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Abstract 

 Background: Due to an ageing population and longer working lives, long-term health 

conditions are an increasing global burden and particularly among people of working 

age. A long-term health condition (LTC) can affect people’s workability and lead to 

premature work exit. Supporting a worker’s self-management of LTCs has the potential 

to minimise adverse effects through enhanced health and work outcomes. Evidence 

suggests that self-activation, self-efficacy, empowerment and support from others can 

promote LTC self-management in general and that psychosocial factors interact to 

influence health, but little is known about workers’ support needs. No data exists on 

employers’ perspectives of what self-management support workers with LTCs require. 

Utilising self-efficacy theory, the Patient Activation® concept and a psychosocial 

framework, this project aimed to understand if workers with LTCs need workplace self-

management support.  

  

 Method: The project adopted a mixed methods approach with four inter-related studies. 

Participants completed a cross-sectional online survey questionnaire (Study 1) 

measuring demographic and LTC characteristics, activation, self-efficacy, quality of life 

(QoL), wellbeing, workability and working conditions (stressors). For the survey, 736 

workers including 327 with mental health, musculoskeletal (MSK) and other LTCs were 

recruited from across industries. In order to establish a longitudinal picture of changes 

and patterns in workers LTCs, self-management and work characteristics a sub-sample 

(n = 67) participated in a 10 week online diary study (Study 2). Participants’ LTC 

information, perceived control of an LTC, self-management activities, LTC and work 

interactions, received support, support satisfaction and work engagement were 

measured. The exploration of employers’ views on worker’s LTC self-management 

(Study 3) involved recruiting 15 participants with responsibilities for health and 

wellbeing, who participated in a semi-structured interview about self-management and 

support. Lastly, 14 workers participated in a narrative interview (Study 4) exploring their 

experiences of self-managing an LTC at work. Data were analysed using quantitative 

statistics for the survey and online diary (ANCOVAs, t-tests, chi-square tests, regression 

and multi-level modelling) and qualitative techniques for the interview studies (content, 

thematic, narrative thematic and narrative structural analyses).  

  

 Results: Of 736 participants completing the Study 1 survey, 327 reported a diagnosed 

LTC including mental health n = 119, MSK n = 94 and other n = 114 conditions. 
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Participants without LTCs (n = 409) reported more people to turn to at work for support  

[F(1, 730) = 9.67, p = 0.002], better manager [F(1, 729) = 14.2, p = 0.001] and peer 

support [F(1, 729) = 12.1, p = 0.001], better current workability [F(1, 730) = 58.9, p = 

0.001] and less stress about control [F(1, 729) = 5.21, p = 0.023] and change [F(1, 729) 

= 5.18, p = 0.009]. When compared to workers with MSK and other LTCs, workers with 

mental health conditions reported reduced current workability (p = 0.014), manager 

support (p = 0.008) and wellbeing (p = 0.001) and increased stress about change (p = 

0.028) and role (p = 0.049). Differences in activation (p = 0.006) but not self-efficacy (p 

= 0.158) emerged between mental health and all other LTCs suggesting workplace 

support is important. Increased activation scores were associated with increased self-

efficacy (p = 0.001), wellbeing (p = 0.001) and current workability (p = 0.001). Workers 

who had not disclosed an LTC (mainly mental health) reported less workplace support 

(p = 0.001) and were non-significantly more activated and self-efficacious. Increasing 

LTC severity was associated with reduced self-efficacy (p = 0.001), wellbeing (p = 

0.001) and current workability (p = 0.001). Increasing age was associated with higher 

activation and self-efficacy together with current and future workability. Significant 

variability in the change of participants self-management confidence over time was 

revealed (B = 1.43, SE = 0.62, p = 0.02). Interactions between self-management 

confidence and support satisfaction and time were not significant (p = 0.61), nor 

between self-management confidence, LTC control and time (p = 0.62). However, 

interactions between self-management confidence and work engagement were 

significant [F(1, 54) = 1.69, p = 0.027]. Qualitative data from studies 3 and 4 provide 

insight into workplace LTC self-management. Data from the survey and diary study 

suggest that support in respect of flexibility, leeway, openness and reasonable job 

demands will be helpful. This was reinforced by the narrative interview data that work-

modifications, disclosure, low levels of stigma, and relational support from managers 

and colleagues was important to workers. The employer interview study findings 

suggest that self-management support is not purposely provided to workers with LTCs 

and that managers have a main support role. Employers made it clear that workers are 

expected to disclose an LTC for support to be offered and recognised that obstacles to 

support include poor manager behaviour, stigma and work demands. 

  

 Conclusion: This research examined if workers with LTCs need workplace self-

management support. The findings from the studies reported in this thesis lead to the 

conclusion that workers do. This has important implications for employers. Psychosocial 

factors interact to affect workers ability to fit self-managing around work. Findings 

suggest that workers confidence and empowerment to self-manage rests largely on 
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managers supporting flexibility, leeway and autonomy. Yet, employers lack awareness 

and self-management support is not purposely provided. Whilst employers and 

managers might not realise the control they exert on workers LTC self-management, 

they have an important role to play and need guidance in the principles and practice of 

supporting self-management. This research identifies support needs specific to the 

workplace and proposes a model for psychosocial LTC self-management support. This 

can be used to generate discussions about obstacles and support needs to guide 

workers and employers. Potentially, the model can inform the design of a LTC self-

management support tool for managers and update existing self-management support 

models.
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Chapter 1 

 

1 Long-Term Health Conditions: Prevalence, Economic Impact and Work 

 

This chapter presents the background to the project including an overview of long-term 

health conditions (LTCs) and a discussion of their prevalence together with the economic 

and work impacts. This forms an important backdrop to understanding the focus of this 

thesis. Firstly, LTCs and their prevalence are discussed and key self-management 

definitions provided. Secondly, the economic and work impacts of LTCs are presented 

including a discussion of sickness absence and aspects of presenteeism. Thirdly, by 

presenting evidence from the literature and exploring the two-way relations between LTCs 

and work, a detailed introduction to those LTCs that are the focus of this thesis is provided. 

 

1.1 Overview of Long-Term Health Conditions 

Long-term health conditions (also known as chronic conditions or chronic diseases) are 

defined by the World Health Organization (WHO) as ‘those requiring ongoing management 

over a period of yearsô (Pruitt et al., 2002, p. 11). Similarly, the UK’s National Health Service 

(NHS) defines an LTC as ‘a health problem that requires management over a period of 

years or decadesô but adds óone that cannot currently be cured but can be controlled with the 

use of medication and/or other therapiesô (NHS Business Definitions, 2020). Other terms 

shed light on LTCs and are italicised and defined in this section.  

 

Long-term health conditions are chronic longstanding illnesses and vast in their diagnoses 

(Organisation for Economic Cooperation and Development (OECD), 2012). They include 

mental health (e.g., depression and anxiety), MSK (e.g., arthritis), respiratory (e.g., asthma), 

neurological (e.g., multiple sclerosis) and endocrine conditions (e.g., diabetes). Long-term 

conditions can lead to permanent or temporary impairment (a part of the body not working 

correctly) and disability (when a part of the body cannot be completely or easily used) 

(Oxford Dictionary Online, 2020; Oxford Learner’s Dictionaries, 2020a). The WHO and NHS 

definitions capture non-communicable conditions, disorders (illnesses preventing parts of the 

body working properly) and diseases (illnesses affecting a person) (Oxford Learner’s 

Dictionaries, 2020b; 2020c). Communicable conditions such as HIV and other stable 

illnesses and impairments considered chronic, long-term and requiring ongoing 

management such as deafness are also captured. In this thesis long-term health conditions, 

illnesses, disorders and diseases are referred to as LTCs.  
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The diagnosis of an illness as a LTC is disruptive. A person’s biography and everyday life is 

interrupted (Bury, 1982) together with impacting family, friends and employers (Beatty & 

McGonagle, 2016). Whilst diagnosis can entail re-evaluating personal, work and career 

identities to adjust to potential repeat health losses, an LTC often necessitates the 

acquisition and integration of new skills such as responding to symptoms (Beatty & 

McGonagle, 2016; Charmaz, 1995). Although conditions can change people’s life 

expectations (Pesantes et al., 2020), LTCs have strong behavioural components affecting 

their course including taking medication on time (OECD, 2012). Therefore, self-management 

tasks might need to be learned and integrated in daily life and this could include the 

workplace (Corbin & Strauss, 1988; Whittemore & Dixon, 2008).  

 

Despite diagnostic diversity, LTCs are ongoing, mostly incurable and self-managed outside 

of healthcare settings. Self-management is discussed in depth in the next chapter but is 

broadly concerned with the things people do themselves to manage a condition (e.g., by 

following a medication regime or attending a medical appointment). Whilst not all LTCs are 

treatable most are manageable. However, a person’s ability to self-manage can be 

challenged by their conditions’ persistent, fluctuating or episodic symptoms, either with or 

without experiencing acute stages. Therefore, condition severity, pattern of ill health, 

disability and impairment can change with people moving between periods of wellness and 

illness (Boyd, 2012; Gignac et al., 2020; Steadman et al., 2015) due to symptoms and 

treatments. In particular, worsening LTCs are associated with lower self-management 

confidence (self-efficacy) and poorer wellbeing (Beatty, 2012; Flurey et al., 2014; Lind et al., 

2011; Macmillan Cancer Support, 2013; Munir et al., 2007; Nilsen & Elstad, 2009; Steadman 

et al., 2015; Thompson et al., 2019). This suggests that people might need support that may 

change over time. Given that many conditions can be affected by external factors including 

work demands and job support, this could make it hard for employers to decipher what 

support is needed and create difficulties providing generic support for diverse needs (Gignac 

et al., 2020). Currently, little is known about workers LTC support needs. 

 

1.2 Prevalence of Long-Term Health Conditions 

According to NHS statistics, 26 million people in England are affected by at least one LTC 

and 10 million by two or more (NHS, 2018). Other statistics based on UK annual population 

survey data (January to December 2019) report that 18,313,109 people (aged 18 to 99) are 

affected by LTCs expected to last more than one year (Office for National Statistics (ONS), 

2020). Also, due to increased age and longevity the prevalence of LTCs is increasing. By 
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2030, 40 percent of working age people (aged 16 to 64) are forecast to have at least one 

LTC (Public Health England, 2016).  

 

Many people with LTCs are working. In Europe between 28 and 33 percent of the working 

population are estimated to have an LTC (Hutting et al., 2015). Comparably in the UK, 31 

percent are reported to have an LTC and are in work (Public Health England, 2019a). 

Moreover, 81.6 percent of the 5.3 million people with non-disabling LTCs (not impairing day- 

to-day activities) are reported to work compared to 81.2 percent of the 28.4 million people 

without a non-disabling LTC who are in work, suggesting that an LTC might not in itself be a 

barrier to work (Public Health England, 2019a). Other statistics report one in six people of 

working age having a diagnosable mental health LTC and one in 10 an MSK condition 

(Public Health England, 2019a). That said a multitude of conditions affect workers. Based on 

medical records representing five percent of the UK population, one in five people have a 

history of respiratory illness (British Lung Foundation, 2016) with about 40 percent below 

usual retirement age (Department of Health, 2011; Megari, 2013). Seventy percent of people 

with the neurological condition multiple sclerosis are affected during working years (Bevan et 

al, 2011; Vijayasingham & Mairami, 2018) as are the majority with diabetes (3.8 million) 

(Diabetes UK, 2018; Ruston et al., 2013). Therefore, workforce LTC profiles are diverse and 

changeable but little is known about that of UK workers. 

 

Despite the high prevalence of people working with an LTC, there are still around three 

million people in the UK of working age with disabilities who are economically inactive for 

health reasons (Powell, 2019). Over half of those with LTCs consider it a barrier to the type 

or amount of work they do (Public Health England, 2016). Whilst LTCs are not always work 

disabling (meaning a person is unable to work) worklessness can result due to condition 

related ill health and put people at risk of early retirement (Bajorek et al., 2016; Nathwani et 

al., 2015; Waddell & Burton, 2006). Moreover, evidence shows LTCs can negatively affect 

people’s work productivity (de Jong et al., 2015; Kopnina et al., 2014), workability (a 

worker’s assessment of their ability to work) (De Vries et al., 2013; Leijten et al., 2014), 

quality of (working) life (QoL) (de Jong et al., 2015) and wellbeing (Naylor et al., 2012).  

 

Comorbidities, where more than one LTC occurs at the same time or over time, are an 

added complexity with 16 to 57 percent of adults in developed countries affected (Hajat & 

Stein, 2018). Workers with a primary (main) LTC are at risk of experiencing others. For 

example, people with rheumatoid arthritis are at risk of cardiovascular disease (Crowson et 

al., 2013). More specifically, existing LTCs increase people’s susceptibility to mental health 

problems. People with back pain and stress are three times more likely to experience 
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depression (Read et al., 2017) and multiple sclerosis patients are more likely to be 

depressed (Skokou et al., 2012). Workers with comorbidities also report greater work 

impairment (Hirschfeld, 2001; Steadman et al., 2016). Given the burden LTCs can impose it 

is unsurprising the employment rates of people with comorbidities are lower (Powell, 2019). 

 

1.3 Economic Impacts of Long-Term Health Conditions 

The economic impact of LTCs is profound. In England the annual cost of worklessness and 

sickness absence amounts to approximately £100 billion (Public Health England, 2019a). 

Data from the NHS outcomes framework identified a 10.6 percent difference in the 

employment rate between the general population and people with LTCs (for the period 1 

October to 31 December 2019) (NHS Digital, 2020). Therefore, despite expectations that 

more working age people will have LTCs those affected are more likely to be unemployed, 

lessening their economic contribution and creating gaps in employment and human 

resources. This is troubling because people with LTCs are more likely to be (or become) 

impaired or disabled, and not working increases the risks of poor health, wellbeing and 

reduced QoL (Bajorek et al., 2016; Black, 2008; Waddell & Burton, 2006).  

 

There is growing evidence that (good) work is good for people’s health and wellbeing 

including for people with LTCs who, with well managed conditions and support, can often 

work (Black, 2008; Stevenson & Farmer, 2017; Waddell & Burton, 2006). For these reasons 

LTCs are an area of government and employer focus (Department for Work and Pensions & 

Department of Health., 2016; Vandenberg et al., 2015). The aims of this focus are four-fold: 

1) job retention; 2) reducing the disability employment gap (the difference between the 

employment rates of disabled and non-disabled people) albeit LTCs do not necessarily 

impose disability; 3) boosting economic productivity by keeping and returning people to 

work; and 4) improving health. 

 

However, workers with LTCs can increase employer costs and reduce productivity. Two 

concepts commonly incorporated into discussions about the impacts are: 1) sickness 

absence and 2) presenteeism (OECD, 2012). Sickness absence relates to workers time 

away from work due to an LTC. Absences are of short (less than four weeks) or long (over 

four weeks) duration (Chartered Institute of Personnel and Development (CIPD), 2020). 

Presenteeism relates to workers being well enough to attend work but with reduced 

performance due to health problems (Schultz et al., 2007) and other work effects of an LTC. 

In turn, workability can be affected, reflecting the extent to which workers with LTCs are 

physically and mentally able to cope with demands (De Vries et al., 2013).  
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Psychosocial approaches to managing and supporting people with workplace disability are 

recommended (Kendall et al., 2009; Main et al., 2016). Absence and presenteeism 

(discussed in the next section) can be viewed in a psychosocial context. Psychosocial 

approaches account for personal factors (e.g., psychological) and social environmental 

factors including features of work such as manager support. In a recent scoping review of 

prognostic factors for sickness absence and return to work for workers with mental health 

conditions, psychosocial factors helped frame the findings that high symptom severity, job 

demands and strain, plus low support and control predicted sickness absence (de Vries et 

al., 2018). Therefore, a psychosocial approach is useful to this project and is presented in 

Chapter 2, Section 2.3.3, p. 35. 

 

1.4 Work Impacts of Long-Term Health Conditions – Absence 

According to UK data, 141.4 million working days were lost in 2018 due to sickness and 

injury (ONS, 2019). Workers with LTCs were one of five groups with the highest absence. 

The sickness absence taken by workers with LTCs is costly for employers due to 

productivity losses, but also continuing salary and benefit payments despite work not being 

undertaken. Therefore, minimising absence and boosting performance is critical for 

employers. 

 

A 2020 CIPD report presented benchmarking data of UK workers sickness absence (CIPD, 

2020). Based on 1,018 employer respondents (in 2019) with reference to 4.5 million workers 

regardless of LTC status, the average number of sick days marginally decreased from 5.9 

per worker in 2018 to 5.8 in 2019. Differently, UK labour market data, based on 1,070 

respondents, estimated a lower 4.4 days per worker for 2018 (ONS, 2019). Workers with 

LTCs reported higher absence (4.4 percent) than those without (1.1 percent) but 

interestingly, experienced the greatest reduction in sickness since 1997 suggesting LTC 

related absences could be lessening. 

 

Notwithstanding this trend, sickness absence is problematic. Short-term absence is 

especially common and disruptive. According to ONS data, in 2018 minor illnesses including 

coughs and colds, MSK conditions such as back pain, other health problems including 

diabetes and accidents and mental health conditions (stress, anxiety and depression) were 

common sickness absence reasons (ONS, 2019). In the CIPD study, for 93 percent of 

employers (n = 689) minor illnesses including colds and flu were in their top three short-term 

absence causes. However, for 52 percent of employers, MSK conditions (including neck 
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strains and back pain) were top causes. This was followed by stress and mental health 

problems such as depression and anxiety for 38 and 28 percent. Workers with LTCs could 

need short periods of time off due to fluctuations or acute illness episodes in order to 

maintain working. Workers could also be more vulnerable to short-term illnesses due to LTC 

treatments including immunosuppressing therapies. These data suggest that workers with 

LTCs could benefit from support to minimise periods of sickness absence. Research is 

needed to explore this further.  

 

Long-term sickness absence is most costly, disruptive and is associated with LTCs. In the 

CIPD study, for 59 percent of employers (n = 650) mental ill health were main causes, which 

is a known long-term absence risk (Nexo et al., 2018). In a study of Dutch workers (for the 

period April 2002 to November 2005), people with depressive symptoms took extended 

absence and on average, 200 days for men and 213 days for women (Koopmans et al., 

2008). In a different study of 4,747 Danish workers, those with severe depression were 

reported as at risk of future long-term absence (Bültmann et al., 2006). In the CIPD study, 

MSK problems were also included among the top causes for 53 percent of employers (CIPD, 

2020). For 46 percent, stress and acute LTC episodes (e.g., relating to cancer) were joint 

top causes of long-term absence. 

 

Although LTCs can necessitate sickness absence, workplaces are not arranged to sustain 

recurrent short and long-term absences. While employers might be accommodating for a 

time via company sick pay, insured benefit schemes and colleagues picking up work, this is 

unlikely to be sustainable in the long-term. The foreseeability of regular work attendance and 

reliability is vital for productivity and continued employment. This includes for workers with 

LTCs. 

 

1.5 The Project’s Long-Term Health Condition Focus 

This section presents the LTC focus of this thesis and their work impacts. Mental health and 

MSK conditions are prevalent in working populations (Powell, 2019) but other conditions 

also have an important impact. Over 60 LTC groups and an undefined list of long-term 

conditions exist. Based on the categories of the WHO’s International Statistical Classification 

of Diseases and Health-related Problems (ICD-10) (WHO, 2016), three prevalent LTC 

categories emerged in this project and are its areas of focus: 1) mental health; 2) MSK; and 

3) other conditions including neurological, endocrine, metabolic and respiratory types. The 

reasons for these areas of focus are presented in Chapter 4, Section 4.4, p. 74. Next, the 
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LTCs are introduced including details of their prevalence and the literature concerning their 

work impacts and interactions. 

 

1.5.1 Mental Health Conditions in the Workplace 

According to the WHO mental health is ‘a state of wellbeing in which an individual realises 

his or her own potential and can cope with the normal stresses of life and work productivelyô 

(WHO, 2018). One in six working age people experience symptoms of mental ill health 

(McManus et al., 2014). People with severe and common mental health conditions including 

anxiety and depression, are seven and three times respectively more likely to be 

unemployed than those without (OECD, 2012).  

 

Mental health LTCs affect people’s mood, behaviour and thinking. While diagnoses are 

diverse, stress, anxiety and depression are most common with 602200 cases of affected 

workers in 2018/19 (Health and Safety Executive (HSE), 2019a). Although conditions often 

co-occur, they differ. Stress is an adverse reaction to excessive pressure or demands 

including personal and job aspects. If an event is perceived as stressful (too demanding) this 

can manifest in adverse emotional, physical and behavioural ways (Schneiderman et al., 

2003) such as headaches and muscular pain. Anxiety causes general feelings of 

nervousness, fear and unease. Conditions include generalised anxiety disorder and phobias, 

whereas depression is a (usually) long-lasting mood disorder affecting people’s thoughts, 

feelings and actions. Symptoms vary but include emotional distress, social withdrawal and 

physical symptoms like breathlessness. In the UK, combined anxiety and depression are 

more common than any other mental health condition including bi-polar disorder and 

schizophrenia (National Institute for Health and Clinical Excellence (NICE), 2019).  

 

Mental health LTCs have a considerable economic impact. In the UK the annual costs are 

estimated between £74 and £99 billion in lost output (Stevenson & Farmer, 2017). As 

discussed in the previous section, mental health conditions are a leading cause of sickness 

absence affecting employer costs, staffing and service provision. In 2018, the sickness 

absence taken by UK workers with stress, anxiety and depression was estimated to account 

for 17.5 million lost working days (ONS, 2019). Nonetheless, according to a collaborative 

report from Oxford Economics, the Work Foundation and UNUM, workers with mental health 

LTCs contributed a £226 billion gross value added contribution to UK gross domestic 

product (GDP) in 2015 (Oxford Economics, 2016). 

 

Costs are not always explicit or limited to sickness absence. Evidence suggests that workers 

with mental health LTCs can present  (i.e., attend work) with compromised performance (De 
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Lorenzo, 2013). Whilst some evidence suggests workers can turn off an LTC to maintain 

workability, by engaging with other things including work tasks and distracting themselves 

from an LTC (Jansson & Gunnarsson, 2018), in one study and compared to controls, 

workers with depression reported more problems with mental and physical tasks and time 

management (Adler et al., 2006). A different study highlighted more adverse effects of 

psychological conditions on older workers (aged 45 - 64) workability and productivity, when 

compared to other conditions such as MSK and diabetes (Leijten et al., 2014). More 

recently, studies suggest depression more negatively impacts productivity and absence than 

anxiety (Hendriks et al., 2015) and that relative to stress, depressive symptoms affect 

people’s workability more (Lerner et al., 2010). This might not be surprising because mental 

health conditions can impair cognition and concentration. Whist differences should not 

underplay the effects of any mental health condition, this suggests that their impact on work 

is considerable but various, and with workers affected differently. 

 

Workers’ management of mental health can interfere with work productivity. In England, 65.6 

million prescriptions for antidepressants was reported in 2016/17 (NHS Business Services 

Authority, 2017). Whist an important treatment, the medication is not without undesirable 

side effects including headaches and fatigue. In a focus group study of workers taking anti-

depressants, the physical side effects disrupted people’s work productivity, made people feel 

worse, failed to improve symptoms and had as much negative work effects as the symptoms 

of anxiety and depression (Haslam et al., 2004). Another study showed cognitive 

behavioural therapy (CBT) for depression had a more beneficial longer-term effect on 

people’s employment status than antidepressant treatment (Fournier et al., 2015). Despite 

the general view that taking medication to manage mental health symptoms is beneficial, 

this suggests it is not necessarily helpful for work purposes. Therefore, affected workers 

seem to have to balance the risks (adverse effects) and benefits (performance) in order to 

manage a conditions potentially multifaceted effects. 

 

Psychosocial work features including job demands, control and support can promote, cause, 

undermine and aggravate LTCs. Two important features are stressors (working conditions) 

and stigma. It is well known that work can be stressful such as due to high job demands 

(Liang et al., 2018) but specifically, stress can undermine mental health (HSE, 2019a), 

worsen problems and trigger new ones (Cooper & Cartwright, 1994). In a Dutch study of a 

general working population (n = 3,707), high psychological demands, low decision latitude, 

low support, high emotional demands and poor manager relations were associated with the 

onset of anxiety (Andrea et al., 2009). Another study found leaders with laissez faire 

attitudes promoted worker stress by creating role ambiguity (Skogstad et al., 2014). 
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Comparably, another study found role ambiguity impaired workers’ ability to employ 

resources to achieve job tasks (Harris et al., 2006). These studies suggest that workers with 

long-term mental health conditions may be more vulnerable to work stress which could 

undermine their productivity and workability. Workers could be more vulnerable to work 

stress due to the potential burden and additional stressors a mental health LTC imposes 

including stigma. Despite this, not enough is known about the working conditions of those 

affected. 

 

Stigma is a complex workplace problem affecting workers’ social interactions. A qualitative 

study of workers with multiple sclerosis and their impression management (i.e., the efforts 

taken to control the impression others make of you) defined stigma as: ‘a universally defined 

trait or characteristic of a group that is devalued and deeply discreditedô (Vickers, 2017 p. 

178). Stigma prompts negative responses including defamatory and discriminatory 

comments and can affect people’s behaviour, including at work (e.g., a manager not 

allocating work to a worker with a long-term condition because of expectations about health 

and capability). Broadly, stigma negatively differentiates people from others and can result 

from social situations such as team meetings. Moreover, because stigma is affected by 

people’s perceived social roles (Goffman 1963) its affects are variable. What the literature 

makes clear is that long-term health conditions (particularly mental health conditions) are 

heavily stigmatised (Brouwers et al., 2019). 

 

As workers’ disclosure of an LTC can facilitate access to workplace support, including for 

self-management and authenticity (Brouwers et al., 2019; Munir et al., 2005b), not being 

able to be open about an LTC due to stigma could make managing a condition at work 

difficult. Challengingly, stigma manifests in many workplaces. Stigma presents inaccurate 

and sometimes prejudicial and discriminatory pictures of LTCs (e.g., depressed workers are 

unreliable) (Brohan et al., 2010). Mental health LTCs are especially stigmatised (Brouwers et 

al., 2019; Brouwers, 2020; Butler & Modaff, 2016; Stratton et al., 2018).  

 

Stigma signifies that being open, for example by disclosing depression (telling someone 

about a condition in a conversation) is risky (Munir et al., 2005b), and precludes workplace 

support (Brouwers et al., 2019). In one study, 40 percent of workers with mental health 

conditions (n = 2000) were too afraid to disclose, fearing their career would be jeopardised 

(The Mental Health Foundation., 2017). In contrast, a high 96 percent disclosure rate was 

reported in a study of workers with physical conditions (Varekamp & van Dijk, 2010). 

Nonetheless, the literature makes clear that closedness about an LTC is unhelpful. In a 

secondary analysis of cross-sectional survey data concerning manager support for workers 
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with depression, managers not openly talking about depression with workers was associated 

with people taking more sick leave (Evans-Lacko & Knapp, 2018). For these reasons, de-

stigmatising work interventions aimed at improving attitudes toward mental health are 

recommended (Brouwers et al., 2019). Feasibly, this could promote worker’s self-

management of mental health conditions but little is known about this. 

 

1.5.2 Musculoskeletal Conditions in the Workplace 

Musculoskeletal conditions are disorders, injuries or damage to the joints or other tissues in 

the upper and lower limbs or the back including nerves, tendons, muscles and supporting 

structures. Inflammatory conditions (e.g., rheumatoid arthritis and rheumatism); painful MSK 

conditions (e.g., back pain); and degenerative conditions (e.g., osteoarthritis and 

spondylosis) are three main types (as cited in Versus Arthritis, 2019). Conditions often 

accumulate over time (providing a valuable insight given ageing workforces) and whist all 

age groups are affected, MSK problems are a considerable burden on working age people 

(Walker-Bone et al., 2004).  

 

In the UK, around three in 10 people are affected by an MSK condition (Versus Arthritis, 

2019) and in 2018/19, 498,000 workers reported work related MSK conditions (new or long-

term) including of the back, upper and lower limbs (HSE, 2019b). Similar to people with 

mental health conditions, evidence suggests that people’s work capacity is affected. For 

example, the work capacity of people with arthritis is reduced within five years of diagnosis 

(WHO Scientific Group, 2003). A US study suggested 23 percent of people with arthritis stop 

working within three year of diagnosis (Allaire et al., 2008) and the disability rates of those 

affected are substantial (Verstappen et al., 2004). Moreover, an earlier cohort study of UK 

workers with arthritis found that people were 32 times more likely to stop working due to their 

LTC compared to matched controls (Barrett, 2000). In sum, while not usually life threatening 

the evidence suggests that MSK conditions can significantly affect people’s workability. This 

is unfortunate because working can improve QoL for people with LTCs (de Jong et al., 

2015). 

 

Similar to mental health, MSK conditions were a main cause of sickness absence in 2019, 

second most common in 2018 (ONS, 2019) and year-on-year dominate as a cause, 

accounting for approximately 30 million yearly lost working days (Public Health England, 

2019b). While recent reports suggest a marginal downward trend in work-related MSK 

conditions (HSE, 2019b) and high return to work rates after MSK-related absence (Wynne-

Jones et al., 2014), not all conditions are work related. Also and regardless of causation, 
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MSK symptoms can interfere with workability and recurrent problems can put continuing 

employment at risk (Bugajska & Sagan, 2014). 

 

Musculoskeletal conditions are a main cause of health related productivity loss, and in 

Europe (among those of working age) is estimated to be as high as 2% of GDP (Bevan, 

2015). While conditions can lead to work disability many affected people work and are keen 

to continue (Holland & Collins, 2018). Nonetheless, conditions can be disruptive to work. 

Evidence reports high proportions of workers with upper back and neck pain (49 percent) 

having high sickness presenteeism (Aronsson, 2000), with workers’ productivity and work 

quality adversely affected (Summers et al., 2014). Just as a long-term mental health 

condition can impair concentration, MSK symptoms can distract workers from doing their job 

properly. For example, rheumatoid arthritis symptoms can be acutely painful and disabling 

(Varekamp et al., 2005) and can impair concentration, reduce movement and workability 

(Aronsson et al., 2000; Miranda et al., 2010; Wynne-Jones et al., 2014).  

   

Several psychosocial features have been shown to affect workers with MSK conditions. High 

job demands and low control have been shown to predict so-called repetitive strain injury 

and other MSK complaints, and contribute strongly to sickness absence (Bugajska & Sagan, 

2014), pain and LTC severity (Bergsten et al., 2015; Torp et al., 2001). In a study of manual 

workers, those with perceived work control and social support coped better with MSK 

problems (Torp et al., 2001). Additionally, ergonomic features including physical and 

environmental elements, such as manual handling and job design, can have important 

effects. For example, repetitive strain, awkward posture, task repetition and exertion are all 

risk factors for MSK problems (Summers et al., 2014). This suggests that the relations 

between MSK conditions and features of work are multifaceted. Therefore, psychosocial 

approaches can help us explore the experiences of workers with MSK conditions, 

particularly because conditions are often non-specific including where causes of pain are 

unclear (Bartys et al., 2017; Kendall et al., 2009; Roquelaure, 2019; Waddell, 2006). It can 

be drawn that targeting psychosocial features of demands, control and support might be 

beneficial. However, we need to know more about these features to ascertain this. 

 

As discussed earlier, stigma defines traits and characteristics of groups that are devalued 

and discredited, eliciting negative responses. Similar to mental health LTCs the literature 

suggests stigma can undermine people’s disclosure of MSK conditions and lead to mental 

distress and presenteeism (Bevan, 2015). In a study of 490 workers with arthritis, those with 

physical limitations and perceived peer support were more likely to disclose (Gignac & Cao, 

2009), perhaps because an LTC is more noticeable and due to regular interactions in the 
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working day. Moreover, in the study of a workplace psycho-educational self-management 

support intervention, for workers with chronic physical MSK health limitations (e.g., aches 

and discomfort), employers perceived the programmes’ specification of ‘chronic painô as a 

barrier to workers openness to participate (Pransky et al., 2014). Overall, understanding the 

interactions between MSK conditions and psychosocial features could be key to identifying 

and providing effective workplace support to enable workers to look after MSK conditions 

themselves. 

 

1.5.3 Other Long-Term Health Conditions in the Workplace 

Common LTCs in working populations have been discussed. However, other LTCs occur 

among working age people. These can be usefully grouped as neurological, endocrine and 

metabolic, and respiratory. Together these groups which represent the majority of other 

conditions in this project are presented and briefly discussed. 

 

Neurological LTCs are disorders of the nervous system including the brain, spinal cord and 

nerves and have diverse affects. About one in six people have a neurological condition 

including migraine, epilepsy, multiple sclerosis and Parkinson’s disease (Neurological 

Alliance, 2019). Conditions can lead to significant sensory and mobility deficits. In multiple 

sclerosis a person’s immune system mistakenly attacks healthy cells, with 130,000 people 

estimated to be affected in the UK (MS Society UK, 2020) and was prevalent in this project’s 

other LTC group. Mainly diagnosed in people’s 20s or 30s symptoms vary and include 

cognitive, mobility and continence deficits. In Parkinson’s (characterised by involuntary and 

slow movement) brain cells are lost over time and estimates suggest 145,149 people over 

age 20 are affected (Parkinson’s UK, 2018). Globally, neurological LTCs are the largest 

cause of disability (Holland & Collins, 2018) and those affected are likely to withdraw from 

working early (Zwibel, 2009). In one study, 42 percent of people with multiple sclerosis were 

working with employment rates declining over time (Ford et al., 2012; Vijayasingham & 

Mairami, 2018). While people with Parkinson’s disease reportedly lose employment five to 

nine years from their first symptom (Murphy et al., 2013). 

