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Constructing better health and wellbeing? Understanding structural constraints on health and 

wellbeing in the UK Construction Industry 

 

Abstract 

The construction industry has high rates of work related ill health and early retirement due to stress, 

injury and illness. WŚŝůƐƚ ƚŚĞƌĞ ŚĂǀĞ ďĞĞŶ ŵŽƌĞ ƌĞĐĞŶƚ ĐĂůůƐ ĨŽƌ Ă ͚ŚĞĂůƚŚ ůŝŬĞ ƐĂĨĞƚǇ͛ ŶĂƌƌĂƚŝǀĞ ǁŝƚŚŝŶ 
the industry, health has still predominantly been viewed via health risks rather than a more holistic 

conceptualisation of health and wellbeing. The workplace is viewed as a fruitful site for health 

promotion work, yet we know little about the possibilities and promise of health promotion and health 

improvement work within the construction industry. This paper explores the views of stakeholders 

with health-related roles and responsibilities within the construction industry to examine their views 

of the landscape of the construction industry and its relationship to the health and wellbeing of the 

workforce. Through exploring two key themes; the construction industry as anti-health promoting and 

understanding industry specific health issues, greater insight into the challenges that exist within 

construction for promoting positive employee health and wellbeing are explored. The unique insights 

ŽĨ ƚŚŽƐĞ ͚ŝŶƐŝĚĞ͛ ƚŚĞ industry provides a clear exposition of the challenges faced by those seeking to 

construct better health and wellbeing and we argue that only through understanding the structural 

constraints of the industry in this way can the possibilities and potentials for undertaking health 

promotion work be fully embedded within the industry in order to help create meaningful change for 

both employees and the industry as a whole.   

 

Keywords: Construction, Workplace health promotion, structural constraints, Health and wellbeing  

 

Introduction   

The construction industry has been seen to have one of the highest rates of work-related illnesses 

across occupational groups (McGlone and Baker, 2009; Brenner and Ahern, 2000). Construction 

workers, as blue-collar workers, are suggested to be ͚Ăƚ ƚŚĞ ďŽƚƚŽŵ ŽĨ ƚŚĞ ƐŽĐŝŽ-economic power 

ŐƌĂĚŝĞŶƚ ĂŶĚ ŚĂǀĞ ƉŽŽƌ ŚĞĂůƚŚ ŽƵƚĐŽŵĞƐ͕ ŚŝŐŚĞƌ ƌĂƚĞƐ ŽĨ ĚŝƐĂďŝůŝƚǇ͕ ĐŚƌŽŶŝĐ ĚŝƐĞĂƐĞ ĂŶĚ ŵŽƌƚĂůŝƚǇ͛ ;DƵ 
Plessis et al., 2013 cited in Fenton et al., 2014: 16). Reasons for poor health are often seen to be due 

the prevalence of musculoskeletal conditions, such as back injuries, fractures, fall injuries or arthritis, 

among construction workers as well as respiratory issues, both of which can be seen to be related to 

the features of the role (Brenner and Ahern, 2000; Ajslev et al., 2013). Existing research also suggests 

that the nutrition of construction workers is viewed as poor (McGlone and Baker, 2009) and poor 

nutrition has been linked to chronic disease among construction workers, and can be a factor which 

impacts on workforce performance, including injuries and accidents (Okoro et al., 2016). Given the 

makeup of the construction workforce remains predominantly male, issues of masculinity and the 

linkage with negative or poor health have also been seen to exist in relation to the construction 

industry (Stergiou- Kita et al., 2015). Men are routinely less likely to seek help for health issues (O͛BƌŝĞŶ 
et al., 2005; Mahalik et al, 2007) and more likely to demonstrate stoicism in the face of pain or ill 

health (Ajslev et al., 2013 cited in Stergiou- Kita et al., 2015: 217). The workplace can be seen to be a 

site where such gendered responses to health can be further constructed and displayed (Ramirez, 

2011).  



Construction is also seen to be an occupation which involves high stress (Fenton et al., 2014; Bowen 

et al., 2013) which can impact on workers psychological and physical wellbeing (Love et al., 2010). 

Work related stress is seen to lead to low productivity, higher than usual absenteeism from work and 

poorer performance at work (Bowen et al., 2014; Black, 2008). Iƚ ŝƐ ĂůƐŽ ƌĞƉŽƌƚĞĚ ƚŚĂƚ ͚MĂůĞƐ ŝŶ ƚŚĞ 
ĐŽŶƐƚƌƵĐƚŝŽŶ ŝŶĚƵƐƚƌǇ ĂƌĞ Ăƚ ŐƌĞĂƚĞƌ ƌŝƐŬ ŽĨ ƐƵŝĐŝĚĞ ƚŚĂŶ ƚŚŽƐĞ ŝŶ ƚŚĞ ŐĞŶĞƌĂů ǁŽƌŬŝŶŐ ƉŽƉƵůĂƚŝŽŶ͛ 
;MŝůŶĞƌ Ğƚ Ăů͕͘ ϮϬϭϱ͗ ϭͿ͘  Iƚ ŝƐ ƐƵŐŐĞƐƚĞĚ ƚŚĂƚ ͚IŶ ƚŚe construction industry work-related stress has 

become an inherent feature of the workplace environment and can negatively transcend into the 

ĨĂŵŝůǇ ĂŶĚ ƉĞƌƐŽŶĂů ůŝĨĞƐƚǇůĞƐ ŝĨ ŶŽƚ ĂƉƉƌŽƉƌŝĂƚĞůǇ ŵĂŶĂŐĞĚ͛ ;LŽǀĞ Ăƚ Ăů͕͘ ϮϬϭϬ͗ ϲϱϬͿ͘ Sources of stress 

that have been identified for construction workers include; too much work, uncertainty about roles, 

unpaid overtime, lack of career progression, client demands, redundancy, and financial pressures 

(Love et al., 2010).  

Poor health within the construction workforce has been suggested to ultimately foreshorten the 

working lives of employees (Ajslev et al., 2013). Brenner and Ahearn (2000) found that the mean rate 

of retirement on ill health grounds within the construction sector was 5.3 per 1000. Other studies have 

found rates of 2- 2.5 per 1000 in other industries, such as manufacturing, emergency services, postal 

work and teaching (Poole, 1997). Retirement due to ill health within construction is then seen to be a 

ƐŝŐŶŝĨŝĐĂŶƚ ŝƐƐƵĞ͕ ͚ ƚŚĞ ŝŵƉĂĐƚ ŝƐ ŐƌĞĂƚĞƌ ǁŚĞŶ ƌĞƚŝƌĞment takes place at a relatively young age; the study 

showed that 17% of those retiring were under the age of 50 years, accounting for 45% of the potential 

ǁŽƌŬŝŶŐ ǇĞĂƌƐ ůŽƐƚ͛ ;BƌĞŶŶĞƌ ĂŶĚ AŚĞƌŶ͕ ϮϬϬϬ͗ ϲϮϬͿ͕ ŚŽǁĞǀĞƌ ƌĞůĂƚŝǀĞůǇ ůŝƚƚůĞ ŝƐ ŬŶŽǁŶ ĂďŽƵƚ ǁŽƌŬĞƌƐ 

who have left the industry, and how their health impacts on their lives once they have retired (Ajslev 

et al., 2013).  

Whilst some of the health issues within the construction industry have been identified, typically within 

the industry employee health has historically not been given the same precedence that safety has 

within the industry (Build Health, n.d.; Tyers and Hicks, 2012). Safety has, rightly been a focus of key 

attention, reducing the numbers of deaths and serious injuries at work has been a major achievement 

of health and safety work within the construction industry, but often this has occurred at the expense 

of focusing on health and wellbeing (Tyers and Hicks, 2012). There are also seen to be further barriers 

around health promotion with the industry, for example, construction companies have often shown 

concern around the cost of health interventions (McGlone and Baker, 2009) and whether workplaces 

should be intervening in the health and wellbeing of their workers at (Sherratt, 2015). Research also 

suggests that the structural make-up of the industry, with the prevalence of sub-contracting, makes it 

challenging to implement health and wellbeing policies and practices across sites as each company 

will have their own policies and procedures (Fenton et al., 2014). Short term projects can be part of 

the culture of construction work, again making sustainability and continuity in relation to health and 

wellbeing initiatives more complex and less achievable (ibid) but further insight is needed into these 

aspects in order to fully understand any barriers to health promotion work within the construction 

industry.  

