
Occupational Health, Productivity and Evidence-Based Workplace Health Intervention

Individual performance, as one of the productivity components, is determined mainly by appropriate knowledge and skills, 
high work motivation, and good health status. At the enterprise level, productivity levels depend on many factors, including 
market forces, company policies, seasons, or societal situations such as the pandemic we are currently facing. Health is only one 
factor, interacting with other factors and influencing performance and ultimately, productivity. A person in a healthy state who 
has physical and emotional abilities, accompanied by a desire to work, will show high performance. Individual performance 
measures are generally based on time measures, namely absenteeism, which is not coming to work due to health problems, 
and presentism, namely unproductive time at work due to health problems. High worker performance will lead to higher 
productivity because it can produce better goods and services, more creativity and innovation, high intellectual capacity, and 
reliable resilience. High productivity can lead to higher profits. Many health conditions and health risks affect the decline 
in performance. The Healthy Workplace framework showed a high association between health conditions and health risks 
with absenteeism and presentism.1 Health risks associated with absenteeism include lack of physical activity, high stress, and 
diabetes. Diabetes is the highest risk factor for absenteeism, which increases the chance of absenteeism by 2.3 times (OR=2.29, 
95% CI 1.17, 4.47). Stress most increased presentism odds (OR=2.09; 95% CI 1.65, 2.63), followed by unmet emotional 
needs (OR=1.93, 95% CI 1.52, 2.44). Other health risks were associated with presentism, including poor nutrition, body mass 
index and low physical activity.2 Chronic diseases such as hepatic disorders are a risk factor for young mining workers.3

WHO's Global Health Estimates provide the data that seven of the top ten causes of death globally are non-communicable 
diseases. Ischaemic heart disease, stroke, and chronic obstructive pulmonary disease are the leading causes of death in high-
income and lower-middle-income countries.4 The other study found that smoking, occupational risk, and air pollutants were 
high rank of COPD risk factors. These diseases generally occur in the working-age group, indicated by the prevalence of 
smoking, which is 31%, the prevalence of hypertension at the age of >18 years, which is 31.3% in men and 36.9% in women.5 

The main nutritional problems in the working-age group based on the Indonesian Basic Health Survey 2018 were obesity 
(prevalence 21.8% at age >18 years), anemia (48.9% in pregnant women), and chronic energy deficiency (32%). The other 
health problems in this working age group were mental-emotional disorders (9.8%) with an increase compared to 6% in the 
Basic Health Survey 2013.5 The prevalence of anemia and chronic energy deficiency is still high in women of childbearing age 
who are also included in the productive age group.6,7 With a high participation rate of female workers and a high prevalence 
of chronic energy deficiency and anemia, nutritional problems are immense.

In low-income countries, Infectious diseases, especially tuberculosis (TB) and HIV/AIDS, are also a health problem in the 
working-age population.4 Tuberculosis has a considerable impact on families. Studies in Indonesia show that although treatment 
is guaranteed through the National Health Insurance, households affected by TB still face the risk of poverty. Impoverishment 
occurs due to additional expenses outside of treatment for treatment, including reduced income due to not coming to work.8 

The effect of health problem on worker productivity is getting bigger, along with the increasing risk of work accidents. 
The cost of per work accidents case in Europe is high; highest for The Netherlands (€ 73,410) and the lowest for Poland 
(€ 37,860). The total costs ranged from 2.9% of gross domestic product (GDP) for Finland to 10.2% for Poland. The cost 
calculation considered three categories: direct healthcare, indirect productivity, and intangible health-related quality of 
life costs.9 The most significant work accidents came from the construction and manufacturing sectors (32%), followed by 
the transportation sector (9%), forestry (4%), and mining (2%). Unfortunately, there is no exact data on the magnitude of 
occupational diseases. Indirect costs related to lost workdays, costs for absenteeism payments, and worker presentism were 
considerable. In addition, the burden of personal expenses incurred by workers for transportation costs and other costs to obtain 
health services decreases productivity. Medical, social and economic consequences of non-communicable diseases, occupational 
accidents and diseases, and nutritional problems lead to public health problems in the working population.
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The workplace-based intervention to overcome the workers' health problem by integrating occupational health services 
is a method of choice.10 Since 2007, the World Health Organization (WHO) has launched Workers' Health: A Global Plan 
of Action. The action plan responds to the importance of workers' health as a prerequisite for productivity and economic 
development through increasing access to health services for workers and building a healthy workplace.11 Furthermore, 
WHO introduced the Healthy Workplace Framework as practical guidance. A healthy workplace is a place where workers 
and managers work together continuously to make improvements to protect and promote the health, safety, and welfare of 
workers and workplace sustainability. There are four interrelated factors: a) health and safety in the physical environment, b) 
health, safety, and wellbeing in the psychosocial environment, including workplace organization and work culture, c) health 
resources in the workplace; and d) workplace community participation to improve the health of workers, their families, and 
the surroundings.1 The implementation of the healthy workplace program needs supporting evidence on workplace-based 
intervention through relevant research. This is what this special issue on Occupational Health of the Acta Medica Philippina 
is facilitating.
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