 

Endocrine LTCs are concerned with the over or under production of hormones while 

metabolic conditions relate to problems in processes regulating nutrients, vitamins and 

energy from food. Common conditions include diabetes and hypothyroidism. In diabetes the 

body experiences problems regulating sugar or glucose. In hypothyroidism not enough 

hormones are produced leading to symptoms of tiredness, depression and weight gain. This 

discussion focuses on diabetes of which two predominate: type 1, which is mostly managed 

via insulin injections and type 2, which is more often managed via lifestyle factors including 
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diet rather than injections. Similarly to other LTCs, symptom severity varies but include 

dizziness, thirst and blurred vision and can lead to complications with nerves, kidney 

function and cardiovascular health. Forecast to rise to 5 million by 2025 (Fit For Work, 

2017), at least four million people are diabetic in the UK (Diabetes UK, 2019) and many of 

these are below retirement age. While one study showed workers with type 1 diabetes were 

no more likely to retire than the general population (Hakkarainen et al., 2017b), a recent 

review found consistent evidence diabetes has a negative association with work participation 

(Pedron et al., 2019). 

 

Respiratory LTCs are a major disease burden in the UK (Salciccioli et al., 2018) and are 

characterised by obstructed air flow making breathing difficult. Research by the British Lung 

Foundation (between 2013 and 2016) suggests about one in five people has developed 

chronic obstructive pulmonary disease (COPD) including bronchitis and emphysema, 

asthma or other long-term respiratory illness (British Lung Foundation, 2016). Symptoms 

include coughing, wheezing, tightness of the chest and shortness of breath, with at least 

160,000 people diagnosed with asthma each year in the UK. Second most common, 1.2 

million people are living with COPD (British Lung Foundation, 2016), with 80,000 diagnosed 

annually in England (National Institute for Health and Clinical Excellence (NICE), 2018). 

Respiratory LTCs are a major cause of disability and associated with low employment rates 

and high worklessness (Patel et al., 2014; Sin et al., 2002).  

 

Comparing sickness absence data from different sources is problematic due to differences in 

absence measures and LTC categorisation. Moreover, data for LTCs that are not main 

absence causes is scarce. However, similar to workers with mental health and MSK 

conditions, workers with other LTCs take periods of sickness absence. Based on ONS data, 

respiratory conditions accounted for 2.8 percent of UK sickness absence in 2018 (ONS, 

2019). Whilst the ONS’s other condition category accounted for 13.7 percent of sickness 

absence, conditions are consolidated into a broad category making it impossible to attribute 

absences to neurological, endocrine and metabolic LTCs. Nonetheless, prior research 

suggests that workers with multiple sclerosis and workers affected by asthma, have elevated 

absence levels compared to controls (Hansen et al., 2012; Landfeldt et al., 2016), and 

diabetic workers are highlighted as at risk of long-term absence (Nexø et al., 2019). 

 

Consistent with mental health and MSK conditions, characteristics of other LTCs can 

undermine workers’ productivity and workability. People can struggle to work or withdraw 

early due to symptoms and progression. For workers with COPD, the condition can interfere 

with a person’s ability to cope with strenuous work activities (Sin et al., 2002). Evidence 



Chapter 1                                                    LTCs Prevalence, Economic Impact and Work 

 14 

suggests that mobility and cognitive symptoms representative of multiple sclerosis can 

obstruct work by making movement and concentration hard (Vijayasingham & Mairami, 

2018). In a different study of 377 workers with multiple sclerosis, productivity losses were 

reported by almost half and were associated with fatigue, depression and increased 

condition severity (Glanz et al., 2012). Similarly, common diabetes symptoms including 

fatigue can lead to reduced productivity and work limitations (Tunceli et al., 2005) which 

could predict future work disability (Van Amelsvoort et al., 2002;  Weijman et al., 2003). 

Furthermore, despite inconsistencies in the evidence between respiratory conditions, 

including for COPD’s effects on work productivity (Rai et al., 2018), studies show reduced 

work participation of people with COPD and high incidents of presenteeism in workers with 

asthma especially with increasing condition severity (Hiles et al., 2018; Sin et al., 2002). A 

small Finnish population-based study associated both mild and more severe asthma 

symptoms (in males aged around 20) with reduced workability at 40 (Lindström et al., 2011). 

As the effects of other LTCs are variable, conditions could undermine people’s workability in 

multifaceted ways. 

 

As previously suggested, psychosocial features interact to affect workers’ health and 

behaviour and can impose limitations on people’s workability. These include features of 

work. Whilst ergonomic features might be more recognisably associated with MSK and 

respiratory conditions, they remain important for other LTC types. For example, while the 

workplace is arguably neglected in research featuring workers with multiple sclerosis 

(Vickers, 2008), studies highlight how open-plan features of work and poor toilet access are 

problematic, making accommodations for workers with multiple sclerosis difficult (Vickers, 

2017; Vijayasingham & Mairami, 2018). Physical and less adapted work demands are also 

suggested to impact the workability of workers with multiple sclerosis (Wickström et al., 

2017). Furthermore, features of poor relational and social support can be problematic (e.g., 

fearing stigma, colleague resentment and poor manager support), while in a study of 

workers’ asthma self-management, low decision latitude (i.e., control) and low social 

support, were associated with poor symptom self-management (Heinrichs et al., 2019). A 

study of diabetic workers similarly highlighted the influence of work features. Diabetic 

workers with high workloads were more likely to perceive injecting insulin as burdensome 

with social support positively related to workers dietary management of type 2 diabetes 

(Weijman et al., 2005b). 

 

Stigma serves to devalue and discredit people by their health status. While it might be 

argued that LTC related stigma is non-specific to work (Goffman, 2009), the literature 

concerning workers with multiple sclerosis relates work productivity losses and depression to 
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workers perception of stigmas (Cadden et al., 2018; Hategeka et al., 2016) and disclosure to 

job retention (Kirk-Brown et al., 2014). Other research alludes to the complexity of disclosure 

decisions. Whilst studies show workers with diabetes and asthma worry about disclosing 

because of stigma, for some this was to avoid personal embarrassment (Ruston et al., 2013; 

Zhao et al., 2018). In contrast, a study of workers with arthritis research found many workers 

had disclosed their condition inferring stigma was not a pronounced problem (Gignac & Cao, 

2009). Nonetheless, as non-disclosure could result in workers feeling unable to self-manage 

and, given stigmas are changeable, it follows that productivity losses could be reduced if 

workers with other LTCs felt more able to be open. 

 

In summary, it is clear that LTCs can affect workers attendance, productivity and workability 

thus people’s QoL. It is inferred that LTCs affect employer and government costs in an 

unsustainable way and the literature suggests that problems are not limited to workers with 

mental health and MSK conditions. It is also indicated that in addition to an LTC’s affects, 

psychosocial features such as job demands, support, symptoms and stigma impact a 

person’s work capability. However, these features need to be brought together to account for 

personal aspects including workers’ confidence to self-manage an LTC if the restrictions a 

condition imposes are to be reduced and managed. The next chapter presents this project’s 

theoretical focus, conceptual backdrop and discusses the workplace LTC self-management 

support literature. It begins by examining common workplace interventions aimed at 

supporting workers with LTCs to reduce problems. 
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Chapter 2 

 

2 Literature Review: The Background to Workplace Long-Term Health 

Condition Self-Management Support 

2.1 Introduction 

This chapter presents the background to workplace LTC self-management support and 

further establishes the rationale for this project. Firstly, the literature search approach is 

described. Secondly, using the literature existing workplace health support is examined. This 

focuses on an examination of primary, secondary and tertiary level interventions. Thirdly, as 

the literature suggests that self-management concepts vary, are ambiguous and 

interchangeable (Ellis et al., 2017; Van de Velde et al., 2019), the definitions to this project 

are introduced and explained. Fourth, the project’s theoretical basis including self-efficacy 

and patient activation is discussed and the conceptual framework presented. Finally and to 

position the project, the literature featuring workplace LTC self-management support is 

reviewed and discussed. 

 

2.1.1 Approach 

To identify key studies and research gaps, searches of the academic literature were 

conducted. A traditional review approach was taken (Dijkers, 2009) in order to provide a 

broad picture of the topic, meaning a strict methodology was not followed. While traditional 

approaches are criticised for their lack of systematicity (Grant & Booth, 2009), a methodical 

approach was taken by the researcher. An initial search sought to understand what LTC self-

management is, how people self-manage, what self-management support is available, why 

support is important and in the workplace. This was in order to explore and understand the 

current state of knowledge, isolate and define concepts, identify workplace support and 

deficiencies, and inform the studies’ design.  

 

Firstly, based on the thesis research question and the researchers’ existing knowledge of 

work interventions, initial search terms were identified including: health promotion, employee 

assistance and adjustments, self-management, self-management support, long-term health 

condition, workplace, self-efficacy, employer and employee. Synonyms such as self-care, 

worker and modifications were identified. A search of databases (including PsychInfo, 

Scopus, PubMed, BMJ and Cochrane) with no time filters, and then with a <10 year filter 

were undertaken with Boolean terms. The study titles and abstracts of the results were 

reviewed by the researcher, and compared against the project objectives to decide their 

relevance. For example, did the article cover self-management or LTC support at work and 
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were workers or employers included? The initial review was broad and articles (n =75) were 

recorded in a table by their main findings and LTC(s) focus. Articles the researcher identified 

as key due to their workplace specificity or quality were highlighted.  

 

Based on the initial search, it was felt that there was not enough data for a systematic review 

of workplace LTC self-management support need studies to yet be useful. Whilst the 

research base for LTC self-management and support is ample, the evidence related to 

mainly clinical, primary care and health disciplines rather than work or worker’s needs. To 

narrow and consolidate the evidence and build on highlighted articles, searches were re-run 

with additional terms and synonyms incorporating concepts (and LTCs) emerging from the 

literature. These included patient activation, workability, psychosocial, mental health and 

MSK and synonyms such as chronic conditions and worker. Articles were reviewed by the 

researcher in the same way. Recent systematic reviews have examined the evidence for 

interventions supporting the work maintenance of workers with LTCs (Nazarov et al., 2019), 

determinants of workers self-management of asthma (Heinrichs et al., 2018) and the overall 

evidence for self-management support (Dineen-Griffin et al., 2019; Taylor et al., 2014). Sixty 

five articles are included in the review below including 15 systematic reviews.  

 

Over the project period, alerts via zetoc helped the researcher maintain knowledge and 

searches were periodically rerun with time filters. In addition, given the researchers’ 

professional background in human resources (HR), health and wellbeing and awareness of 

organisations such as the Health Foundation, the grey literature was included. It is 

suggested that much of the evidence for public health related matters is contained in the 

grey literature (Adams et al., 2016). Given this project’s work context accounting for this 

evidence was felt appropriate. The literature for existing workplace health support is 

examined next as primary, secondary and tertiary level interventions. 

 

2.2 WORKPLACE INTERVENTIONS 

This project is concerned with the self-management support needs of workers with LTCs. 

But how are workers with LTCs currently supported? Workplace support is mainly provided 

through generic health promotion, or disability management interventions characterised by 

formality (e.g., a workplace policy or programme). Health promotion interventions are 

generic forms of employer support concerned with keeping people well, encouraging 

behaviour change, reducing LTC risks and absenteeism, and promoting productivity 

(Bending et al., 2008; Meng et al., 2017). Whilst a recent systematic review of 12 workplace 

interventions (featuring n = 2,752 people managing MSK problems) including resistance and 
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strength training indicated condition specificity to programmes (Skamagki et al., 2018), most 

are unspecific to LTCs. Disability management interventions focus on workplace changes to 

jobs and working practices to help people remain at, or return to, work (Williams-Whitt et al., 

2016) and can be more specific. 

 

Broadly speaking, interventions can be conceptualised as forms of vocational rehabilitation 

(Waddell et al., 2008) ranging from ergonomic assessments, education sessions, smoking 

cessation classes and coaching, to mental health first aid training (MHFA), and employer 

policies and practices such as for modifications (Main et al., 2016) e.g., flexible hours and 

job changes. Therefore, the types of interventions are vast and the evidence for their 

effectiveness is variable perhaps because of this.  

 

Drawing on the literature, common interventions for workers with LTCs can be grouped 

under three headings and levels primary, secondary and tertiary (Goetzel & Ozminkowski, 

2008). The levels and the interventions they capture are summarised below:  

 

1. Primary interventions can be fixed, regulatory and are concerned with preventative 

action to reduce the risks of an LTC (e.g., health screening); 

2. Secondary interventions are episodic, responsive, rehabilitative and relate to 

reducing an LTCs impact and symptoms (e.g., work modifications); 

3. Tertiary interventions help workers take action by providing support when LTCs affect 

work and intend to reduce longer-term effects (e.g., occupational health (OH) 

support). 

 

Practically, interventions are often amalgamated into workplace health and wellbeing 

strategies. This means that disclosure of an LTC and employer awareness (i.e., making a 

manager aware of an LTC) can be, though not always, a prerequisite to accessing support. 

Intervention levels and examples of support are presented in Table 2.1 with key 

stakeholders and disclosure requirements highlighted. Common interventions that might 

support workers with LTCs (by level) include: 

 

1. Work modifications (secondary and tertiary); 

2. Workplace health promotion programmes (WHPs) (primary); 

3. Employee assistance programmes (EAP) (tertiary). 

 

The evidence for the interventions in supporting workers with LTCs is discussed next.  
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Table 2.1. Level, Description and Types of Intervention Support for Workers with LTCs including Stakeholders and Disclosure 

Requirements. 

Level Description Types Stakeholders and disclosure 

PRIMARY 

Regulatory, 

fixed, 

preventative. 

Equality Act, 2010. - Terms, conditions, contracts; 

- Equal opportunity policies; 

- Working practices. 

 

- Government; 

- Employer; 

 

 Health & Safety Act 

at Work, 1974. 

 

- Workplace policies; 

- Ergonomic assessments.  

- Employer;  

- Government; 

- Health and Safety Executive. 

 Health promotion 

programmes.  

- Diet and lifestyle, onsite gyms; 

- Stop smoking programs; 

- Education programs, counselling, 

mental health first aid training; 

- Health assessments and screening; 

- Flu jabs, eye tests and cancer 

screening. 

- Employer; 

- GP and occupational health; 

- Workers choose to participate; 

- Charities. 

 Ergonomic and 

environmental. 

- Ergonomic assessments including 

desk and seat adjustments; 

- Removal of workplace hazards; 

- Employer; 

- Occupational health; 

- Health and safety; 

 Psychosocial factors. - Demands, control, support, 

relations, manager/peer support, 

change; 

- Stigma and authenticity; 

- Working patterns. 

- Employer; 

- Colleagues; 

- Unions, works councils, 

worker networks. 
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Level Description Types Stakeholders and disclosure 

SECONDARY 

Responsive, 

episodic, 

rehabilitative. 

Modifications 

(adjustments). 

- Reduced hours/targets, home 

working, reassigned duties, 

redeployment; 

- Return to work programmes and 

vocational rehabilitation. 

- Employer, GP, occupational 

health and worker; 

- Worker disclosure mostly 

required. 

 Equality Act, 2010. - Reasonable adjustments. - Employer; 

- Worker disclosure mostly 

required. 

TERTIARY 

Supportive, 

enabling,  

long-term. 

Social support. - Work based support groups, worker 

networks; 

- Line manager training; 

- Employee assistance programs; 

- Occupational health services; 

- Private health insurances; 

- Stress-management; 

- Resilience training. 

- Employer; 

- Colleagues; 

- Benefit providers; 

- Worker chooses to join 

networks and attend 

programs. 

 Equality Act, 2010. - Adjustment duties. - Employer; 

- Worker disclosure required. 
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2.2.1 Work Modifications (reasonable adjustments) 

One way of supporting workers with LTCs is via work modifications including altered hours 

and job(s). At a secondary level, modifications would seek to reduce the harm working 

practices (e.g. working hours and job demands) may pose to an LTC. At a tertiary level, 

modifications could be embedded in return to work programmes in order to help faciliate 

worker’s workability on return from sickness absence. The Equality Act (2010) is UK 

legislation that protects disabled workers and is a main way workers access modifications for 

LTC support. This mandates employers to make work modifications termed reasonable 

adjustments under the Act (mostly referred to as modifications herein). The Act protects a 

worker when: 1) a person (P) has ‘a physical or mental impairmentô and 2) óthe impairment 

has a substantial and long-term adverse effect on a Pôs ability to carry out day to day 

activitiesô (Equality Act, 2010, c.6); or 3) has multiple sclerosis, HIV or cancer; and 4) an LTC 

is disclosed or an employer is reasonably aware a person has one. Consequently, the Act 

protects many workers with LTCs but not all. 

 

A systematic review of interventions promoting the work participation of people with LTCs 

found that those focused on changing aspects of work including hours (at secondary and 

tertiary levels) were most effective (Vooijs et al., 2015). As the Act requires employers to 

consider and implement ‘reasonable adjustmentsô, including practical aids for people with 

LTCs, in this way it targets employers’ behaviour towards workers with LTCs to reduce any 

disadvantages (Clayton et al., 2012). A recent synthesis of qualitative studies concerning 

workers’ self-control of LTCs found that modifications were crucial for work retention, 

productivity and the management of LTC fluctuations (Bosma et al., 2019). By changing 

aspects of work and making working easier (Vooijs et al 2015), modifications can reduce the 

limitations an LTC imposes (Munir et al., 2005a). This could aid workability by modifying 

hours to lessen fatigue, promote work attendance, restore work capability (Holland & Collins, 

2018) and prevent premature work exits (Bevan et al., 2011). Modifications emerge in the 

literature as a disability management intervention (more than a means for workers to self-

manage an LTC). The evidence for modifications is substantial and discussed next (see 

Appendix 1 for a summary of the 22 studies reviewed).  

 

Whilst being unable to modify work can be detrimental to people returning to work from LTC 

related absence (Bastien & Corbière, 2019; de Boer et al., 2017; Johansson et al., 2006), a 

worker’s ability to undertake LTC related tasks whilst at work can be impeded by inflexibility 

(Mannerkorpi & Gard, 2012). Inflexibility is suggested to lead to poor self-management of 

MSK conditions (Shaw et al., 2012), and low levels of modifications and autonomy can lead 

to greater sickness absence (Boot et al., 2013; Leijten et al., 2013; Nilsson et al., 2013). 
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Furthermore, in one study diabetic workers put themselves at risk of complications by 

running blood glucose levels high rather than modifying work (Ruston et al., 2013).  

 

Whist some evidence suggests that modifications should be more accessible for LTCs 

(Clayton et al., 2012) other evidence suggests they are already accessible. In a Dutch study 

of 2,631 workers with chronic disease, 22 of the 30 percent needing modifications received 

one (including for MSK, mental health and respiratory conditions) (Boot et al., 2013). In a 

study of 746 workers with multiple sclerosis, 87.7 percent reported receiving a modification 

(Leslie et al., 2015). Moreover, a qualitative study of modifications and support for workers 

with chronic conditions reported managers regularly interacting with workers to 

accommodate periods of illness and pain (Nelson et al., 2016). Nonetheless, not all 

modifications are effective and in Leslie et al’s (2015) study of workers with multiple 

sclerosis, modifications did not promote workers’ job satisfaction or longevity.  

 

One of the problems with modifications is knowing what changes to make, when and for how 

long. For example, modifications for mental health LTCs might be less straightforward than 

making buildings accessible for impaired mobility (McDowell & Fossey, 2015). Fluctuating 

features of LTCs including changeable severity further complicates matters. Despite this, 

modifications for flexibility and control are generally effective (Bastien & Corbière, 2019; 

Clayton et al., 2012) and a scoping review of nine studies (concerning workers with mental 

health LTCs) identified flexible working, modified jobs and training as important (McDowell & 

Fossey, 2015). Furthermore, a focus group study of 27 workers with the MSK condition 

fibromyalgia identified work and job demands as important modifiable factors (Mannerkorpi & 

Gard, 2012).  

 

However, research of cancer survivors suggests that managers can perceive modifications 

as burdensome (de Boer et al., 2017) and in a study of employer attitudes toward mental 

health, less than one third had a prescribed approach to modifications (Little et al., 2011). In 

an interview study of workers with back pain, modifications were casually agreed and 

implemented with managers, with OH reportedly lacking expertise (Coole et al., 2010). Other 

research suggests modifications are more available to workers who are physically limited 

rather than cognitively including workers with depression and anxiety (Munir et al., 2005b). 

So despite the regulation’s intention to reconcile workers LTC needs with work in a 

standardised way (Bell, 2015), this is not always so (Baanders et al., 2001). On the other 

hand, in the UK not all modifications are (or need to be) delivered under the Equality Act. 

Informal leeway including giving people latitude to modify their own tasks and routines 
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(Nelson et al., 2016; Tveito et al., 2010) could allow workers the freedom to adjust to an 

LTC. 

 

What stands out is that modifications can enable workers to self-manage. Yet employers 

implementation of regulations, together with the disempowerment of workers in work 

processes (where they might not have any real authority to modify work), could be obstacles 

(Baanders et al., 2001; Bell, 2015; Foster, 2007; Nelson et al., 2016; Paulides et al., 2019; 

Vornholt et al., 2018; Williams-Whitt et al., 2016). Employers’ restrictive enforcement or 

misinterpretation of modification duties (Bell, 2015) could also cause problems. These 

problems are no more apparent than in UK employment tribunal cases (where a worker 

raises a legal complaint against an employer). In one case, an employer was in breach of 

the Equality Act’s duty to make reasonable adjustments (modifications) by failing to allocate 

a worker with ulcerative colitis a parking space near a toilet (Mrs Linsey v Her Majesty’s 

Revenue and Custom, 2018). Whereas in a different case, an employer was justified in 

refusing home working for a worker with severe back problems (Mrs Shah v TIAA Limited, 

2018). Therefore, the modifications a worker considers reasonable might not be viewed the 

same by their employer or a tribunal, potentially making workplace LTC self-management 

impossible.  

 

In sum, despite their potential benefits modifications are not always possible (Bosma et al., 

2020a). Yet employers are not always aware of modification needs, so may act without 

reason when declining requests. It also cannot be assumed that modifications are always 

feasible or will be effective. Whilst the ability to generalise studies’ findings are limited to the 

workplace, worker and LTC status in question at the time, diverse modification needs 

emerge from the literature. Whilst some jobs will be unmodifiable, flexibility and changes that 

empower workers to meet LTCs demands are largely important. However, it would be useful 

to better understand how modifications support workers self-management. 

 

2.2.2 Workplace Health Promotion Programmes 

Workplace health promotion programmes are common (primary) interventions aimed at 

improving workers health and wellbeing, preventing LTCs and their progression. The 

European Network of Workplace Health Promotion (ENWHP) defines health promotion as 

the ‘combined efforts of employers, workers and society to improve the health and wellbeing 

of people at workô (ENWHP, 2007 p. 2). Programme support is directed at workers’ 

knowledge and understanding to target health behaviours, and work settings to facilitate 

healthy behaviour (Leka & Houdmont, 2010; Noblet & LaMontagne, 2006). Programmes can 

include smoking cessation classes, diet and exercise advice or access to on-site gyms and 
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mental health counsellors. Programme examples and their target populations are presented 

in Table 2.2. 

 

Table 2.2. Summary of Workplace Health Promotion Interventions. 

Level Population Examples 

PRIMARY: 

Prevention. 

Without 

LTCs. 

- Weight management; 

- Fitness initiatives; 

- Flu jabs. 

SECONDARY: 

Risk reduction. 

At high risk 

of LTCs. 

- Health behaviour advice e.g., 

stopping smoking; 

- Weight loss courses; 

- Health screening; 

- Mental health first aid training. 

TERTIARY: 

Management. 

With LTCs. - On-site physio; 

- Workplace counsellors; 

- Cognitive behavioural therapy; 

- Maintenance of work and return 

work programmes. 

 

The World Health Organization (WHO, n.d.) identifies several WHP benefits (summarised in 

Table 2.3). When designed properly, programmes have been associated with improvements 

in workers’ health and productivity (Goetzel & Ozminkowski, 2008), reduced sickness 

absence, improved mental wellbeing and work satisfaction (Aust & Ducki, 2004). In a study 

of 237 Austrian workers, WHPs improved subjective well-being from workers’ perspectives 

(Nöhammer et al., 2011). Well-designed WHPs have leadership commitment, are evidence 

based, multi-component and evaluated (Goetzel & Ozminkowski, 2008). However, an 

evidence review assessing the evidence for WHPs suggested employer approaches are due 

to convention rather than evidence (Hill, 2007). Moreover, WHPs are multitudinous and 

target general health behaviour more than LTC related behaviour.  

 

Overall, the evidence for WHP’s effectiveness varies which could relate to their vastness. 

Thirteen studies examining the evidence are discussed in this section (see Appendix 2 for a 

summary of the studies).  
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Table 2.3. Summary of Workplace Health Promotion Benefits. 

Employer Worker 

Well-managed health & safety  Safe & healthy work environment 

Positive and caring image Enhanced self-esteem 

Improved staff morale Reduced stress 

Reduced staff turnover Improved morale 

Reduced absenteeism Increased job satisfaction 

Increased productivity Increased skills for health protection 

Reduced health care/insurance costs Improved health 

Reduced risk of fines & litigation Improved sense of well-being 

 

A systematic review of 74 (systematic) reviews focusing on the effectiveness of WHPs 

(including CBT, mindfulness sessions and sit-stand desks) for the prevention of MSK and 

psychological conditions and for older workers, found that the scientific evidence was too 

limited to recommend specific interventions (Pieper et al., 2019). However, moderate 

evidence for the positive effects of CBT and stress management on stress, and for 

ergonomic interventions on MSK pain were reported. Other reviews found moderate 

evidence for WHPs reducing workers absence and enhancing workability, with psychological 

and education programmes having little impact on absence or wellbeing (Kuoppala et al., 

2008). However, the findings of a randomised controlled trial, assessing the effects of a 

mental health first aid training (MHFA) programme for 89 line managers, suggests that 

enhancing managers’ knowledge and understanding helps improve mental health support for 

workers (Moffitt et al., 2014). While research suggests MHFA cannot be relied on for 

managing workplace mental health (Morgan et al., 2018), this infers that WHPs promoting 

managers’ awareness could benefit workers with mental health LTCs. 

 

Building and maintaining general health is important for people with LTCs. Many employers 

make efforts to encourage workers to maintain general physical and mental health including 

sleep, diet and exercise. Regarding physical health, the literature suggests WHPs have 

moderate effects although findings are diverse and not specific to LTCs. One systematic 

review of 58 studies of WHP physical activity interventions (including counselling and 

information support) reported inconclusive evidence for the efficaciousness of programmes, 

although significant increases in people’s physical activity against controls were observed in 

32 of the studies (Malik et al., 2014). A study of a different intervention, a workplace 
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coaching programme targeted at enhancing sleep, reported improved worker wellbeing and 

self-care (Röttger et al., 2017). Furthermore, while the evidence base is small, the findings of 

a literature review of coaching studies for Dutch workers with chronic diseases suggests 

education focused coaching interventions can promote self-management (Lindner et al., 

2003). 

 

Nonetheless, WHPs are voluntary and mostly with low participation rates (Goetzel & 

Ozminkowski, 2008; Linnan et al., 2001). People are not mandated to participate in WHPs 

so workers with LTCs need to possess a personal belief and motivation that participating in a 

programme is good for them. Therefore, WHPs need to be clear about how they meet the 

needs of workers with LTCs (Hassard et al., 2012). This is challenging when workers might 

already be affected by an LTC and conceivably might not see the value of taking part. 

Despite some evidence for CBT programmes, the reviewed studies are not persuasive for 

WHPs as a LTC self-management support. This could be because workers with LTCs were 

not the specific focus meaning WHPs effects on self-management cannot be ascertained.  

 

2.2.3 Employee Assistance Programmes 

Employee assistance programmes (EAPs) started out to change workers alcohol and health 

behaviours but evolved in complexity (Levy Merrick et al., 2007). Tertiary interventions are 

concerned with workers experiencing challenges to their wellbeing (Leka & Houdmont, 

2010). Employee assistance programmes intend to help workers identify and resolve issues 

both in and out of work. Typical services include confidential telephone helplines, 

counselling, financial advice and online information. A review of the evidence for EAPs is 

discussed in this section (see Appendix 3 for a summary of the 9 studies reviewed). 

 

Employee assistance programmes are one of the most common workplace wellbeing 

interventions in the UK. Estimates suggest over 13 million workers have access to one, 

representing 47% of the UK working population (Employee Assistance Programme 

Association, 2013). In a recent study of 162 employers, 77% indicated EAPs are used to 

support workers with LTCs (Healthshield, 2018). Currently, EAPs form part of many 

employer wellbeing strategies (Bajorek, 2016) and while provision has trebled in a decade 

(Mellor-Clark et al., 2013), they are not available to all workers. 

 

Employers, managers and OH typically signpost workers to EAPs through workplace 

communications, or in response to a perceived need (e.g., during a return to work process). 

Most workers can also self-refer. Despite their confidentiality and popularity with employers 
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(Joseph & Walker, 2017) usage rates are low and evidence suggests 2.5 to 16 percent of 

workers (regardless of LTC status) use EAPs where available (Bajorek, 2016). Although low 

usage could be due to stigma or confidentiality concerns (UK Employee Assistance 

Professionals Association, 2016), this raises questions about EAPs usefulness, 

communication and value to workers with LTCs.  

 

The evidence for EAPs effectiveness and cost value is mixed (Arthur, 2000). A systematic 

review of 17 studies found that programme usage enhanced presenteeism and productivity 

(Joseph et al., 2014). Other evidence suggests users experience greater reductions in 

absence (Nunes et al., 2018) with counselling services having a generally positive effect on 

people’s psychological wellbeing and absence (McLeod, 2010). However, a review by Rick 

et al (2012) found no evidence EAPs were more effective than no intervention, and Arthur 

(2002) suggested that whilst EAPs could provide some mental health support, they cannot 

be relied on to counter stressful working conditions. Overall, the evidence for EAPs is weak.  

 

Research suggests robust campaigns advertising EAPs are likely to promote workers’ 

programme utilisation (Azzone et al., 2009). Workers with LTCs who are familiar with an 

EAP are perhaps more likely to use one. However, whilst it is not suggested EAPs have 

harmful effects, they are not clearly positioned as support for workers with LTCs. If 

programmes were better defined, targeted and communicated they could be an important 

support and help guide workers with LTCs to take pro-active action. Programmes might also 

unveil missed problems. In one study, 86.6 percent of workers who self-referred for EAP 

stress counselling were likely to be suffering serious mental health problems (Arthur, 2000). 

Given that people with LTCs are at greater risk of mental health problems EAPs could 

therefore prove invaluable.  

 

To a large extent, modifications, WHPs and EAPs are interventions employers offer. These 

might encourage employers proactivity about workplace health but in contrast, workers 

(including those with LTCs) might adopt inactive, consumptive and disempowered positions. 

Although employers should remain engaged in promoting general health, the evidence is 

modest for WHPs and weak for EAPs with little (if any) evidence for their effects on workers 

LTC self-management. Whereas work modifications stand out as a workplace support 

measure that could enable workers agency to self-manage.  

 

There seems to be an opportunity for improved forms of workplace support for workers with 

LTCs. Overall, the evidence reviewed suggests that the effects of workplace interventions 

are mixed, with some systematic reviews showing a positive impact (Clayton et al., 2012; 
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Joseph et al., 2014; Kuoppala et al., 2008; Malik et al., 2014; McLeod, 2010) and others not 

(Davies, 2015; Hill, 2007; Rick, 2012) for the same type of intervention. The evidence 

suggests that interventions targeted at individual’s motivations, self-beliefs and confidence 

work best. These concepts also determine people’s LTC self-management (Bandura, 1997). 

 

2.3 THEORETICAL AND CONCEPTUAL BACKGROUND 

In the literature an agreed definition of self-management is lacking. A recent concept 

analysis of self-management for LTCs reported ‘considerable ambiguity regarding the 

conceptô suggesting confusion and a need for clarity (Van de Velde et al., 2019, p 10).  For 

this reason and in order to aid our understanding, this project’s theoretical and conceptual 

background and overarching framework of reference is now clarified and presented. Firstly, 

self-management definitions and concepts are provided. Secondly, self-efficacy and patient 

activation are introduced and discussed. Finally, the project’s psychosocial conceptual 

framework is outlined. 

 

2.3.1 Self-Management Definitions and Concepts 

Generally, self-management refers to the things people do to take care of an LTC 

themselves to minimise adverse effects and enable coping (Lorig et al., 1993). In reality, 

people self-manage LTCs away from healthcare most of the time and during everyday life. 

Despite studies deliberating definitions (Ellis et al., 2017; Jones et al., 2011), self-

management can be broadly considered as a form of empowerment (Raven, 2015) and a 

health behaviour strategy that is influenced by a person’s belief in their ability to manage an 

LTC (Schopp et al., 2017). 

 

Self-Management and Empowerment. 

Specifically, self-management is the actions people take themselves for an LTC. These 

include medical, role and emotional actions and behaviours such as taking medication, 

managing stress and emotions (Corbin & Strauss, 1988; Lorig et al., 2001; Lorig & Holman, 

2003). According to Lorig and Holman (2003), self-managing involves a series of processes 

including problem solving, taking action and enhancing self-efficacy. Overall, self-

management is concerned with how people care for and adapt to an LTC (Corben & Rosen, 

2003; Lorig & Holman, 2003). One way of minimising the work effects of an LTC might be by 

worker’s self-managing. In this project, self-management is conceptualised in the following 

way: 
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Self-management is a term used to describe the actions taken by a person with an LTC to 

recognise, treat and manage their own health (e.g., taking medication or managing stress). 