Whilst the workplace has been viewed as a potentially useful site for health promotion activities 

(Goetzel and Ozminkowski, 2008; Kuoppala, Lamminpää and Husman, 2008; O͛DŽŶŶĞůů͕ ϮϬϬϭ), most 

industry based interventions target workers over a broad number of industries and do not design 

programmes specific to sectors (Fenton et al., 2014) which can make activities too broad to be relevant 

to employees whose sector may engender particular health and wellbeing issues. Working closely with 

ǁŽƌŬĞƌƐ ĂŶĚ ƚŚŽƐĞ ŝŶ ƚŚĞ ŝŶĚƵƐƚƌǇ ƚŽ ĚĞƐŝŐŶ ĂƉƉƌŽƉƌŝĂƚĞ ŝŶƚĞƌǀĞŶƚŝŽŶƐ ǁŚŝĐŚ ĂƌĞ ŵŽƌĞ ͚ŐƌŽƵŶĚ ƵƉ͛ ŝƐ 
thus seen to be a potential approach to address context in construction industry for health promoting 

interventions (Milner et al., 2015). Considering how interventions can influence the health of those in 

the workplace is also suggested to need consideration of lifestyle factors and how they intersect with 



work (Arndt et al., 1996) as well as ensuring interventions consider the employers role in the 

promotion of good health (IOSH, 2012), not just focusing on the individual level of health and 

wellbeing but the wider structural aspects of work that affect health and wellbeing (Brenner and 

Ahern, 2000).  In order for successful health promotion work to be undertaken, understanding the 

needs of both the industry and the employees remains key.  

This paper then explores the landscape of health and wellbeing within the UK construction industry. 

Utilising a case study approach the research explores what the key health and wellbeing issues are 

seen to be within the industry by those who are working in health and wellbeing related roles. The 

paper allows the voice of those working within construction to illuminate the makeup of the 

construction industry and its relationship to the health and wellbeing of the workforce. The paper 

then provides a qualitative evidence base around health and wellbeing within the construction 

industry, building on knowledge around the health and wellbeing of construction workers and 

providing new insights into the broader structural features that may create challenges or 

opportunities for building better health and wellbeing within the industry.  

 

Methodology  

This paper is based on qualitative semi-structured interviews which were conducted with key 

stakeholders from four case studies drawn from across the UK construction industry. This paper is part 

of a wider study, and the cases were selected for their size as well as for variance in types of 

construction work undertaken by those firms. The cases were recruited through industry networks 

and groups and through key contacts provided by the project steering group.  The case studies were 

comprised of construction firms of varying sizes and types and included two large general construction 

firms (one which conducts house building and the other large commercial building projects) and two 

medium sized scaffolding firms1. The firms were all located within England, one large firm was a 

national company, the other worked across the North of England and the two medium firms were 

based in Yorkshire and Herefordshire respectively. This qualitative data formed part of a wider project 

into the health and wellbeing of the construction industry which included other work packages, 

including a literature review and environmental scan of best practice projects to support positive 

health and a survey of 286 construction workers about their health and wellbeing (See AUTHOR 1).  

The interviews were conducted with key stakeholders within the four case studies detailed above and 

the criteria for ͚stakeholders͛ were people whose roles including a responsibility or focus on health 

and wellbeing. The participants were an equal mix of those who identified as being in management 

and those who were employees, and the sample represented different roles and positions of 

responsibility within the firms, including site managers, site foreman, first aiders, health and safety 

officers, risk assessors, workforce development officers as well as company managers. Some of those 

who were working in management roles had themselves previously worked on site in a trade, so were 

able to see both sides of the management/workforce picture. There was a broad range of experience 

and most had worked in construction for over 10 years. The participants were recruited through a 

gatekeeper, who was a key contact in each site who put us in contact with potential participants and 

shared information about the research within their companies, in each of the case study sites and 

participation was voluntary. In total we conducted 19 recordings with 21 people from the four case 

studies (the difference between numbers of recordings and participants being due to the choice by 3 

                                                           
1 We have taken the size of firms to be: small firms having less than 50 employees, medium being 50-249 

employees and large being 250+ employees and above.  



participants to undertake a group interview- so N=18 were individual interviews and n=1 group 

interview of 3 persons). Twenty of the interviewees were men, and one women, which is perhaps 

reflective of the predominant male makeup of the industry. Whilst we did not capture extensive 

demographic information for the interview participants due to this not being a key feature of the 

study, all of the interviewees were white British and ranged in age from 20 to the oldest being in their 

50s. Care was taken in the construction of the sample to ensure that a range of workforce experience 

would be captured. Most, as noted above, had worked in construction for a considerable period of 

time and were therefore well equipped to comment on the nature of the industry and the health and 

wellbeing issues they identified. The interviews ranged in length from 15 to 70 minutes and the digital 

recordings were transcribed verbatim on completion. Interviews were conducted face to face where 

possible, with most being conducted on construction sites where the participants were located, or in 

their company offices, although three were conducted by telephone due to the preference of 

participants. The interviews were conducted during May- September of 2016. The interview questions 

were devised by the studies lead (the lead author) and sent for comments and then agreed with the 

steering group for the research, which was comprised of experts from within the construction 

industry, trade unions and the Health and safety executive. The interview schedule asked questions 

around health and wellbeing needs, priorities, how health and wellbeing is currently supported in the 

industry, examples of existing best practice and how participants feel health and wellbeing could be 

more integrated within the construction industry.  

All the interviews were conducted by the lead author, who also led the analysis.   The interview data 

was analysed thematically using the steps laid out by Braun and Clarke (2006) by the lead author, with 

theme checking and discussion with the authors before agreement of the following two themes: The 

construction industry as anti-health promoting and Understanding industry specific health issues. The 

research gained ethical approval from the [UNIVERSITY NAME BLINDED FOR REVIEW] university ethics 

committee (ref: 24492) and all quotations included in this paper have been anonymised and are 

presented in the format of Participant and a number, e.g. Participant 1, to maintain the anonymity of 

those who have taken part.   

 

Analysis 

The construction industry as anti-health promoting 

Even when companies desired to focus on or help improve workforce health, Interviewees identified 

that there were key features of the industry that created structural constraints or barriers to health 

promotion within the workforce. These will be examined through four sub-themes, which include; 

the type of workforce in the industry; working equals earning; competition and client agendas; and 

variance across the industry.  

The type of workforce in the industry 

The construction industry was viewed as one which is divided into a directly employed and sub-

contracting workforce, and there was seen by many of the stakeholders to be a challenge around the 

transience of working relationships and the workforce itself in relation to engaging in health 

promotion activities or practices; 

 ͚Iƚ ŝƐ ƐƵĐŚ Ă ƚƌĂŶƐŝĞŶƚ ŵĂƌŬĞƚ ǁŝƚŚ ůĂďŽƵƌ͕ ĐŽŶƐƚƌƵĐƚŝŽŶ ŝƐ͕ ƚŚĂƚ ŝƐ ǀĞƌǇ ĚŝĨĨŝĐƵůƚ to say my long 

term plan for this person is x, y, z because in a year or six months they might have moved on. 

Iƚ ŝƐ ǀĞƌǇ ĚŝĨĨŝĐƵůƚ͛ ;PĂƌƚŝĐŝƉĂŶƚ ϲͿ 



This sub-contracting was seen by some as becoming more entrenched within the industry over time; 

 '20 or 30 ǇĞĂƌƐ ĂŐŽ͕ ƚŚĞǇ͛ǀĞ ŚĂǀĞ Ăůů ďĞĞŶ ĚŝƌĞĐƚůǇ ĞŵƉůŽǇĞĚ ďǇ ĐŽŵƉĂŶŝĞƐ͕ ǁŚĞƚŚĞƌ ƚŚĞǇ͛Ě
 ďĞ Ă ďƌŝĐŬůĂǇĞƌ͕ ƐĐĂĨĨŽůĚĞƌƐ͕ ƐŽ ƚŚĞ ŝŶĚƵƐƚƌǇ ŚĂƐ ĐŚĂŶŐĞĚ͛ ;PĂƌƚŝĐŝƉĂŶƚ ϭϭ) 

The layers that make up the workforce was also seen to be a cause of confusion regarding whose 

responsibility health and wellbeing was, particularly when employees are directly employed by one 

firm, but working on projects as sub-contractors for other companies;  

