y)

«

Pa
rk

et
al

(2
0
0
4
)3

5

Pr
os

pe
ct

iv
e,

co
nt

ro
lle

d,
re

pe
at

-c
ro

ss
-

se
ct

io
na

ls
tu

dy
Ba

se
lin

e
6

m
on

th
s

pr
io

r
to

in
te

rv
en

tio
n.

Fo
llo

w
-u

p
1

ye
ar

af
te

r
in

te
rv

en
tio

n
Fi

na
ls

am
pl

e:
n

=
1
4
6
3

M
et

ho
ds

ap
pr

ai
sa

l:
1
,

2
,

3
,

6
,

7
,

8
,

9
,

1
0

Re
ta

il
st

or
e

w
or

ke
rs

,
U

SA
A

ll
em

pl
oy

ee
s

A
ct

io
n

te
am

s
cr

ea
te

d
in

ea
ch

in
te

rv
en

tio
n

st
or

e
in

w
hi

ch
em

pl
oy

ee
re

pr
es

en
ta

tiv
e

lia
is

ed
w

ith
m

an
ag

em
en

t
an

d
em

pl
oy

ee
s

to
im

pr
ov

e
te

am
co

m
m

un
ic

at
io

n
an

d
co

he
si

ve
ne

ss
,

w
or

k
sc

he
du

lin
g,

co
nf

lic
t
re

so
lu

tio
n

an
d

re
co

gn
iti

on
of

go
od

w
or

k

Im
pl

em
en

ta
tio

n
to

ok
pl

ac
e

du
ri

ng
a

pe
ri

od
of

re
ce

ss
io

n
an

d
un

ce
rt

ai
nt

y
(n

o
ex

pl
ic

it
re

fe
re

nc
es

to
re

du
nd

an
ci

es
).

A
ut

ho
rs

w
er

e
lo

ok
in

g
fo

r
a

bu
ffe

ri
ng

ef
fe

ct
ra

th
er

th
an

po
si

tiv
e

im
pr

ov
em

en
ts

.
A

ss
is

te
d

by
a

pr
of

es
si

on
al

fa
ci

lit
at

or
,

w
ho

he
lp

ed
bu

ild
sk

ill
s

am
on

gs
t
te

am
m

em
be

rs

O
rg

an
is

at
io

na
l
su

pp
or

t
(S

)
q

C
o-

w
or

ke
r

su
pp

or
t

(S
)

q
In

vo
lv

em
en

t
w

ith
ot

he
rs

(S
)

«
In

vo
lv

em
en

t
w

ith
su

pe
rv

is
or

s
(S

)
q

C
om

m
un

ic
at

io
n

(O
)

«
Sa

fe
ty

an
d

he
al

th
cl

im
at

e
(O

)
«

O
ve

ra
ll

he
al

th
st

at
us

(S
F1

2
)

q
Jo

b
st

re
ss

q

Sm
ith

et
al

.
(1

9
9
8
)3

6

Pr
os

pe
ct

iv
e,

re
pe

at
cr

os
s-

se
ct

io
na

l
st

ud
y

w
ith

ne
st

ed
co

ho
rt

st
ud

y
w

ith
co

m
pa

ri
so

n
gr

ou
ps

6
-m

on
th

fo
llo

w
-u

p
Fi

na
ls

am
pl

e
n

=
6
2

M
et

ho
ds

ap
pr

ai
sa

l:
1
,

3
,

4
,

7
,

8
,

9
,

1
0

Po
lic

e
st

at
io

n,
U

K
Po

lic
e

of
fic

er
s

Fl
ex

ib
le

w
or

ki
ng

ho
ur

s,
co

m
pa

re
d

w
ith

m
or

e
ri

gi
d

1
2
-h

ou
r

sh
ift

sc
he

du
le

s

Fe
w

re
po

rt
ed

de
ta

ils
on

ef
fe

ct
iv

en
es

s
of

im
pl

em
en

ta
tio

n
or

co
m

m
itm

en
t

of
em

pl
oy

er
s.

A
ro

un
d

5
0
%

of
em

pl
oy

ee
s

su
pp

or
te

d
th

e
in

te
rv

en
tio

n

W
or

kl
oa

d
(D

)
«

W
or

k-
pa

ce
co

nt
ro

l(
C

)
«

Sa
tis

fa
ct

io
n

w
ith

ro
ta

(O
)

q

M
en

ta
lh

ea
lth

(G
H

Q
1
2

m
ea

n
sc

or
e)