Self-management is important because research suggests it can be effective. Whilst this is 

perhaps more obvious for some conditions (e.g., insulin-controlled diabetes), LTCs  are 

affected by the behaviours and actions people take. Evi d e n ce  su gge sts th a t p eople who are 

more activated and confident to self-manage (physical and mental health LTCs) report less 

healthcare utilisation. In an intervention study of arthritis patients, those more actively self-

managing after the intervention reported greater LTC control, better health behaviours and 

health status (Barker et al., 2018; Barlow, 2002). Although most self-management research 

focuses on healthcare rather than work contexts, it can be reasonably expected that people 

with LTCs will need to self-manage at work at some point (Gallant, 2003; Shaw et al., 2014). 

However, healthcare providers (including GPs) might not be familiar with self-management 

strategies to prevent work disability (Johnston et al., 2013), meaning conversations about 

work support are not started because providers concern themselves with supporting health 

rather than work (Bartys et al., 2019; Cohen et al., 2009). Therefore, the workplace could 

provide support that healthcare does not. Empowering workers’ self-management via 

workplace support could beneficially affect people’s health and potentially work. The 

question remains whether it does. 

 

Paternalistic healthcare models treated patients as passive recipients of care (Barlow et al., 

2002). Models have now shifted (at least in principle) to ones of empowerment. These 

engage people in their own healthcare and focus on people’s abilities to manage LTCs 

themselves. In this context, empowerment is key and an enabling process in which people’s 

control, confidence (self-efficacy) and coping is enhanced (Small et al., 2013). Empowered 

patients are central to the UK’s Chronic Care Model (Jones, 2015) which proposes that 

supporting self-responsibility is preferable to health providers retaining people’s health 

responsibilities (Funnell & Anderson, 2004). Moreover, putting people at the centre of their 

care and empowering them to self-manage could enhance people’s confidence, wellbeing 

and QoL (Coulter et al., 2013; Tol et al., 2015). Yet, how this takes place at work is unclear. 

 

Self-management infers people are in control of an LTC. This is not always possible and 

could mean people are unprepared to cope (Panagioti et al., 2014). Rodham (2018) argued 

that people struggle to self-manage outside of structured healthcare support programmes, 

with the focus on the individual underplaying key contextual influences such as family 

(interestingly the workplace was not mentioned). Self-management takes time and effort. Its 

benefits are not always evident. In turn, a person’s motivation to self-manage could be 
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affected. Furthermore and at work, people might not be able to find the time to make the 

effort to self-manage due to work demands or permission. 

 

Nevertheless, self-management is accepted as essential to LTC care and forms an integral 

part of the NHS’s Long-term Plan (NHS England, 2019). In fact, many LTCs are inherently 

and only self-manageable. It is also accepted that LTC self-management is underpinned by 

skills and beliefs including problem-solving, decision-making, resource utilisation, 

healthcare/patient partnerships and confidence (Lorig et al., 1993). Many of these attributes 

could be acquired, maintained, reinforced and enhanced with workplace support. 

 

Self-Management Support. 

As highlighted, LTCs are managed in the context of people’s everyday lives and either with 

or without access to healthcare, family, social support and work (De Iongh et al., 2015). In a 

study of LTC self-management and social networks, Vassilev et al (2013) highlighted 

features of illness management that lay outside of individuals control, and where others 

contribute to a conditions’ management (e.g., people helping with everyday jobs). Plentiful 

evidence suggests that social support including having people to turn to, positively affects 

people’s health (Gallant, 2003; Lorig et al., 1993), wellbeing, QoL and protects against stress 

by modifying people’s appraisals and responses. In a large prospective study of 4,724 Dutch 

men and women, negative social support experiences including a lack of understanding, 

related to poor general physical activity, smoking and self-perceived health (Croezen et al., 

2012). Moreover, workplace support from colleagues, OH and managers to assess and deal 

with work problems, is suggested to affect the workability of people with LTCs including 

diabetes, arthritis, hearing loss and cancer (Détaille et al., 2003; Taskila et al., 2006). 

 

Self-management support is a related but somewhat different concept to social support and 

is conceptualised as the help provided to someone managing an LTC. Thus it is a 

collaborative activity between a person and those providing support (Jones et al., 2011). 

Although this collaboration has social elements, traditionally self-management support 

involves practical, psychosocial and structured programme support. This includes disease 

management skills workshops, problem solving and goal planning from healthcare providers 

and other lay leaders.  

 

The Chronic Disease Self-management Programme (CDSMP) (and adapted UK version 

entitled the Expert Patients programme (EPP)) are examples of skills workshops delivered 

by lay leaders (Allegrante et al., 2018; Department of Health, 2001). The CDSMP, developed 

from two decades of Stanford University research, is an education programme for people 
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with long-term health problems and is well disseminated (mostly in the US). The programme 

is concerned with increasing people’s confidence, physical and mental wellbeing, knowledge 

of LTC management and motivation to deal with challenges. It is delivered to groups of 10-

16 and weekly over a six week period by trainers with LTCs themselves. It is made up of 

interactive sessions focused on problem solving, decision making and action planning 

(Centers for Disease Prevention and Control, 2019) and is shown to improve the health 

behaviours, self-management and self-efficacy of people with various LTCs including 

arthritis and cancer (Brady et al., 2011; Salvatore et al., 2015). However, the programme is 

not yet embedded in work settings. Although self-management support overlaps with 

broader social support concepts including emotional, tangible, informational and appraisal 

support (Schwarzer & Leppin, 1988), this highlights a gap for employers’ support. 

 

Successful LTC self-management is underpinned by support. Self-managing without 

adequate support can lead to psychosocial and practical problems (Heinrichs et al., 2018; 

Varekamp & van Dijk, 2010). In particular, workplace support is crucial for effective LTC self-

management in order for workers to meet their physical, social and psychological needs 

(Gallant, 2003; Shaw et al., 2014). Studies have found work support to improve attitudes 

toward self-managing an LTC (Detaille et al., 2013), and improve perceptions about being 

able to work and job retention (Beatty & McGonagle, 2016; Haafkens et al., 2011). In work 

support might involve supportive supervision, emotional support including understanding, 

and practical or intrumental support (e.g., modifications to working hours; Munir et al., 

2009a; Reidy et al., 2016).  

 

Self-management support has traditionally been viewed from a clinical perspective as ‘the 

assistance caregivers give patients with a chronic disease in order to encourage daily 

decisions that improve health-related behaviours and clinical outcomesô (Bodenheimer et al., 

2005, p. 4), and broadly defined as ‘increasing the capacity, confidence and efficacy of the 

individual for self-management,’ (Kennedy et al., 2013, p. 2). This focus on care givers and 

healthcare fails to account for workplace support. Therefore, taking account of the literature, 

this project’s work context and to account for interactions outside of healthcare settings, self-

management support is conceptualised in the following way (Bodenheimer et al., 2005; 

Corbin & Strauss, 1988; Gallant, 2003): 

Any form of care and encouragement provided to help (or intended to help) workers with 

LTCs self-manage and engage with healthy behaviours (e.g., by providing information). 
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Receiving support can enable better self-management (Gallant, 2003), better confidence 

(self-efficacy) (Barlow et al., 2002; Kennedy et al., 2007; Vassilev et al., 2014) and better 

health and work outcomes (Redman, 2005; Schopp et al., 2017). A PRISMS (Practical 

Systematic Review of Self-management Support) for LTCs including depression, lower back 

pain, diabetes and neurological conditions found that support helps minimise symptoms, 

prevent or delay worsening, aid recovery from relapses and acute episodes (Taylor et al., 

2014). Moreover, support can lead to improved self-confidence in self-management skills, 

resilience in dealing with set-backs and better regulation of emotions which in turn, can 

improve overall QoL (Barlow et al., 2002). However, not everyone is effectively supported to 

self-manage, including by healthcare providers (Bodenheimer et al., 2002; Corben & Rosen, 

2003; Hibbard & Gilburt, 2014; McBain et al., 2018; McCabe et al., 2018). Furthermore, in a 

qualitative study of people with diabetes, arthritis and heart disease, family support could 

undermine people’s dietary self-management and coping (Gallant et al., 2007). So, the right 

type of support is important including at work. 

 

Whilst support can alleviate problems, little is known about the support workers with LTCs 

value from worker, employer and workplace perspectives (Foster et al., 2015b; Shaw et al., 

2012; Varekamp & van Dijk, 2010; Vornholt et al., 2018). Furthermore, little is known about 

how work affects workers’ self-management (Gallant, 2003). One problem is that workers 

with LTCs are embedded as patients in broader health and self-management support 

models. These models map support by healthcare services, organisational, clinical and 

commissioning processes (Coulter et al., 2013; Kennedy et al., 2014). A limitation of this 

approach is the exclusion of work and employers. This is pertinent given that healthcare 

providers are not always engaged with supporting self-management (McBain et al., 2018), 

and patients might spend more time in their employers care than in theirs. Nonetheless, 

employers’ views concerning LTC self-management support are unknown. 

 

2.3.2 Self-Efficacy and Patient Activation 

To understand workers’ LTC self-management support needs it is important to appreciate 

people’s self-management confidence. To understand workers’ confidence, this project 

draws on the Social Cognitive Theory (SCT), self-efficacy theory (Bandura, 1997; Bandura, 

2002) and on the Patient Activation concept (Hibbard & Gilburt, 2014; Hibbard et al., 2004).  

 

Self-efficacy is a good indicator of a person’s motivation (i.e., activation and confidence) and 

maintenance of behaviour, to self-manage (Walker, 2001). Self-efficacy has been associated 

with people’s persistency in dealing with obstacles due to cancer (Foster & Fenlon, 2011), 

and considerable evidence shows that self-efficacy underpins LTC self-management 
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behaviour for other LTCs including diabetes, asthma and heart disease (Foster et al., 2015b; 

Munir et al., 2009a; Schopp et al., 2014; Smith et al., 2015; Taylor et al., 2014; Weijman et 

al., 2005b). Moreover, self-efficacy to self-manage an LTC relates to better workability 

(Hjärtström et al., 2018), job satisfaction (Siu et al., 2013), is amendable to employer support 

(Gallant, 2003; Munir et al, 2009a) and can positively influence the decisions people make 

about self-managing such as deciding to disclose an LTC at work (Brouwers et al., 2019). 

Other studies relate low self-efficacy to poorer self-management, poorer health behaviours 

(Tharek et al., 2018), QoL (Motl & Snook, 2008) and wellbeing outcomes (Peters et al., 

2019; Foster et al., 2015a). 

 

In SCT, personal, behavioural and environmental features interact to determine a person’s 

motivation to self-manage an LTC. One pivotal feature of the theory and relevantly to this 

project is people’s perceived ‘self-efficacy’. Self-efficacy is concerned with motivation and 

reflects a person’s judgment and confidence in their ability to control their behaviour 

(Bandura, 1997). Self-efficacy is defined as: 

 

óBeliefs in oneôs capabilities to organise and execute the courses of action required to 

produce given attainmentsô (Bandura, 1997, p. 3). 

 

According to Bandura (2002), along with outcome expectations (the perceived 

consequences of a behaviour) self-efficacy beliefs influence people’s behaviour in cognitive, 

affective, motivational and decisional ways. People with perceived self-efficacy are 

knowledgeable and skilled and believe in their capabilities for control. They have coping 

strategies to potentially lessen an LTCs effects, disability and enhance wellbeing whereas 

people who believe they are unable to affect LTC outcomes are not motivated to try to 

(Bandura, 1997). Self-efficacy beliefs are regarded as predictors of empowerment (Belil et 

al., 2018). Workers who perceive they are self-efficacious are likely to feel capable of 

undertaking self-management behaviours at work, remain optimistic when challenged and 

find ways to self-manage to minimise work limitations (Siu et al., 2013). However, we know 

very little about workers self-efficacy to self-manage an LTC at work. 

 

For Bandura (1997), self-efficacy is formed by an interaction of four information sources in a 

complex process of cognitive self-persuasion including: 

 

1. Mastery experience such as learning from prior experience and successful outcomes 

that encourage further action and capability, or failing and losing confidence; 
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2. Verbal persuasion such as strengthening self-beliefs by receiving positive feedback 

from others and being told of capability; 

3. Vicarious experience such as comparing personal capabilities to other people’s 

successes and being motivated to believe in ourselves; 

4. Emotional arousal such as reading and responding to emotional and physical cues 

affecting our behaviour, including being stressed and fearful of a Dr’s visit. 

 

Theory suggests that enhancing workers perceived self-efficacy will improve their LTC self-

management (Schopp et al., 2014). This is why self-management support interventions are 

mainly concerned with self-efficacy improvements (Lorig et al., 1993). If increased self-

efficacy is underpinned by behaviour change workplace support targeting these four sources 

could be beneficial.  

 

Patient Activation 

Similarly, patient activation is concerned with people’s self-management confidence (self-

efficacy) and capability (knowledge and skills) but goes beyond specific behaviours to 

measure people’s wider engagement to self-manage. Therefore, the 13-item Patient 

Activation Measure (PAM®) measures self-efficacy but also readiness-to-change 

components including the extent to which a person is both interested and motivated to 

change to self-manage (Hibbard & Gilburt, 2014). Participants are given a score between 0-

100 indicating their concept of themselves as an active self-manager together with a level 

between 1 (not engaged) and 4 (actively engaged), which can be used to target support. 

Level 1 suggests a person needs support in acquiring skills and getting started with self-

managing an LTC. Whereas level 4 indicates support to maintain self-management 

behaviours, especially when under stress, could be beneficial (see Study 1 in Chapter 4, 

Section 4.3, p. 68 for a detailed description of the measure) (Hibbard & Gilburt, 2014). 

 

Similar to self-efficacy, higher activation relates to better self-management, better health 

behaviours and is amendable to change (Hibbard & Gilburt, 2014; Hibbard et al., 2004). This 

relationship is demonstrated in various LTCs. A UK study assessing patients’ activation in 

primary care settings and in relation to depressive symptoms, associated low activation 

scores with increased symptoms and poorer QoL (Magnezi et al., 2014). A descriptive study 

of US patients with the cardiovascular condition atrial fibrillation related higher activation to 

better health status (McCabe et al., 2018). A mixed methods study of people with the mental 

health condition schizophrenia found that those more activated were more accepting of their 

LTC including its need to be managed (Salyers et al., 2013). Moreover in a rare workplace 

study of a working population, higher activation related to better job performance (Harvey et 



Chapter 2                               Literature Review, Workplace LTC Self-Management Support                             

 35 

Knowledge 

Mastery experiences 

Verbal persuasion 

Vicarious experience 

Emotional arousal 

Readiness 

Self-management Skills 

Confidence 

Activation 

Self-efficacy 

Empowerment 

al., 2009). However, this was the only workplace study identified to use the activation 

measure and there are no studies using it to explore the LTC self-management support 

needs of UK workers, meaning an insight into their activation profile is unavailable.  

 

To provide an overall picture of the mechanisms of workers’ self-management confidence 

that is of interest to this project, a framework was designed incorporating Bandura’s sources 

of self-efficacy and activation components. This is shown in Figure 2.1.  

 
 
 

 

 

 

 

 

 

 

 
 
FIGURE 2.1. Self-Management Confidence Framework. 
 

In summary, examining people’s confidence via self-efficacy and patient activation could 

help enhance our knowledge and understanding of workers’ LTC self-management, and 

gaps in support. Using the concepts to explore characteristics of workers’ LTC self-

management at work is potentially valuable to employer discussions about workers’ support 

needs. This could inform future workplace support interventions. Furthermore, a 

psychosocial framework could help us understand the research gaps and make sense of the 

linkages between these concepts. The next section outlines the project’s psychosocial 

framework which forms its conceptual background.   

 

2.3.3 Psychosocial Conceptual Framework 

Psychosocial approaches bring together wellbeing aspects to explain health behaviour. 

Health is conceptualised as an interaction between three domains: 1) biological; 2) 

psychological; and 3) social (Lunt et al., 2007). After a review of the literature, a 

psychosocial approach was taken to understand and assimilate the potential complexities of 

workers’ LTC self-management (Kendall et al., 2009; Lunt et al., 2007). Taking a 

psychosocial approach is useful and enables the exploration of self-management confidence 

concepts in a work context (de Vries et al., 2012) including social features (e.g., job aspects 
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and attibuted responsibilities). Moreover, as LTCs can be viewed as ongoing stressors 

(Heijmans et al., 2004) the framework is influenced by stress theories. These broadly 

suggest that coping is an outcome to a balance of demands and resources (including control 

and support), affected by people’s appraisal of situations and abilities (Bakker & Demerouti, 

2007; Johnson & Hall, 1988; Karasek, 1979; Lazarus & Folkman, 1984) and are discussed 

first. 

 

Stress Theory. 

The demands-control-support model (ISO-strain) (Johnson & Hall, 1988) proposes that job 

demands induce strain, depending on worker’s autonomy (control) and support (which can 

have a moderating effect). This can be applied to LTC self-management. Research suggests 

that poor support and control over job tasks at work (Karasek, 1979) relate to workers poorly 

self-managing asthma symptoms (Heinrichs et al., 2018). Perceiving low control because of 

a belief you cannot positively affect an LTC (Hibbard & Gilburt, 2014) due to lacking self-

control (Bosma et al., 2019), such as not being supported to manage symptoms at work, 

could undermine workers’ self-management confidence. Whereas according to SCT and 

stress theories, support can enhance self-management confidence (Bandura, 1997) such as 

receiving manager support for LTC tasks (Bandura, 1997; Gallant, 2003; Munir et al., 2009a) 

and moderate strain. In a study of workers with LTCs, increased job control buffered the 

effects of lost productivity for workers with reduced workability (Van Den Berg et al., 2011).  

 

Unbalanced demands and resources might also affect workers’ work engagement. 

Xanthopoulou et al (2009) suggested that job resources (i.e., physical, social and 

organisational aspects that help workers achieve goals) initiate people’s work engagement 

and performance. As perceiving inadequate resources can lead to stress, low energy and 

undermine coping, disengaged workers lacking the vigour and energy of being work 

engaged (Schaufeli & Bakker, 2004), could then be less motivated to self-manage an LTC at 

work. However, there is a gap in research examining work engagement and LTC self-

management.  

 

Conceptualising LTC self-management as an outcome of combined (bio)psychosocial 

features including demands, control and support (DCS) (Johnson & Hall, 1988) helps 

envisage the interactions and workers’ support needs. Figure 2.2 captures these features. 
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FIGURE 2.2. Representation of the Project’s (Bio)psychosocial Features. 

The Psychosocial Flags Framework. 

To apply this approach and focus on modifiable risk factors (rather than clinical LTC ‘bio’ 

features) the Psychosocial Flags Framework (Kendall et al., 2009; Lunt et al., 2007) is a 

useful framework of reference. Coloured flags highlight features that workers with LTCs are 

struggling with and could help facilitate support to overcome them. The three Flags are 

yellow, blue and black. Their features and related factors are presented in Table 2.4. Yellow 

flags relate to individual thoughts, feelings and behaviours (e.g., confidence). Blue flags 

relate to the worker and work context (e.g., manager support) and overlap with black flags, 

which relate to things outside of workers direct control such as workplace policies.  

 

In a study of a psychosocial intervention to reduce workers absence for upper and lower limb 

disorders, McCluskey et al (2006) highlighted the Flags usefulness. In another study, Flags 

helped identify prevalent psychosocial obstacles for workers with shoulder and elbow injuries  

(Razmjou et al., 2018). Whilst much research using the Flags focuses on MSK problems 

there is no reason to think the approach is not useful for other LTCs (Waddell & Burton, 

2004). Certainly, a qualitative study used the Flags to identify and conceptualise workplace 

difficulties for workers with a range of health problems including MSK and mental health 

problems (Buck et al., 2011). No study to date has examined workers LTC self-management 

support needs using the model. As the model accounts for multiple interactions (Buck et al., 

2011) it is a useful frame of reference to this project and allows for a combination of features. 
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Table 2.4. Psychosocial Flags, Context and Description. 

Flag Context Description 

Yellow Individual. Psychological, emotional and LTC factors including 

thoughts, feelings and behaviours. 

Blue Worker and workplace.  Work factors, perceptions and beliefs about work. 

Black Environmental, occupational 

and social.  

Workplace, industry features and societal influences. 

 

2.4 WORKPLACE SELF-MANAGEMENT STUDIES 

Overall, a review of the evidence suggests that workplace LTC self-management 

support is not embedded in work settings. The research is scant and emerging 

slowly. Studies seem to fall into one of two camps. One is concerned with 

randomised controlled trials of work adapted LTC self-management support 

interventions, mainly based on the CDSMP. The other with features of workplace 

disability approaches including return to work programmes and fewer with LTC and 

disease management. Consequently, not all studies specifically feature LTCs or self-

management despite the greater focus on patient responsibility, potential employer 

benefits and reduced healthcare costs (Caloyeras et al., 2014; Grady & Gough, 

2014). No systematic reviews of workplace LTC self-management support studies 

emerged. Taking this complexity into account this section concerns itself with the 

evidence from 21 studies that broadly feature work, LTC self-management and 

support aspects (summarised in Table 2.5).  

 

As previously mentioned, support can promote people’s self-efficacy and activation to 

self-manage an LTC. Overall, the evidence suggests that self-management support 

is a complex intervention that is broadly beneficial. Taylor et al’s (2014) PRISMS 

review highlighted beneficial components of support including education, strategies 

for adjusting to an LTC, practical support for daily activities and social support. An 

earlier review (of over 550 studies of self-management approaches and interventions 

for various LTCs) revealed that self-efficacy, active goal setting, decision making, 

opportunities to learn and feedback, help monitoring and managing symptoms, 

problem solving and behaviour change approaches were important (de Silva, 2011). 

Neither review focused on workplace support. So what should make up workplace 

self-management support? 

 

A limitation of the evidence is that the influence of support on LTC self-management 

is mostly examined from patient and personal perspectives (Dube et al., 2017; Taylor 



Chapter 2                               Literature Review, Workplace LTC Self-Management Support                             

 39 

et al., 2014). Most studies examine LTC self-management support outside of work 

and in primary care settings, or focus on return to work rather than support for people 

at work (Dineen-Griffin et al., 2019; Dwarswaard et al., 2016a; Gallant, 2003; Wynne-

Jones et al., 2014). Perhaps this is because work is not viewed as significant for 

people with LTCs or due to organisational needs to reduce the disruption caused by 

absence. Or perhaps health is considered a personal or healthcare issue more than 

a work concern.  

 

A recent Public Health England evidence review suggests work conversations are 

not a routine part of healthcare practices (Bartys et al., 2019). Either way, few studies 

focus on workers’ solutions to working with an LTC (Vooijs et al., 2017). As little 

research focuses on work settings and worker perspectives (Munir et al., 2005b), the 

leading components of workplace self-management support remain unclear. It has 

long been recommended that LTC self-management is integrated into workplaces 

(Glasgow et al., 2008), but Smith et al (2018) recently re-highlighted how little is 

known about the best way to do so. A close look at the literature reveals a gap for 

workplace LTC self-management studies to uncover workers’ support needs. It would 

be more useful for studies to focus on work and to account for worker and employer 

perspectives.  

 

There are very few workplace LTC self-management support intervention studies 

done. The literature provides some information about what workplace LTC self-

management works. Those that exist and informed by the CDSMP report several 

promising results suggesting this type of workplace support is beneficial. Four studies 

were influenced by the CDSMP (Detaille et al., 2013; Hutting et al., 2015; Schopp et 

al., 2017; Smith et al., 2018). A study of an adapted version of the CDSMP for a US 

workplace (Schopp et al., 2017) assessed if participation increased workers’ self-

efficacy, general health behaviours and health status. Whilst not all participants had 

LTCs, improved health behaviours and self-efficacy after the intervention were 

reported. This aligns with other research suggesting worksite versions of the CDSMP 

improve the health behaviours of workers with LTCs. In a different study of an 

adapted programme for workers with somatic disease including diabetes and 

arthritis, workers’ attitudes towards self-managing improved (Detaille et al., 2013). 

Moreover, a recent review of the effectiveness of a worksite CDSMP for workers with 

various LTCs reported improved dietary habits and healthcare communications with 

reduced mental work limitations (Smith et al., 2018).  
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Other evidence suggests that different support could be beneficial. One study (based on the 

CDSMP) examined the effectiveness of a six session programme and e-health module to 

reduce the work limitations of workers with non-specific MSK complaints of the arm, neck 

and shoulder (Hutting et al., 2015). No significant between group improvements in attitudes 

towards self-managing or work capacity were shown. Yet, improvements in attendees 

perceived disability during work (which contributed to better workplace self-management) 

were revealed and in a later qualitative analysis of workers’ experiences of the programme, 

improved LTC awareness with evidence of positive health behaviour change were reported 

(Hutting et al., 2017). Although it is recognised that not all principles of self-management 

programmes can be usefully implemented in workplace programmes (Shaw et al., 2012), 

Hutting et al (2019) pointed out that studies consistently highlight active approaches 

including practical support, education, social support, feedback, psychological training and 

self-monitoring as important.  

 

However, the number of interventions promoting workers LTC self-management is still low 

(Smith et al., 2015). None of the studies featured the UK’s EPP or UK workers and the 

programmes content differed, making comparisons problematic. This limits our 

understanding of worker’s self-management support needs and the question of the 

effectiveness of CDSMP or EPP interventions in UK workplaces remains to be addressed. 

 

Observational studies will now be discussed. Although studies are few, the evidence 

suggests that workers’ success at self-managing an LTC is subject to an interplay of 

personal and work factors. The qualitative findings suggest that disclosure, practical 

information and social support promote workers’ self-control, which could affect people’s 

LTC self-management (Bosma et al., 2020a) together with control over job tasks, receiving 

support (Heinrichs et al., 2019), flexibility and leeway (Tveito et al., 2010). Other studies 

highlight the importance of people’s own beliefs and attitudes in managing health problems 

(Hill, 2007). Whereas the findings of a study concerning the influence of work on asthma 

self-management, suggest that LTC self-management is affected by the overall balance of 

workers’ perceived control and support (Heinrichs et al., 2018).   

 

In a series of studies, Munir et al (2005b, 2007, 2009a, 2009b) examined different facets of 

workplace LTC self-management and support. In one study, managers’ support was directly 

related to workers’ self-efficacy to self-manage medication and symptoms of MSK pain, 

arthritis and rheumatism, asthma, depression and anxiety, heart disease and diabetes 

(Munir et al., 2009a). In an earlier study, workers were suggested to be more likely to 

disclose an LTC (telling someone about a condition in a conversation) where there was a 
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greater need for self-management support at work, including due to condition severity (Munir 

et al., 2005b). Disclosure is important for self-management because it can enable access to 

practical (e.g., modifications), emotional, psychological and social support (de Vries et al., 

2016; Serovich, 2001), and could help people cope with an LTC by alerting employers to a 

support need. However, neither study explored workers’ self-management support needs 

specifically or working conditions. A later study suggested employers should support 

workers’ general wellbeing to help people overcome LTC related work limitations (Munir et 

al., 2007) but again, self-management support was not the focus. Another study highlighted 

a need for tailored self-management support accounting for age and work contexts (due to 

differences between older and younger workers management of diet and exercise; Munir et 

al., 2009b) suggesting further complexities. 

 

One outstanding feature is that of manager support. Support has long been known to directly 

and indirectly affect health (Cohen & Wills, 1985). Munir et al’s (2009a) study of employer 

support for LTC self-management found that line manager support directly related to 

workers’ management of symptoms and medication, suggesting that manager support 

promotes workers’ self-efficacy to self-manage. Certainly, qualitative findings suggest that 

poor manager support has adverse health effects. In two separate studies, poor manager 

support hindered workers avoidance of triggers for their asthma (Heinrichs et al., 2019) and 

prevented workers with diabetes self-managing properly (Ruston et al., 2013). Although one 

study found that support is not always important this could be evidence of a healthy worker 

effect, where older and sicker people are out of work, thus were excluded from the analysis 

(Buckley et al., 2015; Saunders et al., 2018; Thygesen et al., 2011). Studies concerned with 

work retention and workplace disability (rather than self-management) also highlight the 

importance of manager support for the functioning of workers with LTCs (Abma et al., 2013; 

Varekamp et al., 2013). As workplace LTC self-management support is poorly understood, 

manager support warrants further investigation.  

 

The evidence suggests that workplace LTC self-management support could help workers 

overcome the limitations an LTC imposes and interventions based on the CDSMP could be 

effective. Yet the evidence base for workplace LTC self-management support is not 

substantial. This review suggests that personal and work factors including self-efficacy, 

disclosure, control and support, flexibility, leeway and modifications influence workplace LTC 

self-management. Nonetheless, a clear picture of workers’ LTC self-management and the 

sufficiency of existing workplace support is not available. Moreover, studies’ predominant 

focus on diabetes, MSK and respiratory LTCs (particularly arthritis and asthma) overlooks 

other work relevant LTCs (e.g., mental health). This makes it difficult for employers to know 
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what support to provide as our understanding of the outcomes people with different LTCs 

value is limited (Foster et al., 2015b). This prompts a need to better understand what support 

works by understanding workers’ needs. In sum, further work needs to be done to 

understand workers’ LTC self-management to establish the support they value. 
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Table 2.5. Summary of Workplace Studies Featuring Aspects of LTC Self-Management. 

Author (year) Aim Design Sample (n) LTC (n) Findings 

Bosma et al 

(2019).  

Profile elements of self-control 

(for work participation) to gain 

insight to its exertion, from the 

perspective of workers with a 

chronic condition. 

Synthesis and 

thematic 

analysis of 

qualitative 

studies. 

17 studies. Various including 

diabetes, multiple 

sclerosis and 

rheumatoid arthritis. 

Four aspects of self-control were important: 

disclosure, having a healthy balance, work 

modifications and management of symptoms and 

limitations. 

Bosma et al 

(2020a). 

Explore the lived experiences 

of workers with chronic 

conditions and identify barriers, 

facilitators and support needs 

for staying at work. 

Focus group 

study. 

n = 30 

employed/self-

employed workers 

with LTCs. 

Metabolic, lung, MSK, 

neurological, digestive 

or combination. 

Disclosure, practical information, social and 

employer support were important. Manager and 

colleague knowledge, lack of focus on work during 

treatment, dissatisfaction with OH and absence of 

support for self-employed workers were barriers. 

Support should be available to all and tailored. 

Detaille et al 

(2013). 

Investigate the effect of a self-

management programme 

(adapted CDSMP) for workers 

with chronic disease. 

Randomised 

controlled trial 

(RCT). 

n = 47 usual care 

and n = 57 

intervention group. 

Somatic disease e.g., 

arthritis, diabetes. 

Older, female and low educated people benefited 

most. Attitudes (enjoyment) towards self-

management at work improved after eight months 

in the intervention group. 

Heinrichs et al 

(2018). 

Explore the perceived 

influences of working 

conditions on asthma self-

management. 

Qualitative 

semi-structured 

interview study. 

27 interviews with n 

= 15 workers. 

Asthma. Colleague, manager and employer support e.g., 

practical, emotional and structural affected 

symptom prevention, condition management and 

communication (i.e., disclosure). Perceived control 

and support aid successful self-management. 

Heinrichs et al 

(2019). 

Investigate the association of 

job decision latitude (control) 

and social support with 

workplace self-management 

behaviours at work and 

morbidity. 

Cross-sectional 

survey. 

n = 221 workers. Asthma. Low control and social support related to poor 

acute symptom management, poor asthma control 

and QoL. Adverse working conditions relate to 

poor self-management with increased morbidity. 
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Author (year) Aim Design Sample (n) LTC (n) Findings 

Hill et al (2007). Review of the evidence for the 

effectiveness of workplace 

interventions for common 

health problems. 

Review of 

systematic 

reviews and 

high-quality 

evidence. 

n = 33 studies. Back pain and MSK, 

anxiety, stress, 

depression and 

cardiorespiratory. 

There was mixed evidence for health promotion. 

Interventions with employer-worker partnership 

were more effective and should address 

personal/organisational aspects. Workers’ 

attitudes, beliefs and LTC should be considered. 

Hutting et al 

(2015). 

Evaluate the effectiveness of a 

self-management intervention 

and e-health module, 

compared to usual care 

(informed by CDSMP). 

RCT. n = 66 intervention 

and n = 57 usual 

care. 

Chronic non-specific 

complaints of the arm, 

neck or shoulder. 

Improved perceived disability during work was 

reported. Mostly non-significant differences 

between groups emerged. 

Hutting et al 

(2017). 

Investigate the experiences of 

workers participating in a 

workplace self-management 

programme. 

Semi-structured 

interviews 

(cohort of RCT 

participants). 

n = 31 workers. MSK: arm, neck or 

shoulder LTCs. 

Participants developed more insight into their 

LTCs contributing to behaviour change and 

coping. Some made workplace changes although 

maintaining this was perceived to be problematic 

for some. 

Munir et al 

(2005b). 

Explore the self-management 

of chronic illness as a predictor 

for LTC disclosure to 

managers. 

Cross-sectional 

survey study. 

n = 610 workers. Asthma, arthritis, 

irritable bowel 

syndrome, migraine 

and diabetes. 

Workers disclose for a need or reason related to 

an LTC e.g., regular symptoms or require support. 

Disclosure is a self-management strategy and can 

facilitate self-management via line managers. 

Munir et al 

(2007). 

Examination of psychosocial 

factors associated with 

psychological and health 

related distress for workers 

with LTCs. 

Cross-sectional 

survey study. 

n = 1,029 workers. MSK, asthma, 

depression and 

anxiety, heart disease, 

diabetes. 