͚I ŬŶŽǁ Ă ƐƵďĐŽŶƚƌĂĐƚ ĐŽŵƉĂŶǇ ƚŚĂƚ ŚĂĚ Ă ƉƌŽďůĞŵ ǁŝƚŚ ƐŽŵĞŽŶĞ ŽŶ ĚƌƵŐƐ͘ AŶĚ ƚŚĞǇ ŬĞƉƚ ŝƚ 
to ƚŚĞŵƐĞůǀĞƐ͘ TŚĞǇ ĐŽƵůĚŶ͛ƚ ƚĞůů ƚŚĞ ƉƌŝŶĐŝƉĂů ĐŽŶƚƌĂĐƚŽƌ͕ ďƵƚ ƚŚĞǇ ĐŽŶĨƌŽŶƚĞĚ ƚŚĞ ŐƵǇ͘ TŚĞǇ 
ĚŝĚ ĞǀĞƌǇƚŚŝŶŐ ƚŚĂƚ ǁĂƐ ƌŝŐŚƚ͙BƵƚ ĂƐ Ă ĐŽŶƚƌĂĐƚŽƌ͕ ǇŽƵ͛Ě ƐĂǇ͕ ǁĞ͛Ě ƐĂǇ͕ ͚ ŚĞ͛Ɛ ŶŽƚ ĐŽŵŝŶŐ ƚŽ ŽƵƌ 
ũŽď͛͛ ;PĂƌƚŝĐŝƉĂŶƚ ϴͿ 

This example highlights some of the complexities that stakeholders saw around the workforce in 

relation to responsibility for health and wellbeing and the difficulties of creating transparency across 

and between the different layers of a workforce that is sub-contracted and directly employed. There 

was therefore a view ƚŚĂƚ ĐŽŶƐƚƌƵĐƚŝŽŶ ǁĂƐ ũƵƐƚ ͚ŚŽǁ ŝƚ ǁĂƐ͛ ĂŶĚ ƚŚĂƚ this was quite fixed and 

potentially a major challenge for overcoming barriers around improving or promoting the health and 

wellbeing of the workforce.  

Working equals earning 

A by-product of a sector comprised of high levels of sub-contracting, self-employment and transient 

workers, was seen to be the direct equation between working and earning. Some stakeholders felt 

that the workforce were just not interested in health promotion or improvement, focusing instead on 

getting on and working to earn;  

͚I Ăŵ ŽŶůǇ ŐŽŝŶŐ ŽĨĨ ǁŚĂƚ I ƐĞĞ ĂŶĚ I ũƵƐƚ ƚŚŝŶŬ ƚŚĞǇ ĂƌĞ ŶŽƚ ŝŶƚĞƌĞƐƚĞĚ͘ TŚĞǇ ũƵƐƚ ǁĂŶƚ ƚŽ ĐŽŵĞ 
ŽŶ͕ ǁŽƌŬ ĂŶĚ ĞĂƌŶ ŵŽŶĞǇ͙ďƵƚ ƚŚĞ ĨĞĞů I ŐĞƚ ĨƌŽŵ ƉĞŽƉůĞ ŝƐ ƚŚĞǇ ǁŝůů ĂůǁĂǇƐ ďƵǇ ŝŶƚŽ ƐƚƵff but 

it is about the work, that they need to earn their money. That sounds bloody harsh but it is 

ƚŚĞ ƌĞĂůŝƚǇ͛ ;PĂƌƚŝĐŝƉĂŶƚ ϭͿ  

Others felt that the restrictive nature of the working equals earning equation was damaging for health 

as employees were reluctant to take time off; 

͚TŚĂƚ ŝƐ ǁŚǇ ƉĞŽƉůĞ ĚŽŶ͛ƚ ŐŽ ƚŽ ƚŚĞ ĚŽĐƚŽƌƐ ďĞĐĂƵƐĞ I ĐĂŶ ŚĂǀĞ Ă ĚŽĐƚŽƌ͛Ɛ ĂƉƉŽŝŶƚŵĞŶƚ 
ƚŽŵŽƌƌŽǁ ĨŽƌ ƚŚŝƐ Žƌ I ĐĂŶ ŐŽ ƚŽ ǁŽƌŬ͛ ;PĂƌƚŝĐŝƉĂŶƚ ϮͿ  

͚TŚĞǇ ĚŽŶ͛ƚ ǁĂŶŶĂ ƐĂǇ ƚŚĞǇ͛ƌĞ ŝůů ĐŽƐ ƚŚĞǇ ĚŽŶ͛ƚ ǁĂŶŶĂ ƚĂŬĞ ƚŚĞ ƚŝŵĞ͕ ƚŚĞǇ͛ƌĞ ŶŽƚ ŐŽŶŶĂ ŐĞƚ 

ƐŝĐŬ ƉĂǇ ͙ƚŚĞǇ ũƵƐƚ ĐĂŶ͛ƚ ĂĨĨŽƌĚ ƚŽ ƚĂŬĞ ƚŝŵĞ ŽĨĨ͘ TŚĞǇ͛ǀĞ ŐŽƚ ƚŚĞŝƌ ŵŽƌƚŐĂŐĞ ƚŽ ƉĂǇ͕ ƚŚĞǇ͛ǀĞ 
ŐŽƚ ƐŚŽƉƉŝŶŐ ƚŽ ďƵǇ͘ YŽƵ ũƵƐƚ ĐĂŶ͛ƚ ĂĨĨŽƌĚ ŝƚ ;PĂƌƚŝĐŝƉĂŶƚ ϭϬͿ 

TŚŝƐ ǁĂƐ ƚŚĞŶ ƐĞĞŶ ĂƐ Ă ĐŽŵƉŽƵŶĚŝŶŐ ĨĂĐƚŽƌ ĨŽƌ ŚĞĂůƚŚ ƉƌŽďůĞŵƐ͕ ŝŶ ǁŚŝĐŚ ͚ĐĂƌƌǇŝŶŐ ŽŶ͛ ǁĂƐ ƐĞĞŶ ĂƐ 

the norm, and trying to self-manage injuries or injuries was viewed as part of the solution.  

͚ƚŚĞǇ ŚĂǀĞ ƚŚŝƐ ƉƌĞƐƐƵƌĞ ƚŚĂƚ ŝƐ ƚŚĞǇ ŚĂǀĞ ĂŶǇ ƚŝŵĞ ŽĨĨ͕ ƚŚĞŶ ǇŽƵ ŬŶŽǁ͕ ŝƚ͛Ɛ ŐŽŶŶĂ affect their 

ŚŽŵĞ ůŝĨĞ͕ ƐŽ ƚŚĞǇ͛ůů ũƵƐƚ ƐŽůĚŝĞƌ ŽŶ ƚŚƌŽƵŐŚ͕ ƚŚƌŽƵŐŚ ĂĐŚĞƐ ĂŶĚ ƉĂŝŶƐ ĂŶĚ ƚŚĞŶ ƚŚĞǇ͛ůů ƉƌŽďĂďůǇ 
ĚƌŝŶŬ ŵŽƌĞ ƚŽ ĞĂƐĞ ƚŚĞ ĂĐŚĞƐ ĂŶĚ ƉĂŝŶƐ ĂŶĚ ŝƚ͛Ɛ ũƵƐƚ ůŝŬĞ ĂŶ ĞǀĞƌ-decreasing circle of poor 

ŚĞĂůƚŚ͛ ;PĂƌƚŝĐŝƉĂŶƚ ϱͿ  

Those who were directly employed were therefore seen as being at an advantage in the industry when 

it came to doing health work in that they would be entitled to sick pay and related benefits, and so it 



was seen that they could afford to take care of their health compared to those who were unable to 

access direct benefits;  

͚͙ǁĞ ŚĂǀĞ Ă ůŽƚ ŽĨ ŽƵƌ ŽǁŶ ŐƵǇƐ ǁŚŽ ĂƌĞ ŽŶ ƚŚĞ ďŽŽŬƐ͕ ƐŽ ƚŚĞǇ ŐĞƚ ƐŝĐŬ ƉĂǇ͘ TŚĞǇ ŐĞƚ ůŽŽŬĞĚ 
after, if that makes sense. But a lot of people are sub-contracted. Then they get nothing if 

ƚŚĞǇ͛ƌĞ ŝůů͘ IĨ ƚŚĞǇ͛ƌĞ ŶŽƚ Śere- ŵǇ ΀ƌĞůĂƚŝŽŶ΁ ŝƐ Ă ďƌŝĐŬůĂǇĞƌ ĂŶĚ ǁŚĞŶ ŚĞ͛Ɛ ƐƵď-contracting, if 

ŚĞ͛Ɛ ƐŝĐŬ͕ ŚĞ ĚŽĞƐŶ͛ƚ ŐĞƚ ƉĂŝĚ͛ ;PĂƌƚŝĐŝƉĂŶƚ ϳͿ 

Time to focus on health was therefore not viewed as part of the industry as the structure of the sector 

did not allow for the workforce to prioritise health, earning income was viewed as fundamentally more 

important. Whether this prioritisation has become more ingrained since the financial crisis of 

2007/2008 which substantially affected construction requires further exploration and examination.  