q
Ph

ys
ic

al
he

al
th

(P
hy

si
ca

lH
ea

lth
Q

ue
st

io
nn

ai
re

)
«

W
al

la
nd

C
le

gg
(1

9
8
1
)3

7

Pr
os

pe
ct

iv
e

co
ho

rt
st

ud
y

6
-

an
d

1
8
-m

on
th

fo
llo

w
-u

ps
Fi

na
ls

am
pl

e
n

=
2
9

M
et

ho
ds

ap
pr

ai
sa

l:
1
,

2
,

4
,

5
,

7
,

9
,1

0

Fa
ct

or
y,

U
K

M
an

ua
l

w
or

ke
rs

Im
m

ed
ia

te
co

nt
ro

lo
ve

r
pr

od
uc

tio
n

tr
an

sf
er

re
d

to
em

pl
oy

ee
w

or
k

gr
ou

ps
w

ith
a

st
ee

ri
ng

gr
ou

p
of

re
pr

es
en

ta
tiv

es
ov

er
se

ei
ng

ch
an

ge

A
ut

ho
rs

su
gg

es
t
th

at
bo

th
em

pl
oy

ee
s

an
d

em
pl

oy
er

s
su

pp
or

te
d

th
e

in
te

rv
en

tio
n

as
a

m
ea

ns
of

im
pr

ov
in

g
em

pl
oy

ee
s’

m
or

al
e

W
or

k
co

m
pl

ex
ity

(D
)

Q
A

ut
on

om
y

(C
)

q
G

ro
up

id
en

tit
y

(S
)

q
W

or
k

m
ot

iv
at

io
n

(O
)

q
Jo

b
sa

tis
fa

ct
io

n
(O

)
q

M
en

ta
lh

ea
lth

(2
0
-i

te
m

G
H

Q
m

ea
n

sc
or

es
)

q

*M
et

ho
ds

ap
pr

ai
sa

l:
1

=
pr

os
pe

ct
iv

e;
2

=
re

pr
es

en
ta

tiv
e

sa
m

pl
e;

3
=

ap
pr

op
ri

at
e

co
m

pa
ri

so
n

gr
ou

p;
4

=
ba

se
lin

e
re

sp
on

se
.

6
0
%

;
5

=
fo

llo
w

-u
p

.
8
0
%

in
co

ho
rt

,
.

6
0
%

in
cr

os
s-

se
ct

io
n;

6
=

ad
ju

st
m

en
t
fo

r
no

n-
re

sp
on

se
an

d
dr

op
-o

ut
;

7
=

co
nc

lu
si

on
s

su
bs

ta
nt

ia
te

d
by

da
ta

;
8

=
ad

ju
st

m
en

t
fo

r
co

nf
ou

nd
er

s;
9

=
al

li
nt

er
ve

nt
io

n
gr

ou
p

ex
po

se
d,

no
n-

co
nt

am
in

at
ed

co
m

pa
ri

so
n

gr
ou

p;
1
0

=
ap

pr
op

ri
at

e
st

at
is

tic
al

te
st

s.
�D

,
de

m
an

d;
C

,
co

nt
ro

l;
S,

so
ci

al
su

pp
or

t;
O

,
ot

he
r

ps
yc

ho
so

ci
al

ou
tc

om
e

m
ea

su
re

s.
`q

=
im

pr
ov

em
en

t;
Q

=
w

or
se

ni
ng

;
«

=
lit

tle
ch

an
ge

/i
nc

on
cl

us
iv

e
(w

ith
re

fe
re

nc
e

to
th

e
D

C
S

hy
po

th
es

is
th

at
re

du
ce

d
de

m
an

ds
an

d
in

cr
ea

se
d

co
nt

ro
la

nd
su

pp
or

t
ar

e
‘‘i

m
pr

ov
em

en
ts

’’)
.

The psychosocial and health effects of workplace reorganisation 1 947

www.jech.com

 on 5 November 2009 jech.bmj.comDownloaded from 

http://jech.bmj.com


Ta
b
le

2
Pa

rt
ic

ip
at

or
y

an
d

in
di

vi
du

al
-le

ve
li

nt
er

ve
nt

io
ns

St
ud

y
D

es
ig

n
a
nd

m
et

ho
d
s

a
p
p
ra

is
a
l*

Se
tti

ng
a
nd

p
a
rt

ic
ip

a
nt

s
In

te
rv

en
tio

n
Im

p
le

m
en

ta
tio

n
Ps

yc
ho

so
ci

a
l

ou
tc

om
es

(p
,

0
.0

5
)�

,`
H

ea
lth

ou
tc

om
es

(p
,

0
.0

5
)`

M
ik

ke
ls

en
et

al
.