Low psychological wellbeing and high health 

related distress were associated with work 

limitations, poor symptom management, 

presenteeism and poor social support. Workplace 

support for wellbeing to overcome health 

limitations is important. 

Munir et al 

(2009a). 

Examination of the relationship 

between employer support, 

Cross-sectional 

survey study. 

n = 772 workers. MSK pain, asthma, 

depression and 

Manager support directly related to worker’s 

symptom and medication self-management. No 



Chapter 2                                                                                                                Literature Review, Workplace LTC Self-Management Support                             

 45 

Author (year) Aim Design Sample (n) LTC (n) Findings 

self-efficacy and workplace 

LTC self-management. 

anxiety, heart disease 

and diabetes. 

direct relationship was shown between OH and 

self-management. Self-efficacy was an important 

mechanism in worker’s self-management. 

Munir et al 

(2009b). 

Examine the self-management 

behaviours of younger (20-49) 

and older (50-69) workers with 

LTCs. 

Cross-sectional 

survey study. 

n = 759 workers. MSK pain, arthritis and 

rheumatism, heart 

disease, asthma, 

depression and 

anxiety, diabetes. 

Younger and older workers have different diet and 

exercise practices. To improve workplace self-

management better communication between 

healthcare and workers is recommended. 

Ruston et al 

(2013).  

Explore the perceptions and 

work experiences of diabetic 

workers. 

Semi-structured 

interviews. 

n = 43 workers. Diabetes. Managers do not appreciate the work environment 

effects on self-management and support is not 

expected. Workers were concerned about stigma 

with job demands prioritised. Workers adapt 

disease management running blood glucose levels 

high, putting themselves at risk of complications. 

Saunders et al 

(2018). 

Investigate levels and needs 

for workplace support for 

Australian workers with chronic 

illnesses aged 45 and over. 

Cross-sectional 

survey. 

n = 314 workers. Diabetes, heart, 

kidney, lung, mental 

health and MSK 

conditions. 

Fifty percent considered support as nil to small in 

terms of importance. Gaps in workplace support 

for flexibility, supportive policies and from 

colleagues were identified. 

Schopp et al 

(2017). 

Adaption of the CDSMP as a 

standardised workplace health 

promotion programme. 

RCT. n = 91 workers. n/a. Workers in the intervention group reported 

increased self-efficacy and health behaviours 

compared to comparisons. Adapted CDMSP is 

promising for workplaces. 

      

Smith et al 

(2015). 

Compare differences in 

personal and delivery 

characteristics of workers who 

attend a workplace CDSMP 

Cross-sectional 

data. 

n = 25,664 adults 

participated in a 

CDSMP, n = 436 

High cholesterol, 

hypertension, mental 

health conditions incl. 

Workers who attended a workplace programme 

were younger, had fewer LTCs and attended more 

sessions. CDSMP adoption at work is low. 
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Author (year) Aim Design Sample (n) LTC (n) Findings 

compared to other settings 

e.g., community centres, and 

compared to the greater US 

workforce. 

attended a worksite 

programme 

anxiety and 

depression, diabetes. 

Opportunities for workplace translated 

programmes exist. 

Smith et al 

(2018). 

Examine the effectiveness of a 

workplace version of the 

CDSMP relative to usual care 

to improve the health and work 

performance of workers with 

one or more LTCs. 

RCT. Control n = 109, 

intervention n = 72 

workers. 

High cholesterol, 

hypertension, mental 

health conditions and 

diabetes. 

Worksite CDSMP can potentially improve health 

among workers with LTCs and was associated 

with reductions in unhealthy physical and activity 

days, fatigue and improved dietary behaviour, 

patient-provider communications and mental work 

limitations. 

Summers et al 

(2014). 

Exploration of the workplace 

self-management behaviours 

of people with MSKs.  

Semi-structured 

interviews. 

n = 15 workers. MSK LTCs. Workplace self-management support needs to 

improve. Work is an important form of self-

management for participants who compromise 

employment aspects (i.e., career), to optimally 

self-manage. Manager support is critical to 

workplace self-managing and modifications. 

Tveito et al 

(2010). 

Identify the challenges and 

self-management strategies of 

workers with recurrent or 

persistent pain, to inform the 

development of a workplace 

intervention to prevent back 

disability. 

Focus groups. n = 38 workers incl. 

one self-employed 

group. 

Lower back pain. Flexibility, leeway and physical and emotional 

support affect people’s self-management abilities. 

Informal strategies for flexibility (leeway) is 

important. 

Vooijs et al 

(2017). 

Explore solutions people with 

LTCs use to overcome work 

difficulties work and the 

Focus groups. 5 focus groups with 

n = 19 workers. 

Various including 

kidney disease, 

arthritis, Lyme disease, 

cancer, RSI, diabetes. 

Solutions were person focused including accepting 

and coping with an LTC and self-beliefs, or 

focused on the job and workplace e.g., being 
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Author (year) Aim Design Sample (n) LTC (n) Findings 

support needed to address 

these. 

autonomous or making modifications which require 

employer, OH and colleague support. 

Weijman et al 

(2005b). 

Explore the relationship 

between the frequency and 

perceived burden of self-

management activities and 

insulin levels, symptoms, 

fatigue, depression, and QoL. 

Cross-sectional 

survey study. 

n = 292 workers. Insulin treated 

diabetes. 

Personal factors play a greater role in workers’ 

self-management than how work is perceived. 

Workers with low levels of self-efficacy were more 

likely to experience self-management as a burden. 

Dietary management is more burdensome than 

insulin injections. Workers perceiving dietary self-

management and insulin injections as burdensome 

had more negative health outcomes. 



Chapter 2                                 Literature Review Workplace LTC Self-Management Support                             

 48 

2.5 Summary and Current Project 

The literature suggests that workplace LTC self-management support can be beneficial. 

However, the content of effective workplace support is unclear along with uncertainty over 

the acceptability of interventions and workers’ support needs. The evidence for WHP and 

EAP interventions is inconsistent. They are unspecific to workers with LTCs and it is not 

known if they support self-management. Furthermore, the higher absence and lower 

employment rates of workers with LTCs and conceptualisation of conditions as ongoing 

stressors, suggests their work experiences could be adverse compared to those without. 

Our understanding of this is lacking. Still, the overall evidence for workplace LTC self-

management support and workplace interventions shows potential promise. Despite this, 

research neglects workplaces and specifically in the UK.  The literature fails to provide a 

sufficiently detailed insight to workers’ LTC self-management support needs or employers’ 

views to inform interventions.  

 

It is accepted that self-efficacy underpins people’s LTC self-management and that the right 

support can promote and enhance people’s confidence, control and activation to self-

manage. Evidence suggests that self-efficacious and activated people are more likely to 

experience better wellbeing, QoL and workability. The reality is that many people with LTCs 

can work if they have support that helps them overcome obstacles. The evidence suggests 

that personal and work factors of self-efficacy and activation, support, disclosure, stressors 

and modifications can affect workers’ self-management and ability to meet demands. 

However, fluctuations in workers’ LTCs could mean their support needs, confidence and 

perceived control change from day to day, but it is not yet known how.  

 

More work needs to be done to establish workers’ LTC self-management support needs and 

preferences for support, accounting for these features. Furthermore, if workplace self-

management support is to be provided, understanding employers’ views and the feasibility of 

support is critical. Exploring the complex linkages between psychosocial features could 

broaden our understanding of workers’ LTC self-management support needs, employers’ 

ability to provide support and could help take a problem-solving approach to workplace 

obstacles. 

 

2.6 Research Objectives, Questions and Hypotheses 

Traditionally workplace interventions have been concerned with improving workers’ safety, 

reducing the risks of ill-health and LTCs, or organising and modifying work to minimise the 

limitations an LTC imposes. More recently, LTCs have attracted greater attention due to 

their increasing prevalence, associated costs and people’s work longevity. Long-term health 
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conditions are envisaged to become an increasingly important workplace health issue. A 

common feature of LTCs is their need to be self-managed. Nonetheless, little is known about 

the workplace self-management needs of workers with LTCs and even less about 

employers’ views. 

 

This project aims to understand if workers with LTCs need workplace self-management 

support. It aims to identify what mechanisms might enable (or act as obstacles to) workers 

being confident and activated to undertake LTC self-management activities at work. That 

information is needed to contribute to the design of work interventions intended to enhance 

workers’ self-management, workability, health and wellbeing and to inform future studies.  

 

To explore the self-management and work characteristics of workers with LTCs, this study 

uses four main research objectives which are underpinned by seven research hypotheses 

(shown in Table 2.6) and 11 research questions (shown in Table 2.7) and aligned to the 

study they relate to. In order to view this project in context and determine if workers with and 

without LTCs perceive features of work in the same way, an overarching hypothesis is 

proposed that sits across all four studies: Working conditions, support and workability will 

differ between workers with and without LTCs (hypothesis 1). This was tested in the Study 1 

cross-sectional survey and discussed in Chapter 4, Section 4.5.1, p. 83. 

 

The project’s four main research objectives are to: 

 

1. Understand in what ways workers with LTCs self-manage at work. 

 

The literature provides some insight into workers self-management. Factors unique to 

people with LTCs such as activation and self-efficacy (Hibbard et al., 2004), and work 

features of demands, control and support are highlighted as important (Weijman et al., 

2005b). The detrimental effects of LTCs on people’s workability, QoL and wellbeing are also 

highlighted (de Jong et al., 2015; de Vries et al., 2014; Naylor et al., 2012). Whilst 

complexities to workplace self-management are shown, our understanding is still lacking. 

Studies suggest that more research is needed to determine what undermines people’s LTC 

self-management at work (Weijman et al., 2005b). For example, a systematic review of the 

potential determinants of asthma self-management at work found that the evidence base 

was sparse (Heinrichs et al., 2018). Moreover, LTCs can affect workers attendance, 

productivity and workability (thus QoL and wellbeing) in different ways (Leijten et al., 2014). 

This could be due to differences in LTCs, confidence and support (Galdas et al., 2015; Munir 

et al., 2009), all of which are subject to potential temporal variation due to fluctuations or 
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changes in an LTC, or work (e.g., increased job demands). Despite this, a current and 

comprehensive picture of workers LTC self-management is unavailable making it hard to 

ascertain people’s support needs. Therefore, we need to know more about what promotes 

workers motivation to self-manage, and a better insight to these complexities is needed. 

Receiving the right type of support could promote a person’s activation and self-

management confidence which could alleviate health problems at work. As good work is 

accepted to be beneficial to people’s QoL and wellbeing including their physical and mental 

health (Waddell & Burton, 2006), studies are needed to highlight workplace support 

strategies for different LTCs (Pransky et al., 2016). As effective support rests on meeting a 

need when support is required and beneficial, enhancing our understanding of workers LTC 

self-management by exploring these features helps establish these needs. Such an insight 

is key to targeting and providing support.   

 

Two hypotheses were examined in relation to this objective: 1) Activation, self-efficacy, 

wellbeing, QoL, working conditions, workability and support will differ between workers with 

different LTCs (hypothesis 2). This was tested cross-sectionally in the Study 1 survey and 

discussed in Chapter 4, Section 4.5.1, p. 83; and 2) Workers self-management confidence 

will change over time (hypothesis 5). This was tested longitudinally in the Study 2 diary and 

discussed in Chapter 5, Section 5.7.1, p. 117.  

 

2. Examine how work features impact characteristics of workers’ LTC self-

management (and vice versa). 

 

This project aims to provide an insight into characteristics that influence workers confidence 

to self-manage at work. Although activation and self-efficacy reflect a workers motivation to 

self-manage an LTC (Hibbard & Gilburt, 2014), little is known about the relations between 

this and their wellbeing and workability. As higher activation indicates a person is more 

motivated and confident about self-managing, it is possible that more activated workers will 

feel more able to do so at work, thus have better wellbeing and feel more capable in 

working. Exploring the outcomes to workers activation could help motivate employers to 

provide self-management support and encourage workers to seek it. As no research exists 

to inform us about these relationships there is a need to ascertain these in this project. The 

first hypothesis to be examined in relation to this objective is: Activation will be positively 

associated with self-efficacy, wellbeing and workability (hypothesis 3). The was tested cross-

sectionally in the Study 1 survey and discussed in Chapter 4, Section 4.5.1, p. 83. 
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Whilst disclosing an LTC can provide legal protection to UK workers (Equality Act, 2010), 

accessing support in this way can also enable people to self-manage at work (Bosma, 

2020b; Munir, 2009b). Workers who have disclosed a condition could therefore be more able 

to be open about an LTC and have more support. However, we do not know how disclosure 

relates to workers activation and self-efficacy to self-manage an LTC, or the support they 

have available. The second hypothesis to be examined in relation to this objective is: 

Workers who have disclosed an LTC will be more activated, self-efficacious and supported 

(hypothesis 4). Again, the hypothesis was tested cross-sectionally in the Study 1 survey and 

discussed in Chapter 4, Section 4.5.1, p. 83. 

 

The researcher is unaware of studies exploring what effect perceived level of control for 

workers with LTCs, satisfaction with workplace support and work engagement has on their 

self-management confidence. Given studies relate support to better workplace self-

management (Munir et al., 2009), and poor control with poor self-management (Heinrichs et 

al., 2019), these mechanisms could have an important effect on whether a worker self-

manages an LTC at work or otherwise. Furthermore, work engagement (characterised by 

vigour, dedication and absorption) is a positive cognitive state with engaged workers more 

energetic and occupied in their work compared to those not (Bakker et al., 2008; Schaufeli & 

Bakker, 2004). Engagement is also important to worker’s health and wellbeing including 

professional efficacy (i.e., people’s beliefs in their professional abilities) (Munir at al., 2015; 

Schaufeli et al., 2008). This raises the question as to whether work engagement affects 

workers LTC self-management. In a qualitative study of workers with chronic conditions, 

Shaw et al (2014) found that disengagement from work concerned people more than being 

unproductive. However, we do not know about its effects on self-management confidence as 

studies neglect measuring it. Taking this into account, the final three hypotheses to address 

this objective are: Changes in LTC control (hypothesis 6), support satisfaction (hypothesis 7) 

and work engagement (hypothesis 8) will explain changes in workers self-management 

confidence. These hypotheses were tested longitudinally in the Study 2 diary and discussed 

in Chapter 5, Section 5.7.1, p. 117. 

 

3. Identify workers perceived LTC self-management support needs and 

received support. 

 

This project adopted a mixed methods approach (presented in Chapter 3, Section 3.1, p. 

56). To supplement the discussed objectives, research questions were devised to undertake 

a qualitative analysis.  
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Few studies examine workers views about self-managing an LTC at work and none 

comprehensively. Existing studies highlight the importance of disclosure and social 

(including manager and colleague) support to workers with LTCs staying at work (Bosma et 

al., 2020a). Yet, a broad and detailed insight to workers’ views and experiences of self-

managing different LTCs at work is lacking. Workplace support needs to be targeted to 

people’s needs to be effective. This means that we need to know what workers perceive 

their support needs to be and the gaps in workplace support. One way of achieving this (and 

to build on existing evidence) is by asking them. Existing qualitative self-management 

studies provide some insight to workers self-management for conditions such as diabetes 

and MSK conditions (Ruston et al., 2013; Summers et al., 2014). However, we do not know 

enough and need to enhance our understanding of workers potentially diverse support 

needs to inform workplace interventions. A qualitative approach enables the capturing of 

data about people’s experiences including their thoughts, feelings and attitudes about 

workplace support to enhance our understanding. The researcher devised seven research 

questions (numbered 1 - 3 and 8 - 11) for this objective (summarised in Table 2.7). These 

were addressed in the Study 1 survey (in the form of free-text questions) and Study 4 worker 

narratives (in interview questions). The findings are presented in Chapter 4, Section 4.5.2, p. 

91 and Chapter 7, Section 7.7, p. 173 respectively.  

 

4. Examine employers’ understanding and perspectives of workers’ LTC 

self-management and support needs. 

 

Psychosocial including individual, organisational and societal features interact to affect 

workers LTC self-management (Dellve & Eriksson, 2017; Heinrichs et al., 2018b; Lunt, 2007; 

Shaw et al., 2012). Despite healthcare’s focus on the importance of self-management for 

people with LTCs (Jones, 2015) and increasing attention on workplace wellbeing, 

surprisingly little is known about employers’ views on this (Gallant, 2003). Just as employer 

support in return to work processes is important, the evidence broadly suggests that 

employer support can promote LTC self-management (Munir et al., 2009a), but is not always 

forthcoming (Ruston et al., 2013). This is despite the importance of support (from colleagues 

and managers) to workers (Saunders et al., 2018; Vooijs et al., 2017). There is a call for 

research to identify workplace support possibilities for workers with LTCs (Pransky et al., 

2016). To better support workers LTC self-management (and the feasibility of doing so) we 

need to understand employers’ views. Four research questions were devised to do so 

(numbered 4 - 7, summarised in Table 2.7). The findings are presented in Chapter 6, 

Section 6.6, p. 142. Taken together with the worker studies, the findings could inform work 

interventions intended to enhance workers’ LTC self-management.
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Table 2.6. Table of the Project’s Main Objectives and the Studies’ Aims and Hypotheses. 

 Main Objectives 

 

 

 

 

Study Aim & Objective 

1.  To understand in what 

ways workers with LTCs 

self-manage at work. 

2.  To examine how work 

features impact 

characteristics of workers’ 

LTC self-management (and 

vice versa). 

3.  To identify workers 

perceived LTC self-

management support 

needs and received 

support. 

4.  To examine employers 

understanding and 

perspectives of workers’ 

LTC self-management 

and support needs. 

Study 1 - Survey. 

Explore differences in work 

features and LTC status between 

workers, and differences in work 

features, LTCs and self-

management characteristics 

between workers with LTCs. 

Hypothesis 2: Activation, 

self-efficacy, wellbeing, 

QoL, working conditions, 

workability and support will 

differ between workers with 

different LTCs. 

 

Hypothesis 3: Activation will be 

positively associated with self-

efficacy, wellbeing and 

workability 

Hypothesis 4: Workers who 

have disclosed an LTC will be 

more activated, self-efficacious 

and supported. 

-- a -- 

Study 2 - 10-week Diary. 

Highlight characteristics of 

workers’ LTC self-management 

and work over time. 

Hypothesis 5: Workers self-

management confidence will 

change over time. 

Hypotheses 6, 7 and 8: 

Changes in LTC control, 

support satisfaction and work 

engagement will explain 

changes in self-management 

confidence 

-- -- 

a Not applicable.     
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Table 2.7. Table of the Project’s Main Objectives and the Studies’ Aims and Research Questions. 

 Main Objectives 

 

 

 

 

Study Aim & Objective 

1.  To understand 

in what ways 

workers with LTCs 

self-manage at 

work. 

2.  To examine how work 

features impact 

characteristics of workers’ 

LTC self-management (and 

vice versa). 

3.  To identify workers 

perceived LTC self-

management support 

needs and received 

support. 

4.  To examine employers 

understanding and 

perspectives of workers’ LTC 

self-management and support 

needs. 

Study 1 - Survey. 

Explore differences in work features 

and LTC status between workers, 

and differences in work features, 

LTCs and self-management 

characteristics between workers 

with LTCs. 

Question 1: What 

aspects of health are 

you unconfident 

about self-

managing? 

--a Question 2: What 

aspects of health could 

you better self-manage 

at work? 

Question 3: What one 

change would improve 

your LTC self-

management at work? 

-- 

Study 3 - Employer Interviews. 

Examine employers’ views on 

workers’ LTC self-management and 

support needs. 

 

-- Question 4: How do 

employers perceive work 

factors influence workers’ 

LTC self-management? 

Question 5: What are the 

challenges (obstacles) to 

supporting workers’ LTC self-

management? 

-- Question 6: What do employers 

know and understand about 

workers’ LTC self-management 

and support needs?  

Question 7: What are employers’ 

views about their 

role/responsibilities in LTC self-

management support? 
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 Main Objectives 

 

 

 

 

Study Aim & Objective 

1.  To understand 

in what ways 

workers with LTCs 

self-manage at 

work. 

2.  To examine how work 

features impact 

characteristics of workers’ 

LTC self-management (and 

vice versa). 

3.  To identify workers 

perceived LTC self-

management support 

needs and received 

support. 

4.  To examine employers 

understanding and 

perspectives of workers’ LTC 

self-management and support 

needs. 

Study 4 - Worker Interviews. 

Explore the dynamics of workers’ 

LTC self-management experiences. 

Question 8: How do 

workers self-manage 

LTCs at work? 

Question 9: How does the 

work environment affect 

workers’ LTC self-

management? 

Question 10: What worker 

attributes are important to 

workplace LTC self-

management? 

Question 11: How are 

the self-management 

support needs of workers 

with LTCs met? 

 

--  

a Not applicable.
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Chapter 3 

 

3 Methodological Approach 

3.1 Research Process 

This research project adopted a mixed methods approach associated with a pragmatic 

paradigm to explore workers’ LTC self-management support needs. Mixed methods refer to 

research that integrates qualitative and quantitative data within a single study (Wisdom et 

al., 2012). The pragmatic paradigm involves collecting data via mixed methods in a way that 

is suited to the research questions and supports mixed methods as a way of generating 

evidence for best practice (Creswell & Clark, 2007; Feilzer, 2010). Notably, utilising mixed 

methods by integrating quantitative and qualitative data strengthens the project’s overall 

results to provide new insights to health problems (Hanson et al., 2005; Tariq & Woodman, 

2013). Furthermore, combining methods in research is accepted in health studies (Bravo et 

al., 2015; Sale et al., 2002) and utilised in LTC self-management research (Gibson et al., 

2018; Hutting et al., 2017; Sell et al., 2016; Walker et al., 2014).  

 

This project’s research questions were broad and explore several perspectives including 

those of workers (with and without LTCs) and employers including health and safety, OH, 

HR and business owner participants. The researcher envisaged that collecting multiple 

perspectives via a sequential mixed methods approach would enable the gathering of an in-

depth view of workplace LTC self-management support, exploring mechanisms and lived 

experiences in a richer way than is possible using one method (Creswell & Plano Clark, 

2007; Halcomb & Hickman, 2015; Tariq & Woodman, 2013). In particular, by utilising diverse 

methods this approach can provide different insights by offering a more comprehensive view 

of phenomena (Sparkes, 2015).  

 

This is pertinent given the project’s aim of providing new, coherent and comprehensive 

understandings of workplace LTC self-management support from various perspectives. The 

project adopted a sequential explanatory mixed methods methodological approach with 

quantitative and qualitative data collected separately and sequentially (Ivankova et al., 

2006). Starting from a positivist stance with a worker survey the project later moves to a 

more naturalistic position with qualitative interviewing. Despite the project’s explanatory 

process, the nature of the research questions entails a flexible position to be adopted with 

some exploratory parts. Additionally and similarly to a varied explanatory (participant 

selection) model (Clark & Creswell, 2008), participants were selected by their LTC status 

and indication of interest, before being briefed and invited to participate in qualitative studies. 
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Furthermore, the approach is characterised by collecting quantitative and qualitative data at 

different time points, one after the other, with each study partly informing the next. 

Therefore, both an iterative and deductive approach was adopted by the researcher.  

 

Despite the advantages of mixed methods approaches they are not without criticism. 

Philosophical critics of mixed methods are unconvinced that methods can be combined in 

this way to provide coherent versions of reality (Symonds & Gorard, 2008). Some construe 

that paradigms, our belief systems and ways of seeing the world cannot be combined in 

mixed methods methodologies as they have strict boundaries (Murphy et al., 1998; Tariq & 

Woodman, 2013). Furthermore, practical problems can arise in presenting realities from 

mixed methods research when trying to interpret and combine data from studies (e.g., 

quantifying qualitative data; Driscoll et al., 2007). Plus, sequential mixed methods processes 

can serve as a burden on researcher’s time and different study timescales can cause 

problems (Bowers et al., 2013). Notwithstanding these criticisms, the use of different 

methods with their respective philosophical traditions can generate new knowledge through 

dialectical research (Meissner et al., 2011), moderating some of the weaknesses associated 

with single methods (Johnson et al., 2007) whilst concurrently combining methods benefits. 

For the purposes of this project and in particular the ‘how’, ‘what’ and ‘why’ research 

questions, quantitative and qualitative methods are combined in a mixed methods design to 

address the different aspects of the research project’s aims and objectives (Woolley, 2009).  

 

3.2 Project Overview 

This research project collected data from participants over a 23 month period. The project’s 

mixed methods approach comprised of two parts and four separate interrelated studies. This 

thesis presents the results from the studies including: 1) a cross-sectional worker online 

survey questionnaire; 2) a longitudinal 10-week worker online diary and journal; 3) an 

employer semi-structured interview study; and 4) a narrative interview study of workers with 

LTCs. The overall methodological approach, aims and objectives are presented in this 

chapter. Detailed information about the individual study’s methods and their respective aims, 

objectives, hypotheses and questions are presented in their related chapters. Figure 3.1 

illustrates the project approach and recruitment protocol.  

 

The project’s methodological approach had two parts each made up of two studies. The first 

part initially collected mostly quantitative data to test the research hypotheses on the health, 

LTC, self-management and work characteristics of a working population via an online cross-

sectional survey questionnaire. A separate longitudinal diary and online journal then 

collected similar data but longitudinally and only from workers with LTCs. The second part 
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2 

1 

collected richer qualitative data via semi-structured and narrative interviews to explain the 

quantitative data, research questions and explore employers and workers views and self-

management experiences. The approach to the interviews was informed by the literature, an 

initial analysis of the Study 1 and 2 data and free-text comments and the researchers’ 

professional experiences in workplace health and wellbeing. See Figure 3.2 for a summary 

of the research process parts and model. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

FIGURE 3.1. Diagram of the Project Approach, Parts and Recruitment Protocol. 

¶ Approached from Study 1 (n = 12) 9 participate; 

¶ Approached by other means (n = 6) 5 participate. 
 
LTC demographics:  
 

¶ Mental health – n = 5; 

¶ MSK – n = 5; 

¶ Other – n = 4. 
 

Employers approached: 
 

¶ directly – n = 23; 

¶ indirectly – n = 96. 
 
Worker survey participants (n = 736): 
 

¶ 554 recruited directly via employers (n = 8); 

¶ 182 recruited indirectly via other means. 
 
Participants with LTCs (n = 327) condition demographics: 
 

¶ Mental health – n = 119; 

¶ MSK – n = 94; 

¶ Other LTC – n = 114. 

STUDY 1 – Cross-sectional Worker Online Survey 

 

Workers (identified from Study 1): 
 

¶ 191 workers invited, 67 make at least one diary entry; 

¶ Six time-points (T); 

¶ 59 complete at T1, 43 T2, 40 T3, 21 T4, 30 T5 & 22 
T6. 

 
Participant (n = 67) LTC demographics:  
 

¶ Mental health – n = 25; 

¶ MSK – n = 23; 

¶ Other – n = 19. 

¶ 21 employers approached directly; 

¶ 15 participants (incl. 6 Study 1 participants). 

STUDY 2 – Longitudinal Worker 10-week Online 

Diary 

STUDY 3 – Employer Semi-structured Interviews 

 

STUDY 4 – Worker Narrative Interviews 
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FIGURE 3.2. Summary of the Research Process Applying the Explanatory Design Participant Selection Model to the Project (adapted 

from Cresswell & Clark, 2007).

QUAN

Data 
collection

Study 1 
worker 
survey

QUAN

Data analysis

Survey data 
analysis & 
preliminary 

results

QUAN & QUAL

Participant 
selection

Worker diary

QUAN & QUAL

Data collection

Study 2 worker 
diary

QUAN & QUAL 

Data Analysis

Diary data 
analysis & 
preliminary 

results 

QUAL

Participant 
selection

Worker & 
employer 
interviews

QUAL 

Data collection

Study 3 & 4 
employer & 

worker  
interviews

QUAN
Data 

analysis
QUAL 

Data 
analysis

INTERPRETATION

QUAN          QUAL

QUAL           QUAN

  Part 1     Part 2 



Chapter 3  Methodological Approach 

 60 

3.3 Overview of Participant Recruitment for all Studies 

Except for Study 3 (employer interviews) workers with LTCs were first recruited to take part 

in an online survey in Study 1 entitled ‘Do workers with long-term health conditions need 

self-management support in the workplace?’ The survey was also open to workers without 

LTCs so that the reach of the survey could be determined and certain demographic and 

work characteristics between those with and without LTCs compared. The survey invited 

participants with LTCs to express their interest for taking part in Study 2 (a diary and journal) 

and/or Study 4 (a narrative interview) by ticking a box and providing their email contact 

details. By exception, five additional participants were directly recruited by the researcher to 

participate in Study 4 (worker narrative interview). 

 

Recruitment of workers was undertaken in two ways. Firstly, directly through employers and 

secondly, indirectly by the researcher advertising the study via different means including 

social media platforms such as LinkedIn and Twitter. To recruit through employers, those 

employers (n = 23) in the researcher’s close networks were approached and provided with 

information in an email or study advert. Employers (n = 96) in the researcher’s broader 

network were also approached and provided with study information. Recruitment took place 

over a 20-month period. Twelve employers demonstrated an interest in the research with 

eight agreeing to support the study and distribute or advertise the survey to their workers, 

including two universities and two councils and one NHS hospital, charity, automotive and oil 

company. Seven hundred and thirty-six workers participated in the first study and 327 

reported a medically diagnosed LTC. 

  

For Study 3, employers were recruited in two ways. Firstly, directly by the researcher and 

secondly, indirectly by the researcher identifying contacts via her networks. The interview 

was open to employer contacts with a professional role in their organisations workplace 

health and wellbeing. Firstly, those employers (n = 8) who had distributed and advertised the 

survey study to their workers were invited to take part via an email containing an interview 

information sheet. They were asked to express their interest by return and include a signed 

consent sheet. Secondly and in the same way, contacts in the researcher’s broader network 

were identified and contacted via email. Recruitment took place over a 7-month period. 

Overall, 16 employers demonstrated an interest in taking part with 15 participating in an 

interview. Of these, six had distributed the survey study to their workers. Details of the 

employers are available in the methods section of Study 3 in Chapter 6, Section 6.6, p. 142.  

 

The reasons employers shared for not participating (i.e., not distributing a survey to workers) 

included concern about organisational survey fatigue due to other staff surveys, or because 
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of internal rules concerning technology and email distribution. Reasons provided for non-

participation in a Study 3 employer interview included not believing they would add much 

value to the study, and unforeseen job demands. 

 

Overview of Long-Term Condition Foci 

Due to the diversity of long-term health conditions, the project took a general approach 

rather than focusing on specific condition categories e.g., depression, arthritis etc. This was 

to ensure that the condition focus could reflect the project’s sample and that a complex array 

of conditions could be captured. Such an approach made the best use of all available LTC 

data. Moreover, many LTCs share common characteristics including being inherently self-

managed and enduring. The condition focus is explained in detail in Chapter 4, Section 4.4. 

 

3.4 Ethical Approval 

This project was undertaken in accordance with the guidelines from Loughborough 

University’s Ethical Committee for research with human participants. Ethical approval for the 

studies was obtained from the University’s Ethical Committee in July 2016 and March 2018 

(see Appendix 4 and 5). Further approvals were required by three employer participants who 

had agreed to distribute the Study 1 survey to their workers. Therefore for Study 1, three 

employer participant consents were secured by the researcher via: 1) a non-disclosure 

agreement for a charity; 2) the provision of a research protocol to a support charity; and 3) 

since one of the employer participants was an NHS Trust, ethical approval was required, 

and was obtained through the Salisbury NHS Trust Research Ethics Committee in 

November 2017. 

 

For each study, participants were required to give informed consent to participate either 

electronically or in writing. In Study 1, participants were required to provide consent via the 

survey’s online platform and before being able to complete the survey. In Study 2, 

participants were required to consent when registering to take part and in order to access 

the diary’s online platform. For the study 3 and 4 interviews, employers and workers were 

required to sign and return a consent form to the researcher ahead of their interview. 

Participants were provided with detailed information about each study they were interested 

in participating in. Participants were also made aware of their right to withdraw at any time, 

confidentiality and invited to contact the researcher with questions. 

 

3.5 Data Protection and Confidentiality 

Participant information was stored in line with the General Data Protection Regulation 

(GDPR), Data Protection Act 2018 and Loughborough University’s Ethical Sub-committee 
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guidance. To ensure anonymity participants were allocated a unique code in the study from 

their survey response. Worker and employer interview transcripts were anonymised. In line 

with Loughborough University’s Ethical Sub-committee guidance, personal data and 

research data were held on a secure encrypted computer accessible only by the researcher, 

and stored securely on the Loughborough University systems including OneDrive.
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Chapter 4 – Study 1 

 

4 The Workplace Self-Management Support Needs of Workers with Long-

Term Health Conditions – A Survey Study 

 

4.1 Introduction 

This chapter explores the self-management support needs of workers with LTCs by 

examining the health, work and self-management characteristics of a working population. 

Evidence shows that LTCs can negatively affect people’s work productivity (de Jong et al., 

2015; Kopnina et al., 2014), workability (a worker’s assessment of their ability to work) (De 

Vries et al., 2013; Leijten et al., 2014), QoL (de Jong et al., 2015) and wellbeing (Naylor et 

al., 2012). It is suggested that work interventions are needed to help workers self-manage 

LTCs (Munir et al., 2013; Ruston et al., 2013). In principle, providing an intervention that 

supports worker’s self-management could help minimise the negative affects and work 

disability associated with LTCs. Schopp et al (2017) showed that workers attending an 

adapted worksite version of the CDSMP (about one third of which had an LTC) reported 

improved self-efficacy and health behaviours after the intervention. If employers are to 

provide effective support, it is pertinent that the self-management support needs of workers 

with LTCs are understood.  