The competitive edge and client driven health agendas 

Interviewees all discussed how the construction industry is characterised by its competitive nature, 

i.e. tendering to win work in direct competition with other companies, which some saw as restricting 

the amount of resources or opportunities for enabling health promoting activities to occur. As one 

interviewee stated, ͚ǁĞ ĂƌĞ ŚĞƌĞ ƚŽ ŵĂŬĞ ŵŽŶĞǇ͛ ;PĂƌƚŝĐŝƉĂŶƚ ϭϵͿ͘ TŚŝƐ ƉĞƌĐĞƉƚŝŽŶ ŽĨ Ăn industry that 

is competitive and pressurised was viewed as a constraint in creating space and time for health and 

wellbeing work with the workforce; 

͚I ƚŚŝŶŬ ĞƐƉĞĐŝĂůůǇ ŝŶ ĐŽŶƐƚƌƵĐƚŝŽŶ͕ ƚŚĞƌĞ ŝƐ Ă ůŽƚ ŽĨ ƐƚƌĞƐƐ ĂŶĚ ƚŚĂƚ ďƵƚ ƚŚĞƌĞ ĂƌĞ ĚĞĂĚůŝŶĞƐ Ăůů 
the time for everything. You have to do one thing to get the next thing done to get the next 

ƚŚŝŶŐ ĚŽŶĞ͙ĂŶĚ ƚŚĞŶ ŝĨ ǇŽƵ͛ǀĞ ŐŽƚ ĂŶ ĂĨƚĞƌŶŽŽŶ ĂǁĂǇ ƚĂůŬŝŶŐ ĂďŽƵƚ ĞĂƚŝŶŐ ĨŝǀĞ Ă ĚĂǇ ĨƌƵŝƚ ĂŶĚ 
ǀĞŐ ƉĞŽƉůĞ ĂƌĞ ůŝŬĞ ďůŽŽĚǇ ŚĞůů͕ I͛ǀĞ ŐŽƚ ŽƚŚĞƌ ƚŚŝŶŐƐ ƚŽ ĚŽ͛ ;PĂƌƚŝĐŝƉĂŶƚ ϭϲͿ 

Additionally, the competition between firms means that interviewees all felt that limited sharing of 

best practice for health and wellbeing occurred between firms; 

͚I ƐƵƉƉŽƐĞ ŽƚŚĞƌ ĐŽŵƉĂŶŝĞƐ ĂƌĞ ĚŽŝŶŐ ƚŚĞ ƐĂŵĞ ƐŽƌƚƐ ŽĨ ƚŚŝŶŐƐ ƚŚĂƚ ǁĞ ĂƌĞ ĚŽŝŶŐ ƚŚĂƚ ĂƌĞ ƐŝƚĞ 
ƐƉĞĐŝĨŝĐ͙I Ăŵ ƐƵƌĞ ŽƚŚĞƌ ĐŽŵƉĂŶŝĞƐ ĂƌĞ ĚŽŝŶŐ ƚŚĞ ƐĂŵĞ ƐŽƌƚ ŽĨ ƚŚŝŶŐ ďƵƚ ǁĞ ĚŽŶ͛ƚ ŐĞƚ ƚŽ ŚĞĂƌ 
ƚŚĞ ĚĞƚĂŝůƐ͛ ;PĂƌƚŝĐŝƉĂŶƚ ϭϵͿ 

Clients were also seen as being a big motivator for health agendas within the industry and the 

demands of larger clients were often seen as rationale for why a focus on health and wellbeing was 

emerging within some companies but not others;  

͚WĞ͛ǀĞ ƌĞĐĞŶƚůǇ ƐƚĂƌƚĞĚ ĚŽŝŶŐ͕ Ĩŝƚ ĨŽƌ ǁŽƌŬ ŵĞĚŝĐĂůƐ͘ I ƚŚŝŶŬ ŝƚ͛Ɛ ĞǀĞƌǇ ƚǁŽ ǇĞĂƌƐ͕ ƚŚĞǇ͛ǀĞ ŐŽƚ ƚŽ 
ƐƚĂƌƚ ƚŚŽƐĞ ŶŽǁ͕ ďƵƚ ƚŚĂƚ͛Ɛ ŵĂŝŶůǇ- ƚŚĂƚ͛Ɛ ďĞĞŶ ĚƌŝǀĞŶ ďǇ ƚŚĞ- ŽƵƌ ĐůŝĞŶƚƐ ƚŚĂƚ ǁĞ ǁŽƌŬ ĨŽƌ͛ 
(Participant 5)  

͚I͛ǀĞ ŶŽƚŝĐĞĚ ƚŚĂƚ ŚĞĂůƚŚ ŚĂƐ ƚĂŬĞŶ Ă ďŝŐŐĞƌ ƌŽůĞ ǁŝƚŚŝŶ ƚŚŝƐ͙I ƚŚŝŶŬ ŝƚ͛Ɛ Ă ůŽƚ ĚƌŝǀĞŶ ďǇ ŽƵƌ 
clients and legislation as well is putting more emphasis on companies to take more 

ƌĞƐƉŽŶƐŝďŝůŝƚǇ ƌĞŐĂƌĚŝŶŐ ƚŚĞ ŚĞĂůƚŚ ŽĨ ƚŚĞŝƌ ĞŵƉůŽǇĞĞƐ͙ŽǀĞƌ ƚŚĞ ůĂƐƚ ĨŽƵƌ ǇĞĂƌƐ ǁĞ͛ƌĞ ŵŽƌĞ 
aware of health assessments, pre-ĞŵƉůŽǇŵĞŶƚ ŚĞĂůƚŚ ĂƐƐĞƐƐŵĞŶƚƐ ŝƐ ǁŚĂƚ ǁĞ͛ǀĞ 
ŝŶƚƌŽĚƵĐĞĚ͙ĂŶĚ ƚŚĞŶ ǁĞ ĚŽ ĚƌƵŐ ĂŶĚ ĂůĐŽŚŽů ƚĞƐƚŝŶŐ ŽŶ Ă ƌĞŐƵůĂƌ ďĂƐŝƐ͙Ă ůŽƚ ŽĨ ŝƚ I ŵƵƐƚ ĂĚŵŝƚ 
is client drive because of the type of work, the type of sites we go on- we work for [rail 

ĐŽŵƉĂŶǇ΁ ƐŽ ǇŽƵ ĐĂŶ ŝŵĂŐĞ ƚŚĞŝƌ ƉƌŽĐĞĚƵƌĞƐ ĂƌĞ ƋƵŝƚĞ ƐƚƌŝĐƚ͛ ;PĂƌƚŝĐŝƉĂŶƚ ϭϮͿ 

Clients therefore want to know that the workforce engaged on their projects were fit for the required 

work and some saw that part of this is about risk management rather than health promotion;  



͚WĞ ĂƌĞ ĨŝŶĚŝŶŐ ƚŚĂƚ ŚĞĂůƚŚ ƐƵƌǀĞŝůůĂŶĐĞ ŝƐ ŝŵƉŽƌƚĂŶƚ͘ WĞ ŝŶ ŽƵƌ ĐŽŵƉĂŶǇ ĚŽ ŵĞĚŝĐĂůƐ ďĞĐĂƵƐĞ 
ǁĞ ĂƌĞ ĐůĂƐƐĞĚ ĂƐ ĐƌŝƚŝĐĂů ǁŽƌŬŝŶŐƐ ďĞĐĂƵƐĞ ǁĞ ĂƌĞ ǁŽƌŬŝŶŐ Ăƚ ŚĞŝŐŚƚƐ͙ŝƚ ŝƐ ĐƵƐƚŽŵĞƌ ĚƌŝǀĞŶ͕ 
so a lot of our customers demand ƵƐ ƚŽ ŚĂǀĞ ƚŚĞŝƌ ĐĞƌƚŝĨŝĐĂƚŝŽŶ͛ ;PĂƌƚŝĐŝƉĂŶƚ ϲͿ  