(2
0
0
0
)3

8

Pr
os

pe
ct

iv
e

co
ho

rt
w

ith
co

m
pa

ri
so

n
gr

ou
p

Fo
llo

w
-u

p
1

w
ee

k
af

te
r

co
m

pl
et

io
n

of
in

te
rv

en
tio

n
Fi

na
ls

am
pl

e
n

=
8
2

M
et

ho
ds

ap
pr

ai
sa

l:
1
,

2
,

3
,

4
,

5
,

7
,

8
,

1
0

Tw
o

ho
sp

ita
ls

,
N

or
w

ay
V

ar
io

us
he

al
th

pr
of

es
si

on
al

s,
cl

er
ic

al
,

te
ch

ni
ca

l
an

d
m

an
ag

er
ia

l
st

af
f

W
or

ke
rs

’
st

ee
ri

ng
co

m
m

itt
ee

s
m

od
er

at
ed

by
ex

te
rn

al
co

ns
ul

ta
nt

.
In

di
vi

du
al

-le
ve

l
st

re
ss

m
an

ag
em

en
t

an
d

ph
ys

ic
al

tr
ai

ni
ng

M
ix

ed
su

pp
or

t
fo

r
in

te
rv

en
tio

n
fr

om
m

an
ag

er
s

an
d

st
af

f.
In

te
rv

en
tio

n
w

as
dr

op
pe

d
af

te
r

ev
al

ua
tio

n

Jo
b

de
m

an
ds

(D
)

q
1

Ro
le

ha
rm

on
y

(D
)

q
1

D
ec

is
io

n
au

th
or

ity
(C

)
«

A
ut

on
om

y
(C

)
«

O
pp

or
tu

ni
ty

to
de

ve
lo

p
(C

)
q

1

So
ci

al
su

pp
or

t
(S

)
q

1

Te
am

st
yl

e
(S

)
«

C
on

te
nt

ed
ne

ss
(O

)
q

1

M
en

ta
lh

ea
lth

(J
ob

C
on

te
nt

Q
ue

st
io

nn
ai

re
)

q
1

Se
lf-

re
po

rt
ed

‘‘h
ea

lth
co

m
pl

ai
nt

s’
’

«

M
ae

s
et

al
(1

9
9
8
)3

9

Pr
os

pe
ct

iv
e

co
ho

rt
w

ith
co

m
pa

ri
so

n
gr

ou
p

1
-,

2
-

an
d

3
-y

ea
r

fo
llo

w
-u

p
In

di
vi

du
al

-le
ve

l
in

te
rv

en
tio

ns
in

ye
ar

1
O

rg
an

is
at

io
n

ch
an

ge
s

af
te

r
ye

ar
1

Fi
na

ls
am

pl
e:

n
=

2
6
4

M
et

ho
ds

ap
pr

ai
sa

l:
1
,

2
,

3
,

4
,

6
,

7
,

9
,

1
0

Fa
ct

or
y,

Th
e

N
et

he
rl
an

ds
M

an
ua

lw
or

ke
rs

an
d

ot
he

r
st

af
f

C
on

su
lta

tiv
e

co
m

m
itt

ee
(e

m
pl

oy
ee

s,
m

an
ag

er
s

an
d

re
se

ar
ch

er
s)

to
di

sc
us

s
or

ga
ni

sa
tio

na
lc

ha
ng

e.
C

on
cu

rr
en

t
he

al
th

pr
om

ot
io

n
pr

og
ra

m
m

e
(s

m
ok

in
g

ce
ss

at
io

n
an

d
ph

ys
ic

al
ac

tiv
ity

)
an

d
ps

yc
ho

so
ci

al
sk

ill
s

tr
ai

ni
ng

A
ut

ho
rs

pr
ov

id
e

fe
w

de
ta

ils
on

im
pl

em
en

ta
tio

n
al

th
ou

gh
em

pl
oy

ee
s

w
er

e
sa

id
to

ha
ve

be
en

co
ns

ul
te

d
an

d
pa

rt
ic

ip
at

io
n

w
as

vo
lu

nt
ar

y

Ps
yc

ho
lo

gi
ca

l
de

m
an

ds
(D

)
q

C
on

tr
ol

(C
)

q
So

ci
al

su
pp

or
t

(S
)

«
Er

go
no

m
ic

co
nd

iti
on

s
(O

)
q

Se
ru

m
ch

ol
es

te
ro

ll
ev

el
s

in
m

en
q

A
bs

en
te

ei
sm

q
M

en
ta

lh
ea

lth
(5

Sy
m

pt
om

C
he

ck
lis

t-
9
0
)

« H
ea

lth
y

lif
es

ty
le

s
(s

m
ok

in
g,

ex
er

ci
se

,
al

co
ho

l,
di

et
,

sl
ee

p,
BM

I)
«

O
rt

h-
G

om
ér

et
al

.
(1

9
9
4
)4

0

Pr
os

pe
ct

iv
e

co
ho

rt
w

ith
co

m
pa

ri
so

n
gr

ou
p

3
-
an

d
8
-m

on
th

fo
llo

w
-u

p
(8

-m
on

th
on

ly
fo

r
co

m
pa

ri
so

n
gr

ou
p)

Fi
na

ls
am

pl
e:

n
=

1
2
1

M
et

ho
ds

ap
pr

ai
sa

l:
1
,

2
,

3
,

5
,

7
,

8
,

9
,

1
0

Fi
ve

w
or

k
gr

ou
ps

of
ci

vi
ls

er
va

nt
s,

Sw
ed

en
Sp

ec
ifi

c
jo

b
de

ta
ils

no
t
re

po
rt

ed

2
-d

ay
ed

uc
at

io
na

lc
ou

rs
e

(o
n

w
or

k
st

re
ss

,
lif

es
ty

le
fa

ct
or

s
an

d
re

la
xa

tio
n

te
ch

ni
qu

es
).

