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ABSTRACT

Review Article

Reciprocal Relations between \Work and Health:
A Theoretical Understanding from the History
of Occupational Health and Behaviour

PARTHSARATHI DEHURY", K ANIL KUMAR?

A healthy workplace is always required for promotion of good health and wellbeing of workers. Health depends on reinforcement
of various external factors of productivity. Performance of a worker is influenced by remuneration and compensation irrespective
of occupational risk and hazards. The paper tries to understand the relationship between work and health from various aspects
of established theories and health behaviours in industry. The theoretical perceptive of occupational health is discussed in the
context of self-defensive and self-protective behaviours of working population. Various search engines like PubMed, scopus, web
of sciences, and jstore were searched to explore the phenomena of occupational health. Further, several themes and sub-themes
have been identified according to the classification of theories in occupational health. The health belief and behaviour towards
occupational health of working population have been derived from various theories. Further, the relationship of various factors has
been studied based on the theoretical understanding of occupational health.

Keywords: Environmental theory, Occupational behaviour, Occupational hazard,

Occupational health theory, Self-protective behaviour, Theory of planned behaviour

INTRODUCTION

Occupational health means preventive and curative medicine that
deals with every aspect of health as well as safety in the workplace
with primary prevention of hazards. “Occupational health should
aim at the promotion and maintenance of the highest degree of
physical, mental and social wellbeing of workers in all occupation”
[1]. The awareness regarding occupational health help in the
prevention of specific health problems related to working conditions.
Further, knowledge of occupational health help in protection from
risk factors, and maintenance of healthy occupational environment
at the workplace. The goal of occupational health in work place
is health promotion, early diagnosis, treatment, specific protection,
prevention of disabilities, and rehabilitation through epidemiological
approaches, health screening, statistical evaluations and health
education [2].

In the past, occupational health had a focus on industrial hygienic
or industrial health of factories and mine workers only. Occupational
health was not properly defined until 1700 A.D. due to various political
and economic reasons. ltalian physician Bernardino Ramazzini
published a document (De Morbis Artificum Diatriba) taking into
consideration of the health of the workers. In 1920s, Alice Hamilton a
United States of America’s (USA) physician and his colleague a social
reformer Jane Addams addressed occupational health as a subject
of public health and preventive medicine [1]. In 1960s, Rachel Carson
of the USA, a biologist, and ecologist talked about the impact of
industrial pollution on public health in her book “Silent Spring” [3]. In
the past 50 years, extraordinary developments in science, technology,
legislation, public health, and social empowerment have led to much
more progress in occupational health. The Royal Commission on
health promotion and health wellbeing recommended improvement
of occupational health of industrial workers which ultimately lead
to economic development in India. There is provision of bonus for
extra working hours of the workers. Further, provision of housing,
health, and safety of the working population was made mandatory
for the industries. In 1929 at the time of pre-independent India, only
39 inspectors were engaged in 8129 factories from 8 provinces to
report working conditions and accidents of laborers [2]. In 1940, the
labour investigation report showed that incidence of the accident
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was low at that time, but the health infrastructures were unable to
provide adequate health care to the industrial workers [3].

During independence, the concept of occupational health was
included in commercial establishments, mercantile enterprises,
forestry, agriculture, and services sectors. The subject also focused
on industrial hygiene, industrial accidents, industrial diseases, and
toxicology related to industrial hazard, occupational psychology,
and rehabilitation [4]. Occupational health focus on providing
preventive measure rather than curative action. Additionally, it aims
for the development of healthy and safe work environments in the
organisations which leads to health and wellbeing of the working
population. Overall, the objective of occupational health care
management is to enhance the social and economic condition of
the workers [5].

The objective of this paper is to study various factors like social status,
job allocation, risk, hazard distribution, and wages differentiation
pertaining to occupational health among the working population.
The primary aims of the review is to identify and understand various
theories and models of occupational health hazard.

Literature Search

Various search engines like PubMed, Scopus, web of sciences, and
jstore has been explored to understand about the phenomena of
occupational health. The details of phenomenon was arranged in
various themes and sub-themes according to similarity. The factors
like social status, job allocation, risk, hazard distribution, and wages
differentiation were discussed from various sources to infer the
theoretical model of study for the understanding of factors affecting
occupational health. The existing occupational health hazard models
have been discussed to understand the relation of work and health
among the working population in the Indian context.