Whilst clients therefore have the potential to drive agendas, this remains a top down approach and 

again was viewed by stakeholders as being part of the competitive nature of the industry but also as 

often being part of a bureaucratic exercise, rather than motivated by a desire to improve workforce 

health;  

͚Iƚ͛Ɛ ƚŚĞŝƌ ƌĞƐƉŽŶƐŝďŝůŝƚǇ͘ Iƚ ƐĞĞŵƐ ůŝŬĞ Ă ůŽƚ ŽĨ ƚŚŝŶŐƐ ƚŚĂƚ ǁĞ ĚŽ͕ ŝƚ͛Ɛ ũƵƐƚ ďŽǆ ƚŝĐŬŝŶŐ͕ ŽƵƚƐŝĚĞ 
ĐŽǀĞƌŝŶŐ͘ I ƚŚŝŶŬ ŝƚ͛Ɛ ŵŽƌĞ ŽĨ Ă ďŽǆ ƚŝĐŬŝŶŐ ĞǆĞƌĐŝƐe, and it covers companies probably just for 

ŝŶƐƵƌĂŶĐĞ ƉƵƌƉŽƐĞƐ͙I ƚŚŝŶŬ ŝƚ͛Ɛ ŵŽƌĞ ĂďŽƵƚ ƚŚĂƚ ƚŚĂŶ ƚŚĞ ĂĐƚƵĂů ŚĞĂůƚŚ ĂŶĚ ǁĞůůďĞŝŶŐ͛ 
(Participant 13) 

Competition and client agendas can then create a focus on health and wellbeing within the 

construction industry, however the motivation for such focus may itself not be compatible with 

genuine health promotion or health improvement activities, rather may be further mechanisms for 

risk management and the creation of top down pressures on employees.  

Variance across the industry  

Large companies, or companies perceived by stakeholders ƚŽ ďĞ ŽĨ ͚ŚŝŐŚĞƌ ƋƵĂůŝƚǇ͛ (which in itself 

reveals in inner hierarchy in the construction industry) were seen by most of the interviewees as being 

more focused on health and wellďĞŝŶŐ͘ SŵĂůůĞƌ Žƌ ͚ůŽǁĞƌ ƋƵĂůŝƚǇ͛ ĨŝƌŵƐ ǁĞƌĞ ƐĞĞŶ ĂƐ underperforming, 

even in terms of basic aspects of health and safety which have long been seen as requisites within the 

industry, and health and wellbeing being even further behind in their agendas. Smaller companies by 

virtue of the type of clients and work they may be doing were views as being less heavily monitored, 

and client agendas around health and wellbeing as discussed above were seen as less applicable to 

smaller companies; 

 ͚͙ǁĞ ĂƌĞ ŶŽƚ ƚĂůŬŝŶŐ about the small to medium building companies out there. They are way 

ŽĨĨ͕ ĂďƐŽůƵƚĞůǇ ŵŝůĞƐ ĂǁĂǇ͛ ;PĂƌƚŝĐŝƉĂŶƚ ϲͿ  

Whether smaller companies are able to provide more team support and camaraderie as compared to 

larger companies was not explored by the stakeholders but could be an important aspect for 

exploration in future research, particularly around mental health. Larger companies were viewed as 

being more able to offer health and wellbeing initiatives as a positive feature to be an employer of 

choice and attract and retain workers; 

͚I ƚŚŝŶŬ ƚŚŝƐ ŬŝŶĚ ŽĨ ƚŚŝŶŐ ŽŶůǇ ŚĂƉƉĞŶƐ ŝŶ ǇŽƵƌ ďŝŐŐĞƌ ĨŝƌŵƐ͙ĂŶĚ ŝĨ ǇŽƵ ǁĂŶƚ ƚŽ͕ I ƐƵƉƉŽƐĞ͕ ƉƵůů 
ŝŶ ĂŶĚ ŬĞĞƉ ƚŚĞ ƉĞŽƉůĞ ǇŽƵ͛ǀĞ got to offer something͛ ;PĂƌƚŝĐŝƉĂŶƚ ϭϲͿ 

The size of contracts that firms held was also seen as a barrier (or facilitator) to engaging in health and 

wellbeing work; 

͚I ŵĞĂŶ ƚŚŝƐ ŝƐ Ă άϭϱ ŵŝůůŝŽŶ ƉƌŽũĞĐƚ ĂŶĚ ŝƚ͛Ɛ Ă ůŽƚ ĞĂƐŝĞƌ͘͘͘ƚŚĞƐĞ ũŽďƐ ĂƌĞ Ă ůŽƚ ĞĂƐŝĞƌ ƚŽ ƉƌŽŵŽƚĞ 
ƚŚŝŶŐƐ ůŝŬĞ ƚŚŝƐ ΀ŚĞĂůƚŚ ĂŶĚ ǁĞůůďĞŝŶŐ΁͕ ǁŚĞƌĞĂƐ ŝĨ ǇŽƵ͛ǀĞ ŐŽƚ Ă ƐŵĂll job where everything is 

ƚŝŐŚƚ͙ŽƵƌ ƐƚĂŶĚĂƌĚƐ ĂƌĞ ŐĞŶĞƌally good throughout whatever sŝƚĞ ǇŽƵ ŐŽ ŽŶƚŽ͘ Iƚ͛Ɛ ŶŽƚ ĂůǁĂǇƐ ƚŚĞ 
case, but whatever site you go onto, and however big and small, the procedures should be there, 

ƚŚĞǇ ƐŚŽƵůĚ ďĞ ƚŚĞ ƐĂŵĞ͛ ;PĂƌƚŝĐŝƉĂŶt 7) 



Small companies were thus seen to be operating within tighter margins, and larger companies 

potentially, due to the type of contracts and clients they had, were more able to allocate space and 

resources for engaging in health and wellbeing work.  

Industry specific health issues  

Interviewees believed that there were specific types of health issues facing those who work in 

construction, and believed that these contextual features were important for understanding and 

considering how health and wellbeing could be usefully promoted and engaged with within the 

construction workforce.  

Differences between layers of industry: managers versus employees 

Some stakeholders discussed that not all roles within constuction are manual or physically involved, 

and thus there are seen to be different health and wellbeing issues between desk-based construction 

roles compared to those working on-site;  

͚SŽ ΀ŵǇ ǁŽƌŬ ŝƐ΁ ƉƌŽďĂďůǇ ĚŝĨĨĞƌĞŶƚ ƚŽ ǁŚĂƚ ƐŽŵĞ ŽĨ ƚŚĞ ŽƚŚĞƌ ŐƵǇƐ ĚŽ ŝŶ ĂŶĚ ĂƌŽƵŶĚ ƐŝƚĞ ƐŽƌƚ 
of doing the work in that 99% ŽĨ ŝƚ ŝƐ ĚŽŶĞ ƐĂƚ ŝŶ ƚŚĞ ŽĨĨŝĐĞ ĚŽŝŶŐ ƉĂƉĞƌǁŽƌŬ ĂŶĚ ƌĞƉŽƌƚƐ͛ 
(Participant 19) 

Some interviewees͛ also felt that there could be health challenges for those who stopped working on 

site and moved in to management;  

͚I ŵĞĂŶ ƐŝŶĐĞ I ƐƚŽƉƉĞĚ ǁŽƌŬŝŶŐ ŽŶ ƚŚĞ ƐƉĂŶners, my eyesight has gone terrible sitting in front 

of a computer. I am now wearing glasses. There are drawbacks in everything. When I worked 

outside, you are very, very rarely ill. I never had any colds. Despite you working outside, like I 

say your eyesiŐŚƚ͕ ǇŽƵ ĂƌĞ ĨƌĞƐŚĞƌ͙I Ɛƚŝůů ŵŝƐƐ ǁŽƌŬŝŶŐ ŽƵƚƐŝĚĞ͘ I Ăŵ ŶŽǁ ƐĂƚ ŝŶ ĨƌŽŶƚ ŽĨ Ă ĚĞƐŬ 
Ăůů ĚĂǇ͛ ;PĂƌƚŝĐŝƉĂŶƚ ϲͿ 

The modern construction industry is therefore comprised of varied layers of employees fulfilling 

different roles and as a result a one-size fits all approach to health and wellbeing is unlikely to succeed; 