Em
pl

oy
ee

w
or

k
gr

ou
ps

to
in

cr
ea

se
co

nt
ro

l
an

d
su

pp
or

t
an

d
re

du
ce

st
ra

in
in

th
e

w
or

k
en

vi
ro

nm
en

t

‘‘I
n

m
an

y
ca

se
s’

’
m

an
ag

er
s

al
lo

ca
te

d
ex

tr
a

tim
e

fo
r

th
is

in
te

rv
en

tio
n.

H
ow

ev
er

,
w

or
k

gr
ou

p
m

em
be

rs
of

te
n

m
et

du
ri

ng
br

ea
ks

an
d

in
th

ei
r

ow
n

tim
e.

Th
e

w
or

k
gr

ou
ps

w
er

e
la

rg
el

y
au

to
no

m
ou

s,
bu

t
w

er
e

as
si

st
ed

in
m

on
th

ly
fo

llo
w

-u
p

se
ss

io
ns

by
re

se
ar

ch
er

-
tr

ai
ne

d
he

al
th

w
or

ke
rs

St
im

ul
at

io
n

fr
om

an
d

au
to

no
m

y
ov

er
w

or
k

(C
)

q
Pe

rc
ei

ve
d

su
pp

or
t

fr
om

su
pe

rv
is

or
s

(S
)

«
O

th
er

fa
ct

or
s

co
nt

ri
bu

tin
g

to
‘‘w

or
k

st
ra

in
’’

an
d

so
ci

al
su

pp
or

t
(d

et
ai

ls
no

t
re

po
rt

ed
)

(O
/S

)
«

N
et

ch
an

ge
s

in
to

ta
ls

er
um

ch
ol

es
te

ro
l

« Se
ru

m
tr

ig
ly

ce
ri

de
s

«
Se

ru
m

ap
ol

ip
op

ro
te

in
A

It
o

ap
ol

ip
op

ro
te

in
B

ra
tio

q
Li

fe
st

yl
e

fa
ct

or
s

(s
m

ok
in

g,
ex

er
ci

se
,

w
ei

gh
t,

di
et

an
d

al
co

ho
l)

«

Bu
nc

e
an

d
W

es
t

(1
9
9
6
)4

1

Pr
os

pe
ct

iv
e

co
ho

rt
co

m
pa

ri
ng

tw
o

in
te

rv
en

tio
ns

in
tw

o
si

te
s

w
ith

a
‘‘n

o
in

te
rv

en
tio

n’
’

co
m

pa
ri

so
n

si
te

3
-

an
d

1
2
-m

on
th

fo
llo

w
-u

p
Fi

na
ls

am
pl

e:
n

=
1
1
7

M
et

ho
ds

ap
pr

ai
sa

l:
1
,

2
,

4
,

6
,

7
,

8
,

9
,

1
0

H
os

pi
ta

l,
U

K
H

ea
lth

pr
of

es
si

on
al

s
an

d
cl

er
ic

al
st

af
f

Si
te

A
:

in
di

vi
du

al
-le

ve
ls

tr
es

s
m

an
ag

em
en

t
tr

ai
ni

ng
an

d
se

ss
io

ns
fo

r
em

pl
oy

ee
s

to
pr

op
os

e
st

re
ss

re
du

ci
ng

in
no

va
tio

ns
to

th
ei

r
w

or
k

Si
te

B:
st

re
ss

m
an

ag
em

en
t
tr

ai
ni

ng
on

ly

A
ut

ho
rs

pr
ov

id
e

fe
w

de
ta

ils
on

th
e

de
gr

ee
to

w
hi

ch
pr

op
os

ed
in

no
va

tio
ns

w
er

e
ac

ce
pt

ed
by

m
an

ag
em

en
t.

Th
ey

re
fe

r
to

or
ga

ni
sa

tio
na

lc
on

st
ra

in
ts

im
pe

di
ng

th
e

in
no

va
tio

n
gr

ou
p

In
di

vi
du

al
in

no
va

tio
n

(C
)

q
Pr

op
en

si
ty

to
in

no
va

te
(C

)
«

M
en

ta
lh

ea
lth

(G
H

Q
1
2
)

«

*M
et

ho
ds

ap
pr

ai
sa

l:
1

=
pr

os
pe

ct
iv

e;
2

=
re

pr
es

en
ta

tiv
e

sa
m

pl
e;

3
=

ap
pr

op
ri

at
e

co
m

pa
ri

so
n

gr
ou

p;
4

=
ba

se
lin

e
re

sp
on

se
.