 

Little is known about workers’ LTC self-management support needs because most studies 

explore it from patient perspectives (Dube et al., 2017; Schopp et al., 2014b; Van Houtum et 

al., 2015; Varekamp & van Dijk, 2010). Few include work as a self-management support 

setting (Glasgow et al., 2008; Ruston et al., 2013; Smith et al., 2015). Although not everyone 

needs to meet the demands of an LTC at work, work stress can undermine health, worsen 

LTCs (Cooper & Cartwright, 1994; Nieuwenhuijsen et al., 2010) and could be a barrier to 

self-management. Evidence suggests that good working conditions including having 

adequate support, can reduce stress, promote self-efficacy to self-manage (Munir et al., 

2009a; Weijman et al., 2005b) and enhance workability (Jansson & Gunnarsson, 2018). 

Added to this, disclosing an LTC at work can enable support access including to 

modifications (Munir et al., 2005b).  

 

The interface between worker’s LTC self-management and features of work including 

working conditions remains largely unexplored (Vassilev et al., 2014). Research calls for 

studies examining these variables (Munir et al., 2009a). This study addresses this gap by 

surveying a sample of workers about their work and health status including the self-



Chapter 4 Survey Study 

 64 

management characteristics of workers with LTCs. Moreover, as most workplace LTC 

studies focus on return to work support the support needs of worker’s with LTCs who are at 

work are explored (Hjärtström et al., 2018).  

 

Self-efficacy reflects a person’s judgment and confidence in their ability to control their 

behaviour (Bandura, 1997). Considerable evidence shows self-efficacy to underpin LTC self-

management (Foster et al., 2015b; Munir et al., 2009a; Schopp et al., 2014b; Smith et al., 

2015; Taylor et al., 2014; Weijman et al., 2005b). Self-efficacy to self-manage an LTC 

relates to better workability (Hjärtström et al., 2018), is amenable to employer support 

(Gallant, 2003; Munir et al., 2009a) and can positively influence people’s self-management 

decisions, for example deciding to disclose an LTC (Brouwers et al., 2019). Conversely, low 

self-efficacy relates to a poorer QoL and wellbeing (Peters et al., 2019).  

 

In clinical settings, people’s self-efficacy and engagement to self-manage an LTC can be 

determined by the Patient Activation Measure (the PAM®, hereon referred to as ‘activation’), 

which forms an important part of the NHS Five Year Forward Plan to embed self-

management and personalised care (NHS England, 2019). Activation captures self-efficacy 

and readiness to change components and guides intervention planning (Hibbard & Gilburt, 

2014). Higher activation relates to better LTC self-management and better job performance 

(Harvey et al., 2009). Therefore, while similar the concepts are not directly comparable. 

Activation is a broader concept of self-management engagement whereas self-efficacy 

focuses on confidence for specific behaviours (see Chapter 2, Section 2.3.2, p. 32 for an 

earlier discussion of the concepts). Activation is currently unfeatured in workplace LTC self-

management studies. As both self-efficacy and activation concepts shed light on people’s 

self-management confidence and support needs, this study measures both. 

 

This study examines the LTC, work and self-management characteristics of workers with 

LTCs to inform future workplace self-management support interventions. The first study 

objective was to explore differences in work and LTC characteristics in a working population. 

The second was to explore differences in features of work, LTC and self-management 

characteristics between workers with LTCs. The third was to explore workers’ self-

management support needs. 

 

Four hypotheses were tested in this study: 

1. Working conditions, support and workability will differ between workers with and 
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without LTCs; 

In regard to workers with LTCs: 

2. Activation, self-efficacy, wellbeing, QoL, working conditions, workability and support 

will differ between workers with different types of LTCs; 

3. Activation will be positively associated with workers’ self-efficacy, wellbeing and 

workability; 

4. Workers who have disclosed an LTC at work will be more activated, self-efficacious 

and supported. 
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4.2 Method 

4.2.1 Design 

This was a cross-sectional study where an online survey questionnaire was completed by 

working people, across different types of employment within UK organisations. The bespoke 

questionnaire was designed by the researcher and piloted with eight working people (with 

and without LTCs) in January 2017 resulting in no revisions. Data collection for the study 

started in February 2017 and ended in January 2019. 

 

4.2.2 Procedure 

Two approaches were taken for recruitment. Firstly, employers were targeted to distribute 

information about the project and Study 1 survey to their workers. Secondly, working 

individuals were targeted via networks and social media platforms to complete the survey.  

 

Recruitment via employer representatives: Firstly, a targeted sample (n = 23) of employer 

representatives known to the researcher were invited to distribute information about this 

study survey to their workers. Contacts included in-house (UK based) HR practitioners, 

diversity and inclusion representatives, plus OH and wellbeing specialists with 

responsibilities for worker wellbeing. Contacts were approached directly via email and 

LinkedIn messaging and emailed a detailed information sheet outlining what the project 

involved and a survey link (see Appendix 6). 

 

Secondly, employer representatives unknown to the researcher were approached via 

LinkedIn, Twitter, professional HR networks, news articles and word-of-mouth. Ninety-six 

contacts were made. Interested representatives were emailed the same detailed information 

sheet and a survey link. Networks and professional colleagues were encouraged to snowball 

study information. In total, eight employer representatives agreed to circulate the survey link 

to their workforce via various means including email and intranet. The known workforce 

sizes of the employer participants ranged from 24 to 11,200 workers. All employer 

representatives who expressed an interest were told that the researcher was able to provide 

them with anonymised aggregated data at the study end at request. 

 

Recruitment of working individuals: In addition, working individuals were recruited directly by 

the researcher via social media and advertising, which directed people to a survey link and 

detailed study information. For example, the Call for Participants research site was used as 

an advertising platform and posters were produced and put up in a leisure centre and GP 

surgery local to the researcher. Health charities and support groups also promoted the study 
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via their websites by sharing study information and a general survey link including: MIND, 

Scope, the Business Disability Forum, NHS health at work and Crohn’s and Colitis UK. All 

participants recruited directly were briefed via a social media or advertising platform advert 

which directed them to an online survey link. 

 

Participants were required to consent to participate ahead of being able to complete the 

online survey and reminded of their right to withdraw at any stage and of the study’s 

voluntary nature. In total 554 participants completed the survey via dissemination from their 

employer and 182 via other recruitment drives. Therefore the sample comprised one of 

convenience with workers choosing to participate themselves. 

 

4.2.3 Expected Sample Size 

To understand the LTC profile of a working population and maximise responses, the survey 

was targeted at all workers regardless of health status. To allow sufficient time for 

recruitment and exposure, the survey was opened in February 2017 and left open over 23-

months. The recruitment time was based on two similar survey study’s examining aspects of 

LTC self-management conducted by Munir et al (2009a, 2005b) and which recruited 772 and 

734 workers with LTCs. In both studies people were mainly affected by MSK, respiratory and 

mental health conditions, and with about 100 workers in each group. A similar participant 

number was therefore anticipated. Notably, in Munir et al’s (2005b) study, a smaller group of 

other types of LTCs (n = 46) was represented including conditions less reported by workers 

(e.g., irritable bowel syndrome). In the present study, participants were recruited via 

employer communications including intranet adverts and directly by the researcher via social 

media and snowballing. Therefore, it was impossible to calculate a response rate. However, 

employer participant’s feedback suggests that the online survey link was distributed 

internally to a possible audience of between 24 and 2300 people. 

 

Eligibility criteria included: 1) being an employee or worker; 2) actively working; and 3) able 

to read, write and speak English. As the study was concerned with actively working people 

with LTCs and the workplace, unemployed, self-employed and individuals not actively 

working (i.e., on sick, paternity or maternity leave) were excluded. People were screened out 

when completing the survey’s first consent questions which included questions about 

employment status and if people were actively working. A summary of the demographic 

characteristics of the whole sample is presented in the results section. 
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4.3 Background Survey 

The survey was hosted exclusively online by Jisc (formally known as the Bristol Online 

Survey) and contained three parts (see Appendix 7 for a copy). The first part focused on 

socio-demographic and health questions that were relevant to all participants. The second 

part focused on LTCs thus only participants with conditions completed section two, whilst 

those without were routed to a third section when they answered ‘no’ to the question ‘Do you 

have a long-term health condition that has been diagnosed by a medical doctor?ô. The third 

part focused on work features and the questions were relevant to all participants. The survey 

measures relevant to this study’s analysis are summarised in Table 4.1 and discussed next. 

 

Table 4.1. Summary of the Survey Items by Participant Group. 

Participant Group Survey Questions 

All  ¶ Background demographic, work, general health questions 

including the General Practice Physical Activity Questionnaire 

(GPPAQ) and presence of an LTC; 

¶ Sarason 12-item Social Support Questionnaire (SSQ); 

¶ Health and Safety Executive Management Standards (MSIT) 

Indicator Tool; 

¶ Work Ability Index (WAI). 

With Diagnosed LTCs ¶ General health, diagnosis date, condition type, severity; 

¶ Office for National Statistics Personal Wellbeing Questions 

(ONS4); 

¶ Quality of Life (QoL) single-item question; 

¶ Patient Activation Measure (PAM®); 

¶ Stanford six-item self-efficacy scale; 

¶ Self-management activity questions; 

¶ Disclosure questions. 

 

Questions Relevant to all Participants - Section 1 and 3. 

Demographics. 

Information was collected about participants: age (in years) and gender (male = 1, female = 

2, prefer not to say = 3, other = 4). Participants could indicate their ethnicity from 13 

categories. These were subsequently consolidated into five categories for reporting: mixed 

British; mixed White; Asian, Indian, Chinese; Pakistani, Bangladeshi; and other. Four items 

collected information about participants’ occupation including: tenure (in full years), industry 

(12 original sectors were consolidated into five: professional services, banking and finance; 

healthcare; public-sector not-for-profit; and private for-profit sector) and; employer size (less 
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than 50 and between 51-249 (small); 250-500 (medium); 501-1000 or more than 1000 

(large)). Finally, work activity was assessed using the three item General Practice Physical 

Activity Questionnaire (GPPAQ) (Department of Health and Social Care, 2013) and which 

allocated participants into one of four activity levels including inactive, moderately inactive, 

moderately active and active. Participants were asked to indicate: 1) their amount of work 

activity from five available answers (e.g., óI spend most of my time sitting at workô); 2) time 

spent doing five different types of activity in the last week (e.g., exercise). Four time answers 

were available ranging from none to 3 hours or more; and finally 3) walking pace from five 

answers ranging from slow, <3mph to brisk (i.e., moderate intensity). The researcher 

entered the scores into an online scoring tool (Pharmcalc.com) and the reported activity 

level result into the participants’ SPSS (IBM Corporation, 2016) case. Information on the 

GPPAQ’s reliability and validity is not readily available (Ahmad et al., 2015), but the measure 

is used in general practice settings and is quick to complete, therefore was deemed suitable 

for this study.  

 

Social Support. 

To measure workers perception of the availability of social support at work, the Sarason 

Social Support questionnaire (SSQ) was adapted (Sarason et al., 1983). Adaptions included 

reducing the question number from the original 27-items to 12, the addition of ‘at workô to 

questions and the listing of four sources of workplace support as answer options. The 

original SSQ features a two-part answer to assess the quantity of support and people’s 

support satisfaction. The internal consistency of both aspects is high (Sarason et al., 1983). 

In this study, only the first question part was used to identify the number (quantity) of 

workplace support sources. All participants were asked 12 questions e.g., ówho do you turn 

to at work if you need to talk about your health?ô. For each question participants were asked 

to indicate from a four-item list who they can turn to, or rely on in specific circumstances 

including: colleague(s), line manager, occupational health and no-one. Each support source 

was given a value of ‘1’ (excluding no-one which scored 0). A score was calculated by 

summing the total number of support sources indicated and ranged between 0-48. Higher 

scores indicate more sources of workplace support. Cronbach’s alpha ( ) indicates the 

reliability of a measure. Values of .8 or .7 are considered good and .6 acceptable (Field, 

2005). In this study, the alpha coefficient for the measure was high  = .94 suggesting good 

internal consistency and reliability.  

 

Psychosocial Working Conditions. 

The 35-item Health and Safety Executive Management Standards Indicator Tool (MSIT) 

(Cousins et al., 2004; Edwards et al., 2008) was used to measure psychosocial working 
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conditions. The MSIT is used to assess the conditions in which a worker could experience 

stress and risks at organisational and individual levels (Marcatto et al., 2014). In the UK, the 

MSIT is used extensively in public and private-sector organisations. A list of statements was 

provided asking participants to select an answer that best reflects how they had felt about 

work in the past six-months. The MSIT has acceptable reliability (Edwards et al., 2008; Kerr 

et al., 2009). The measure addresses seven stressors described as follows, along with the 

study’s respective alpha coefficients: 1) demands (8 items,  = .75); 2) control (6 items,  = 

.81); 3) manager (5 items,  = .88) and 4) peer support (4 items,  = .79); 5) role (5 items,  

= .85); 6) change (3 items,  = .80); and 7) relationships (4 items,  = .80). Participants were 

asked to indicate answers on a five-point Likert scale ranging from ‘strongly disagreeô to 

‘strongly agreeô and ‘never’ to ‘always’ to statements such as óI can decide when to take a 

breakô and óI have unachievable deadlinesô. Demands and relations items are asked in the 

negative and reverse scored. For each stressor scale a mean is calculated. Scores range 

between 1 (poor) to 5 (desirable, good) (Bevan et al., 2010) with higher scores indicating 

fewer stress concerns and better working conditions. Colour codes can be assigned to each 

standard relative to HSE benchmark scores based on a data set of 136 employers (HSE, 

2004). Colour codes indicate an organisations performance against the standard. Red 

indicates urgent action is needed, and performance is <20th percentile; yellow indicates a 

need for improvement with performance >20th and <50th percentile; blue indicates good, 

better than average performance >50th and <80th percentile and green represents an 

organisation doing very well and in the 80th percentile (Institute of Employment Studies, 

2009). To contextualise this study’s findings, results were compared to HSE benchmarks 

and applicable colour codes are reported in the superscripts of results Tables 4.5 and 4.6.  

 

Workability. 

Two single items were taken from the Workability Index (WAI) (Jääskeläinen et al., 2016; 

Tuomi et al., 1994): 1) current workability score compared to a lifetime best; and 2) workers 

own prognosis of their ability to work in two years’ time. Other studies have used single 

items as good alternatives to the full WAI (Ahlstrom et al., 2010; Jääskeläinen et al., 2016). 

The first item asks participants to rate their current workability on a 0-10 Likert scale, óif you 

assume your current work ability at its best has a value of 10 and at its worst 0, how many 

points would you give your current workability?ô. Scores 0-5 are considered ‘poorô, 6-7 

‘moderateô, 8-9 ‘goodô and 10 ‘excellentô (Jääskeläinen et al., 2016). The second item asks 

participants about their certainty in doing their job in two years’ time. The three available 

answers were scored in line with the WAI: unlikely = 1, uncertain = 4, and quite certain = 7. 

For both items higher scores indicate better workability. The two items are recommended for 

use singly in health studies and as a prognostic tool. In a large-scale study of over 11,000 
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Finnish workers each item was shown to predict workplace exclusion risks such as sick 

leave and retirement (Kinnunen & Nätti, 2018). 

 

Additional Questions for People with LTCs - Section 2. 

Participants with at least one diagnosed LTC were asked to respond to additional questions 

in section two.  

 

Presence of an LTC and Status. 

Three items selected from a checklist were designed to gather information about LTCs 

including: the presence of an LTC(s) (yes/no), and the type of LTC(s) e.g., cancer, MSK etc. 

If applicable, participants were asked to state the main LTC (if more than one) that mostly 

affected work. Participants were then asked to self-report the severity of their LTC as either 

‘mildô, ómoderateô or ‘severe.ô  

 

Wellbeing Measure. 

The Office for National Statistics wellbeing measure (ONS4) was used to assess participant 

wellbeing (Benson et al., 2019; ONS, 2018) and is used in numerous UK population and 

government surveys (Benson et al., 2019; Tinkler, 2015). Four questions and response 

categories assess aspects of wellbeing including evaluative (i.e., life satisfaction), 

eudaemonic (i.e., sense of purpose), and hedonistic (i.e., happiness aspects; Benson et al., 

2019). Questions include óoverall, how satisfied are you with your life nowadaysô and ‘to what 

extent do you feel that the things you do in your life are worthwhile.ô Participants respond 

using an 11-point Likert scale with 0 being ‘not at allô to 10 ‘completely’. The anxiety item 

‘overall how anxious did you feel yesterday?ô on a scale where 0 is ónot at all anxiousô and 

10 is ‘completely anxiousô is reverse scored. In this study average mean scale scores are 

used to evaluate wellbeing. Other studies recommend a summary score approach (Benson 

et al., 2019). In this study Cronbach’s alpha was  = .79. 

 

Quality of Life. 

Quality of life (QoL) is a multi-dimensional concept and in this study was measured by a 

single item designed by the researcher and informed by the literature (Megari, 2013). The 

question utilised an 11-point Likert scale: ‘quality of life is the standard of health, comfort and 

happiness that you experience. How would you describe your overall quality of life on a 

scale of 0 to 10, where 0 is very poor quality, and 10 is excellent quality’. Higher scores 
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indicate a better QoL. Similar single item measures have been found to be valid and reliable 

in other studies of people affected by LTCs (Yohannes et al., 2011). 

 

Patient Activation Measure - PAM®. 

The British version of the PAM was licensed by Insignia Health LCC to assess participants 

activation to self-manage an LTC (Ellins & Coulter, 2005). The PAM is a 13-item 

unidimensional scale which assesses a person’s knowledge, skills and confidence towards 

self-managing an LTC (Hibbard et al., 2005). It is used to assess patients’ engagement with 

self-management and support needs in the UK. The PAM is completed by participants 

themselves to indicate the extent to which they agree with 13 statements using a four item 

response scale (i.e., ‘disagree stronglyô to ‘agree stronglyô). Participants can answer ‘N/Aô if 

the question is irrelevant. Statements include óI am the person who is responsible for taking 

care of my healthô and óI know what each of my prescribed medications doô. Answers are 

combined to calculate a single score between 0 and 100 and represent an individual’s 

perception of themselves as an active-self-manager. Higher scores indicate more active self-

management. Scores can be categorised into one of four activation levels: level 1 (< 47) 

indicates that a person is overwhelmed and passive in self-managing an LTC; level 2 (47.1-

55.1) indicates that a person lacks self-management confidence and knowledge; level 3 

(55.2-67.0) indicates a person is taking action to self-manage but may still lack confidence 

and skill(s); and finally, level 4 (67.1 >) indicates that people are active self-managers but 

may struggle when stressed. In this study, anonymised answers were shared with and 

independently scored by Insignia Health, as per the license directive. The PAM has been 

tested across many different LTC groups (Ellins & Coulter, 2005; Hibbard & Gilburt, 2014). 

Moreover, the measure’s internal consistency, reliability and construct validity is 

demonstrated in numerous studies and validated in the UK (Hibbard & Gilburt, 2014; Prey et 

al., 2016). In this study Cronbach’s alpha was high  = .87. 

 

Self-Efficacy for Managing an LTC at Work.  

To measure participant self-efficacy the six-item Stanford Self-Efficacy for Managing a 

Chronic Disease Scale (SE6) was used (Lorig et al., 1996; Ritter & Lorig, 2014). The SE6 is 

reported to be highly reliable with  = .91, is widely used in chronic disease studies (Gruber-

Baldini et al., 2017) and validated in large samples (Ritter & Lorig, 2014). Participants are 

asked to indicate their confidence to six statements using a 10-point Likert scale with 1 being 

‘not at all confidentô to 10 ‘totally confident.ô In this study the statements were adapted. For 

example the original question of ‘how confident are you that you can manage the fatigue 

caused by your disease from interfering with the things you want to doô was transformed to ‘I 

can manage fatigue caused by my condition to ensure I can do the things I want to do at 



Chapter 4 Survey Study 

 73 

work.ô A scale score ranging from 1-10 is reached by calculating the mean of the items, with 

higher scores indicating more self-efficacy to self-manage an LTC at work. In this study the 

adapted scale’s reliability was high  = .92. 

 

Self-Management Activity Questions. 

As there were no published self-management activity questions suitable to use, the 

questions were designed by the researcher using the academic literature and patient 

guidance. For example, on self-managing MSK pain. Fourteen items were created to 

capture self-managed activities that generally support LTCs e.g., managing fatigue and 

monitoring symptoms. Participants were asked which activities had required them to 

undertake self-management action at work (in the last month) and to indicate how often, 

using a five-point Likert frequency scale with 1 being ‘not at allô, 2 ‘several daysô, 3 ‘more 

than half of daysô, 4 ‘nearly everydayô and 5 ‘everyday’. The scale’s reliability was  = .79. 

Participants were also asked to provide reason(s) why they might not self-manage an LTC at 

work from a list of nine items including ‘lack of time,ô and ótoo much work.ô Answers were 

dichotomised to ‘yesô (where the reason had been chosen) or ónoô (where the reason was not 

chosen). Participants could specify other reasons in a free-text box. 

 

Improving Workplace Self-Management Free-Text Questions. 

Three (optional) free-text questions asked participants to comment on: 1) aspects of health 

they were unconfident about self-managing at work; 2) how they might better self-manage 

an LTC at work; and 3) to identify one change that might improve their self-management at 

work.  

 

Workplace Disclosure of an LTC. 

Most UK workers are not required to disclose an LTC to their employer. Research suggests 

that workers adopt a disclosure strategy linked to their LTC self-management (Munir et al., 

2005b) from which disclosure questions were adapted for this study. Participants were 

asked to indicate who they had disclosed an LTC to at work by answering ‘yesô, ónoô or ‘n/aô 

to the following: óline manager/supervisorô, ócolleagueô and óoccupational health.ô Answers 

were dichotomised to ‘yesô (to include those who had disclosed to a manager, colleague 

and/or OH), or ónoô (to include those who had not disclosed to any person at work). N/a 

answers were excluded from analysis. Those who had disclosed to one or more groups 

were asked to give reasons for their disclosure from a list of 11-items including óto receive 

practical supportô and ‘it was obvious something was different about meô. For those non-
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disclosed, they were able to select from eight items including ópractical support is not 

requiredô and óI am not required to.ô A free-text option was also available.  

 

4.4 Analysis 

A combined quantitative and qualitative analytic approach was taken. The quantitative 

analyses used statistical methods to examine participants LTC and self-management 

characteristics and work features and to verify the study’s hypotheses. The qualitative 

analysis helped explain the quantitative analysis and allowed a more detailed consideration 

of self-management support needs. In total 740 responses were received. Initial checks 

identified four duplicate surveys which were then removed. 

 

Long-Term Health Condition Categorisation. 

Of the final sample (n = 736) nearly half (n = 327) of participants reported having at least 

one medically diagnosed LTC. For the purposes of this study, the International Classification 

of Diseases Index (ICD-10) (WHO, 2016) was used to categorise LTCs. Ten ICD categories 

were identified and cross-checked with a researcher experienced in using the index (Munir 

et al., 2005b). The first two categories including mental health (n = 119) and MSK (n = 94) 

were most prevalent in the sample.  

 

The sample sizes of the eight remaining ICD categories was small (ranging from 1-28 

participants) and included: 1) neurological disorders (n = 28) e.g., multiple sclerosis; 2) 

endocrine and metabolic disorders (n = 23) e.g., diabetes; 3) lung and respiratory disorders 

(n = 19) e.g., asthma; 4) digestive disorders (n = 13) e.g., Crohn’s disease; 5) cardiovascular 

diseases (n = 11) e.g., hypertension; 6) cancer (n = 10) e.g., bladder cancer; and 7) a small 

group (n = 5) of LTCs infrequent in the sample including skin, gynaecological and eye 

disorders. Five participants failed to specify their LTC. Given this diversity of LTCs in the 

sample it was decided to establish an ‘other’ (n = 114) group to capture the seven remaining 

categories, and participants who had not specified an LTC. This approach is similar to 

previous studies in which a broad chronic disease category is used to show a person has an 

LTC (Fleischmann et al., 2018). 

 

These summary LTC groups were used for analysis. Thus, responses were coded to: 1 = 

mental health; 2 = MSK; and 3 = other. The reasons for this focus are threefold: 1) these 

LTC groupings are prevalent in the study’s sample; 2) mental health, MSK and LTCs are 

more generally reported as the main reasons for long-term work absence in the UK (ONS, 

2019). In particular, mental health is currently an area of energetic UK government and 

employer reform (Stevenson & Farmer, 2017) with LTCs recognised as an area where public 
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and employer literacy needs to improve (Taylor et al., 2014); and 3) most LTCs require 

people to self-manage in some way. Additionally, although the evidence base examining 

self-management support is strong for many LTCs including asthma, COPD, diabetes and 

back pain (Taylor et al., 2014), this is less so from a work perspective and also for other 

LTCs including mental health and less prevalent conditions (e.g., neurological disorders). 

Other LTCs can have a significant impact on people’s workability including neurological, 

endocrine, metabolic and respiratory conditions (Murphy et al., 2013; Pedron et al., 2019; 

Sin et al., 2002). This study adds to these more limited research areas. 

 

Quantitative Analysis 

Missing Values. 

The quantitative analyses were carried out using SPSS 24 for Macintosh (IBM Corporation, 

2016). All the survey data in Jisc was exported into an SPSS file. Initial data checks of the 

variables relevant to the study’s hypotheses involved identifying outliers, missing values and 

normality checking. Checks showed two extreme outliers in the self-efficacy and one in the 

social support variables. These were transformed (winzorised) to the next highest (non-

outlier) number (Field, 2005). Missing data was an issue for seven variables relevant to the 

study hypotheses. To avoid the listwise deletion of cases and lowering of the sample size 

some values were imputed using the estimation maximisation (EM) method in SPSS. This 

method is preferable to mean imputation by preserving variables relationships (Grace-

Martin, 2019). The proportion of missing values ranged between 0.5 – 13% across the 

physical activity (n = 35), wellbeing (n = 34), disclosure (n = 21), activation (n = 20), self-

efficacy (n = 14) and working conditions (n = 1) variables. Small proportions of missing data 

(< 10%) in the self-efficacy and working conditions variables were imputed and subject to 

EM. For hypotheses 2 and 4 missing wellbeing observations were excluded from analysis 

thus 283 participant results were analysed. In line with other studies participant results with > 

30% of missing activation data were excluded from analysis (Linden, 2015; Zill et al., 2013). 

Therefore for hypotheses 2 and 3, 307 participants with complete activation data were 

analysed from the total sample of 327 with an LTC. Missing categorical physical activity and 

disclosure answers were excluded from demographic analyses. Thus for hypothesis 4, 306 

disclosure responses were analysed. 

 

Statistical Analyses. 

Firstly, t-tests for continuous variables and chi-square tests for categorical variables were 

used to explore socio and health demographic differences between participants with and 

without LTCs. Secondly, differences in demographic and self-management characteristics 

including activation, disclosure, self-management behaviours and reasons for not self-
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managing, between participants with LTCs by the three condition groups, were compared 

using either analysis of variance (ANOVA) for continuous or chi-square for categorical 

variables. The third part of the analysis explored the study’s four hypotheses. Work 

characteristics including working conditions, support, current and future workability were 

compared between workers with and without LTCs using ANCOVA (hypothesis 1). Due to 

significant between (LTC and non-LTC) group differences, age, ethnicity and education were 

controlled for and industry (given the vastness of those represented). To compare 

differences in activation and self-efficacy to self-manage an LTC, wellbeing, QoL, working 

conditions, workability and support between workers affected by LTCs (hypothesis 2), and to 

examine the influence of LTC disclosure on activation, self-efficacy and support (hypothesis 

4), a series of analysis of covariance (ANCOVA) tests were run. Bonferroni post-hoc 

analyses accounting for unequal group sizes was used to examine significant differences. 

For hypothesis 3, four separate regression analyses were calculated with activation as the 

predictor for the dependent variables of self-efficacy, wellbeing, current and future 

workability. Previous studies suggest that younger and older workers self-manage health 

differently (Munir et al., 2009). Studies also suggest that ethnicity can affect people’s help 

seeking behaviours (e.g., due to cultural expectations) with potential differences in self-

management support needs related to gender and education level (Dwarswaard et al., 2015 

Taylor et al., 2014). With this in mind, for hypothesis 2, 3 and 4, gender, age and LTC 

severity were controlled for. This is a similar approach taken in other self-management 

studies (Munir et al., 2009a) and a response to significant between-group diferences in age 

and condition severity herein. Data checks showed that the assumptions for regression 

modelling were met, residuals were generally normally distributed, and homogeneity of 

variance and linearity assumptions were acceptable. 

 

Content Analysis 

Two free-text questions explored participants’ views about LTC aspects they were 

unconfident about self-managing (question 1) and could better self-manage at work 

(question 2). A third question asked participants to identify one change that would enhance 

their workplace LTC self-management. The three question’s comments (n = 276) were 

subjected to an inductive content analysis in which main codes and patterns were extracted 

from the data itself (Elo & Kyngäs, 2008). The analysis aimed to add detailed context to the 

survey findings and is the same qualitative analytic approach followed in this thesis’s diary 

study analysis (see Chapter 5, Section 5.6, p. 108). The content analysis followed the three-

stage approach outlined by Elo & Kyngäs (2008) to quantify and describe the content. The 

stages include: 1) preparation; 2) organisation; and 3) reporting of the content. Stage one 

entailed the researcher reading the sets of comments and coding the data in Excel. In stage 
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two possible categories were identified, organised and consolidated via amalgamation and 

counts. To reduce bias, in stages 1 and 2, the researcher discussed the coding and 

interpretation with an independent researcher and HR practitioner. Comments about aspects 

of self-management that participants were unconfident about and might improve were 

categorised by emotional, medical (Corbin & Strauss, 1988; Lorig & Holman, 2003) and 

practical (Glasgow et al., 2003) types taken from the literature. The changes suggested by 

participants in question 3 were grouped by 13 broad categories the researcher had identified 

from the analysis. The results are presented in Table 4.11 of this chapter. 
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4.5 Results 

Participant Characteristics. 

Two socio-demographic analyses were undertaken including: 1) all participants and 2) 

participants with LTCs. Firstly, analyses of the characteristics of the whole sample (n = 736) 

and by LTC status was undertaken. Results are presented in Table 4.2. The mean age of 

participants was 42 years. There was a significant age difference between workers with and 

without LTCs (p = 0.047). Those affected by LTCs (n = 327) were older (43 years) than 

those unaffected (41 years). The majority of participants identified as female (n = 556). 

There were no significant gender or tenure differences between the groups. Participants 

were mainly mixed British (n = 610) or mixed white (n = 77). Most participants (n = 655) 

worked in large organisations employing 500 or more workers. A higher proportion of 

participants with LTCs worked in not-for-profit entities. The education level was high. Fewer 

workers with LTCs (n = 214) were degree educated than those without (n = 309). Workers 

with (n = 258) and without LTCs (n = 321) both reported being mainly inactive at work. There 

was a significant association between LTC status and work activity (ὼ2 (3) = 19.9, p = 0.001) 

suggesting participants without LTCs are more active at work. 

 

Secondly, the socio and health demographic characteristics of participants with LTCs (n = 

327) were analysed. Results are presented in Table 4.3. Participants were fairly evenly 

spread across the study’s three LTC groups: 1) mental health (n = 119); 2) MSK (n = 94), 

and 3) other (n = 114) conditions. Significant age differences between the groups was 

shown [F(2, 324) = 16.0, p = 0.001]. Participants affected by mental health LTCs were 

younger (M = 38 years) than those with MSK (M = 46 years) or other (M = 45 years) 

conditions. There were no significant differences in gender, tenure, ethnicity, education, 

industry, employer size or work activity. More female participants report being affected by 

LTCs (n = 251) than men (n = 76). Though the differences were not significant, workers with 

mental health conditions were more educated. Comparably to unaffected workers, those 

with LTCs (n = 263) were similarly inactive. Notably, there was significant group differences 

in LTC severity (p = 0.001) with those affected by mental health LTCs reporting greater 

severity and those with other LTC types the least. 

 

Self-Management Characteristics of Participants with LTCs. 

Additional analyses of LTC self-management characteristics were undertaken including 

participants’ activation, workplace LTC disclosure, self-management behaviours and 

reasons behind not self-managing. Results are presented in Table 4.4. Significant 

differences in activation between the LTC groups (p = 0.001) was shown. Roughly half of the 
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participants at activation level 1 (56.6%) and 2 (45.8%) reported a mental health LTC, 

suggesting a passivity in self-managing LTCs compared to all other groups. Nearly half of 

participants with the highest activation (level 4) had other LTCs. The majority of participants 

(n = 274) had disclosed their LTC at work with no one LTC group indicated as more likely to 

do so (ὼ2(1) = 306, p = 0.409). About half (n = 15) of participants who had non-disclosed (n 

= 32) were affected by mental health LTCs. Most frequently participants undertook self-

management behaviours (roughly more than half of days in the past month) relating to taking 

medication, managing fatigue, rest, diet and exercise. There was significant differences 

between groups in self-managing exercise [F(2, 203) = 3.16, p = 0.044], pain (F(2, 303) = 

55.1, p = 0.001), acute LTC episodes [F(2, 303) = 5.31, p = 0.005], emotional aspects [F(2, 

303) = 21.1, p = 0.001], mindfulness and meditation [F(2, 303) = 7.24, p = 0.001], self-talk  

[F(2, 303) = 12.1, p = 0.001] and monitoring symptoms [F(2, 303) = 6.28, p = 0.002]. 