͚A ŐƵǇ ĚŝŐŐŝŶŐ Ă ŚŽůĞ Ăůů ĚĂǇ ŵŝŐŚƚ ŶĞĞĚ ƐƚĞĂŬ ĂŶĚ ŬŝĚŶĞǇ ƉŝĞ͕ ĐŚŝƉƐ ĂŶĚ ƉĞĂƐ͘͘͘ĂŶĚ ŚĞ͛ůů ďĞ ĂƐ 
ƐŬŝŶŶǇ ĂƐ Ă ƌĂŬĞ͘ WŚĞƌĞĂƐ ƚŚĞ ŵĂŶĂŐĞƌ͕ ǁŚŽ͛Ɛ ŶŽƚ ƐŽ ƐŬŝŶŶǇ͕ ŵŝŐŚƚ ŶĞĞĚ ƚŚĞ ƐĂůĂĚ͕ ďĞĐĂƵƐĞ 
ŚĞ͛Ɛ ŶĞǀĞƌ ƌĞĂůůǇ ŐŽŝŶŐ ƚŽ ďƵƌŶ ŽĨĨ ĂŶǇ ŽĨ ƚŚĞ ƐƚĞĂŬ ĂŶĚ ŬŝĚŶĞǇ ƉŝĞ͕ ĐŚŝƉƐ͕ ƉĞĂƐ ĂŶĚ ŐƌĂǀǇ͛ 
(Participant 8) 

͚I ƚŚŝŶŬ ƚŚĂƚ͛Ɛ ƚŚĞ ƉƌŽďůĞŵ ǁŝƚŚ IT ĂƐ ǁĞůů ĂŶĚ ŝƚ ĚŽĞƐŶ͛ƚ ŐŽ ŽĨĨ͘ AŶĚ ďĞĐĂƵƐĞ ǇŽƵ ŬŶŽǁ ƚŚĂƚ ŝĨ 
ǇŽƵ ŐŽ ŝŶƚŽ ǁŽƌŬ ŽŶ MŽŶĚĂǇ ĂŶĚ ǇŽƵ ŚĂǀĞ ůŽĂĚƐ ŽĨ ĞŵĂŝůƐ͙ I ĚŽŶ͛ƚ think the lads have that 

effect as much. I think management have that as an issue, but I think the lads generally can, 

ƚŚĞǇ ĐĂŶ ůĞĂǀĞ ŽŶ Ă FƌŝĚĂǇ ĂŶĚ ƚŚĞŶ ƚŚĂƚ͛Ɛ͛ ŝƚ͘ SŚƵƚ ŽĨĨ͘ AŶĚ ƚŚĞǇ͛ƌĞ ŶŽƚ ǁŽƌƌŝĞĚ ĂďŽƵƚ ǁŚĂƚ 
ŚĂƉƉĞŶƐ ͚ƚŝů ƚŚĞǇ ŐĞƚ ƚŽ MŽŶĚĂǇ͘ I ƚŚŝŶŬ ŵĂŶĂŐĞŵĞŶƚ ŝƐ ƚŽƚĂůůǇ ĚŝĨĨĞƌĞŶƚ ƚŚŽƵŐŚ͛ ;PĂƌƚŝĐŝƉĂŶƚ 
7) 

The tendency to consider the health and wellbeing needs of those working within construction as 

focused on those doing manual site based work is then perhaps detrimental to the wider industry 

workforce and any promotion of health and wellbeing needs to be able speak across the different 

roles that together constitute the industry.  

The foreshortening of working life in construction  



Interviewees all felt that construction, for those who do work in manual and on-site roles, was an 

industry which took its physical toll on the workforce. Many noted the proportion of people who left 

the industry due to ill-health and particularly through musculoskeletal issues;  

͚͙ƚƌĂĚŝƚŝŽŶĂůůǇ ƚŚĞǇ ŚĂĚ ƋƵŝƚĞ Ă ƐŚŽƌƚ ǁŽƌŬŝŶŐ ůŝĨĞ ƐƉĂŶ͕ ďĞĐĂƵƐĞ ŝƚ ǁĂƐ ƐŽ ƉŚǇƐŝĐĂů͙ƐŽŵĞ ŽĨ 
ƚŚĞ ŐƵǇƐ ŚĂǀĞ ŐŽƚ ĂŶ Ğǆŝƚ ƉůĂŶ͕ ǇŽƵ ŬŶŽǁ͕ ƚŚĞǇ͛ůů ďĞ ůŽƌƌǇ ĚƌŝǀĞƌƐ͕ ŝƚ͛Ɛ ĚĞĨŝŶŝƚĞůǇ Ă ǇŽƵŶŐ ŵĂŶ͛Ɛ 
ŝŶĚƵƐƚƌǇ͛ ;PĂƌƚŝĐŝƉĂŶƚ ϱͿ  

͚I ĚŽŶ͛ƚ ƐĞĞ ŚŽǁ ƉĞŽƉůĞ ĐĂŶ ǁŽƌŬ ƚŝůů ƚŚĞ ƌĞƚŝƌĞŵĞŶƚ ĂŐĞ ŝŶ ƚŚŝƐ ŝŶĚƵƐƚƌǇ͕ ĚŽŝŶŐ ƚŚĞ physical 

ũŽďƐ͛ ;PĂƌƚŝĐŝƉĂŶƚ ϭϯͿ 

 

Some felt this short working life was particularly relevant for some elements of construction, such as 

scaffolding or dry lining, were there was seen to be the existence of highly physical work on a daily 

basis;  

 ͚There is a lot of bodily strain, there are not many scaffolders that retire as a scaffolder. They 

ĚŽŶ͛ƚ ŵĂŬĞ ŝƚ͛ ;PĂƌƚŝĐŝƉĂŶƚ ϰͿ 

͚I ĚŽŶ͛ƚ ŬŶŽǁ ĂŶǇďŽĚǇ ƚŚĂƚ͛Ɛ ƌĞƚŝƌĞĚ Ăƚ ϲϱ ĂƐ Ă ƐĐĂĨĨŽůĚĞƌ͘ TŚĞǇ͛ǀĞ ŚĂĚ ƚŽ ĨŝŶŝƐŚ Ă ůŽƚ ďĞĨŽƌĞ 
ƚŚĞŶ͙ǁŚĞŶ ǇŽƵ͛ƌĞ ϭϲ͕ ϭϳ ĂŶĚ ǇŽƵ ĐŽŵĞ ŝŶ͕ when you get to 40 and above this has a massive 

ĞĨĨĞĐƚ ŽŶ ǇŽƵƌ ŚĞĂůƚŚ Ăƚ ƚŚĂƚ ĂŐĞ͘ HƵŐĞ ĞĨĨĞĐƚ͛ ;PĂƌƚŝĐŝƉĂŶƚ ϭϮͿ  

It was therefore seen that it was not possible to continue to work in such physically demanding ways 

until standard retirement age which then poses a challenge to the industry in terms of skills and 

replacement of workforce levels. For a number of the stakeholders the relatively short working life 

within some sectors made addressing health and wellbeing within the workforce ever more vital as a 

possible means of minimising early retirees;  

͚I ǁŽƵůĚ ƐĂǇ ǁĞ ĂƌĞ ŽŶĞ ŽĨ ƚŚĞ ĨŽƌĞƌƵŶŶĞƌƐ ƚŚĂƚ͛Ɛ ƚƌǇŝŶŐ ƚŽ ůŽŽŬ ĂĨƚĞƌ ŽƵƌ ŐƵǇƐ ĂŶĚ ŵĂŬĞ ƐƵƌĞ 
that they can work and we see it as prolonging their working life rather than, a lot of 

scaffolders think by the time they get to 50/55 that is their job over and they no longer can do 

ƚŚŝƐ ũŽď͛ ;PĂƌƚŝĐŝƉĂŶƚ ϲͿ  

Construction workers in highly physically demanding roles are therefore are seen to leave before 

standard retirement age, the industry is viewed as ďĞŝŶŐ ͚for younger people͛ in that you need to be 

fit, active and well in order to keep pace in the industry and the body as with any other tool would 

only be able to work for so long until it needed repairs or replacement.  