6
0
%

;
5

=
fo

llo
w

-u
p

.
8
0
%

in
co

ho
rt

,
.

6
0
%

in
cr

os
s-

se
ct

io
n;

6
=

ad
ju

st
m

en
t
fo

r
no

n-
re

sp
on

se
an

d
dr

op
-o

ut
;

7
=

co
nc

lu
si

on
s

su
bs

ta
nt

ia
te

d
by

da
ta

;
8

=
ad

ju
st

m
en

t
fo

r
co

nf
ou

nd
er

s;
9

=
al

li
nt

er
ve

nt
io

n
gr

ou
p

ex
po

se
d,

no
n-

co
nt

am
in

at
ed

co
m

pa
ri

so
n

gr
ou

p;
1
0

=
ap

pr
op

ri
at

e
st

at
is

tic
al

te
st

s.
�D

,
de

m
an

d;
C

,
co

nt
ro

l;
S,

so
ci

al
su

pp
or

t;
O

,
ot

he
r

ps
yc

ho
so

ci
al

ou
tc

om
e

m
ea

su
re

s.
`q

=
im

pr
ov

em
en

t;
Q

=
w

or
se

ni
ng

;
«

=
lit

tle
ch

an
ge

/i
nc

on
cl

us
iv

e
(w

ith
re

fe
re

nc
e

to
th

e
D

C
S

hy
po

th
es

is
th

at
re

du
ce

d
de

m
an

ds
an

d
in

cr
ea

se
d

co
nt

ro
la

nd
su

pp
or

ta
re

‘im
pr

ov
em

en
ts

’)
.
1
Sh

or
t-
te

rm
ef

fe
ct

s
(1

w
ee

k
af

te
r

in
te

rv
en

tio
n)

.

948 Egan, Bambra, Thomas, et al

www.jech.com

 on 5 November 2009 jech.bmj.comDownloaded from 

http://jech.bmj.com


to 60.93) to 52.27 (95% CI 45.96 to 58.58) in the intervention
group relative to the comparison group’s increase from 53.19
(95% CI 49.45 to 56.93) to 58.96 (95% CI 53.99 to 63.93)
(p = 0.014). The intervention group also experienced reductions
in routinely recorded sickness absence.

A prospective cohort study found that a participative
management intervention in a hospital in the USA appeared
to have little effect (p.0.05) on psychosocial and health
outcomes.32

A Canadian repeat cross-sectional study evaluated a ‘‘quality
circles’’ hospital intervention involving externally moderated,
problem-solving committees of employee representatives focus-
ing on workplace stressors. After 12 months, mean JCQ scores
decreased for ‘‘psychological demands’’ (mean of differences
between before and after scores: experimental group = 20.56
(95% CI 20.94 to 20.18); comparison group = 20.31 (95% CI
20.68 to 0.07); p = 0.015); and ‘‘supervisor support’’ (mean
differences: experimental group = 20.57 (95% CI 20.86 to
20.27); comparison group = 20.92 (95% CI21.21 to 20.63);
p = 0.028).33 34 Improvements were reported for ‘‘co-worker
support’’ (mean differences: experimental group = 0.04 (95% CI
20.16 to 0.25); comparison group = 20.12 (95% CI 20.32 to
0.08); p = 0.056), ‘‘reward’’ (mean differences: experimental
group = 0.41 (95% CI 20.01 to 0.83); comparison
group = 20.16 (95% CI 20.58 to 0.25); p = 0.001) and
‘‘effort–reward imbalance’’ (mean differences: experimental
group = 20.04 (95% CI 20.07, to 20.01); comparison
group = 20.01 (95% CI 20.04 to 0.01); p = 0.002), but not for
‘‘decision latitude’’ (p = 0.382). Psychiatric Symptom Index
mean scores for ‘‘psychological distress’’ (p = 0.205) and self-
reported sleeping problems (p = 0.210) were inconclusive, as
were Copenhagen Burnout Inventory mean scores (p.0.8),
except for a reduction in ‘‘work-related burnout’’ (mean
differences: experimental group = 21.83 (95% CI 23.58 to
20.09); comparison group = 0.06 (95% CI 21.66 to 1.78);
p = 0.034).

A US repeat cross-sectional study evaluated the effects of
externally moderated ‘‘problem-solving’’ committees of
employee representatives in 11 retail stores.35 Relative to
employees in 10 comparison stores, the intervention group
reported improvements in mean scores (Eisenberger and
Worksite Health Climate Scales) for ‘‘organisational support’’
(p = 0.001), ‘‘co-worker support’’ (p,0.001), ‘‘involvement
with supervisors’’ (p = 0.02), ‘‘overall health status’’ (SF12)
(p = 0.004) and ‘‘job stress’’ (Cohen’s six-item scale) (p = 0.02)
after 12 months. Inconclusive evidence of improvements were
found for ‘‘involvement with others’’ (p = 0.06), ‘‘communica-
tion’’ (p = 0.07) and ‘‘safety and health climate’’ (p = 0.07).

