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Building capacity in workplace health promotion:
the case of the Healthy Together e-learning project

Margaret Hodgins1, Barbara Battel-Kirk2 and Asa G. Asgeirsdottir3

Abstract: The current global economic crisis poses major challenges for workplace health promotion
(WHP). Activities that are not perceived to obviously and directly contribute to profits could be sacri-
ficed. This paper argues that WHP must remain centre-stage because of the rights of workers to a
healthy, safe working environment but also because of WHP’s beneficial financial implications for
enterprises. Capacity building for WHP can be developed even within a recessionary environment,
particularly if the focus is on the wider workforce, described here as people for whom workplace
health promotion may not be their primary function but who have an important role to play in health
improvement in workplaces. There is a strong case for the development of the wider workforce based
both on the lack of suitably qualified specialists and on the practicalities of having WHP imple-
mented within organizations, particularly for small and medium-sized enterprises (SMEs). SMEs
make up a very significant proportion of the global economy and are identified as a priority area for
action internationally. An example of an e-learning course, the Healthy Together programme, devel-
oped by a partnership of three countries, is discussed as an approach that has potential to develop
capacity for WHP in the current climate. The findings of the evaluation of the Healthy Together pro-
gramme indicate that there is a real potential in developing e-learning materials for training those with
a brief for promoting workplace health and safety in SMEs. Although modifications in some aspects
of delivery identified in the evaluation of the pilot course need to be considered, the course was well
received, and was reported to be relevant to the learning needs of students, to their workplaces and
specifically to small businesses in rural areas. Specific features of the e-learning approach increase its
potential to address capacity building for WHP. (Global Health Promotion, 2010; 17(1): pp. 60–68)
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Introduction

The current global economic crisis poses major
challenges for workplace health promotion (WHP)
as companies are likely to feel obliged to reduce
their outgoings drastically, and thus anything that is
perceived as not obviously and directly contributing
to profits could be sacrificed. While there is evi-
dence that WHP can be shown to contribute to pro-
ductivity, the perception of WHP as an ‘optional
extra’, may place it high on the list of activities tar-

geted for cost-cutting by companies around the
world.

It is also the case, as with many social and envi-
ronmental issues, that if there are increased limita-
tions to WHP in the developed world these will be
multiplied in the developing world. As there is com-
pelling evidence that WHP is at best embryonic in
developing countries, the global recession risks
worsening this already-poor situation.

Even within countries with a stronger tradition
of WHP, the economic crisis may see workers who
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previously enjoyed a degree of protection in the
workplace experiencing a drop in standards. Further,
in a situation where job security is low, workers may
not have the confidence to challenge cuts in WHP
provision for fear of losing their jobs, or for fear that
WHP will be used as an ‘optional extra’ or a bargain-
ing chip in negotiating wages and work conditions.
Desperation to get or retain a job can cause workers
to accept unhealthy and dangerous conditions.

This article will argue that WHP must remain
centre-stage, even in recessionary conditions, not just
because of the rights of workers to health and safety at
work, but also because of WHP’s beneficial financial
implications for enterprises. It will argue that capacity
building for WHP can be developed even within a
recessionary environment, in particular within the
wider workforce. An example of an e-learning course,
developed by a partnership of three countries, will be
discussed as an approach that has potential to develop
capacity for WHP in the current climate.

Work and health

Being employed and having good working conditions
are now recognized as significant determinants of
health at both individual and population levels (1).
A healthy workforce is an asset to any population as
it contributes to the maximization of the production
of goods and services and reduces the costs of work-
related morbidity and mortality.

Work, at an individual level, has been shown to have
a positive effect on health. Having work gives meaning
to life, and thus promotes health and a sense of well-
being. Primarily, the key beneficial aspect of work is
that it provides income that allows people to purchase
goods and services which support healthy lifestyles,
and access to health services. Work also allows people
to develop and use skills and offers opportunities for a
sense of personal control and achievement, social
contact, and interpersonal relationships. There is sub-
stantial evidence that physical health and psychosocial
functioning are negatively affected by job loss (2–4).
Unemployment is associated with increased suicide
risk (5) and poor mental health experiences such as
depression, anxiety and lower self-esteem (2). Insecure
or temporary employment has also been shown to
have negative effects on health (6,7).