Construction as stressful 

Stress was seen to be a major issue within the industry, with many stakeholders identifying it as the 

major mental health issue that construction faces, and as something which is not seen as 

discriminating across the workforce. Management were particularly aware of the stress they felt 

within their roles and the visibility of their stress to the workforce;  

͚MĂŶĂŐĞƌƐ ĂƌĞ ƚŚĞ ŵŽƐƚ ůŝŬĞůǇ ƉĞŽƉůĞ͕ ŵŽƐƚ ŽĨ ƚŚĞ ŵĂŶĂŐĞƌƐ͕ ďƵƚ ƚŚĞ ǁŽƌŬĨŽƌĐĞ ĂƐ ǁĞůů͕ ƚŚĞǇ 
are the most likely people to say if there is anybody on the site that is stressed and mentally 

upset, it Is going to be me ĂŶĚ ƚŚĞǇ ŬŝŶĚ ŽĨ ĂĐĐĞƉƚ ƚŚĂƚ͛ ;PĂƌƚŝĐŝƉĂŶƚ ϭͿ 

The pressured nature of the construction industry was seen by some to be the cause of stress within 

the workplace:  



͚YĞĂŚ͕ ƐƚƌĞƐƐ- ůŝŬĞ I͛ŵ ŶŽƚ ƚŽŽ ďĂĚ Ăƚ ƚŚĞ ŵŝŶƵƚĞ͕ ĐŽƐ ŝƚ͛Ɛ ŶŽƚ ĂƐ ďƵƐǇ͘ WŚĞŶ ŝƚ ŝƐ ďƵƐǇ͕ ŝƚ͛s 

ŚŽƌƌŝďůĞ Ǉ͛ŬŶŽǁ͘ Iƚ͛Ɛ ůŝŬĞ͕ ƐĂǇ ĂďŽƵƚ ĨŝǀĞ ƉĞŽƉůĞ ĐŽŵĞ ƚŽ ǇŽƵ ŶĞĂƌůǇ Ăůů Ăƚ ŽŶĐĞ͕ ͚OŚ͕ I ǁĂŶƚ ƚŚŝƐ͕ 
I ǁĂŶƚ ƚŚĂƚ͕ I ǁĂŶƚ ƚŚŝƐ͛ ;PĂƌƚŝĐŝƉĂŶƚ ϯͿ  

The volume of work was seen as being part of the reason why people felt stressed at work, and that 

the levels of stress vary with the type and nature of the jobs that people are working on;  

͚͙ŝƚ ĚĞƉĞŶĚƐ ǁŚĂƚ ũŽď ǇŽƵ͛ƌĞ ŽŶ͕ ƚŚĞ ůĂƐƚ ũŽď I ǁĂƐ ŽŶ͙ƚŚĞƌĞ ǁĂƐ ůŝŬĞ ĨŝĨƚĞĞŶ ǁĞĞŬƐ ƚŽ ĚŽ ŝŶ 
about four weeks, and we were working round the clock.. But yeah, you see a lot of ƐƚƌĞƐƐ͛ 
(Participant 9) 

The stress due to the work was not confined to those doing manual work/site activities, but was seen 

as something which effected all layers of the industry, such as those working in desk based or 

management roles. Whilst some identified that stress was often due to the volume of work, or time 

pressures to complete work, others were aware that pressure could also be self-induced; 

͚I ǁĂƐ ĂůǁĂǇƐ ǀĞƌǇ ĂǁĂƌĞ ŽĨ ǇŽƵ ŬŶŽǁ͕ ǇŽƵ ĂƌĞ ĂůǁĂǇƐ ƵŶĚĞƌ ƉƌĞƐƐƵƌĞ ƚŽ ĨŝŶŝƐŚ Ă 
ũŽď͙ƐŽŵĞƚŝŵĞƐ ǇŽƵ ƉƵƚ ǇŽƵƌself under the pressure because you want to get on, you want to 

ďĞ ƚŚĞ ďĞƐƚ͛ ;PĂƌƚŝĐŝƉĂŶƚ ϰͿ 

͚I ƚŚŝŶŬ Ă ůŽƚ ŽĨ ďůŽŬĞƐ ĂƌĞ ƋƵŝƚĞ ƉĂƐƐŝŽŶĂƚĞ ĂďŽƵƚ ƚŚĞ ũŽď͘ TŚĞǇ ŐĞƚ ƐƚƌĞƐƐĞĚ ƋƵŝƚĞ ĞĂƐŝůǇ͙ƚŚĞǇ 
want to do a good job and nowadays programmes are a lot slacker, there is still a finish date 

that needs to be completed so a lot of pressure can be put on them sometimes but they do 

ďƌŝŶŐ ŝƚ ŽŶ ƚŚĞŵƐĞůǀĞƐ ƋƵŝƚĞ Ă ůŽƚ ďĞĐĂƵƐĞ I ƚŚŝŶŬ ƚŚĞǇ ůŝŬĞ Ă ŐŽŽĚ ŵŽĂŶ͕ Ă ŐŽŽĚ ǁŚŝŶŐĞ͛ 
(Participant 15) 

Regardless of the source, be it through responsibility, pressure to complete a particular amount of 

work within set timeframes, or through a desire for perfectionism in their work, all the interviewees 

discussed stress as a feature of the construction industry. Stress was talked about in a normalised way 

and viewed as a part of working within construction and something which employees self-managed.  

 

Discussion 

Health and wellbeing with construction appears then to be shaped and in many regards, constrained 

by structural issues pertaining to the nature of the industry. Features such as its competitive nature, 

the transient workforce, prevalence of sub-contracting and variance between large and small 

companies in terms of standards of practice were all seen as meaning that promoting positive health 

and wellbeing in a systematic and industry-wide manner was viewed as highly challenging. Whilst the 

nationality of workers or their cultural background was not a prominent point of discussion within the 

interviews, understanding more about the cultural context of workers lives may also be important and 

may intersect with other aspects of the industry, such as transience of the workforce. The challenge 

that the variability of the industry and sub-contracting may pose to ƚŚĞ ͚ĚŽŝŶŐ͛ ŽĨ ŚĞĂůƚŚ ƉƌŽŵŽƚŝŽn 

work in the industry concurs with findings from other research into the construction industry (for 

example see Bajorek et al., 2014; Fenton et al., 2014) but this paper goes further in terms of 

demonstrating the nuances within those structural dimensions that could enable health promotion to 

be more readily achieved within construction. As others have noted, consideration of the structural 

features is necessary for successful design and delivery of health improvement and promotion work 

(Brenner and Ahern, 2000), and the views of the stakeholders examined here offer a useful insight and 

understanding of such features. 



Given the competitive nature of the industry, and the growing sense that the notion of a ͚competitive 

edge͛ is for some being aligned to having a healthy work force, competition may inversely encourage 

greater focus on health promotion for the workforce for some companies (specifically those which are 

large and have the available resources to facilitate such aspects). Annually the cost of ill- health in the 

UK workforce is suggested to be £100 billion per year (Our health and wellbeing today, 2010) therefore 

focusing on health and wellbeing in the industry could make prudent financial sense to companies, 

although as others have noted, the arguments around the cost-benefit of health and wellbeing to 

productivity and decreasing time off for ill-health have not perhaps been made sufficiently well within 

the industry as yet (Bajorek et al., 2014). Involving workplaces in health promotion can ultimately have 

positive results for both employers and employees,  

Employees in good health can be up to three time more productive as those in poor health; 

they can experience fewer motivational problems; they are more resilient to change; and they 

are more likely to be engaged ǁŝƚŚ ƚŚĞ ďƵƐŝŶĞƐƐ͛Ɛ ƉƌŝŽƌŝƚŝĞƐ (Vaughan- Jones and Barham, 2010 

cited in Bajorek, 2014: 13) 

Making the case for health and wellbeing work within the construction industry therefore perhaps 

requires alignment within the priorities and make-up of the industry, working with the structural 

aspects that may be beneficial for encouraging companies to see health promotion and improvement 

as relevant and necessary for the good of both their workforce and their business.  

The counter of the competitive nature of the industry is the prominence that stress was seen to have 

within the industry, with stakeholders viewing it as an almost normal and naturalised part of the 

industry. Work related stress is however a serious issue across many sectors in contemporary society. 

Previous surveys have found that, 98% of companies thought that the mental health of employees 

should be a company concern, with 81% believing that the mental health of staff should be a company 

policy issue (Confederation of British Industry, cited in Gray, 1999). More recently a Labour Force 

Survey estimated 1.3 million suffered from an illness they believed was caused or made worse by 

work; including 516,000 new cases (Labour Force Survey on work related illness 2016/17, cited in HSE, 

2017). The second most prevalent of cases presented to primary care clinicians were concerned with 

ŵĞŶƚĂů ͚ŝůů ŚĞĂůƚŚ͛ ;ϰϬ%) such as work-related stress, depression or anxiety (HSE, 2017). The role of the 

structural features of the construction industry in the stress of employees therefore has the potential 

to pose serious risks to the industry and requires further exploration and prioritisation within any 

possible health promotion initiatives.  