DISCUSSION

There are six models discussed in the paper on various aspects
of occupational health. These models are based on the available
research in the field of occupational health. The classification is done
for understanding of the subject matters in an efficient way. The basis
for classification is theoretical understanding of occupational health.
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These consists of theoretical model on occupational health behaviour,
theoretical understanding on occupational health, contextual and
environmental model, behaviour change model, Theory of planned
behaviour (TPB) model, and Integrative framework on self-protective
behaviour at workplace model. All these models and theories have
a specific approach to understanding the occupational health in a
different context. These models help in understanding occupational
health and providing solutions specifically as per the need. The diagram
in [Table/Fig-1] details the various theories and models. All these
aspects discussed in elaborate manner in the following sections.
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[Table/Fig-1]: Theories and models of occupational health.

Source: Authors’ primary source

1. Theoretical Understanding of Occupational Health
There are many theories to understand occupational health in
industrial set-ups. Labour exploitation theory on occupational health
plays a role in understanding the concepts of how and why labor is
important in solving various problems. The theory of Compensating
Wage Differences (CWDs) explains the nuances of wage on the
occupational health of the person in a similar set-up. Further, the
theory of the allocation of risk in job markets understood by the
nature of the job and factors influencing the situations at work place
for occupational safety. The theories discussed with evidence in the
following sections.

a. Labour exploitation theory on occupational health: According
to Karl Marx, labor exploitation comes from the unfair distribution of
wealth among workers. The exploitation stands on the asymmetric
relationship of the power dynamic between employee and employer.
The employers are unfairly and unethically taking advantage to
exploit the workers. Power dynamic playing a greater role because
of the inferior position of the employee and the authority provided
to the exploiter. Unequal distribution of welfare in the labor force is
a prominent factor of exploitation. The exploiter (employer) has the
authority to command on goods and services. Employer also create
revenue from the wages of the working class. Employers belong
to the upper strata of society having the ownership of productive
assets which dominate on the working class. So, the workers
cannot enjoy their labor and redistribute wealth [6].

The theoretical perceptive shows working class used as tools of
production irrespective of any health, safety and other benefits. The
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capitalists manipulates various aspects like workers' desire, rights
and welfare provisions. The magnitude of exploitation is high among
unorganised workers in current scenario. The labour exploitation is
an important factor which leads to the occupational health hazards
among the working-class population.

b. Theory of Compensating Wage Differences (CWDs): In
Paradigm, Adam Smith discussed CWDs and its relation to the
occupational health of the working population. According to this
theory, market offer the wage premiums to the working population
which leads unequal wage distribution in the labor market. So,
the labour forces are attracted by the highest package of wages,
suppress their work preference without any workplace safety. The
inferior working condition and multi-task performance raise cost
of occupational health expenditure. Attention has not paid to the
value of life. This theory perceives only the monetary value of the
work force. Therefore, people are willing to accept jobs of a higher
probability of fatal and non-fatal job accident [7].

A large number of studies found that jobs associated with harmful
working conditions and a higher degree of fatal risk were among
those workers getting a higher level of wage within the same
occupation [8-12]. Many studies provided evidence that Chronic
Wasting Diseases (CWD) has positively and statistically significant
for fatal injuries [13,14]. Those who perform multi-tasks in work
place were more exposed to occupational health risk, even the
workers are classified within the same industry or performing the
same occupation. The study also noted ignorance of non-fatal job
risks for their extra compensation [12]. The concept is applicable
to identify the higher risk group to occupational health hazards,
and evidence found that income, as a key factor to influence the
occupational health of the workers [10].

c. Distribution of risk in job markets: This approach shows the
distribution of occupational risk based on the social stratification of
workers. The workforce from lower social strata and less educational
background are allocated to work with a harmful hazardous agent
without providing any safety instruction. This approach also justifies
the occupational group which gets the same risk during distribution
of public provisions and compensation. Hence the incidence
of occupational illness and accidents is higher among these
occupations [15].

Inefficiencies of competitive market force do not provide adequate
information about the relation between the employee and their
workplace risk. Workers do not respond to their workplace risk
rationally [16-18]. A survey found that the underestimation of the
frequency of occupational risk is increasing among occupational
illness [16]. Workers were unable to estimate the severity and nature
of risk for their health and quality of life [19, 20]. The underestimation
of risk is associated with ascertain occupation which promotes
the chance of accidents and illness at work place. These kinds of
miscalculation to the magnitude of risk, force the workers to work in
a hazardous occupation.

2. Theoretical Model on Occupational Health Behaviour
A large number of models explained about people engaged in
medical benefit and their health promotion. Details about preventive
measures (exercise, vaccination, and safe sex and balanced
diet), screening and detection (testing of blood pressure, genetic
checking, and cholesterols check-up) and health seeking behaviour
(utilisation of health services) has explained in various models. This
model gives much more attention to workplace hazards and self-
protective behaviour of the working population.