However, while work has mainly positive effects,
working conditions have a significant impact on the
levels of health and well-being of individuals and the

workforce as a whole. Adverse working conditions can
lead to both physical and psychosocial health hazards.
The International Labour Organization (ILO) esti-
mates that within the world’s 2.7 billion workers, at
least 2 million deaths have occupational causes (8).
Based on a comparative risk assessment of 40% of
these 2 million deaths for which data are available, the
World Health Organization (WHO) concluded that
occupational exposures account for 9% of all lung-
related cancers and that 37% of all back pain and 16%
of all hearing loss could be attributed to workplace
factors (8). The conservative estimate of the global
burden of disease and injury due to work-related
health risks is 1.63%. However, Kjellstrom and
Hogstedt advise that this estimate may be as much as
three times lower than the true burden (9). When the
figures are revised to allow for likely levels of underre-
porting, it is estimated that occupational hazards
amount to 5.4% of DALYs1 worldwide, outstripped
only by underweight and malnutrition at 9.5% and
unsafe sex at 6.3% (9). The relationship between
adverse working conditions and negative health out-
comes displays a strong social class gradient with
higher risk for accident and illness clustering in lower-
status occupations (1), indicating that working condi-
tions contribute significantly to health inequities. These
issues are of particular importance in the current
climate of job losses, decreased working hours and
greater pressures and stresses within the workplace.

The case for addressing workplace health is therefore
very strong and never more so than in the current eco-
nomic climate. The provision of employment and good
working conditions can contribute very significantly to
global health, through improving opportunities for
health and well-being, reducing health inequalities and
protecting people from exposure to physical, environ-
mental and psychosocial hazards and risks.

Workplace health promotion

Workplace health promotion (WHP) is defined as
the combined efforts of employers, employees and
society to improve the health and well-being of people
at work. This is achieved through a combination of
improving the work organization and the working
environment, promoting the active participation of
employees in health activities and encouraging per-
sonal development (10). Occupational health and
safety functions are mainly associated with health
protection in the workplace (11). However, in recent
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years comprehensive models of workplace health
promotion, reflecting the concepts of the ENWHP
definition and the tenets of health promotion, have
been developed (11,12). These models attempt to
combine traditional measures to address health and
safety through legislation and regulation, with tack-
ling voluntary health practices (or lifestyles) and
addressing the social and organizational environ-
ment within the workplace. The ultimate aim is to
create a culture that addresses health and specific
issues, such as stress, at an organizational level. In
this comprehensive approach, the responsibility for
health is shared, requiring cooperation between
employees, employers and other stakeholders,
including the local community.

While many studies indicate the importance of
workplace health promotion in improving health,
preventing accidents, decreasing absenteeism, and
ultimately contributing to higher productivity, the
lack of comprehensive evaluations of workplace
health promotion has been noted (11,13). However,
there is accumulating evidence that organizational
factors are associated with positive health out-
comes. Lowe for example, having reviewed the
available evidence, concludes that certain work
environment and organizational factors positively
influence worker health. These factors include: lead-
ership that values employees as key assets, support-
ive supervision, employee participation, job control,
communication and creating a positive culture for
work—life balance and wellness (14). In addition the
evidence indicates that comprehensive workplace
wellness programmes can deliver cost savings and
improve productivity which are sufficient to justify
investments to pursue broad-based workplace health
promotion initiatives (14).

Building capacity

Building capacity has become an important issue
for health promotion, and was identified as one of
the five actions in the WHO’s Bangkok Charter
for promoting health in a globalized world (15).
Emerging theory in health promotion sees capacity
building as an approach to the development of sus-
tainable skills, organizational structures, resources,
and commitment to health improvement in health
and other sectors (16–18).

Building capacity has been interpreted in a number
of ways within health promotion (17). For example,

it can be taken to refer to increasing capacity to
deliver specified services or responses to particular
problems, through skill-enhancement or improved
service structures – essentially service development
(16). It can also be understood in a more generalized
way – the capacity of a system to solve new problems
or respond to unfamiliar situations (16). This level of
capacity building, a system strengthening level, is
described as requiring action across five keys areas.