The stakeholders interviewed all felt that health and wellbeing was in general being viewed as more 

important for the construction industry, and particularly as client agendas begin to further dictate 

health and fitness for the workforce. The need for a healthy and well labour force has then become 

more relevant, particularly for larger firms or those undertaking high value contracts for prestigious 

clients. Client agendas were however seen as being more akin to health risk management, and an 

extension of due diligence by clients, rather than truly being focused around primary prevention or 

health improvement agendas. UŶĚĞƌƐƚĂŶĚŝŶŐ ƚŚĞ ƌŽůĞ ƚŚĂƚ ůĂƌŐĞ ĨŝƌŵƐ ŵĂǇ ƉůĂǇ ĂƐ ͚ĐƵƐƚŽŵĞƌƐ͛ ǁŚŽ 
are themselves doing sub-contracting and how they understand their responsibility or role for health 

and wellbeing requires some further consideration. WŚŽ ŝƐ ƚŚĞ ĐůŝĞŶƚ ĂŶĚ ǁŚŽ ƚĂŬĞƐ ĂŶǇ ͚ŽǁŶĞƌƐŚŝƉ͛ 
for promoting good health and wellbeing with the workforce is not always linear within an industry 

such as construction, further highlighting the need to explore and understand the structural features 

in order to consider how health promoting activity could useful be enacted. Again, the need to make 

the argument that health and wellbeing is good for everyone rather than for specific groups does still 

require further work in order for it to gain traction within the industry, and particularly among the 

ƐŵĂůůĞƌ ĨŝƌŵƐ ǁŚŽ ƐŽŵĞ ŝŶƚĞƌǀŝĞǁĞĞƐ ĨĞůƚ ǁĞƌĞ ŽŶůǇ ũƵƐƚ ͚ĐĂƚĐŚŝŶŐ ƵƉ͛ ǁŝƚŚ ŚĞĂlth and safety agendas 



that had been long established for many in the industry. The nuances of camaraderie and team 

support between small and larger firms, and the possible impact on particularly mental health and 

wellbeing is something which does however require further exploration and research.  

The productive working life of a construction worker doing manual or physical work was seen as likely 

to be foreshortened due to ill health or injury. Individuals were seen to be changing roles, industries 

or taking early retirement on the grounds of ill-health, and a focus on health and wellbeing was seen 

as in part something which could help to avoid or minimise this. When compared to average 

retirement ages in other sectors, construction workers do in general retire twice as early as those in 

other industries (Brenner and Ahearn, 2000; Poole, 1997) thus focusing on health and wellbeing seems 

imperative so that the industry retains the skills and experience need to conduct the projects required 

and to enable the effective training of the next generation of workers. At a time when skills shortages 

are seen to exist across the construction industry (Mackenzie et al., 2000; Chan and Dainty, 2007), the 

importance of addressing the health of the workforce seems clear, but this can only be done through 

engaging with the determinants and structural features that prevent positive health and wellbeing 

within the industry, rather than narrating health and wellbeing at work as purely relating to lifestyle 

choices and individualised features. The employers role then appears to be central to enabling good 

health and wellbeing at work (IOSH, 2012) and using evidence about the realities of the industry in 

order to adopt, as others have argued, ŵŽƌĞ ͚ŐƌŽƵŶĚ ƵƉ͛ health promotion approaches within 

construction appears to be a fruitful way forward (Milner et al, 2015). This chimes with work in other 

ŵĂůĞ ĚŽŵŝŶĂƚĞĚ ƐĞĐƚŽƌƐ͕ ƐƵĐŚ ĂƐ ůŽƌƌǇ ĚƌŝǀŝŶŐ͕ ǁŚĞƌĞďǇ ƚŚĞƌĞ ŝƐ ƐƵŐŐĞƐƚĞĚ ƚŽ ďĞ Ă ͚ŶĞĞĚ ĨŽƌ ƐƵƐƚĂŝŶĞĚ 
efforts at cultural change and a focus on the wider social determinants of health as a key step in 

ƚĂĐŬůŝŶŐ ƚŚĞ ŬŶŽǁŶ ƉƌŽďůĞŵ ŽĨ ůŽƌƌǇ ĚƌŝǀĞƌƐ͛ ŚĞĂůƚŚ͛ ;CĂĚĚŝĐŬ Ğƚ Ăů͕͘ ϮϬϭϳ͗ ϱϯͿ͘  

The construction industry has not however remained static in relation to health and wellbeing and 

stakeholders all identified changes that had occurred over time regarding health and wellbeing. The 

move towards a health like safety agenda was beginning to be seen, particularly within the larger 

firms, and this was ensuring that health and wellbeing was featuring on the agenda of the industry. 

There was however seen to be much more still to do to make health and wellbeing central to the 

industry and equitable with safety.  It is therefore something which, given the identified structural 

constraints and barriers around health promotion, the industry may require a collective response to 

in order to embed the importance of health and wellbeing. The identification and growing awareness 

that the industry now also encompasses a wider variety of roles, including more that are management, 

desk based or technical, is also important to note. Whilst the health and wellbeing of those working 

in physical manual roles may appear more obviously as the health priorities of the industry, there is 

perhaps a growing need to also look at managerial stress, screen use and sedentary behaviour as part 

of the health and wellbeing needs of the industry; the industry is made up of varied roles and thus 

health and wellbeing needs will also differ.   

This paper has then explored interviewees from across four case study sites, given the varied nature 

of the industry, further exploration, particularly of the views of those within micro and small and 

medium enterprises is needed. Particularly as some of our participants noted, that the health and 

safety agenda is viewed as still not completely resolved for small firms, therefore promoting health 

and wellbeing may be further away for some of these firms, but further investigation is required to 

ascertain this. These cases too may have also been self-selecting in that the directors of the companies 

or someone within senior management had put forward the company to participate within the 

broader research, this may have reflected those companies existing interest in health and wellbeing 

at work. The divergence of views from within each case does however perhaps balance out this 

potential limitation. Understanding more from the industry, from different types of construction 



companies, and from different geographic locations would further add to the evidence base. This 

paper has only focused on 4 cases and whilst this offers a depth of insight into health and wellbeing 

issues, this does only provide a way in to understanding this topic and the firms examined here will 

not represent all of the construction industry. Further exploration with other firms across the industry 

to examine if any other issues are prominent around health and wellbeing would help further develop 

the evidence base. There does appear to some momentum moving towards focusing on health and 

wellbeing within the industry and research could usefully capitalise on this in order to help understand 

and evaluate how best health and wellbeing activities could be conducted in order to ultimately 

improve workforce health, for the good of the employees and for the productivity of the sector.  

 

Conclusion 

This paper then argues that there are particular features of the construction industry which make 

focusing on, or attempting to improve health and wellbeing a particular challenge. Whilst such 

structural features may not be easily addressed, awareness of and understanding of these aspects 

from those within the industry is perhaps an important first step. Any attempts to promote or improve 

workforce health within construction exists within this context and thus must be considered (Brenner 

and Ahern, 2000; Caddick et al., 2017). Our findings therefore offer useful insights for those who want 

to develop health and wellbeing for the construction workforce and could provide relevant knowledge 

for the creation of targeted interventions for improving health. Working lifespan of the workforce, 

which was seen as linked to the type of physical work employees may be engaged in, was viewed as a 

concern for the industry and this, along with a desire to retain staff, could provide a useful motivator 

for engaging construction workplaces in health promotion activities. Those in management also 

identified specific health issues for the desk based or technical roles of the industry, and contrasted 

those challenges with those faced by employees in manual and physical roles, demonstrating how 

health issues in the industry may less homogenous than has previously been portrayed.  

Ultimately, the construction industry is highly competitive and the bottom line of being financial 

successful is a key context which drives the whole industry. Health promotion is thus seen as more 

achievable within a certain set of contexts. These are, when employees are directly employed, where 

larger firms with supportive clients are involved, who will focus on health and wellbeing for altruistic 

rather than strategic purposes and where financial resources allow for a well-considered focus on 

health and wellbeing. Such a context may not be the reality for the majority of the industry, and thus 

health and wellbeing promotion or improvement must be considered as something to do in spite of 

constraint. Constructing better health therefore requires arguments around the value of health 

promotion work, for operational, as well as individual reasons to be made. 
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