The perspective to health behaviour of the working population has
been explained in various models. The decision making or cost-
benefit model is derived from value expectancy theory [14,21]. The
environmental or contextual model analyses to determine health
behaviour of working population. The behaviour change model is
an important approach which drives the health behaviour of the
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working population. Theory of planned behaviour is a paradigm
which examines the path of beliefs and interpersonal behaviours. All
the above models focused on the beliefs and perceptions related to
the work and occupational threats, risk, and hazards [22].

a. Value expectancy model: This approach evaluates the seriousness
of risk and hazards and estimates the cost and benefit of required
action. The workers have right to take action which ultimately promote
their expected outcome [23]. This model is motivated for self-protective
behaviour to minimise the negative consequences. The motivation
comes from the expected action which would reduce the magnitude
of harms. The expected benefit from the particular action should be
more than the expected cost. This model indicates the working
population followed by protective measures within their estimated cost.

b. Health belief model: This is the most popular model used by
various health research. This model perceives susceptibility and
seriousness of health problem. The model also perceives the
benefit and barrier of the associated action. Beliefs, self-efficacy,
and response efficacy are related to the possibility of threats. The
model assumes to the occurring threats of the working classes and
also assumes expectations and barriers of the proposed action.

c. Theory of reasoned action: The theory focuses on behavioural
intention and attitude of individual towards their risk and hazards.
The theory also believes to evaluate the consequence of risk
factors and intend to predict by beliefs and attitude. This model is
applicable to change positive health behaviour and take preventive
measures (exercise, weight loss and protective equipment) in the
workplace [23-25].

d. Protection motivation theory: This theory is based on two
processes such as threat appraisal and coping appraisal. Threat
appraisal evaluates the pleasure principle to perceive the health
vulnerability and outcome of severity. Coping appraisal evaluates the
efficiency of preventive measure and assessment of successful action.
The value expectancy models for workers’ health safety is a dynamic
process to self-protective behaviour of the working population.

3. The Contextual and Environmental Model

This model shows that various health risk and threats influence
the beliefs, attitude, and expectation of an individual. Attention is
given to the environmental or social factors for betterment. The
model argues that, environmental factor is the key aspect which
would influence the health behaviour of the worker. Many studies
argue that, the process of interaction among health and workplace
safety, change the workers behaviour. This also changes work
environment [26-28].

4. Behaviour Change Model

This model shows individual behaviour change towards their work-
related hazards and how to take precaution. In every process of
change, workers require different types of information for moving
forward. The model is constructed on two processes, such as
Trans-theoretical process [29] and Precaution adaptation process
[14]. The details of the process is explained in [Table/Fig-2].

The trans-theoretical process consists of five stages such as pre-
contemplation which is not thinking seriously about the change the
behaviour. Second is contemplation, here the individual starts to
think seriously about change their behaviour. Next is preparation
where the individual intends to change as soon as possible. Lastly,
this process denotes action and maintenance which followed initial
behaviour change-up to termination.

The precaution adaptation process also deals with five stages. In the
first stage, workers were well known about their workplace hazards,
after that they believe about susceptibility with others. At the third
stage, workers acknowledge their susceptibility. In the next stage,
they decided to take precaution and lastly take precaution.
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[Table/Fig-2]: Behaviour Change Model.

Source: Authors’ primary source

5. Theory of Planned Behaviour (TPB)

This model indicates that individual beliefs about their risk and
hazards depend on their self behaviour. This model was constructed
on the Attitude Towards Behaviour (ATB) where the cognitive and
affective evaluation of the objectives was conducted. The descriptive
and injective norms were evaluated by Subjective Norms (SN) in
social environments. Perceived Behavioural Control (PBC) is the
aspect of this model which has the autonomy to process the skills
needed to required performances. All these components influence
the Behavioural Intention (BI) of an individual and perform adequate
intervention during occupational health hazards. Behavioural
intentions are controlled by knowledge, skills, habits and some
environmental factors [30]. TPB is linked to the theory of reasoned
action which does not perceive the behavioural control [31].
Workplace safety is the positive predictor of safe behaviour to
reducing occupational health hazards. This is predicting how the
organisation, tools and equipment influence workplace safety. It also
predicts the behaviour of fellow workers influencing the workplace
safety [32-34]. Protective behaviour is necessary to identify adequate
strategies for workplace safety [35,36]. The model describes safety
climate, subjective norms, attitude and demographic predictors used
for protective equipments [37].