A prospective, repeat cross-sectional study with nested cohort
study of two UK police departments found that GHQ12 mean
scores (psychological well-being) improved after 6 months for
workers given more control over shift rotas compared with
employees with fixed rotas (p,0.05).36 Changes in self-reported
demand, control and physical health varied little between the
two groups.

Multi-intervention studies
Eleven (including six controlled) studies examined participa-
tion interventions delivered as part of packages of interven-
tions.38–48

Participation and individual-level interventions
Four studies evaluated employee committees combined with
individual-level health promotion, education and behaviour
interventions, such as anti-smoking or physical activity inter-
ventions, and training in relaxation techniques, stress reduction
and communication skills (table 2).38–41
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A prospective Norwegian hospital study38 examined the
impact of stress management and physical training sessions
combined with an externally moderated workers’ steering
committee to improve health and organisational performance.
After adjusting for demographic characteristics, mean JCQ
scores were found to have decreased after a week for ‘‘job
demands’’ (from 13.99 to 13.77, relative to the comparison
group (in which the JCQ score increased from 12.29 to 14.86):
ANCOVA, p,0.05). ‘‘Opportunity to develop’’ improved (from
32.34 to 32.68) relative to the comparison group (36.50 to
32.58) (p,0.05), as did mean Work Apgar Questionnaire scores
for ‘‘social support’’ (from 18.43 to 19.84) relative to the
comparison group (20.64 to 19.21) (p,0.05) and ‘‘role
harmony’’ (3.86 to 4.43) relative to the comparison group
(4.88 to 3.93) (p,0.05). ‘‘Work-related stress’’ (JCQ) fell from
6.55 to 5.95 relative to the comparison group (4.07 to 7.36)
(p,0.05).

A similar package of interventions (plus smoking restric-
tions) was evaluated in a Dutch prospective cohort study.39

Individual-level interventions were implemented in a factory
between baseline (T1) and follow-up at 12 months (T2).
Organisational interventions occurred between T2 and follow-
up at 24 (T3) and 36 (T4) months. Mean scores for ‘‘control’’
(Work Stress Questionnaire) increased significantly in the
intervention group (from 2.34 (95% CI 2.27 to 2.41) to 2.53
(95% CI 2.48 to 2.58)) but not in the comparison group (from
2.50 (95% CI 2.44 to 2.56) to 2.54 (95% CI 2.48 to 2.60))
between T2 and T3 (p ,0.01). Mean scores for ‘‘psychological
demands’’ changed little in the intervention group (from 1.49
(95% CI 1.43 to 1.55) to 1.53 (95% CI 1.46 to 1.60)) but
increased significantly in the comparison group (from 1.49
(95% CI 1.43 to 1.55) to 1.64 (95% CI 1.57 to 1.71)) between T3
and T4 (p ,0.01). Serum cholesterol levels improved in men
between T1 and T2 (men: p = 0.02; women: p = 0.09).

Four groups of civil servants in Sweden participated in a 2-
day course on dealing with stress, healthy lifestyles and
relaxation techniques.40 Over the following 8 months, employee
workgroups met to identify and recommend solutions to
workplace stressors. A prospective cohort study with compar-
ison group found that stimulation from and autonomy over
work improved significantly in the intervention group (p,0.01)
but remained unchanged in the comparison group. There was
inconclusive evidence of an increase in perceived support from
supervisors (p,0.1). A 6% mean reduction in the ratio between
apolipoproteins B and AI (which may indicate reduced
cardiovascular risk) was reported (p,0.05), without any
concomitant change in the control group. Little evidence of
effect was found for measures of total serum cholesterol, serum
triglycerides and lifestyle factors (smoking, exercise, weight,
diet and alcohol consumption).

A prospective cohort study compared an individual-level
intervention, a combined individual and organisational inter-
vention, and a no-intervention control in three UK hospital
departments.41 Employees who received combined interven-
tions reported improved ‘‘individual innovation’’ at both 3 and
12 months’ follow-up (z-scores = 20.17 (T1), 0.01 (T2), and
0.92 (T3)) compared with employees receiving no intervention
(z-scores = 0.17 (T1), 20.02 (T2) and 0.09 (T3) (p,0.001). The
authors reported little comparative change in job-induced
tension or psychological strain (GHQ12) amongst employees
receiving the combined intervention.

Participation and ergonomic interventions
One controlled42 and one uncontrolled study43 evaluated
participatory committees combined with ergonomic interven-
tions, i.e. attempts to reduce physical discomfort and work-
place injuries by modifying physical environments (including

technological improvements) and advising on posture and
lifting (table 3).