Of these key action areas, workforce development
is of particular importance in workplace health pro-
motion, particularly in what are defined as small or
medium enterprises2 (SMEs), given the numbers of
organizations thus classified, the high prevalence of
work related accidents and disease in smaller organi-
zations and their lack of occupational health services.

Building capacity in SMEs

SMEs make up a very significant proportion of
the global economy and are identified as a priority
area for action by the ENWHP (10). In the EU, for
example, SMEs comprise approximately 99% of
all companies and employ about 77 million people,
representing 66% of the workforce (19). However,
their situation with respect to health and safety is
less favourable than that of larger enterprises
(20,21). Work-related ill-health risk increases as
enterprise size decreases. Within EU states, occu-
pational accident risk is much higher for small and
medium-sized enterprises. Fatal accidents are twice
as likely in companies with less then 50 employees
compared to those with more than 250. Although
data are sparse, where they exists, the indication is
that occupational disease incidence displays a similar
trend (19). This may be due in no small part to the
fact that SMEs are underserved in terms of work-
place health promotion and/or occupational health
services. The ENWHP found that in 19 EU states
the smaller the enterprise, the less likely occupa-
tional health services are available. For example,
risk assessments were found to be conducted in
30–50% of small enterprises compared to 90% in
larger companies (19).

Workforce development for WHP

The workplace health promotion workforce can
be divided into three groups that are not mutually
exclusive and may overlap in practice:
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1. Statutory organizations with national or regional
briefs to promote health and safety and support
occupational health services.

2. The specialist workforce comprising those whose
job is primarily the promotion or improvement
of health in workplaces. This group includes work-
place health promotion personnel and occupational
health nurses and doctors, who usually hold post-
graduate qualifications in workplace health.

3. The wider workforce – described as people for
whom workplace health promotion may not be
their primary function but who have an impor-
tant role to play in health improvement in work-
places. This includes, but is not limited to:

• personnel or human resource officers;
• trade union representatives with a brief for

health and safety;
• managers/owners; and
• primary health care professionals (including for

example, general practitioners, occupational
therapists, physical therapists, practice nurses).

In relation to workplace health promotion there is a
strong case for the development of the wider workforce
based both on the lack of suitably qualified specialists
and on the practicalities of having WHP implemented
within organizations, particularly SMEs.

There is evidence that specialist services in health
promotion are at different stages of development
globally. In the EU, for example, a scoping study that
overviewed the level of specialist training in health
promotion across 33 European countries found con-
siderable variation in countries’ self-assessment of
levels of expertise in health promotion and numbers
of specialist posts (22). While access to postgraduate
training is recommended for the specialist health
promotion workforce (23), it is not always available,
resulting in a shortage of specialist services generally
and therefore also in support for WHP.

The person with a brief or responsibility for
health in an SME is often the manager or owner, but
may also be a member of the human resources team,
a trade union representative with a brief for health
and safety matters, or a member of a staff associa-
tion with an interest in health. All of these, with ade-
quate training and education, can play a significant
role in improving workplace health.

Rantenen makes a strong case for the provision of
basic-level services, delivered by staff who receive a

short, basic training in occupational health and
concludes that

… it is vitally important that even the non-specialists
have a certain minimum training in occupational
health services (24).

Workforce development in developing
countries

Developing countries are particularly in need of
workforce development in workplace health. People
in developing countries bear more than 80% of the
global burden of occupational disease, injury and
death (8). For example, Kjellstrom and Hogstedt,
comparing selected countries, find that where as the
USA has five occupational fatalities per 1,000 workers
Argentina has 15 and Zimbabwe has 20 (9). In
African countries, injury rates in forestry, manufac-
turing and transport are all greater than 30 per 1,000
workers (25). These inequalities are inextricably
linked with poverty and disadvantage and need to
be addressed at many levels. Further, they are likely
to be, exacerbated by the economic crisis. However,
specialist services and supports are not likely to be
available to the vast numbers of informal and low-
skilled workers in developing countries. Providing
basic training to the wider workforce has greater
potential to improve working conditions for this
section of the global workforce.