Bonferroni post hoc tests showed that workers with mental health LTCs self-managed 

exercise (p = 0.049), acute episodes (p = 0.023), meditation (p = 0.001) and self-talk (p = 

0.001) more frequently than workers with other LTC types, and emotional aspects more than 

workers with MSK (p = 0.001) and other (p = 0.001) LTCs. In addition, participants with MSK 

conditions more frequently self-managed pain than those with mental health (p = 0.001) and 

other LTCs (p = 0.001), and monitored symptoms more than workers with other LTCs (p = 

0.004). Reasons given for not self-managing an LTC at work significantly differed across the 

groups in regard to job security (ὼ2 (2) = 10.5, p = 0.005), a lack of support (ὼ2 (2) = .9.82 , p 

= 0.007), avoiding attention (ὼ2 (2) = 6.36, p = 0.042) and a lack of time (ὼ2 (2) = 5.96, p = 

0.051). Larger proportions of workers with mental health than MSK and other LTCs avoided 

self-managing because of job security concerns (50.0%), lack of support (48.3%), to evade 

attention (45.8%) and a lack of time (38.3%). 
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Table 4.2. Socio-Demographic Characteristics of Participants by LTC Status. 

Variable All 

(N = 736) 

M (SD) 

With LTC 

(N = 327) 

M (SD) 

Without LTC 

(N = 409) 

M (SD) 

P1 

Age (years) 

Range  

41.92 (11.62) 

19 – 72 

42.87 (11.71) 

19 - 69 

41.16 (11.50) 

19 - 72 

0.047 

Tenure (years) 

Range 

7.66 (8.30) 

<1 - 43 

7.80 (8.13) 

<1 - 42 

7.54 (8.46) 

<1 -  43 

0.668 

 

 N (%) N (%) N (%) P1 

Gender 

Female 

Male 

Prefer not to say 

 

556 (75.5) 

178 (24.2) 

2 (0.3) 

 

251 (76.8) 

76 (26.2) 

. 

 

305 (74.6) 

102 (24.9) 

2 (0.5) 

0.567 

 

 

 

Ethnicity 

Mixed British 

Mixed White 

Asian, Indian, Chinese 

Pakistani, Bangladeshi 

Other 

 

610 (82.9) 

77 (10.5) 

25 (3.4) 

4 (0.5) 

20 (2.7) 

 

289 (88.4) 

22 (6.7) 

5 (1.5) 

2 (0.6) 

9 (2.8) 

 

321 (78.5) 

55 (13.4) 

20 (4.9) 

2 (0.5) 

11 (2.7) 

0.002 

 

Education Level 

Degree 

A level or equivalent 

GCSE or below 

 

523 (71.1) 

135 (18.3) 

78 (10.6) 

 

214 (65.4) 

73 (22.3) 

40 (12.2) 

 

309 (75.6) 

62 (15.2) 

38 (9.3) 

0.010 

Industry 

Professional services, banking & finance 

Healthcare 

Public sector, not-for-profit 

Private sector, for profit 

Other, unknown 

Employer Size 

Large  

Medium  

Small  

 

268 (36.4) 

233 (31.7) 

163 (22.1) 

56 (7.6) 

16 (2.2) 

 

655 (89.0) 

47 (6.4) 

34 (4.6) 

 

102 (31.2) 

87 (26.6) 

93 (28.4) 

37 (11.3) 

8 (2.4) 

 

290 (88.7) 

23 (7.0) 

14 (4.3) 

 

166 (40.6) 

146 (35.7) 

70 (17.1) 

19 (4.6) 

8 (2.0) 

 

365 (89.2) 

24 (5.9) 

20 (4.9) 

0.001 

 

 

 

 

 

0.764 

 

 

Work Activity (N  = 701) 

Inactive 

Moderately inactive 

Moderately active 

Active 

 

579 (78.5) 

82 (11.1) 

35 (4.7) 

5 (0.5) 

 

258 (78.9) 

28 (8.6) 

13 (4.0) 

3 (0.9) 

 

321 (78.5) 

54 (13.2) 

23 (5.4) 

1 (0.2) 

 

0.001 

1 p values for t-test (age and tenure) and ὼ2  test analysis (gender, ethnicity, education level, industry, employer 

size and work activity). 
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Table 4.3. Socio and Health Demographic Characteristics of Participants with LTCs. 

Variable Mental Health 

(N = 119)  

M (SD) 

MSK 

(N = 94) 

M (SD) 

Other 

(N = 114) 

M (SD) 

P1 

Age (years) 

Range 

38.25 (11.36) 

19 - 63 

45.94 (11.03) 

20 – 69 

45.16 (11.19) 

23 – 67 

.001 

Tenure (years) 

Range 

6.37 (7.57) 

<1 - 30 

9.18 (8.73) 

<1 - 42 

8.16 (8.01) 

<1 - 37 

.715 

 N (%) N (%) N (%) P1 

Condition Severity 

Mild 

Moderate 

Severe  

Gender 

Female 

Male 

 

14 (11.8) 

81 (68.1) 

24 (20.2) 

 

88 (73.9) 

31 (26.1) 

 

19 (20.2) 

58 (61.7) 

17 (18.1) 

 

73 (77.7) 

21 (22.3) 

 

38 (33.3) 

67 (58.8) 

9 (7.9) 

 

90 (78.9) 

24 (21.1) 

0.001 

 

 

 

0.646 

Ethnicity 

Mixed British 

Mixed White 

Asian, Indian, Chinese 

Pakistani, Bangladeshi 

Other 

 

100 (84.0) 

12 (10.1) 

1 (0.8) 

1 (0.8) 

5 (4.2) 

 

84 (89.4) 

6 (6.4) 

1 (1.1) 

1 (1.1) 

2 (2.1) 

 

105 (92.1) 

4 (3.5) 

3 (2.6) 

. 

2 (1.8) 

0.416 

Education 

Degree 

A level or equivalent 

GCSE or below 

 

100 (84.0) 

19 (16.0) 

. 

 

60 (63.8) 

24 (25.5) 

10 (10.6) 

 

70 (61.4) 

30 (26.3) 

14 (12.3) 

0.337 

Industry 

Professional services, banking & finance 

Healthcare 

Public sector, not-for-profit 

Private sector, for profit 

Other, unknown 

 

46 (38.7) 

27 (22.7) 

17 (22.7) 

15 (12.6) 

4 (3.4) 

 

26 (27.7) 

25 (26.6) 

35 (37.2) 

8 (8.5) 

. 

 

30 (26.3) 

35 (30.7) 

31 (27.2) 

14 (12.3) 

4 (3.5) 

0.114 

Employer Size 

Large  

Medium  

Small  

 

107 (89.9) 

7 (5.9) 

5 (4.2) 

 

86 (91.5) 

5 (5.3) 

3 (3.2) 

 

97 (85.1) 

11 (9.6) 

6 (5.3) 

0.642 

Work Activity (N = 302) 

Inactive 

Moderately inactive 

Moderately active 

Active 

(n = 99) 

88 (73.9) 

7 (5.9) 

4 (3.4) 

. 

(n = 90) 

81.9 (91.0) 

6 (6.4) 

6 (6.4) 

1 (1.1) 

(n = 113) 

93 (81.6) 

15 (13.2) 

3 (2.6) 

2 (1.8) 

0.705 

1 p values for ANOVA (age and tenure) and ὼ2  test analysis (gender, condition severity, ethnicity, education, 

employer size, industry and work activity).  
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Table 4.4. Participants Self-Management Characteristics by LTC Group, Including 

Activation, Disclosure, Workplace Behaviours and Reasoning. 

Variable All Mental Health MSK Other  

 

Activation measure 

N 

307 

N % 

113 (36.8) 

N % 

92 (29.9) 

N % 

102 (33.3) 

 

 

Activation score 

Range 

M (SD) 

62.6  

29.0 - 91.7 

M (SD) 

57.9 (14.1) 

33.0 - 91.7 

M (SD) 

62.7 (13.5) 

35.5 - 91.7 

M (SD) 

67.6 (15.1) 

29.0 - 91.7 

P1 

0.001 

Activation Level (N = 307) N (%) N (%) N (%) N (%) P2 

        Level 1 - Passive 

        Level 2 - Becoming aware 

        Level 3 - Taking action 

        Level 4 - Maintaining behaviour 

53 (17.3) 

48 (15.6) 

118 (38.4) 

88 (28.7) 

30 (26.5) 

22 (19.5) 

43 (38.1) 

18 (15.9) 

14 (15.2) 

15 (16.3) 

37 (40.2) 

26 (28.3) 

9 (8.82) 

11 (10.8) 

38 (37.3) 

44 (43.1) 

0.001 

 

 

LTC disclosure at work (N = 306): 

        Yes 

        No 

 

274 (89.5) 

32 (10.5) 

 

98 (35.8) 

15 (46.9) 

 

85 (31.0) 

7 (21.9) 

 

91 (33.2) 

10 (31.2) 

P2 

0.409 

Self-management (in the past month):     

1. Behaviour type: M (SD) M (SD) M (SD) M (SD) P1 

        Managing fatigue/sleep 2.86 (1.36) 3.02 (1.31) 2.86 (1.29) 2.69 (1.39) 0.207 

        Taking a break/resting 2.87 (1.37) 2.87 (1.29) 3.12 (1.41) 2.64 (1.39) 0.055 

        Managing diet  2.93 (1.55) 2.96 (1.44) 2.97 (1.64) 2.88 (1.59) 0.913 

        Exercise/physical activity 2.40 (1.39) 2.58 (1.41) 2.49 (1.39) 2.13 (1.33) 0.044 

        Shortness of breath 1.38 (0.93) 1.42 (0.89) 1.46 (1.06) 1.28 (0.84) 0.351 

        Nausea and vomiting 1.19 (0.67) 1.19 (0.65) 1.23 (0.77) 1.14 (0.60) 0.645 

        Pain 2.30 (1.46) 1.82 (1.19) 3.46 (1.35) 1.80 (1.24) 0.001 

        Acute episode 1.36 (0.89) 1.45 (0.95) 1.50 (0.98) 1.13 (0.67) 0.005 

        Managing emotional aspects 2.20 (1.31) 2.76 (1.38) 2.08 (1.32) 1.68 (0.94) 0.001 

        Taking medication 3.23 (1.84) 3.30 (1.86) 3.16 (1.82) 3.23 (1.85) 0.867 

        Side effects of treatment 1.92 (1.44) 2.05 (1.55) 1.83 (1.37) 1.86 (1.39) 0.469 

        Mindfulness/meditation 1.75 (1.23) 2.07 (1.40) 1.52 (1.05) 1.37 (0.05) 0.001 

        Self-talk/CBT 1.69 (1.22) 2.12 (1.44) 1.52 (1.05) 1.37 (0.95) 0.001 

        Monitoring symptoms 1.46 (1.19) 1.33 (0.99) 1.25 (0.85) 1.79 (1.55) 0.002 

2. Reasons for not self-managing: N  N % N % N % P2 

        Lack of time 149 57 (38.3) 50 (35.6) 42 (28.2) 0.051 

        Too much work 117 45 (38.5) 40 (40.9) 32 (27.4) 0.080 

        Avoiding attention 107 49 (47.8) 28 (21.2) 30 (28.0) 0.042 

        Job security 76 38 (49.9) 22 (28.9) 16 (15.9) 0.005 

        No facilities at work 62 28 (45.2) 18 (29.0) 16 (25.8) 0.181 

        Lack of support 58 28 (48.3) 20 (34.5) 10 (17.2) 0.007 

        No privacy 54 24 (44.4) 14 (29.9) 16 (29.6) 0.399 

        No facilities close to work 42 15 (35.7) 12 (28.6) 15 (35.7) 0.922 

        No storage 12 5 (41.7) 2 (16.6) 5 (41.7) 0.640 

1 p value for ANOVA. 2 ὼ2  test analysis (dichotomised groups). 
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4.5.1 Hypothesis Testing Results 

The Effect of LTC Status on Working Conditions, Support and Workability. 

 

Hypothesis 1. Working conditions, workplace support and workability will differ between 

participants with and without LTCs.  

 

To control for covariates and determine differences between participants with and without 

LTCs a ANCOVA was conducted. As initial tests comparing demographic variables showed 

significant differences in age, ethnicity, education and industry the variables were entered as 

covariates. The single item of the WAI was used to test current workability. Table 4.5 reports 

the results including the variables observed, estimated means, standard deviations and p 

values.  

 

The analyses revealed significant differences between the groups in aspects of working 

conditions including: control [F(1, 729) = 5.21, p = .023], manager [F(1, 729) = 14.2, p = 

.001] and peer support [F(1, 729) = 12.1, p = .001] and change [F(1, 729) = 5.18, p = .009]. 

Other significant differences emerged in regard to current workability [F(1, 730) = 58.9, p = 

.001] and support [F(1, 730) = 9.67, p = .002]. Post hoc (Bonferroni) tests suggest that 

participants without LTCs perceive less work stress regarding control (M = 3.70) and job 

change (M = 3.24). Moreover participants without LTCs reported better manager (M = 3.64) 

and peer support (M = 3.83). Further tests suggest that participants without LTCs are more 

positive about current workability (M = 8.31) and have more workplace support (M = 13.5) 

compared to those with LTCs (M = 11.7). 

 

Regarding the covariates a main effect of age on workability [F(1, 730) = 24.4, p = .001], job 

control [F(1, 729) = 13.0, p = .001] and role [F(1, 729) = 24.7, p = .001] was shown. Ethnicity 

had a main effect on manager support [F(1, 729) = 5.74, p = .011] and change [F(1, 729) = 

8.43, p = .004]. Thus those of mixed British and mixed White (with and without LTCs) report 

better manager support and less change stressors, and older participants with LTCs report 

better workability, control and less role stressors. Industry was shown to have an effect on 

work demands [F(1, 729) = 6.41, p = .012] and control [F(1, 729) = 9.96, p = .002].  
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Table 4.5. ANCOVA Results for Working Conditions, Support and Current Workability 

for Participants With and Without LTCs. 

 Without LTC 

n = 409 

With LTC 

n = 327 

 

Source of variance Observed 

Mean (SD) 

 Adjusted 

Mean (SE) 

Observed 

Mean (SD) 

 Adjusted 

Mean (SE) 

 

P 

Working conditions 

- Demands 

- Control 

- Manager support  

- Peer support  

- Relationships 

- Role 

- Change 

 

1.97 (.73)a 

3.69 (.71)c 

3.63 (.87)c 

3.83 (.69)c 

2.98 (.50)a 

4.18 (.63)b 

3.23 (.85)c 

  

1.97 (.04) 

3.70 (.04) 

3.64 (.04) 

3.83 (.04) 

2.97 (.03) 

4.19 (.03) 

3.24 (.04) 

 

2.05 (.82)a 

3.59 (.76)c 

3.40 (.87)b 

3.65 (.79)b 

2.94 (.59)a 

4.13 (.69)b 

3.08 (.91)c 

  

2.05 (.04) 

3.59 (.04) 

3.39 (.05) 

3.64 (.04) 

2.94 (.03) 

4.11 (.04) 

3.07 (.05) 

 

.197 

.023 

.001 

.001 

.449 

.087 

.009 

Support 13.4 (7.79)  13.5 (.38) 11.7 (7.68)  11.7 (.43) .002 

Current Workability 8.30 (1.45)  8.31 (.08) 7.40 (1.83)  7.42 (.09) .001 

Covariates: age, ethnicity, education and industry. HSE standard colour code: a Red, b Yellow, c Blue. 

 

Differences in Self-Management Characteristics and Work Outcomes Between 

Participants with LTCs. 

 

Hypothesis 2. Activation, self-efficacy, wellbeing, QoL, working conditions, workability and 

support will differ between participants with different types of LTCs.  

 

To test hypothesis 2 an ANCOVA was conducted. Table 4.6 reports the results. After 

controlling for covariates, significant effects of LTC type on activation [F(2, 301) = 5.25,  p = 

0.006], wellbeing [F(2, 321) = 8.18, p = 0.001] and current workability [F(2, 321) = 4.14, p = 

0.017] were revealed. Other effects on working conditions including demands [F(2, 320) = 

5.94, p = 0.003], manager [F(2, 320) = 4.83, p = 0.009] and peer support [F(2, 320) = 4.71, p 

= 0.010], job role [F(2, 320) = 3.04, p = 0.049] and job change [F(2, 320) = 3.85, p = 0.022] 

were shown. Post hoc Bonferroni tests revealed differences in activation between 

participants with mental health and MSK LTCs (p = 0.002), and other LTC types (p = 0.001). 

Wellbeing differences were revealed between participants with mental health and MSK (p = 

0.002) and other LTCs (p = 0.001), and in current workability between those with mental 

health and other LTCs (p = 0.014). Post hoc (Bonferroni) tests also showed that participants 

with mental health LTCs report less work demands (p = 0.012) and more stress related to 

job change (p = 0.028) and job role (p = 0.049) when compared to those affected by other 
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LTC types. Participants with MSK LTCs report less peer support (p = 0.008) and those with 

mental health LTCs less manager support (p = 0.008) when compared to participants with 

other LTC types. 

 

Regarding the covariates, significant effects of gender on job control [F(1, 320) = 5.51, p = 

0.019], role [F(1, 320) = 4.57, p = 0.033], and age on activation [F(1, 301) = 9.60, p = 0.002], 

self-efficacy [F(1, 321) = 7.57, p = 0.006], current workability [F(1,321) = 19.9, p = 0.001], job 

change [F(1, 320) = 6.04, p = 0.015] and job role [F(1, 320) = 17.5, p = 0.001] were shown. 

Condition severity was related to activation [F(1, 301) = 13.36, p = 0.001], self-efficacy [F(1, 

321) = 28.7, p = 0.001], wellbeing [F(1, 321) = 31.56, p = 0.001], QoL [F(1, 321) = 37.7, p = 

0.001], role [F(1, 321) = 31.56, p = 0.001], control [F(1,  320) = 3.91, p = 0.049], peer [F(1, 

320) = 6.74, p = 0.010] and manager support [F(1, 320) = 4.20, p = 0.041], together with 

current [F(1, 321) = 28.6, p = 0.001] and future [F(1, 321) = 7.82, p = 0.005] workability. 
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Table 4.6. ANCOVA Results by LTC Group for Activation, Self-Efficacy, Wellbeing, QoL, Working Conditions, Workability and 

Support. 

 Mental health n = 119 MSK n = 94 Other n = 114  

Source of variance Observed Mean 

(SD) 

Adjusted Mean 

(SE) 

Observed Mean 

(SD) 

Adjusted Mean 

(SE) 

Observed Mean 

(SD) 

Adjusted Mean 

(SE) 

P 

Activation (n = 307) 57.9 (14.1) 59.7 (1.35) 62.7 (13.5) 62.2 (1.46) 67.6 (15.1) 66.1 (1.40) 0.006 

Self-efficacy 5.85 (1.78) 6.07 (.15) 6.41 (1.79) 6.38 (.17) 6.68 (1.41) 6.48 (.15) 0.158 

Wellbeing  

QoL  

5.05 (2.01) 

5.81 (1.96) 

 5.42 (.16) 

5.97 (.16) 

6.06 (1.76) 

6.30 (1.82) 

 6.05 (.17) 

6.32 (.18) 

6.27 (1.37) 

6.54 (1.59) 

6.07 (.16) 

6.34 (.16) 

0.001 

0.234 

Working conditions 

- Demands 

- Control 

- Manager support  

- Peer support  

- Relationships 

- Role 

- Change 

 

2.19 (.89)a 

3.43 (.79)b 

3.20 (.85)a 

3.56 (.78)a 

3.02 (.65)a 

3.91 (.73)a 

2.88 (.88)b 

 

2.16 (.08) 

3.48 (.07) 

3.25 (.08) 

3.62 (.07) 

3.02 (.06) 

4.00(.06) 

2.95 (.09) 

 

2.16 (.83)a 

3.62 (.73)c 

3.36 (.98)b 

3.48 (.92)a 

2.95 (.54)a 

4.22 (.65)c 

3.04 (.97)b 

 

2.17 (.08) 

3.61 (.08) 

3.36 (.09) 

3.48 (.08) 

2.96 (.06) 

4.18 (.07) 

3.01 (.09) 

 

1.80 (.66)a 

3.72 (.72)c 

3.64 (.74)c 

3.86 (.65)c 

2.84 (.57)a 

4.27 (.62)c 

3.31 (.86)d 

 

1.83 (.08) 

3.60 (.08) 

3.81 (.07) 

4.15 (.07) 

2.84 (.06) 

4.22 (.06) 

3.27 (.09) 

 

0.003 

0.118 

0.009 

0.010 

0.231 

0.049 

0.022 

Current workability 

Future workability 

6.80 (1.87) 

6.09 (1.77) 

7.10 (.16) 

6.10 (.17) 

7.44 (1.66) 

5.72 (1.89) 

7.35 (.17) 

5.78 (.19) 

8.01 (1.73) 

5.95 (1.78) 

7.76 (.16) 

5.89 (.17) 

0.017 

0.535 

Support 10.8 (7.45) 11.2 (.73) 11.6 (8.14) 11.6 (.79) 12.5 (7.49) 12.3 (.74) 0.864 

Covariates: gender, age and LTC severity. HSE standard colour code: a Red, b Yellow, c Blue, d Green.



Chapter 4 Survey Study 

 87 

The Influence of Activation on Participants with LTCs Self-Efficacy, Wellbeing and 

Workability.  

 

Hypothesis 3. Activation will be positively associated with participantsô self-efficacy to self-

manage an LTC at work, wellbeing, current and future workability. 

 

To test the association between activation and participant self-efficacy, wellbeing and 

workability, four regression analyses were undertaken adjusting for covariates of gender, 

age and LTC severity. 

 

An initial correlation analysis explored relationships between the variables. The results are 

presented in Table 4.7. Except for future workability and gender, there were significant 

positive correlations between activation and all other study variables ranging between r = .22 

and r = .48. A significant relationship between activation and self-efficacy (r = .48, p < .001), 

and wellbeing (r = .44 p < .001) and current workability (r = .39, p < .001) was shown. A 

significant correlation was found between self-efficacy and current workability (r = .53, p < 

.001).  

 

Regarding the covariates, gender was not shown to be significantly associated (r < .32). Age 

was positively related to activation (r = .22, p < .001), self-efficacy (r = .19, p < .001) and 

current workability (r = .28, p < .001). Specifically, LTC severity was negatively correlated 

with activation (r = -.25, p < .001), self-efficacy (r = -.31, p < .001), wellbeing (r = -.35, p < 

.001), current (r = -.32, p < .001) and future (r = -.15, p < .001) workability.  

 

Regression Analysis. 

Four regression analyses were undertaken with activation as the independent variable and 

self-efficacy, wellbeing and current and future workability as dependent variables. After 

adjusting for covariates, activation was significantly associated with three of the dependent 

variables. Table 4.8 reports the results. A significant relationship was found between 

activation and self-efficacy [F(4, 302) = 31.0, p = 0.001] explaining 23% of the variation in 

self-efficacy (adjusted R2 of .228). Participants self-efficacy increased 0.48 for each unit 

increase (+1) in activation. Activation was shown to be a significant predictor of participant 

wellbeing [F(4, 302) = 19.5, p = 0.001]. The model explained 19% of the variation in 

wellbeing (adjusted R2 of .194) increasing 0.47 for each unit (+1) increase in activation. 

Finally, a significant relationship was found between activation and current workability [F(4, 

302) = 25.5, p = 0.001] with the model explaining 24% of the variation (adjusted R2 of .242). 

Participants current workability was predicted to increase 0.34 for each unit (+1) activation 
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change. A non-significant relationship with future workability was shown [F(4, 305) = 1.57, p 

= 0.212]. 

 

Regarding the covariates significant effects suggest that as participants LTC severity 

increases their self-efficacy (p = 0.001), wellbeing (p = 0.001) and current workability (p = 

0.001) declines. Other significant effects of age on self-efficacy (p = 0.036), current (p = 

0.001) and future (p = 0.028) workability indicate that both increase with age. 

 

The Effect of Disclosure of an LTC on Key Self-Management Characteristics. 

 

Hypothesis 4. Workers who have disclosed an LTC at work will be more activated, self-

efficacious and supported.  

 

An ANCOVA was conducted to explore differences in activation, self-efficacy and support 

between participants who had (or had not) disclosed their LTC at work. Age, gender and 

LTC severity were entered as covariates. The results are presented in Table 4.9. No 

significant group differences in activation [F(1, 298) = .62, p = 0.43] or self-efficacy [F(1,301) 

= 1.86, p = 0.17] was shown. A significant effect of disclosure on support [F(1, 301) = 11.8, p 

= 0.001] was revealed. Post hoc (Bonferroni) tests showed that workers who had not 

disclosed an LTC reported less workplace support (p = 0.001). Regarding covariates the 

effects of age was reiterated on activation [F(1, 298) = 15.1, p = 0.001], self-efficacy [F(1, 

301) = 12.2, p = 0.001] and of LTC severity on activation [F(1, 298) = 20.5, p = 0.001], self-

efficacy [F(1, 301) = 30.8, p = 0.001] and support [F(1, 301) = 3.99, p = 0.047]. 
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Table 4.7. Correlations Among the Key Survey Study Variables. 

 
M SD 1 2 3 4 5 6 7 8 

1. Gender - - - 
       

2. Age 42.9 11.7 0.06 1       

3. LTC severity 1.94 .61 -0.06 -0.05 1      

4. Activation 62.6 14.8 -0.06 .22* -.25* 1     

5. Self-efficacy 6.29 1.71 0.09 .19* -.31* .48* 1    

6. Wellbeing 5.83 1.80 0.03 .21* -.35* .44* .52* 1   

7. Current workability 7.40 1.83 -0.05 .28* -.32* .39* .53* .51* 1 
 

8. Future workability  5.94 1.81 0.08 -0.08 -.15* 0.07 .22* .22* .29* 1 

*Correlation is significant at the 0.01 level (2-tailed). 
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Table 4.8. Regression Analysis Results of Variables Predicting Self-Efficacy, Wellbeing and Workability. 

 Self-efficacy Wellbeing Current Workability Future Workability 

Model B SE B β t P B SE B β t P B SE B β t P B SE B β t P 

1 Activation Score .06 .01 .48 9.49 0.001 .05 .01 .41 7.77 0.001 .05 .01 .39 7.55 0.001 .01 .01 .07 1.25 0.212 

2 Activation Score 

Gender 

Age 

LTC severity 

.05 

.36 

.02 

-.58 

.01 

.20 

.01 

.14 

.41 

.09 

.11 

-.21 

7.91 

1.81 

2.11 

-.4.17 

0.001 

0.07 

0.036 

0.001 

.05 

.18 

-.001 

-.60 

.01 

.23 

.01 

.16 

.36 

.04 

-.02 

-.20 

6.65 

.79 

-.28 

-3.72 

0.001 

0.43 

0.78 

0.001 

.03 

-.30 

.03 

-.69 

.01 

.21 

.01 

.15 

.29 

-.07 

.19 

-.25 

5.44 

-1.46 

3.89 

-4.82 

0.001 

0.15 

0.001 

0.001 

.01 

.35 

-.20 

-.36 

.07 

.24 

.01 

.17 

.07 

.08 

-.13 

-.12 

1.21 

1.46 

-2.20 

-2.13 

0.227 

0.145 

0.028 

0.034 

Covariates: gender, age and LTC severity. 

 

Table 4.9. ANCOVA Adjusted and Unadjusted Means by Disclosure Group for Activation, Self-Efficacy and Support. 

 Disclosed n = 274 Non-disclosed n = 32  

Source of variance Observed Mean (SD)  Adjusted Mean (SE) Observed Mean (SD)  Adjusted Mean (SE)  

P 

Activation 

Self-efficacy 

Support 

62.4 (14.4) 

6.28 (1.76) 

12.2 (7.66) 

 62.3 (.85) 

6.27 (.09) 

12.2 (.46) 

63.5 (18.1) 

6.65(1.74) 

7.29 (7.06) 

 64.3 (2.5) 

6.69 (.29) 

7.30 (1.35) 

0.43 

0.17 

0.001 

Covariates: gender, age and LTC severity. 
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4.5.2 Content Analysis Results 

The results of the content analysis of the three free-text questions described in Section 4.4 

are presented next.  

 

Self-Management Confidence. 

The first question asked participants to describe aspects of self-management they were 

unconfident about, and the second to comment about LTC aspects they might better self-

manage at work. Taken together 176 participant comments were analysed for question 1 (n 

= 94) and question 2 (n = 82). A summary of the analysis results are presented in Table 

4.10. Mostly (n = 46) participants indicated a lack of confidence about self-managing 

emotional aspects. For many (n = 30) this related to their own confidence about being open 

about an LTC (e.g., disclosing a condition) and the consequences of doing so, for example 

being believed, trusted or perceived as a burden. Participants (n = 38) also lacked 

confidence in self-managing practical aspects including job resources (e.g., workload) and 

environmental factors such as sedentary practices, as well as lifestyle factors such as 

getting rest, exercise and managing diet. A lack of confidence in self-managing medical 

aspects was also suggested including fitting medication regimes around work and dealing 

with symptoms. Work reasons for lacking self-management confidence were cited and 

mostly related to work demands. Regarding better self-management, practical aspects 

predominated (n = 53) and comments reflected better self-management of diet and working 

hours, reducing sedentary behaviour and increasing exercise. Twenty-three participants 

indicated that self-managing emotional aspects including managing stress, being open about 

an LTC and their seeking of support could improve. For a few, better self-management 

would entail securing a new job (n = 1), taking sick leave (n = 1) or minimising an LTC’s 

symptoms by managing medical aspects (e.g., blood sugar levels) (n = 2). 

 

Enhancing Workplace LTC Self-Management. 

The third question asked participants to identify one change that would enhance their 

workplace LTC self-management. One hundred and forty-five comments were analysed. 

The results are presented in Table 4.11. Participants identified five core aspects of work and 

potential stressors that, if changed, could enhance their LTC self-management including: 1) 

work and job flexibility (n = 28); 2) better support (n = 19); 3) reduced job demands (n = 19); 

4) reduced stigma (n = 14) and; 5) adaptable policies (n = 13) (e.g., flexible absence 

policies). Furthermore improved workplace LTC literacy (n = 11) plus a compassionate and 

caring approach (n = 10) was suggested to help. A small group (n = 5) described a need for 

more staff resources, improved job security (n = 3) and practical help (n = 9).  
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Table 4.10. Content Analysis Results and Representative Extracts Concerning Participants Self-Management Confidence and 

Aspects of LTC Self-Management Improvement. 

Diary 

Question 

1. Aspects of health participants are unconfident about 

self-managing. 

N* = 94 

2. Aspects of LTC self-management participants with LTCs 

might look after better. 

N = 82 

Category n Extracts n Extracts 

Emotional 46 óI find it hard to ask for help and admit I cannot do thingsô. 

óConfidence discussing it with people, not being judgedô. 

óI feel guilty having to have enforced rest time from workô. 

óSharing my condition that I have cancerô. 

 óLack of understanding how the LTC effects daily  lifeô. 

óDisclosing my LTC and managing stressô. 

23 óIf I chose to disclose it may be easier to self-manage. But then 

again it may be worseô. 

óGetting stressed then drinking alcohol at homeô. 

 óI need to learn to talk more to colleagues and managementô. 

óMy emotional wellbeingéI have not got the tools to help meéô. 

óWorking mostly helps to keep my mind off my health problemsô. 

Practical 38 óI am a specialist (medical), I donôt know who would cover 

my work if I was unavailableô. 

óThe physical environment is really not goodô. 

óGeneral depression caused by a downward spiral of my 

sedentary jobô. 

óTaking time off for health reasonsô. 

óéit is very difficult to call iné in terms of what you would 

say on the phone - 'I can't come to work because I'm too 

sad' is embarrassing to say.ô 

53 óMore autonomy about work travel. An ability to say noô. 

óReducing my hours so that I am not sitting as much and try and 

move and stand moreô. 

óMaybe work from home more to reduce the impact of travelling 

on my jointsô. 

óDietéthe food options provided are limitedéI am coeliacô. 

óI could take more breaks and work shorter hours, but this seems 

impossible at the momentô. 

óFlexible hours to accommodate for a bad night with my PTSDô. 

Medical 10  óPlanning my day round food/injectionséô 

óNausea is very difficult to get on top ofô. 

óAvoiding people at work when they have colds/infectionsô. 

2 óGenerally have better blood sugar control so that it does not 

affect me at workô. 

 

*N denotes the number of overall comments. 
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Table 4.11. Content Analysis Results and Representative Extracts Concerning One Change Identified by Participants to Enhance 

their Workplace LTC Self-Management. 

Change category N* = 145 

 

Flexibility 

n 

28 

Extracts 

óA more flexible approach to time offô. 

Social support 19 óBetter rapport with line managerô. 

Job demands 19 óThe constant pressure on sales and utilisationô. 

Stigma 

Policy 

LTC literacy 

Compassion & care 

Practical support 

Empowerment 

Resources 

Job role 

Communication 

Job security 

14 

13 

11 

10 

9 

6 

5 

4 

4 

3 

 óConsideration and respectful behaviourô. 

óBeing able to take time off without activating the Bradford (sickness absence) factorô. 

óBigger focus on mental health in the workplaceô. 

óEmotional support and training for all colleagues on how to effectively support those with mental health issuesô. 

óFacilities nearbyô. 

óIn this job I am discouraged by my manager from looking after my healthô. 

óMore staff need to be employedéthe team have been down several members for almost a yearô. 

óFind another job, I feel that is my only hope, but I have applied for at least 40 jobs over the past 7 yearsô. 

óManagement needs to be supportive and listen to concerns. Very rarely do they reply to your emails or queriesô. 

óéwe face discrimination...I have a new concern over job security as roles are being 'off -shored'. 