It is observed that workers are less interested in taking precaution
unless they feel personally vulnerable. A study also found that
individuals are optimistically biased to evaluate or judge their risk
and hazards [38,39]. Information regarding work-related hazards
increases awareness and personal susceptibility, which focus on skill
development and promotes the self-efficacy of the workers. Further,
this leads to taking action which can reduce possible barriers and
positive self-protective behaviour of the working population. The
details of conceptual understanding of theorising on work and
health is given in [Table/Fig-3].

6. Integrative Framework on Self-protective Behaviour
at the Workplace

According to the health belief theory and the recommended models
workers behaviour on workplace safety are driven by four stages



Parthsarathi Dehury and K Anil Kumar, Reciprocal Relations between Work and Health

Work /Occupation
s
External factors E Internal factors
- Labour exploitation L - Value expectancy
F model (Health beliefs,
- Wages _ reasoned action,
compensation P protection &
- Allocation of risk R motivation)
o - Contextual and
. environmental model
& - Behavioural change
model
[+
- Planned behaviour
¥
model
1
o
N
Health

[Table/Fig-3]: Conceptual understanding of theorising on work and health.

Source: Authors’ primary source

such as hazard appraisal, decision making, initiation, and adherence.
Every stage carries different motivational factors to promote self-
protective behaviour of workplace safety. The details of models of
work place self-protective behaviour is given in [Table/Fig-4] [40].

Hazard Appraisal ROR Dm- YO8, Initiation Y08 Iadberance
No No No No

'

Y \ Y

| Exposure to injury/illness

[Table/Fig-4]: Models of work place self-protective behaviour.

Source: David M. Dejoy, 1996 [40]

a. Hazard appraisal: Here the prime focus is given to a worker's
beliefs on workplace hazards and threats. Threats can be perceived
from the interaction of susceptibility and severity of illness. Availability
of preventive strategies and response of effectiveness for working
population are defined here. Self-protective or defensive behaviour
of worker results into release or reduction of hazards irrespective
of any availability or unavailability of preventive measures [41].
Workers’ overconfidence also plays an important role in hazard
appraisal [42]. Information regarding workplace hazards, mode of
exposure, estimation of risk and preventive measures promote the
benefits of working population.

b. Decision making: Self-efficacy and cost benefits on the course
of action are associated with the decision making process of
workers. It perceives the benefit of action for self-protection against
the cost. The cost is considered as a reduction of productivity,
skill performance, time constraints, physical discomfort and some
other factors related to a reduction in the quality of life on their
work. In this stage, condition of the workplace like availability of
safety equipment, training for the proper utilisation of equipment
and redesign of the job make more effective and self-protective
for the working population. It is promoted to develop education,
skill building exercise, and training programme among the working
population which is considered to the safety climate [40].

c. Initiation: Condition of work and safety climate is the prime focus
in this stage. Environmental and organisational factors are supported
and reinforced to the self-protective actions which are very important
factors to know the behavioural intention about workplace hazards.
It indicates to the action and attitude for management of safety
measures in work place [32,43,44].
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d. Adherence: Organisational and environmental factors play a greater
role in the sustainability of workplace adherence. Self-efficacy of workers
should increase by successful actions. Self-efficacy and response
efficacy increase more confidence among the working population.

An integrative framework of self-protective behaviour demonstrates
that knowledge and awareness are important to change the
behaviour about self-protective action among the working
population. Hazard appraisal is focused on threats related beliefs
and responses efficacy. So workers can identify both suspects
and protective equipments. This influence the health and safety
related decision making process. Finally, the environmental and
organisational factors promote to sustain the behaviour associated
with workplace safety.

The integrative frame work for self-protective behaviour would help
to take the right decisions during the possibility and occurrence of
occupational health hazards of the working population. Workers
can measure the magnitude of risk and analyse the cost and benefit
of required action. Interaction of exposure agents and occupational
hazards can assume from this model. This approach brings an
understanding of how the environment and organisation play a
greater role to provide occupational health provision to the working
population [40].

CONCLUSION

Allthe six models discussed in the paper provide a fair understanding
of occupational health in the context of vulnerable industrial worker
where factors like wage, work condition, position, human behaviour,
environment, and provision of health care play an important role.
The models provide evidence and scope for studying occupational
health in different contexts in industrial settings. The theoretical
understanding of occupational health helps in assessing the
hazardous conditions of the workplace. All the theories help in
studying and suggesting the improvement of various aspects.
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