Developing the wider workforce for
WHP – the Healthy Together training
programme

The Healthy Together e-learning training course
provides an example of basic training in workplace
health promotion that can build capacity within
the wider workforce. The e-learning method of edu-
cation and training delivery, if delivered correctly,
has a number of benefits which are particularly rele-
vant for participants from the wider workforce and
which are also useful in the context of limited resources
for WHP in the current economic climate, including:

• Reduced travel cost and time to and from course
venue

• Course work can be scheduled around personal
and professional work demands
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• Learners can study wherever they have access to
a computer and Internet

• Self-paced learning modules allow learners to
work at their own pace

• Flexibility to join discussions on the bulletin board
threaded discussion areas at any hour, or visit with
classmates and instructors remotely in chat rooms

• Different learning styles are addressed and facili-
tation of learning occurs through varied activities

• Development of computer and Internet skills trans-
ferable to other facets of learners’ lives (26)

The Healthy Together project3, funded through the
Leonardo Da Vinci programme of the European
Commission4, aimed to create an easily transferable
e-learning course for health practitioners, occupa-
tional health and safety specialists and relevant others
to promote workplace health in small and medium-
sized enterprises (SMEs) in rural communities. The
project targeted SMEs in rural communities as the
evidence indicates a lack of WHP and occupational
health services within SMEs in general and particu-
larly in rural communities, where resources and
access to support for workplace health are reported
as being even scarcer (19). The International Labour
Organisation, for example, has recognized that
workers in rural areas are often ignored or hard to
reach in relation to workplace health (27).

The Healthy Together project involved six partner
organizations from three countries in the develop-
ment and piloting of the online course5. It also bene-
fited from the input of two leading WHP experts
(from Ireland and Iceland respectively) who reviewed
the course materials, and from independent consult-
ants on WHP. The project thus incorporated inter-
national academic and practitioner expertise in the
development of the course. The e-learning course
focused on building basic competency in running
workplace health programmes by developing stu-
dents’ awareness of workplace health issues and
introducing ways of making better use of local
resources and services to support workplace health. It
was planned that participants would, with the use of
easily transferable instructional material, learn how
to plan a WHP programme and be familiar with the
legal and practical requirements for a risk assessment.
In addition some resources such as toolkits were
included in the course for participants’ use in practice
settings, together with reference lists for online and
other easily assessible tools to support their practice.

The Healthy Together course material is compe-
tency based, in keeping with the recognition within
health promotion that to develop and strengthen
workforce capacity, it is necessary to develop core
competencies, standards and assurance systems
(28,29). Learning sessions in the course include a
number of critical success factors in workplace
health promotion, for example: focus on employee
needs, use of on-site resources, participation and
evaluation (12) to support competency develop-
ment. The course content is also consistent with
recommendations for the development of basic
occupational health services, i.e. that it should
include planning, assessment, information and
evaluation (25).

The course was designed to run over a six-week
period, with students accessing the learning mate-
rials online and having contact with a tutor (one
per country) and other students, both nationally
and with those in the other countries, on a regular
and agreed basis.

The course was structured into six blocks or sec-
tions and students were expected to complete one
block each week. Each block comprised either three
or four lectures (see Figure 1). All material was
accessible to students to download via a Virtual
Learning Environment (VLE). Students attended
two workshops: a preliminary session at which they
exchanged information with one another and the
tutor and tested the VLE and a meeting at the end of
the six-week period which focused on student pre-
sentations based on their assignments and which
also provided an opportunity to reflect on learning.

The course was simultaneously piloted with a
learning group in each of the three participating
countries, from April to May 20086. The evaluation
of the pilot course incorporated both process and
summative elements and drew on the current litera-
ture on evaluation approaches for e-learning (for
example, 30–32). A range of quantitative and qual-
itative data collection and analysis methods was
employed in the evaluation, including question-
naires, focus groups and pre/post-testing on aspects
of the course and learning outcomes and semi-
structured interviews (33).

Findings of the evaluation

40 students started the course (Iceland: 16,
Italy: 12, Ireland: 12) and 26 (65%) completed it,
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21 of whom also completed the evaluation. All of
the students had some form of post-secondary level
education7, with 71% having a postgraduate quali-
fication and all had some previous training relevant
to WHP. The students were drawn from a wide
range of sectors and job titles (see Table 1).