In a Japanese factory, a committee of worksite supervisors,
medical staff and personnel met over several months to devise a
programme to reduce worksite stressors identified by the
supervisors. This involved increased teamworking, overtime
and ergonomic improvements.42 After 2 years, a prospective
controlled study found no significant psychosocial changes
except for an increase in ‘‘work overload’’ (from 26% to 43%)
relative to the comparison group (28% to 26%) (p = 0.054). The
authors also reported reductions in short-term (1–5 days)
absenteeism in the intervention group (52% to 34%) relative to
the comparison group (33% to 37%) (p = 0.034); and mean
Zung self-rated depression scores (intervention group 41.1 to
38.6; comparison group 41.5 to 42.3; p = 0.025) amongst men.

Negative organisational change
Amongst five studies evaluating employee participation inter-
ventions intended to reduce the negative effects of organisa-
tional downsizing (e.g. job insecurity/redundancies), only one
was prospective and controlled (table 4).45 This study in a
Norwegian post office compared departments that instigated
externally moderated working conditions groups (involving
supervisors and employees) with a no-intervention group of
employees. The authors reported little difference in psychoso-
cial or health outcomes after 1 week, and none after 12 months,
except for self-reported ‘‘commitment’’ (p,0.05).

Health inequalities
Studies reporting differential effects by social group could
potentially shed light on how paticipation interventions might
help tackle health inequalities. Only one included study
reported a differential effect of an intervention by gender,
finding that serum cholesterol levels improved for men but not
women (T1–T2: men, p = 0.02; women, p = 0.09).39 One
controlled study reported that participation interventions
preceded psychosocial improvements (p,0.05) for black
and Hispanic, but not white, employees, but similar inter-
actions were not observed for overall health status and job
stress.35

Several studies looked at particular occupational groups—
manual workers, clerical staff, health professionals, police or
managers—and found health improvements following some of
the interventions reviewed here. Only one (uncontrolled) study
compared an intervention’s effects across two or more occupa-
tional groups. It found improvements in mean scores for strain
(anxiety–contentment and depression–enthusiasm 5-point
scales) for manual factory workers (from 2.71 to 2.45;
p,0.01), but not managers or clerical staff (p.0.05), 4 years
after a participation intervention implemented during company
downsizing.46

Psychosocial factors and health
Eight (including four controlled) studies reported post-inter-
vention improvements in measures of control/participation.31 37–

41 43 46 Seven of these also reported health improvements, whilst
one uncontrolled study reported little change in health.41 Two
studies of participation interventions during downsizing
reported declines in employee control: one also reported
worsening health,48 whilst the other reported no significant
health effects.44

Reductions in demands were reported in three controlled
studies33 34 38 39 and an uncontrolled study43 and at least one
health outcome improved each time.

Two controlled35 38 and two uncontrolled studies37 43 reported
improvements in both support and health. One controlled study
found little change in health despite improvements in support44

and another found limited health improvements when support
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from colleagues improved but supervisor support worsened.33 34

Reduced support was reported along with worsening health in
two uncontrolled studies45 48 and little health impact was
observed in another.47

Regarding the hypothesis that decreased demands and
increased control and support interact to enhance health,3 5 6

this combination was reported in only two studies reviewed
here (one of which was uncontrolled, while the other followed
up outcomes for only 1 week), whilst a third study reported
decreased demands, increased control and little change in
support.38 39 43 All three reported improvements in at least one
health outcome. This evidence broadly fits the above hypothesis
but is insufficient to validate it.

The corollary of the above hypothesis is suggested by a
qualitative study reporting that increased demands and
decreased control and support occurred with worsening health
indicators.48 However, one controlled study reported health
improvements despite increased demands and little change to
control or support.42 In two uncontrolled studies, health
improved alongside increased demands and improved con-
trol37 46 and support.37

DISCUSSION
Evidence quality and availability
This systematic review identified 18 studies that evaluated both
the health and psychosocial impacts of organisational-level
interventions intended to increase employee participation in
workplace decision-making. None of the 12 controlled studies
found evidence of health deterioration, whilst eight31 33–36 38–40 42

(along with three uncontrolled studies37 43 46) found evidence of
health improvements.

Some of the reported health measures might more properly
be considered proxies (e.g. some ‘‘burnout’’ measures and
biomarkers). Most measures were self-reported and the length
of follow-up ranged from 1 week to 4 years. Adjustments for
confounding were often poorly reported, absent or limited to
demographic rather than health variables. Evaluations of
multiple interventions tended not to identify effects specific
to the organisational-level interventions most relevant to this
review.