*N denotes the number of overall comments.
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4.6 Discussion 

This analysis of a cross-sectional survey of a working population examined people’s work, 

LTC and self-management characteristics. The findings contribute a number of novel 

findings to the workplace and LTC self-management literature. The analysis revealed that 

overall, workers with LTCs experienced work more adversely to those without conditions. 

Significant differences in work and self-management characteristics between the LTC 

groups were also highlighted and mostly with mental health. The association of activation 

with workers’ self-efficacy, wellbeing and workability highlights new relationships between 

the activation concept, workers and work. The association of LTC disclosure with workplace 

support adds to the evidence linking the importance of disclosure of an LTC with support 

(Brohan et al., 2012; Munir et al., 2005b). The study’s main findings and conclusions are 

discussed next. 

 

Work Characteristics by LTC Status. 

It was hypothesised (hypothesis 1) that working conditions, support resources (i.e., people to 

turn to at work) and workability will differ between workers with and without LTCs. The 

hypothesis was supported, and the findings provide new insight to the working conditions of 

workers with LTCs. The findings that workers without LTCs perceived significantly less 

stress about control and change in addition to reporting more workplace support (including 

better support from managers and colleagues), suggests that workers with LTCs are at 

greater risk of work stress. This strengthens the health and work literature by connecting 

LTCs with poorer working conditions and less workplace support. The job demand-control 

(Karasek, 1979) and extended demand-control-support model (otherwise known as ISO-

model) (Johnson & Hall, 1988) are popular theories used to assess work stress. The ISO-

model conceives social support to be a resource people draw on to reduce stress (Leka & 

Houdmont, 2010) including by increasing self-esteem to manage an LTC. Therefore 

inadequate support could heighten a person’s vulnerability to stress. This might help explain 

why workers with LTCs perceived more stress and perhaps because they had less support 

resources to draw on. Although the findings cannot determine if the causal factors of greater 

stress was LTC or work related or a combination of both, this is a new insight to the stress 

perceptions of workers with LTCs. Yet on balance and for workers with and without LTCs, 

work demands and role were important stressors highlighted by the HSE indicator tool. 

Therefore, despite the association of LTCs with problems meeting work demands (Munir et 

al., 2005a), contrary to expectations the differences between the two groups was not 

significant. In fact, workers with and without LTCs were both highly stressed in this regard. 
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Work stress and LTCs can negatively affect people’s workability (Habibi et al., 2014). In this 

study, workers with LTCs reported a reasonably high level of current workability (M = 7.45). 

However, in line with other research, this was lower than workers without LTCs which adds 

to the evidence for LTCs having burdensome work effects (Koolhaas et al., 2014). Whilst not 

everyone needs to meet the demands of an LTC, work stress can lead to poor health 

(Siegrist & Li, 2018) and restrict workability (Habibi et al., 2014). As work stress can worsen 

LTCs (Cooper & Cartwright, 1994) and add to an LTCs existing effects, the findings 

strengthen the case for employer support for workers with LTCs.  

 

Work Characteristics by Long-Term Health Condition Group. 

It was hypothesised that there would be differences in work characteristics including the 

HSE standards, workability and support between the three LTC groups (hypothesis 2). The 

hypothesis was supported and stress emerged as a particular risk factor for mental health 

LTCs. Workers with mental health LTCs perceived more stress in five of the seven 

standards and significantly more regarding job role and change, compared to workers with 

MSK and other LTCs. Other significant differences showed that workers with mental health 

LTCs perceived less manager support compared to workers with other LTCs. People’s 

experience of stress is influenced by their expectation and perceived control (Koolhaas et 

al., 2011). As mental health LTCs can impair cognition it could be that affected workers were 

less able to manage stress. Equally, as stress can be a symptom of a mental health LTC, it 

is feasible that workers were more stressed because they were less able to manage it.  

 

In addition, significant differences in current workability showed that participants with mental 

health LTCs were less confident about their workability, compared to workers with MSK and 

other LTCs (albeit surprisingly more confident about future workability). Workplace studies 

associate low levels of support (particularly from managers) with low workability and poor 

mental health (Peters et al., 2019; Sugimura & Thériault, 2010). As poor work support can 

lead to stress (Johnson & Hall, 1988) which potentially undermines workability, this could 

help explain the between group differences in work characteristics discussed. Given support 

can buffer stress and promote LTC self-management (Gallant, 2003), this adds to the 

evidence for better workplace mental health support (Stevenson & Farmer, 2017). 

 

In addition, differences in working conditions between the LTC groups indicated a complexity 

to the work stress workers experience. For example, workers with mental health LTCs 

perceived less stress about work demands compared to those affected by all other LTCs. 

Yet, compared to HSE benchmarks work demands was suggested to require urgent 

attention across all the LTC groups. Moreover, workers with MSK LTCs perceived more 
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stress about peer support compared to workers with other LTCs. While compared to HSE 

benchmarks urgent attention was recommended for both. Overall, the extent to which each 

standard (by LTC group) differed and the level of magnitude varied. These complexities 

raise questions about an employer’s ability to meet diverse support needs. However, the 

HSE standards and content analysis’s illustration of shared workplace stressors and barriers 

to self-management including inflexibility and manager support, highlight commonalities 

between workers with LTCs.  

 

Long-Term Health Condition and Self-Management Characteristics. 

It was hypothesised that there would be differences between the LTC groups in self-

management characteristics including activation and self-efficacy (hypothesis 2). The 

hypothesis was partly supported, and the analysis showed significant differences in 

activation between workers with mental health LTCs and all other conditions. The study’s 

overall mean average for activation was marginally lower (M = 62.6) but fairly consistent to 

that reported in other research featuring workers with LTCs (M = 67.7) (Harvey et al., 2009). 

However, while the majority of workers with LTCs were motivated to self-manage, a notable 

proportion were not. Over one-third of participants were passive, inactive or unconfident 

about self-managing which suggests that workplace support is important. Workers with 

mental health LTCs were least activated about self-managing an LTC at work. Unfortunately 

studies do not exist to directly compare activation by LTC but comparably to Munir et al 

(2009a), and despite the use of a different measure, self-efficacy was lowest for workers 

with mental health LTCs. Given in this study workers with mental health LTCs also perceived 

the most stress and their LTC more severely this again reinforces a need for workplace 

support for mental health LTCs. As workers with other LTCs were more activated, self-

efficacious and reported better wellbeing, QoL and support, future research deciphering the 

reasons for LTC group differences could help identify support needs and inform 

interventions to motivate workers’ self-management of different LTCs. 

 

Support was found for hypothesis 3 and activation was significantly associated with workers’ 

self-efficacy, wellbeing and current workability. The findings fit with, extend and reinforce 

earlier studies suggesting positive associations between activation and self-efficacy 

(Stepleman et al., 2010), wellbeing (Peters et al., 2019) and work outcomes (Harvey et al., 

2009). Most employers are interested in making sure that workers with LTCs are well and 

able to do their jobs. To help to achieve this, work interventions are needed to support LTC 

self-management. Whilst activation is most often used clinically to improve LTC outcomes 

(Hibbard & Gilburt, 2014) the workplace need not be excluded. Harvey et al (2009) proposed 

that activation could form part of more general workplace intervention programmes to help 



Chapter 4                                          Survey Study 

 97 

improve workers’ health. Measuring activation could help employers and OH better support 

workers engagement to self-manage and broaden workplace health and wellbeing offerings. 

Further studies should explore the practical and economic feasibility of employers supporting 

workers’ LTC self-management via activation.  

 

Key Personal and LTC Characteristics.  

The study’s analysis of covariates provides important insight to workers’ characteristics. The 

significant negative relationships shown in hypothesis 3 between LTC severity and 

activation, wellbeing, self-efficacy and workability suggests that an LTC’s status (and its 

variability) should be accounted for in workplace support provisions. Increasing severity of 

an LTC can result in new symptoms and possible disabilities. As this can affect a person’s 

ability to cope (Somers et al., 2010) and interfere with daily tasks, the findings are perhaps 

unsurprising. A severe LTC could cause a worker to question their capabilities (Jongen et 

al., 2014) in self-managing a symptom or disability they may not have mastery of, and affect 

their workability beliefs. Moreover, a more severe LTC (which feasibility could be complex) 

might not be effectively self-managed due to progressive disablement or lack of treatment 

options.  

 

Therefore, it is not difficult to appreciate that not everyone will be confident about their ability 

to influence an LTC they might not have the knowledge, skills or confidence to self-manage 

and have little (or no) control of an health outcome. Using activation these findings add to 

existing evidence that worsening LTCs indicate greater self-management support needs 

(Van Houtum et al., 2013) and declining confidence. Given increasingly severe LTCs often 

entail workers needing more work support (e.g., modifications) and to which employers need 

to reasonably adjust, future research should account for LTC severity and condition 

trajectories. 

 

In contrast to research suggesting self-care and work capability declines with age (Converso 

et al., 2018; Gleason et al., 2016), this study’s findings suggest that activation, self-efficacy 

and workability increase with age. This corroborates with studies relating age to better self-

care and self-management (Cameron et al., 2018; Munir et al., 2009b). Older workers might 

be more confident and not have greater self-management support needs because they are 

more experienced in self-managing an LTC due to an over-time acquisition of knowledge 

and practice. Alternatively, this could be evidence of the Healthy Worker Effect where older 

and sicker people are out of work (Buckley et al., 2015) thus excluded from this analysis. 

These findings present older workers with LTCs in a different light, as active agents in their 

own care and implies younger workers need more support. Therefore, as learning 
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vicariously is important to self-efficacy (Bandura, 1997), older workers with LTCs might help 

enhance younger peers’ self-management confidence.  

 

Disclosure. 

Most participants had disclosed an LTC implying inclusivity in their workplaces. Whilst this is 

a similar finding to other studies (Varekamp & van Dijk, 2010), this study’s analyses makes 

fairly clear that not everyone sensed this inclusivity at work. Workers with mental health 

LTCs reported avoiding attention and worrying about what people think and job security. In 

contrast to expectations (hypothesis 4) and though the differences were insignificant, 

workers who had non-disclosed an LTC were marginally more activated and self-efficacious. 

This raises questions about whether disclosure is beneficial. Disclosure can have important 

benefits and enable support access or it can make little difference to people’s work lives 

(Gignac & Cao, 2009) or even undermine a person’s self-management confidence. This 

could be due to stigma or discrimination resulting (or possibly anticipated) from disclosure 

(Brouwers et al., 2019; Stratton et al., 2018). Although it cannot be further commented on 

because of unmeasured factors (including stigmatising events), it is reasonable to assume 

that it may undermine a person’s confidence to self-manage. 

 

However, disclosure was related to having more people to turn to at work for support. This 

appears reasonable because although disclosure does not always lead to support it is the 

main way of accessing it (Munir et al., 2005b), and can enhance a person’s awareness of 

the support available. Therefore, participants who had not disclosed might have less support 

simply because they did not need support at the time of the survey thus had not made 

themselves aware of it. Equally an employer might not raise awareness about available 

support where they do not perceive a worker needs to know. Nonetheless, as support can 

enable LTC self-management, minimise stress and was highlighted by participants as a 

reason for not self-managing and something to improve, increasing workers awareness and 

access to workplace support would be beneficial. Given the implication that disclosure can 

be beneficial or counterproductive, this warrants further investigation and later research 

should examine the outcomes of disclosure on workers’ LTC self-management. 

 

Limitations. 

A number of study limitations should be considered. Firstly, the study’s sample size was 

smaller than anticipated due to problems accessing organisations. This limits the findings 

generalisability. Challenges in securing employer interest to distribute the survey was 

experienced (e.g., due to conflicting with an engagement survey). Further data collection 

would be needed to test whether a different population of workers with LTCs are similarly 
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activated and confident about self-managing. Secondly, the project’s cross-sectional nature 

means that the picture of workplace self-management presented might have changed due to 

variations in measured features. While the study’s prime focus was to provide an insight to 

workers’ LTC, work and self-management characteristics, just one opportunity to measure 

these was presented. This might not be representative or adequate to understand the 

complexities of workers self-management situations. Future research should examine 

workers’ self-management over an extended period to unpick the relationships between 

LTC, self-management and work characteristics. Thirdly, data collection over such an 

extended period could have introduced variances unaccounted for meaning the findings are 

not representative. Specifically, the recruitment strategy meant that employers were 

recruited over more than one year from different industries. Therefore, differences affecting 

individual worker’s self-management (but unknown to the researcher) could be unaccounted 

for including organisational and industry specific features e.g., ways of working, 

organisational changes etc. Also, later data collections used shortened survey versions (to 

encourage worker participation) creating problems in data management and comparability. 

Fourth, the analyses grouping together of a diverse range of other LTCs (e.g., neurological 

and digestive) and exclusion of comorbidities makes it difficult to attribute findings and 

support needs to specific LTCs, and limits their generalisability. Accounting for this and as 

LTCs were self-reported and not medically verified (by a GP), this might explain the other 

groups more favourable results. Lastly, workers were asked to rate their anxiety yesterday 

whereas other measures used present tense statements. Consequently, anxiety was omitted 

from analysis and in hindsight, a more suitable measure with a similar recall period should 

have been chosen to provide this insight. 

 

4.7 Summary and Conclusion 

This study aimed to identify the health, work and LTC self-management characteristics of 

workers. In sum, the findings present considerable new insight to a population of workers 

with LTCs who are (mostly) activated to self-manage. Whilst this suggests that many 

workers are engaged with self-managing it was also clear that others might benefit from 

employer support to look after an LTC. A considerable proportion of less activated workers, 

in particular those with mental health conditions, might benefit from employer support to 

acquire, maintain and enhance their self-management confidence and manage stress. To 

help identify, target and track workers’ confidence and support needs, employers might 

consider using the well-established activation measure and HSE standards. In light of the 

evidence presented, the challenges faced by workers with mental health conditions 

(Stevenson & Farmer, 2017) and as people with LTCs are more likely to experience 

problems in working (Naylor et al., 2012), these findings strengthen (and possibly hasten) 
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the case for employer support for workers with LTCs. These findings allude to potential 

variability in workers LTCs and support needs. However, the generalisability of these data is 

limited by their cross-sectional nature. Further studies examining workers LTC self-

management characteristics and behaviours over time are needed.
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Chapter 5 – Study 2 

 

5 The Nature of Workers Self-Management of Long-Term Health Conditions 

at Work Over Time: A 10 Week Diary Study 

 

5.1 Introduction 

This thesis aims to understand the self-management support needs of workers with LTCs. 

The Study 1 survey results in Chapter 4 showed that over one third of workers with LTCs 

were passive, inactive or unconfident about self-managing and that workers with LTCs are 

generally more work stressed than those without. Therefore, workers with LTCs could 

benefit from employer support. The association of worsening LTC severity with lower self-

efficacy, activation and poorer wellbeing, coupled with conditions fluctuating features due to 

symptoms, progression and treatments (Beatty, 2012; Flurey et al., 2014; Lind et al., 2011; 

Nilsen & Elstad, 2009; Steadman et al., 2015; Thompson et al., 2019) suggests workers’ 

support needs could change over time. Temporal complexities could make it difficult for 

employers to provide effective support and at the right time. Whilst it is known that workers 

with LTCs can fluctuate between illness and wellness (Boyd, 2012), time is neglected in 

workplace LTC self-management studies.  

 

Studies recommend employers do more to support LTC self-management but as few 

explore it, they are unaware of how and when to intervene (Glasgow et al., 2008; Munir et 

al., 2009a; Pransky et al., 2014; Ruston et al., 2013; Shaw et al., 2013, 2014; Steadman et 

al., 2015; Summers et al., 2014). Studies point to psychosocial factors including confidence 

(Bandura, 1997), support (Gallant, 2003) and control (Hibbard & Gilburt, 2014) having 

motivating effects on workers’ LTC self-management, and notably via work engagement 

(Shaw et al., 2014; Tveito et al., 2010). However, states are not fixed. People’s self-

management confidence can change in short time periods (Bandura, 1997) and behaviours 

can be episodic or continuous (Audulv, 2013). Therefore, the processes of self-managing an 

LTC are complex and changeable (Schulman-Green et al., 2012) with internal factors i.e., 

confidence and control beliefs, and external factors including support, interacting to 

determine people’s engagement to self-manage. Still, there is little insight to the temporality 

of LTC self-management (Audulv et al., 2010; Burdforf, 2012). One systematic review, 

assessing changes in prostate cancer survivors self-management over time, reported the 

evidence was underdeveloped (Paterson et al., 2015). Certainly, a temporal insight to UK 

workers LTC self-management is unavailable and existing studies do not account for work 

engagement. 
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Workers’ performance, mood and work engagement can change over time (Beal et al., 

2005; Ohly et al., 2010; Xanthopoulou et al., 2012) and are affected by changeable factors 

including job demands (Sonnentag, 2011). Studies point to work engagement predicting 

work related wellbeing, motivating workers energy for job performance and is associated 

with workplace health behaviours and productivity (Bakker & Bal, 2010; Macleod & Clarke, 

2009; Munir et al., 2015). Work engagement is a process in which workers feel (positively) 

engrossed and energised to undertake work by being dedicated and absorbed (Breevaart et 

al., 2014; Schaufeli, 2017; Xanthopoulou et al., 2012), and is affected by people’s job and 

personal resources at the time including support and confidence (Bakker & Demerouti, 

2007). Poor engagement is concerning for people with LTCs (Shaw et al., 2014; Tveito et 

al., 2010) and related to health limitations (Abma et al., 2013; Shaw et al., 2013).  

 

Little is known about the work engagement of workers self-managing LTCs, or whether this 

fluctuates alongside condition changes. As engaged workers tend to be intrinsically 

motivated including being driven to undertake tasks for self-interest (Wake & Green, 2019), 

work engagement could motivate (or undermine) workers’ LTC self-management. Veromaa 

et al (2017) highlight that research exploring the health enhancing benefits of work 

engagement are scarce. Existing workplace LTC self-management studies do not examine 

it. This study addresses this gap by including work engagement in examining workers LTC 

self-management. 

 

Existing studies are limited by their cross-sectional or qualitative nature. Cross-sectional 

studies cannot determine relationships and qualitative studies are not intended to represent 

large populations (Sale et al., 2002), with both unable to examine the temporality of workers’ 

LTC self-management (Heinrichs et al., 2018; Kennedy et al., 2007; Munir et al., 2009a; 

Ruston et al., 2013). Diaries are one way of collecting longitudinal data that captures 

behavioural and cognitive change (Breevaart et al., 2014). Diaries feature in work and health 

studies exploring support and stress (Pow et al., 2017), job strain and performance (De 

Gieter et al., 2018) and managing common health symptoms (Anwar et al., 2017). 

Specifically, diaries feature strongly in work engagement research (Breevaart et al., 2014; 

Breevaart & Bakker, 2017; Xanthopoulou et al., 2008, 2012). In one study and although 

people with LTCs were not sampled, workers general self-management (i.e., having control 

of your own behaviour) was reported to change over time and positively affect work 

engagement (Breevaart et al., 2014).  
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This study aimed to examine workers’ LTC self-management over time. This adds to the 

diary study and work engagement literature with its novel LTC self-management focus. A 

sub-sample of Study 1 survey participants were invited to complete an online diary on their 

LTC, self-management and work characteristics and how these change over time. The study 

also examined whether changes in support, perceived control of an LTC and work 

engagement explained changes in worker’s self-management confidence over time. Given 

the temporal nature of LTCs and call for employer support for fluctuating LTCs, a broad 

range of conditions were represented (Sayze, 2011; Steadman et al., 2015). To the 

researcher’s knowledge this is the first workplace diary study of workers’ LTC self-

management.  

  

Four of the wider eight project hypotheses were generated for the diary study: 

5. Participants confidence to self-manage an LTC at work will change over time; 

6. Changes in perceived control of an LTC will explain changes in self-management 

confidence over time; 

7. Changes in support satisfaction will explain changes in self-management confidence 

over time; 

8. Changes in work engagement will explain changes in self-management confidence 

over time. 



Chapter 5                                          Diary Study 

 104 

5.2 Method 

As the diary method is a way of examining temporal features, health and behaviours (and 

available remotely) an online diary was deemed a suitable data collection method. The study 

design is longitudinal where data was collected at six time points. An online diary was 

successfully used in a study examining the relationship between employees’ general, rather 

than LTC, self-management (i.e., managing behaviours) and work engagement (Breevaart 

et al., 2013). Moreover, due to being online a larger geographical sample could be reached. 

 

5.2.1 Design 

A bespoke online diary was designed to capture changes in four areas: 1) health; 2) self-

management; 3) self-management support; and 4) work outcomes. The diary was launched 

in February 2018. Participants were asked to complete one entry on the day the study 

opened (at baseline) and asked to make entries at two-week intervals on a Friday (or at the 

end of their working-week), within 2-3 days and over a 10-week period (the time schedule is 

shown in Figure 5.1). To promote participation, minimise participant burden and for ease of 

access to a geographically diverse group, the diary was designed and provided via an online 

platform called FlexMR.  

 

 

 

 

 

 

 

 

 

 

 

 

FIGURE 5.1. Overview of the Diary Study Time Schedule. 

 

5.3 Participants 

All participants had initially taken part in the Study 1 survey (between February 2017 and 

January 2018) and had indicated an interest in participating in a diary study. Except for 

needing to have self-reported a medically diagnosed LTC the participation criteria was the 

same as for Study 1, and as presented in the overall methodology in Chapter 3 and the 

Time point 1 (baseline): Diary opens, 1st entry. 

 

Time point 2 (week 2): 2nd diary entry. 

Time point 3 (week 4): 3rd diary entry and incentive offer. 

Time point 4 (week 6): 4th diary entry. 

Time point 5 (week 8): 5th diary entry. 

Time point 6 (week 10): 6th diary entry and incentive prize. 
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survey methods section in Chapter 4. Thus, a purposive sampling approach was adopted, 

and 191 participants were identified who had indicated an interest in participating and 

provided their email contact details. Participants were then invited to participate via the 

diary’s online platform and by registering online. Information about the study’s aims were 

emailed by the researcher to participants and posted on the diary’s homepage. Participants 

could contact the researcher via the online platform (FlexMR) or via a university email with 

questions at any point. Technical queries were directed to FlexMR via the online help option. 

Participants had provided consent to participate in the study in their survey response and 

asked to consent again via FlexMR when registering to participate. 

 

5.4 Materials 

To design the diary two online providers were tested and trialled by the researcher in 2017 

(mEMA and FlexMR). FlexMR was selected due to its enhanced functionality, journal 

function and ease of coding. After receiving online and telephone-based training from 

FlexMR the researcher coded the hard copy diary onto the platform (see Appendix 8 and 9 

for diary screen shots). The diary was piloted with three workers in a large professional 

services organisation to assess usability, understanding and to test the platform 

functionality. This resulted in the re-wording of one question before the online diary was 

finalised. Participants were able to complete diaries on either a laptop, hybrid, smartphone 

or other mobile application. 

 

Diary studies use different reporting periods to other study types. One study examining self-

management and work engagement used daily diaries over five-days (Breevaart et al., 

2014). Another study exploring sexual behaviours reported weekly over two-weeks 

(Newcomb & Mustanski, 2014). Given the variation in reporting periods, this study’s interest 

in temporal changes in LTCs, self-management and its work context, a daily or weekly diary 

was deemed too frequent. Short intervals might not capture changes that occur infrequently 

such as changes in LTCs or work engagement, and could interfere with participants job 

tasks. As it was impossible to forecast how participants LTC, work and psychological factors 

would change it was decided that a fortnightly reporting period and over an extended 10-

week period was suitable. This was considered to achieve the best of both worlds to help 

capture short and longer-term changes. 

 

FlexMR had two core functions: 1) a diary and 2) a journal. The study’s diary was made up 

of four main parts entitled ‘tasks’ and informed by a preliminary analysis of Study 1 data. The 

tasks asked participants about four areas including: 1) health and work; 2) self-management 

activities; 3) self-management support; and 4) work outcomes. When participants logged in, 
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they could see the tasks to be completed. Each task asked participants to respond to a 

series of questions. Each section included a free-text box for other comments. Once a task 

was completed and saved responses could not be changed. A function was not available to 

enforce completion.  

 

The tasks and questions are described below and. except where highlighted, were designed 

by the researcher and informed by a preliminary analysis of Study 1 data. Except for the first 

task’s question, participants were asked to complete all the questions in each task 

accounting for the last working week. 

 

Diary Task 1 – Health and Work. 

Participants perceived control of an LTC was measured using an adapted questionnaire 

(Van Kruijssen et al., 2015). Participants were asked to read the following statement: ‘my 

assessment of the control I have of my health condition at work, in this diary on this day isô. 

Participants were then asked to indicate their assessment (using a traffic light graphic) 

marking red (low control) = 1, amber (moderate control) = 2 or green (high control) = 3 

(shown in Appendix 9). Higher scores indicate more LTC control. Next, participants were 

asked to describe their health situation in the last week by marking with an X one of the 

following: few or no health complaints = 1, some health complaints = 2, or many, frequent 

health complaints = 3. Higher scores indicate more frequent health complaints. Finally, 

participants were asked to indicate using the study’s Likert frequency scale (none = 0, about 

one = 1, a few = 2, most = 3, daily = 4) on how many days: 1) work had affected their LTC 

self-management; and 2) how often their LTC self-management had affected work. Higher 

scores indicate more interactive affects. Cronbach’s Alpha for the two items was  = .56. A 

free-text box then asked participants to comment about any interactions. 

 

Diary Task 2 – Self-Management Activity. 

Participants were asked to indicate (using the study’s Likert scale) on how many days they 

had undertaken 14 self-management activities at work (e.g., talking about an LTC). The 

activities list was informed by the health literature and a discussion with three workers in a 

UK HR team experienced in supporting workers with LTCs. The internal consistency of the 

items was high   = 91. Participants were also asked to provide details about their answers in 

a free-text box.  

 

LTC Self-Management Confidence  

To assess workers self-management confidence, the participants were asked to indicate 

how confident they had felt to undertake self-management activities at work on a 10-point 
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scale (0 being ónot at all confidentô and 10 being ótotally confidentô). The scale’s alpha 

coefficient was high  = .85. Participants were then asked to give reasons for their chosen 

confidence level in a free-text box.  

 

Diary Task 3 – Self-Management Support. 

To gain an insight to workers self-management support, participants were asked to indicate 

(using the study’s Likert scale) on how many days they had received four types of support 

including: practical (e.g., time-off’), psychosocial (e.g., emotional), relational (e.g., people 

asking how you are), and vocational (e.g., modifications). Cronbach’s alpha for the scale 

was  .55. To gain further insight participants were asked to describe their self-management 

support needs and support provided in a free-text box. Next, participants were asked to rate 

their satisfaction with the self-management support they had received using a 0-10 point 

scale, 0 being óvery dissatisfiedô to 10 óvery satisfied.ô Higher scale scores indicate more 

satisfaction with received support. Cronbach’s alpha for the scale was  = .71. Participants 

were then asked to provide reasons for their satisfaction level in a free-text box. 

 

Diary Task 4 – Work Outcomes. 

To assess participant work engagement an adapted version of the Utrecht 9-item measure 

of week-level work engagement was used (Breevaart et al., 2014; Schaufeli et al., 2006a). 

Work engagement is conceptualised with three dimensions as óa positive, fulfilling, work-

related state of mind that is characterised by vigour, dedication and absorption,’ (Schaufeli & 

Bakker, 2004 p.4) and features in many workplace studies (Breevaart et al., 2014; Munir et 

al., 2015; Pransky et al., 2014). Good reliability of the measure is reported (Schaufeli et al., 

2006). In this study questions were transformed to shorter present tense statements. For 

example, ‘I felt busting with energyô was transformed to ‘I feel bursting with energy’. 

Participants were asked to read the statements carefully and think about if they had felt that 

way in the past week. Using a seven-point scale (0 being ‘neverô to 6 being ‘everydayô) they 

were asked to indicate what best describes how frequently they had felt that way. 

Participants were asked to mark ‘0’ if they had not felt that way. Scores are averaged and 

range from 0 to 6. Higher scores indicate better work engagement and can be categorised 

into very low (< 1.77), low (1.78 - 2.88), moderate (2.89 - 4.66), high (4.67 - 5.50) and very 

high (> 5.51). Cronbach’s alpha for the measure ranged between 0.85 and 0.96. Finally, a 

one-item presenteeism measure assessed participants self-reported job productivity. This 

was adapted from and informed by Schultz, Chen and Edington’s (2007) review of the 

literature and measures. Using a 10-point scale participants self-assessed their 

performance: ‘using the scale, tell us what your self-assessment of your performance in your 
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job is, in the last weekô (1 being ‘worst performanceô and 10 ‘best performanceô). Cronbach’s 

alpha for the scale was  = .89.  

Online Journal Keeping. 

To ensure participants could share experiences and feedback at any time, an online journal 

was made available. This was placed on the diary’s home page next to the tasks and a 

calendar. Journal use was optional and participants were free to use it at any time between 

reporting intervals to share insights, comments and experiences. 

 

5.5 Procedure 

In January 2018 and via email, the researcher notified the 191 participants who had 

expressed an interest in taking part, of the upcoming 10-week diary study consisting of 

fortnightly entries. A detailed briefing sheet was included (see Appendix 10). Participants 

were reminded of their right to withdraw at any stage and of the study’s voluntary nature. 

Participants had consented to participate in the diary study in their survey response and by 

registering themselves with FlexMR, and were unable to make entries if they had not done 

so. Participants were then prompted by email via FlexMR 24-hours in advance of each diary 

entry date and sent a reminder on the morning to complete their entry. Full guidance about 

how to complete the diary was provided each time with repeat details of who to contact with 

queries.  

 

During the study and for confidentiality and data security reasons, all communications by the 

researcher to the participants were sent via the FlexMR platform with all information 

encrypted. To encourage sustained participation the researcher included a welcome 

statement on the platform at the study’s launch, and a ‘thank you’ statement within a few 

days of each diary entry date. Participants who had partly completed diary entries or had not 

logged-on were sent email reminders at least once a week. For each journal entry 

participant comments were acknowledged (or responded to) via the online platform within 

one to two days by the researcher. 

  

To sustain participation and retention over the study period, in week four, an ethical 

amendment was sought from Loughborough University and granted, to offer a prize 

incentive. Any participant who took part fully (by completing all four tasks) in the remaining 

four diaries of the study, were offered the opportunity to be entered into a draw to receive 

one of four £50 vouchers (as a thank you from Loughborough University).  
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5.6 Analysis 

A combined quantitative and content analysis approach was taken. Statistical methods were 

used to analyse quantitative data. Methods included ANOVA, chi-square tests and 

unconditional growth modelling. Multi-level modelling (MLM) examined the study’s four 

hypotheses including participants’ confidence and work outcomes over the study period. For 

the qualitative data, content analysis was undertaken to describe participants’ comments 

about their LTC and work interactions, self-management support needs, reasons for self-

management confidence and support satisfaction.  

 

Quantitative - Multi-level Modelling. 

While other analyses are used to examine repeated measures data (e.g., ANOVA), MLM is 

specifically recommended for diary data analysis (Cartwright et al., 2012). Other approaches 

do not make use of all available data or account for hierarchical data structures. Multi-level 

modelling makes use of all data (Grund et al., 2018) and accounts for diary data’s non-

independent nature. Before the analysis initial checks assessed the data’s suitability for 

MLM and showed that homogeneity of variance and linearity assumptions were met. The 

residuals were generally normally distributed thus MLM was deemed suitable. The data in 

this study is hierarchical with time-point measurements nested within workers. The study 

design led to a 2-level model with repeat time-points (T) at level 1 (n = 215) and participants 

at level 2 (n = 67). All the LTCs were analysed together. The study’s sample size at level 2 

was deemed adequate and MLM was considered as an appropriate way to analyse the data 

(Maas & Hox, 2005; Xanthopoulou et al., 2012; Stride, 2018). The MLM was run on SPSS, 

Version 24 (IBM Corporation, 2016). 

 

Analysis Procedure. 

Prior to the analysis ‘time’ was centred to the study’s start point T1. Initial analyses 

examined two models: 1) a null (otherwise known as unconditional) model; and 2) a 

covariate model checking for the effects of potentially confounding factors. The first (null) 

model was empty and contained no predictors and was used to estimate the variance in self-

management confidence between persons (level 2). The second model examined the fixed 

effects of age and gender covariates. The two models are shown in Table 5.5 of the results 

section.  

 

Separate models for each hypothesis were run. For hypothesis 5, to test for time variance 

across the whole sample, time (level 1) was entered as a fixed effect. To test for time 

variance between participants, time (level 2) was entered as a random effect into the model. 

For hypotheses 6, 7 and 8 three separate models were run and, in each model, the 
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appropriate independent variable (IV) (support satisfaction, LTC control and work 

engagement) were first entered as fixed effects. A time interaction term (IV*TIME) was then 

added to each model. To assess improvements between the models fit a chi-square statistic 

was calculated using a maximum likelihood ratio (ML) calculation (Stride, 2018). 

Content Analysis. 