Overall the course was positively evaluated and
was reported to be relevant to the learning needs of
students, to their workplaces and specifically to
small businesses in rural areas. The quality of learn-
ing materials, website, tutor support and pre-and
post-course meetings also received positive feedback.
Student assessment of their learning from the course,
and the impact they considered this would have on
how they work and on their workplace, was very
positive and 95% of those responding stated that
they would recommend the course to colleagues.

Aspects of the course less well received included
the number of assessments and the time required to
complete the course. In light of this feedback, it was
recommended that when the course was offered in

the future it should be extended to 8 to 12 weeks but
that the number of assessments should stay the same,
which means that students will have more time to
complete them.

Accreditation of the course for future students was
rated as being very important, with most of those
responding indicating that they would expect a
university to be the awarding body (32).

E-learning as a method of delivery

The pilot course closely reflected many of the
advantages identified for e-learning, and confirmed
its significant potential for workforce development
in workplace health promotion. Students in the
three pilot countries all used the same course mate-
rial and were able to discuss the material and their
learning both with a locally based tutor via email
and with the other students and tutors via an online
discussion forum. The students and tutors only met
together twice but it is important to note that the

• Introduction: health, health in the workplace, improving health in the workplace (the disciplines of workplace
health promotion, occupational health and safety) and the special case of SMEs

• Safety as a pre-requisite for workplace health promotion, conducting a risk assessment, development of a
safety statement

• Planning a workplace health promotion programme — (a) creating a supportive environment (taking a planned
approach, developing a multidisciplinary group, devising a communication strategy)

• Planning a workplace health promotion programme — (b) conducting an internal assessment, action planning
and implementation

• Evaluation of health promotion programmes (process, impact and outcome) and ethical issues
• Specific topics of relevance: stress, musculoskeletal disorders, workplace mobbing/bullying, accessing

community resources, management issues (students select 4 of these lectures)

Each block contains 3-4 lectures with associated exercises. Lectures consist of slides and an audio track and last
between 20 and 30 minutes. After each lecture, students either read some additional material, or undertake an
exercise, or both.

Figure 1. Learning blocks

Table 1. Student job sectors and titles

Accounts administrator (3) Clerical officer Executive assistant
Occupational therapist Nutritionist Medical director
Health and safety manager Occupational health nurse (2) OSH manager
Medical doctor (7) Trade union employee School nurse
Physiotherapist (2)



initial meeting was described by tutors as ‘invaluable
for getting to know and establishing a rapport with
students’. Students also reported benefits from
meeting together. It may be that a mix of e-learning
and a small number of workshops provides the best
learning environment for this type of workplace
health promotion training but this must be weighed
against the demands of time, distance and costs.

The online discussion forum, which formed part
of the course, aimed to support a wider exchange of
ideas and was described as useful by students as it
encouraged them to reflect on the material covered
within a given block and discuss it with other stu-
dents and the tutors at the end of the week. It also
allowed tutors to monitor students’ understanding
and progress through the course material by the
level and quality of their participation. However,
tutors reported that some students appeared to lack
experience in such online forums and were therefore
somewhat limited in their interactions. Tutors inter-
vened to stimulate discussion and reported that the
students generally did engage more as they became
more competent and confident in their online skills.
It was recommended that for future courses, methods
of building confidence in using the Internet and
maximizing participation need to be explored.

Issues of equity, at a wider level, also need to be
considered in the roll-out of the course across differ-
ent countries and regions as it requires access to
broadband technology which will be problematic in
some parts of the world.

The fact that students could study their material
at any time during the week permitted flexibility
around working life, a key advantage of e-learning.
It was interesting to note, however, that almost two-
thirds of the pilot groups (60%) were permitted time
off work to study the materials and it is question-
able if this high rate would be the norm for other
groups of aspiring students.