However, evaluations of the health effects of complex social
interventions are relatively rare (e.g. compared with individual-
level and therapeutic interventions) and often take the form of
‘‘natural experiments’’ requiring pragmatic methodological
designs. Although we identified no randomised controlled
trials, the number of prospective studies with comparison
groups in this review compares favourably with the evidence
available for many other types of sociostructural interventions
affecting health26 49–51

Research and policy
More robust evidence is required, but the findings from this
review remain broadly compatible with the UK Department of
Health’s view that increasing employee control is a key task for
policy-makers.7 We found that health improvements (e.g.
improved mental health and reduced sickness absenteeism)
may sometimes result from such interventions. The only
negative health effects were reported in two uncontrolled
studies that may have been confounded by organisational
downsizing.45 48 Qualitative evidence suggests that job insecur-
ity and communication barriers associated with workplace
hierarchies may hinder participation interventions.48

What little evidence is available suggests that participation
interventions may benefit lower grade workers and employees
belonging to ethnic minorities. Hence, the potential of such
interventions for reducing workplace health inequalities is
worthy of further investigation.

Demand, control and support
To establish whether health outcomes are conditional on
psychosocial improvements resulting from the interventions,
we suggest that future prospective studies should distinguish
between employees (from both the intervention and control
groups) who do and do not experience psychosocial improve-
ments in demand, control or support. If an intervention
influences health through a psychosocial pathway, greater
health improvements would be expected amongst intervention
group participants who report psychosocial improvements in
the work environment (compared with other participants).

The evidence we identified does not report data in this way,
but our findings do broadly fit health outcomes hypothesised
by the DCS model. Interventions that improved workplace
control and/or support did tend to improve employee health.
Health improvements did not occur when control or support
worsened, except in one case where limited health improve-
ments occurred when colleagues’ support improved but super-
visor support worsened.33 34 Interventions that reduced
demands also improved health (as hypothesised by the model).
However, sometimes health improved even when the interven-
tion appeared to increase demands.

We identified limited and somewhat inconsistent evidence to
support the hypothesis that low demands and high control
(and support) combine to enhance health. The evidence also
sheds little light on how other psychosocial models may
compare with the DCS model (one study reported improve-
ments in work burnout, improved effort–reward model
measures and mixed effects on DCS measures33 34).

In an accompanying review of ‘‘micro-level’’ organisational
interventions affecting employees’ task structures, we also
found the DCS model to be a useful (but not infallible)
predictor of health outcomes (C Bambra et al., unpublished
data). However, these ‘‘micro-level’’ interventions tended to
increase demand, decrease control and negatively affect health.
In contrast, the participation interventions reviewed here
usually had benign or beneficial, but not adverse, health effects
(unless accompanied by redundancies).

LIMITATIONS
There are several limitations to the interpretation of the studies
reviewed here. First, in many of the original papers the
reporting of the interventions was generally poor or difficult
to assess, even with the help of implementation evaluation
tools.27 There is a lack of evidence that the interventions were
actually implemented in full, or at all. In the tables we have
tried to summarise reported details of intervention implemen-
tation, but many papers offered few clues about this. These
issues will form the basis of a future paper on implementation.
Obviously, it strikes at the core of evaluation practice – what are
the authors measuring if the intervention was little more than a
paper exercise?

Second, several of the organisational interventions aimed at
changing the psychosocial environment took place alongside
individual-level health education or ergonomic initiatives. It is
generally not possible to separate out the health effects of the
different types of intervention, though some reported health
outcomes, such as reductions in injuries and changes in
lifestyles such as smoking and diet, could plausibly be
attributed to the intervention more directly aimed at these
outcomes.

Third, five of the interventions are reported to have taken
place while companies were undergoing downsizing and
redundancies. In such cases, an absence of negative health
effects may indicate a protective effect from increased
participation, counteracting the negative psychosocial impacts
of downsizing. A controlled study is required to test this

952 Egan, Bambra, Thomas, et al

www.jech.com

 on 5 November 2009 jech.bmj.comDownloaded from 

http://jech.bmj.com


hypothesis. The only one we identified found no evidence of
health protection.44 Perhaps it is unrealistic to expect the
relatively modest interventions of establishing participatory
committees to protect workers from substantial deteriorations
in workplace conditions. Nor are they necessarily responsible
for observed health improvements amongst employees who
believe they have survived a downsizing period.46

The hypotheses and methodological issues discussed here
should be taken into account, both in the interpretation of
existing studies and in the design of future intervention
evaluations.

CONCLUSION
This systematic review of ‘‘participatory’’ interventions has
identified evidence of some health benefits occurring when
employee control improved or (less consistently) demands
decreased or support increased. This finding fits with evidence
from some observational epidemiological studies1 8 and is
compatible with policy directives on participation at work.7 52

More robust prospective studies along the lines described
above, with improved reporting of intervention implementation
and differential impacts for different socioeconomic groups, are
required to provide a stronger evidence base. The evidence we
did identify suggests that the strategy of reorganising work-
places to facilitate employee participation and control offers a
potential means of improving employee health and well-being,
although the most effective means of implementing this
strategy needs to be better understood.
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