Despite the potential of the course to reach the
wider workforce, it should be noted that in the pilot
phase, there was a high initial withdrawal rate in two
of the three groups (approximately 50%). All who
withdrew did so in the early stages of the course. The
main reasons given for withdrawal were difficulties
with language (mainly from Italian students) as the
pilot course was offered in English only, while in
Ireland and Iceland a range of issues such as unex-
pected work-related travel, family problems and
other personal matters were the reasons given for not

completing the course. All who withdrew also
referred to the amount of work required to complete
the course and indicated that this was more than they
had expected. This finding suggests that more
advance information on course requirements and
opportunity for students to plan their time is
required. Currently the course is available in English
(all materials and audio track), although the slides
have been translated into Italian and Icelandic. The
need to have such courses available in students’ own
language is also an important consideration but will
necessitate additional resources. In-depth need analy-
sis with future prospective students should, it is sug-
gested, be undertaken to assess students’ needs and
timescales to enable adaptation of the course struc-
ture and timescales to local requirements.

While the course was specifically developed to
meet the needs of SMEs in rural communities, it
could easily be adapted to larger organizations
within a variety of settings. The e-learning method of
delivery, while particularly useful for those in more
isolated rural communities, can be equally useful for
those in urban settings with limited time and
resources for training centre attendance and travel.

Conclusion

The need to build capacity in workplace health pro-
motion cannot be overstated. Globalization of the
world economy and technological advances change
the nature of work and employment practices result-
ing in employees being exposed to new pressures and
health risks. It is therefore all the more important for
workplaces to become healthy environments support-
ive of employee health. It is likely that the current
global economic crisis will impact on employee health
and well-being in many ways and possibly for an
extended period of time. Increased financial stress on
organizations and individuals creates workplace
health challenges that require innovative approaches
and solutions that fit tight budgets. E-learning is a
useful approach to developing workplace capacity for
WHP within the current climate as it provides oppor-
tunities for managers, practitioners, staff, and all with
enthusiasm for WHP to share information and expe-
riences on common issues and challenges of work-
place health. It also facilitates the acquisition of the
necessary tools, knowledge and skills that will make
them better able to identify health threats and build
on existing strengths. The findings of the evaluation
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of the Healthy Together programme indicate that
there is a real potential in developing e-learning mate-
rials for training those with a brief for promoting
workplace health and safety in SMEs. Although mod-
ifications in some aspects of delivery identified in the
evaluation of the pilot course need to be considered,
the course was generally well received, and has the
potential to address capacity building for WHP.

As demonstrated, the course is a tool that can
support the development of the wider workforce in
developing knowledge and skills in WHP and pro-
vides resources not only for learning, but, through
various toolkits and practical resources, for the
implementation of workplace health interventions.
By adding to the knowledge and skills of the wider
workforce and providing supportive resources it can
contribute to the quality and sustainability of WHP
interventions. As the programme was based on a
comprehensive model of health promotion and
focused on building competency in generic skills of
planning, implementation and evaluation of work-
place health promotion activities, it offers opportu-
nities to build capacity at the systems strengthening
level of capacity building. It supports a problem-
solving approach to enable individuals and organi-
zations to take a generic approach to solving health
problems and to develop skills to affect the deci-
sions that affect their health. The focus of the course
on linking to and making better use of resources in
the local community facilitates partnership approach
to WHP, which has the potential to both draw on
and contribute to health improvement in the com-
munity at large. The course therefore can contribute
to the greater capacity of people, organizations and
communities to promote workplace health in reces-
sionary times by maximizing training opportunities
within limited available resources.

Notes

1. DALYs = Disability Adjusted Life Years -The sum of years
of potential life lost due to premature mortality and the
years of productive life lost due to disability (WHO; http://
www.who.int/mental_health/management/depression/
daly/en/).

2. Companies with fewer than 50 employees are categorized
as small and those with fewer than 250 as medium.

3. Leonardo da Vinci – Community action programme on
vocational training Procedure B, Second phase:
2000–2006; Pilot project, Agreement No 2006 – ISL/
06/B/F/PP-164007.

4. http://ec.europa.eu/education/lifelong-learning-
programme/doc82_en.htm

5. Iceland: Vinnueftirlit ríkisins – Administration of
Occupational Safety and Health (project leader);
Lýðheilsustöð Public Health Institute; Háskólinn í
Reykjavík – Reykjavík University. Italy: Università degli
Studi di Perugia. Ireland: Health Service Executive,
West Health Promotion Services; National University of
Ireland, Galway, Health Promotion Department.

6. Iceland, Ireland, Italy.
7. Post-secondary education refers to education that leads

to university entrance-level qualifications.
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