The diary’s free-text questions (and journal) enabled participants to expand on their diary 

responses. A content analysis was conducted to identify and describe frequent concepts and 

patterns contained in the comments (n = 724) to four of the study’s free-text questions 

concerning: 1) the interactions of health with work; 2) reasons for self-management 

confidence; 3) reasons for satisfaction with self-management support; and 4) self-

management support needs. The analytic approach followed the process outlined by Elo & 

Kyngäs (2008) and as described in the survey Study 1 analysis section (see Chapter 4, 

Section 4.4, p. 74). This process comprised of three stages: 1) preparation, which identified 

units of analysis and made sense of the data. The researcher read all the comments and 

identified preliminary codes units of analysis (e.g., personal or work features); 2) 

organisation, in which the content was coded, categorised and abstracted. After the 

checking of coding units with an independent and experienced researcher (resulting in five 

revisions) the comments concerning health and work interactions were categorised under a 

Yellow Flag. This was taken from the Psychosocial Flags framework which forms the 

conceptual backdrop to this thesis (Buck et al., 2011; Kendall et al., 2009) (see Chapter 2, 

Section 2.3.3, p. 35 for an earlier presentation of the framework). For questions 2 and 3, 

participants reasons for self-management confidence and support satisfaction were 

categorised by yellow, blue and black Flags. For question 4, self-management support 

needs were classified by instrumental, psychosocial and relational categories taken from 

another LTC self-management study (Dwarswaard et al., 2016); and 3) reporting of results. 

Results are reported under three generic headings: 1) health and work interactions; 2) self-

management confidence and support satisfaction; and 3) self-management support needs. 

The headings along with their relevant schemes and categories are presented in Table 5.7 

and discussed in four parts in section 5.7.2 of this chapter.  

 

The study’s optional journal supplemented the diary questions and enabled participants to 

share experiences freely. To analyse the entries (n = 32) the same content analysis process 

for the free-text questions was followed and similarly, the Psychosocial Flags categorised 

the entries. The journal analysis results are presented in Table 5.11. 



Chapter 5                                          Diary Study 

 111 

5.7 Results 

Sample, Participant Demographic and Health Characteristics. 

Of the 191 workers invited to participate in the study 67 made at least one diary entry. 

FlexMR notified the researcher of three workers declining to participate (via the platform) 

and one worker notified the researcher directly by email. Reasons for non-participation 

included maternity leave and an LTC not considered to affect work. Overall, 215 diary days 

were obtained from workers with LTCs. Retention was monitored throughout the study. At 

the first time point (T1) 59 workers participated, and 39 participated in three or more. A 

reduced number (n = 11) participated fully in all six. Participants socio and health 

demographic characteristics were extracted from their Study 1 survey response are 

presented in Table 5.1. 

 

A broad range of ages were represented from 20 - 69 years (M = 44.7, SD = 10.9). Most 

participants identified as female (n = 55), mixed British (n = 59) and degree educated (n = 

42). The majority (n = 57) work in large organisations employing more than 500 workers. 

Public sector not-for-profit (including NHS hospital) workers were overrepresented (n = 44). 

Participants were mostly affected by mental health (n = 24) and MSK (n = 23) LTCs. 

Furthermore and similarly to the Study 1 sample, other types of LTCs (n = 20) were 

represented (listed in Table 5.2) and mainly workers with diabetes (n = 5). Chi-square (for 

categorical data) and analysis of variance (ANOVA for continuous data) tests showed no 

significant differences in demographic characteristics between participants with different 

LTCs. 

 

In the Study 1, survey participants were asked to indicate what self-management activities 

they need to undertake by choosing ‘yes, I doô to 14 behaviours (e.g., managing pain, 

seeking OH support, etc). To form a backdrop and contextualise this diary study’s findings, 

the activities were examined (presented in Table 5.3). Based on the survey data, diary 

participants indicated needing to self-manage in similar ways. Few (n = 3) significant 

differences between the LTC groups in self-management activities were shown. Mostly, 

participants needed to self-manage medication (n = 48), monitor (n = 44) and respond (n = 

37) to symptoms which could entail seeking medical e.g., GP support (n = 36). Managing 

lifestyle factors including diet (n = 32) and exercise (n = 31) was also important. More 

participants sought manager (n = 24), OH and EAP (n = 23) support or remote support from 

family and friends (n = 20) than from colleagues (n = 18). Expectedly, a larger proportion of 

participants with MSK conditions reported self-managing pain (ὼ2 (4) = 14.9, p = 0.005). 

Comparably, more participants with mental health LTCs sought support from colleagues or 



Chapter 5                                          Diary Study 

 112 

union representatives (ὼ2 (4) = 10.2, p = 0.037) and patient support or charity groups (ὼ2 (4) = 

11.6 , p = 0.021) than those with all other LTCs. 

 

Table 5.1. Diary Study Participants Socio and Health Demographics. 

 

Variables 

All  

N = 67 

Mental Health 

N = 24 

MSK 

N = 23 

Other 

N = 20 

P1 

 

Age (years) 

Range  

M (SD) 

44.7 (10.9) 

20 - 69 

M (SD) 

40.9 (10.2) 

23 - 57 

M (SD) 

47.4 (11.6) 

20 - 69 

M (SD) 

46.1 (10.3) 

29 - 64 

 

0.09 

Tenure (years) 

Range 

8.16 (7.97) 

< 1 - 30 

7.33 (8.32) 

< 1 - 30 

8.57 (6.95) 

< 1 - 25 

8.70 (8.92) 

< 1 - 29 

0.82 

Gender 

Female 

Male 

N % 

55 (82.1) 

12 (17.9) 

N % 

20 (83.3) 

4 (16.7) 

N % 

18 (78.3) 

5 (21.7) 

N % 

17 (84.2) 

3 (10.5) 

0.83 

Ethnicity 

Mixed British 

Mixed White 

Asian, Indian, Chinese 

Unknown 

 

59 (88.1) 

5 (7.4) 

2 (3.0) 

1 (1.5) 

 

19 (79.1) 

3 (12.5) 

1 (4.2) 

1 (4.2) 

 

22 (95.7) 

. 

1 (4.3) 

. 

 

18 (90.0) 

2 (10.0) 

. 

. 

0.39 

Education 

Degree 

A level or equivalent 

GCSE or below 

 

42 (62.7) 

12 (17.9) 

13 (19.4) 

 

15 (58.3) 

4 (16.7) 

5 (20.9) 

 

16 (69.6) 

4 (17.4) 

3 (13.0) 

 

11 (55.0) 

4 (20.0) 

5 (25.0) 

0.87 

Industry 

Public sector, not for profit 

Healthcare incl. NHS 

Professional services, banking 

& finance 

Private sector, for profit 

Other, unknown 

 

24 (35.8) 

20 (29.9) 

16 (23.9) 

 

6 (9.0 

1 (1.6) 

 

7 (29.2) 

7 (29.2) 

7 (29.2) 

 

2 (8.3) 

1 (4.1) 

 

10 (43.5) 

7 (30.4) 

6 (26.1) 

 

. 

. 

 

7 (35.0) 

6 (30.0) 

3 (15.0) 

 

4 (20.0) 

. 

0.41 

Employer Size 

Large  

Medium  

Small  

 

57 (85.1) 

7 (10.4) 

3 (4.5) 

 

19 (79.2) 

4 (16.7) 

1 (4.1) 

 

20 (87.0) 

1 (4.3) 

2 (8.7) 

 

18 (90.0) 

2 (10.0) 

. 

0.45 

1 P values for ANOVA (age and tenure) and ὼ2  test analysis (gender, ethnicity, education, industry 

and employer size).  
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Table 5.2. Other Types of LTC Affecting Diary Study Participants. 

 N % 

Other LTC Types: 

¶ Diabetes: 

- Type 1 

- Type 2 

- Type unknown 

¶ Respiratory disease incl. COPD and asthma 

¶ Cardiovascular disease 

¶ Hypothyroidism 

¶ Migraine 

¶ Multiple sclerosis 

¶ Cancer (cervical) 

¶ Chronic fatigue syndrome (CFS) 

¶ Crohn’s disease 

¶ Fibromyalgia 

20 (29.9) 

5 (7.5) 

2 (40.0) 

2 (40.0) 

1 (20.0) 

3 (4.5) 

2 (3.0) 

2 (3.0) 

2 (3.0) 

2 (3.0) 

1 (1.5) 

1 (1.5) 

1 (1.5) 

1 (1.5) 

 

Table 5.3. Needed Self-Management Behaviours Reported by Diary Study Participants 

in the Study 1 Survey by Type of LTC. 

 

Self-management behaviour 

All  

N = 67 

Mental Health 

N = 24 

MSK 

N = 23 

Other 

N = 20 

P1 

 N % N % N % N %  

1. Managing medication 48 (71.6) 17 (35.4) 15 (31.3) 16 (33.3) 0.384 

2. LTC self-monitoring 44 (57.9) 14 (31.8) 15 (34.1) 15 (34.1) 0.530 

3. Responding to LTC symptoms 37 (55.2) 14 (37.8) 11 (29.7) 12 (32.4) 0.188 

4. Managing diet 32 (47.8) 14 (43.8) 11 (34.4) 7 (21.9) 0.236 

5. Taking exercise 31 (46.3) 12 (38.7) 11 (35.5) 8 (25.8) 0.585 

6. Managing pain 29 (43.3) 6 (20.7) 14 (48.3) 9 (31.0) 0.005 

7. Managing stress 25 (37.3) 10 (40.0) 7 (28.0) 8 (32.0) 0.311 

8. Managing fatigue/rest 23 (34.3) 10 (43.5) 6 (26.1) 7 (30.4) 0.485 

9. Seeking support at work from:      

¶ Manager or HR 24 (35.8) 9 (37.5) 9 (37.5) 6 (25.0) 0.782 

¶ OH or EAP 23 (34.3) 10 (43.5) 7 (30.4) 6 (26.1) 0.685 

¶ Remote from family/friends 20 (29.9) 8 (40.0) 8 (40.0) 4 (20.0) 0.704 

¶ Colleague or Union 18 (26.9) 9 (50.0) 5 (27.8) 4 (22.2) 0.037 

¶ Patient support or charity 

groups 

8 (11.9) 4 (50.0) 3 (37.5) 1 (12.5) 0.021 

1 P values and ὼ2  analysis.
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Quantitative Analysis Results. 

Preliminary Analyses of Study Variables. 

Table 5.4 presents the descriptive statistics and means (mostly representing days) for all 

study variables across the period and by time-point. The means for all time points together 

suggest that on average, participants experienced some health complaints (M = 1.89) with 

nearly two working days affected (M = 1.87 days) per week. Largely, moderate control of an 

LTC was reported (M = 2.17). On average work infrequently affected LTC self-management 

(M = 1.09) with self-management more often affecting work (M = 1.27). For both this was 

roughly once-a-week. Overall, self-management activities were undertaken infrequently 

across the period. Dietary (M = 2.83), exercise (M = 2.50) and practical self-management 

activities (M = 2.26) were most frequent and generally a few days a week. Stress was 

managed (M = 1.92) roughly once a week. Emotional (M = 0.49) and medical support (M = 

0.18) self-management was occasional. The findings broadly corroborate with the lifestyle 

self-management activities reported in Study 1 including diet and exercise or responding to 

symptoms. On average participants self-management confidence across the period was 

fairly high (M = 7.42). Concerning self-management support, participants mostly received 

relational support and on average once a week (M = 1.10). On average participants were 

moderately work engaged (M = 3.08) but low engagement was shown at T4 (M = 2.39). To 

assess for over time change in the variables across the sample, separate unconditional 

growth models were run. The unconditional models contained no predictors and fitted for 

change over time. Time (level 1) was entered as a fixed effect for each variable (see section 

5.6 for an earlier discussion of the analysis approach). Across the 10 diary tasks (measuring 

27 characteristics) three significantly varied over time. Estimates showed that over the study 

period participants perceived LTC control increased (B = 0.06, SE = 0.02, p = 0.011) by 0.38 

of a unit; the number of days work affected LTC self-management lessened (B = - 0.12, SE 

= 0.43, p = 0.006) by 0.73 of a unit; and work engagement decreased (B = - 0.07, SE = 0.03, 

p = 0.037) by 0.41 of a unit. 
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Table 5.4. Descriptive Health, Self-Management and Work Characteristics, Average Means for all Diary Study Variables Across the 

Study Period and by Time-point (T). 

 Part 1. Average Means 

 (all time points) 

Part 2. Average Means 

(by time point) 

 

 

Diary Tasks 

 

M 

 

SD 

 

Range 

T1  

(N = 59) 

T2 

(N = 43) 

T3 

(N = 40) 

T4 

(N = 21) 

T5 

(N = 30) 

T6 

(N = 22) 

 

P1 

Accounting for the last working week: 

1. Control of an LTC  

 

2.17 

 

0.67 

 

1 - 3 

 

1.97 (0.64) 

 

2.23 (0.61) 

 

2.03 (0.69) 

 

2.38 (0.49) 

 

2.43 (0.63) 

 

2.27 (0.77) 

 

0.011 

2. Health situation 1.89 0.67 1 - 3 1.79 (0.61) 1.86 (0.68) 2.00 (0.72) 1.86 (0.57) 1.80 (0.76) 2.00 (0.76) 0.531 

3. Number of days work affected self-management 1.09 1.16 0 - 4 1.44 (1.25 1.46 (1.28) 1.38 (1.23) 0.95 (1.12) 0.97 (0.36) 0.91 (0.87) 0.006 

4. Number of days self-management affected work  1.27 1.18 0 - 4 1.18 (1.19) 1.14 (1.19) 1.23 (1.25) 0.62 (0.97) 0.93 (0.94) 1.14 (1.25) 0.243 

5. Frequency of self-management behaviour(s):           

¶ Managing diet 2.83 1.31 0 - 4 2.89 (1.43) 2.71 (1.27) 2.85 (1.28) 3.05 (0.80) 3.03 (1.29) 2.30 (1.56) 0.562 

¶ Taking exercise 2.50 1.27 0 - 4 2.37 (1.35) 2.24 (1.11) 2.56 (1.23) 2.76 (1.18) 2.83 (1.29) 2.25 (1.48) 0.227 

¶ Seeking practical support 2.26 1.18 0 - 4 1.96 (1.37) 2.07 (1.25) 2.51 (1.02) 2.19 (1.12) 2.47 (1.14) 2.65 (0.75) 0.400 

¶ Managing stress 1.92 1.48 0 - 4 1.79 (1.58) 2.09 (1.84) 2.13 (1.56) 1.81 (1.47) 1.83 (1.44) 1.70 (1.49) 0.888 

¶ Managing/responding to symptoms e.g., pain 1.87 1.36 0 - 4 1.86 (1.43) 1.76 (1.32) 1.85 (1.20) 1.95 (1.36) 2.17 (1.49) 1.60 (1.43) 0.838 

¶ Managing medication 1.74 1.73 0 - 4 1.76 (1.73) 1.88 (1.68) 1.64 (1.74) 1.81 (1.57) 1.90 (1.94) 1.30 (1.78) 0.384 

¶ Adjusting work 1.67 1.32 0 - 4 1.53 (1.43) 1.56 (1.43) 1.77 (1.13) 1.48 (1.12) 1.83 (1.29) 1.85 (1.49) 0.279 

¶ Undertaking self-talk 1.23 1.49 0 - 4 1.42 (1.39) 1.22 (1.57) 1.31 (1.47) 1.24 (1.64) 1.37 (1.65) 1.10 (1.37) 0.487 

¶ Talking about an LTC 1.08 1.05 0 - 4 1.14 (1.04) 0.95 (0.97) 0.97 (1.16) 1.14 (0.73) 1.33 (1.29) 0.90 (0.85) 0.863 

¶ Getting rest 0.95 1.22 0 - 4 1.02 (1.39) 1.05 (1.32) 0.97 (1.18) 0.71 (1.01) 1.03 (1.19) 0.60 (0.82) 0.068 

¶ Seeking emotional support 0.49 0.79 0 - 4 0.45 (0.77) 0.46 (0.71) 0.64 (0.96) 0.52 (0.75) 0.53 (0.89) 0.30 (0.57) 0.853 

¶ Seeking external support 0.54 0.99 0 - 4 0.55 (0.91) 0.61 (1.07) 0.64 (1.20) 0.29 (0.56) 0.70 (1.15) 0.20 (0.52) 0.193 

¶ Seeking medical support 0.18 0.56 0 - 4 0.16 (0.47) 0.19 (0.60) 0.26 (0.75) 0.14 (0.36) 0.20 (0.61) 0.05 (0.22) 0.341 

6. Self-management confidence scale 7.42 2.66 0 - 10 7.22 (2.85) 7.38 (2.54) 7.03 (2.72) 8.10 (2.21) 8.20 (2.37) 6.90 (2.99) 0.510 

7. Number of days support received:           
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 Part 1. Average Means 

 (all time points) 

Part 2. Average Means 

(by time point) 

 

 

Diary Tasks 

 

M 

 

SD 

 

Range 

T1  

(N = 59) 

T2 

(N = 43) 

T3 

(N = 40) 

T4 

(N = 21) 

T5 

(N = 30) 

T6 

(N = 22) 

 

P1 

¶ Relational 1.10 1.19 0 - 4 1.23 (1.14) 1.02 (1.06) 1.29 (1.39) 1.05 (1.16) 0.80 (0.99) 1.17 (1.54) 0.428 

¶ Practical 0.53 0.89 0 - 4 0.68 (0.98) 0.46 (0.67) 0.56 (0.89) 0.52 (1.12) 0.43 (0.89) 0.44 (0.86) 0.286 

¶ Vocational 0.45 0.97 0 - 4 0.36 (0.76) 0.37 (0.86) 0.68 (1.14) 0.52 (1.12) 0.37 (1.03) 0.44 (1.04) 0.447 

¶ Psychosocial 0.17 1.56 0 - 4 0.21 (0.72) 0.22 (0.69) 0.13 (0.41) 0.14 (0.36) 0.17 (0.46) 0.11 (0.32) 0.592 

8. Self-management support satisfaction scale 6.58 2.11 0 - 10 6.38 (3.48) 5.97 (3.70) 6.19 (3.51) 7.53 (2.76) 7.44 (2.63) 6.53 (2.97) 0.228 

9. Work engagement scale 3.08 1.11 0 - 6 3.37 (1.02) 3.11 (1.01) 3.03 (1.17) 2.39 (1.44) 3.13 (1.06) 3.07 (0.86) 0.037 

10. Self-assessed performance scale 6.58 2.11 1 - 10 6.67 (1.85) 6.60 (1.97) 6.64 (2.31) 5.90 (2.62) 7.13 (1.79) 6.06 (2.31) 0.691 

1P values for the fixed effect (FE) of time growth modelling.
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5.7.1 Hypothesis Testing Results 

Participants LTC Self-Management Confidence Over Time. 

This section presents the MLM analysis of the study’s hypotheses. 

 

Null and Covariate Models. 

The null model (Table 5.5) showed that participants average self-management confidence 

across the time points (level 1) was 7.38 suggesting a reasonably high degree of self-

management confidence. The model’s variance term was significant (B = 7.38, SE = 0.24, p 

= 0.001). The results suggest that 20% [1.44/(5.62 + 1.44)] of the variance in self-

management confidence is explained by differences between participants (level 2). Next, the 

effects of covariates of age and gender (female = 1, male = 2) were checked by entering 

them as predictors. No significant associations were observed with age (B = 0.02, SE = 0.02, 

p = 0.30) or gender (B = 0.12, SE = 0.64, p = 0.85) thus the covariates were removed from 

further modelling. 

 

Table 5.5. Coefficients from the Null and Covariate Models. 

 
Null Model 

 (no predictors) 

Covariate Model 

(confounding factors) 

Variables Estimate SE Estimate SE 

Intercept 7.38 0.24 6.22 1.19 

Age 

Gender 

2 x log 

ὼ2  

 

 

956.9 

 

0.02 

0.11 

 

 

0.02 

0.66 

955.8 

1.1 

Level 1 (time) variance 5.62 0.65 5.67 0.66 

Level 2 (person) variance 1.44 0.62 1.29 0.61 

              * P < .001. 

 

Hypothesis 5. Participants confidence to self-manage an LTC at work will change over time. 

 

The estimates from the MLM of hypothesis 5 are presented in Table 5.6. To model for 

change over time, time was added as a main effect (also reported in Table 5.4). This 

addition did not improve the model fit with -2LL slightly increased (+0.6). The estimated 
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starting level of self-management confidence and growth rate for the sample was 7.25 and 

0.07 respectively. The fixed effect of time was positive but not significant (B = 0.07, SE = 

0.10, p = 0.51). Given the negligible increase hypothesis 5 is not supported, participants self-

management confidence did not significantly change over the study period. However, the 

model’s level 2 variance terms indicated significant variability between participants (B = 1.43, 

SE = 0.62, p = 0.02). When time was added as a random effect -2LL (-18.8) was reduced 

and the model fit improved by 35% [(5.64 - 3.69)/5.62]. The variation in the growth model 

between participants was significant (B = 0.54, SE = 0.19, p = 0.005) suggesting 

considerable variability in self-management confidence between participants (level 2) over 

time (level 1). 

 

To test hypothesis 6, 7 and 8, the RE and FE growth models were rerun with the relevant IV 

for each hypothesis added as a main effect followed by the time*IV interaction term. The 

results of the three analyses are presented in Table 5.6. 

 

Hypothesis 6. Changes in support satisfaction will explain changes in self-management 

confidence over time. 

 

To test hypothesis 6, the addition of the main effect of support satisfaction substantially 

improved the model fit (ὼ2  = 145.7, df = 1, p = 0.001). Support satisfaction explained 6% of 

the variance [(3.69 - 3.32)/5.62] though did not significantly affect participants self-

management confidence (p = 0.61). Next and to test whether between-person changes in 

self-management confidence over time were affected by support satisfaction, an interaction 

term (support satisfaction*time) was added. Although the model fit was improved (ὼ2  = 10.2, 

df = 1, p = 0.001) the interaction did not help explain change between participants over the 

study period (p = 0.33).  

 

Hypothesis 7. Changes in perceived control of an LTC will explain changes in self-

management confidence over time. 

 

For hypothesis 7, the addition of control as a fixed effect slightly improved the fit (ὼ2  = 0.4, df 

= 1, p = 0.53). Control was not significantly associated with participants self-management 

confidence (p = 0.83) and explained no further between-person variation [(3.69 - 3.68)/5.62]. 

Furthermore, when the interaction term (control*time) was added to help explain between-

person changes in confidence over time, no significant interaction (p = 0.62) was found. 
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Hypotheses 6 and 7 are therefore not supported as the results show changes in self-

management confidence over time are not explained by participants satisfaction with self-

management support or their perceived control of an LTC. 

 

Hypothesis 8. Changes in work engagement will explain changes in self-management 

confidence over time. 

 

For hypothesis 8, work engagement was first added as a fixed effect. The model fit was 

substantially improved (ὼ2  = 149.7, df = 1, p = 0.001), explaining 31% [(3.68 - 1.95)/5.62] of 

between-person variation. Work engagement had a significant [F(1, 54) = 2.56, p = 0.001] 

main effect on participants self-management confidence. Lower levels of work engagement 

were associated with lower self-management confidence. Finally, the addition of the 

engagement*time interaction further improved the model fit (ὼ2  = 40.9, df = 1, p = 0.001). 

The interaction term was significant (p = 0.027) with 9% [(1.95 - 1.47)/5.62] further variation 

explained. The results show that work engagement had an effect on participants self-

management confidence [F(1, 54) = 1.69, p = 0.027] with significant variation in the growth 

model between participants (p = 0.006). Overall, the results suggest that the changes in 

participants self-management confidence over the study period related to their work 

engagement. Hypothesis 8 was supported. 
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Table 5.6. Hypothesis 5, 6, 7 and 8 MLM’s: Assessing Changes in Participants Self-Management Confidence and Variations between 

Persons Over Time (Hypothesis 5) and Differences in Change Over Time of Participants Self-Management Confidence from Support 

Satisfaction (Hypothesis 6), LTC Control (Hypothesis 7) and Work Engagement (Hypothesis 8). 

 Hypothesis 5 Hypothesis 6 Hypothesis 7 Hypothesis 8 

 FEa Growth Model REb Growth Model (Satisfaction FEa) (Satisfaction*time) (LTC control FEa) (LTC control* time) (Engagement FEa) (Engagement*time) 

Variables Estimate SE Estimate SE Estimate SE Estimate SE Estimate SE Estimate SE Estimate SE Estimate SE 

Intercept 7.25 0.31 7.28 0.37 7.29 0.50 7.51 0.62 7.40 0.48 7.03 0.63 8.58 1.64 7.78 2.67 

Time (fixed) 0.07 0.10 0.04 0.14 -0.01 0.16 -0.12 0.24 0.33 0.14 0.18 0.21 0.22 0.16 -2.00 0.95 

2 x log  956.4  937.6  791.9  781.7  937.2  936.3  787.9  747.0 

ὼ2   0.5  18.8*  145.7*  10.2*  0.4  0.9  149.7*  40.9* 

Level 1 (time)  5.61 0.65 3.69 0.51 3.32 0.52 3.19 0.51 3.68 0.51 3.70 0.52 1.95 0.29 1.47 0.25 

Level 2 (person)  1.43 0.62 4.83 1.44 4.66 1.49 4.35 1.44 4.89 1.47 4.78 1.44 3.83 1.19 2.94 0.92 

*P < .001. a FE = fixed effect. b RE = random effect. 
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5.7.2 Content Analysis Results 

This section presents the results of the content analysis of four free-text question’s 

comments (n = 724). The number of comments made for each question over the period 

ranged from 165 to 214. The headings, schemes and categories from the analysis (taken 

from the underpinning Psychosocial Flags framework and Dwarswaard et al 2016) are 

summarised in Table 5.7. The results discussed in this section include exemplary extracts 

and is in three parts encompassing: 1) the interactions between health and work; 2) reasons 

for levels of self-management confidence and support satisfaction; and 3) the types of self-

management support participants needed. The results of the journal analysis are presented 

at the end in Part 4. To further contextualise the findings exemplar extracts include 

participant’s LTC. 

 

Table 5.7. Summary of Content Analysis Headings, Schemes and Categories. 

Heading N* Scheme of 

Categorisation 

Categories 

1. Health and work 

interactions. 

214 Relations between health 

and work. 

¶ Yellow Flag. 

2. Self-management 

confidence and 

support. 

171, 

174 

Reasons for levels of 

confidence and 

satisfaction. 

¶ Yellow, blue & black 

Flags. 

3. Self-management 

support needs. 

165 Types of support needed. 

 

 

¶ Relational, 

psychosocial, 

instrumental. 

4. Journal. 32 Real-time experiences. ¶ Yellow, blue & black 

Flags. 

*N denotes overall number of comments.  

 

Part 1: Interactions of Participants Health and Work.  

Participants were asked to describe the ways in which their health (LTC) interacted with 

work (during the weekly reporting period). The interactions described are summarised in 

Table 5.8. Comments suggest that different LTCs interact with work differently and most of 

the interactions mentioned were detrimental. Comments mainly related to the work effects of 

physical symptoms (e.g., pain and fatigue) (n = 116). The findings link the demands of 

physical symptoms (where they interfere with people’s ability to do their job) with emotional 

effects by impairing concentration, energy, mood and possibly a person’s ability to attend 

work. Comments about the effect of fatigue on work was pronounced (n = 95). Participants 
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related fatigue to an LTCs symptoms (e.g., anxiety impairing decision making speed and 

energy), and pain distracting people from work. While comments about stress, anxiety and 

depression, mood and concentration were made by participants with all LTC types, they 

were more pronounced for mental health LTCs. Overall, physical manifestations of LTCs 

were indicated as key obstacles to working productively. Interactions relating to stress, 

anxiety and depression (n = 40) wherein symptoms could be aggravated by work (e.g., due 

to work stress), or could undermine work by getting in the way by causing workers difficulty 

in decision-making, were also found. Whereas other comments suggest a more practical 

relationship between LTCs and work such as needing to practically be off sick. Overall, the 

analysis indicates a complex and variable relationship between LTCs and work.  

 

Part 2: Reasons for Participants Confidence to Self-manage and Satisfaction with Self-

management Support. 

Participants were asked to give reasons for their self-management confidence and 

satisfaction with support. The analysis results are summarised in Table 5.9. In both sets of 

comments (n = 345) yellow Flag (personal) factors were predominately described as 

promoting or undermining people’s self-management confidence (n = 140) and support 

satisfaction (n = 99). In particular, having self-confidence and knowing what to do influenced 

people’s ability and permission to self-manage. Aspects of work (blue Flags) including 

support from managers and colleagues, was suggested to affect personal factors including 

people’s self-permission and abilities to self-manage at work. Manager support was strongly 

suggested to promote confidence and satisfaction by enabling self-management. Other blue 

(including modifications, workload and time demands) and black Flag factors (including 

leadership messaging) had an effect by enhancing or undermining LTC self-management 

and support satisfaction. However, other comments showed workers as knowledgeable and 

able to independently self-manage without workplace support. Multiple factors affect workers 

confidence and support satisfaction but mainly those regarding flexibility and freedom to self-

manage. Ultimately, this seems to rest on manager support which is believed to be 

influenced by broader organisational messaging.  

 

Part 3: Participants Self-Management Support Needs. 

The analysis results of the self-management support needs described by participants are 

presented in Table 5.10. Instrumental support was identified as a main support need and 

comments (n = 96) largely related to modifications for flexibility to enable self-management 

(e.g., rest breaks) and non-work accommodations such as being able to attend medical 

appointments. Comments inferred that leeway (i.e., the freedom to adjust work to symptoms 

without formal permission) as much as formal modifications (achieved via work policies) is 
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beneficial. Tangible forms of instrumental support such as a chair modification, were more 

apparent for participants with MSK LTCs and those potentially affecting people’s ability to 

move around the workplace. The need for emotional and social support (categorised 

together as relational support) was fairly pronounced (n = 53). Participants reported wanting 

emotional support both from colleagues and managers for instrumental, relational and 

psychosocial aspects. Moreover, psychosocial features including work demands, pressure 

and trust were highlighted as important support needs (n = 22). Overall, managers were 

repeatedly mentioned in comments, inferring that they have an important role in LTC self-

management support. In contrast, other comments over the study period indicated that no 

self-management support was needed in the week. Sometimes this was because 

participants felt support was not needed, were capable of self-managing and able to support 

themselves. For one participant support was not needed due to non-disclosure inhibiting 

their ability to access support. 

 

Part 4. Content Analysis Results ï Journal. 

Over the study period 17 participants made 32 journal entries which supplement the main 

analyses. The LTC distribution was: mental health (n = 7); MSK (n = 7); and other LTCs (n = 

3) including cardiovascular disease (n = 1), migraine (n = 1) and chronic fatigue syndrome (n 

= 1). The results are presented in Table 5.11 with exemplar extracts. Entries mainly relate to 

personal (yellow Flag) factors (n = 17) and their work interactions (e.g., due to worsening 

symptoms or disclosure). Occupational aspects (black Flags) were also cited (n = 9) with 

relationship tensions, leadership messaging, behaviours and performance management 

inferred as pressurising. In addition, some participants highlighted job insecurity. Journal 

comments about work (blue Flags) were less frequent (n = 6) and mostly described work 

demands and job task activities. Positive work effects were also indicted including talking 

with colleagues and feeling supported to lessen demands and some shared positive work 

experiences (e.g., being pleased to attend work).
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Table 5.8. Content Analysis Results and Representative Extracts Concerning the 

Interaction of Participants’ Health and Work Over the Diary Study Period. 

Diary Task Health and work interactions 

N* = 214 

Psychosocial Flag  

Yellow – personal 

n Extracts 

Physical symptoms 116 óMy arthritis has been flaring upéI get very tired and struggleô. MSK. 

 óMigraine on day 2 made it difficult to take instructionsô. Migraine. 

óMade many mistakes because Iôm unable to remember everything 

and feels like I work at a slower paceô. Mental health. 

óI've been unable to rest to make my symptoms betterô. MSK. 

óTiredness and pain are the biggest factorsô. Multiple sclerosis. 

Fatigue 95  óI am continually tired, and find myself exhausted at end of shiftémy 

concentration span remains shortô. Mental health. 

óésome anxiety and paranoia will have shaded things. Energy levels 

were reasonably good, when I felt fatigue I restedô. Mental health. 

óI have been unusually tired for another week. I have been able to 

work from home on one dayô. Multiple sclerosis. 

óI wasn't able to work Monday, Wednesday or Thursday afternoon 

this week. My fatigue has been really badô. MSK. 

Stress, anxiety and 

depression 

40 óé stressed by work which has affected my sleepingô. MSK. 

óSevere stress has meant difficulty making decisionsô. Mental health. 

óI have been stressed due to a office moveô. Cardiovascular disease. 

Concentration 40 óTired, preoccupied, poor focusô. Mental health. 

óFinding it difficult to focus this weekô. Chronic fatigue. 

Mood 21 óI am easily irritated and cannot always remain unflustered when 

things do not go to plan.ô Mental health. 

óMy health doesn't affect my work per se - my health affects my 

mood, which affects my attitude to workô. MSK. 

óI am more aggressive at work, less patience and take things 

personally and react instead of taking a step backô. Mental health. 

Sick leave 8 óI have had to miss a morning of work as my health condition has 

made getting out of bed in time not possibleô. MSK. 

óFlare up has caused me to take most of the week offô. Multiple 

sclerosis. 

Medication 3 óMy Dr has changed my medication back to what it was, so I hope 

that kicks in soonô. Mental health. 

*N denotes number of overall comments.
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Table 5.9. Content Analysis Results and Representative Extracts Concerning Participants Reasons for Self-Management Confidence 

and Satisfaction with Self-Management Support. 

Diary Task  Reasons for participants confidence to self-manage 

  N* = 171 

 Reasons for participants support satisfaction. 

N = 174 

Psychosocial Flag  n Extracts n Extracts 

Yellow – personal. 140  óI don't have the confidence at work to share my 

health problemô. Mental health. 

 óI am confident in undertaking self-

managementéI have been doing this for yearsô. 

Multiple sclerosis. 

óI finally called the therapy serviceô. Mental health. 

99 ‘I try not to ask for help and keep my health problems to myself. I 

donôt want to bother anyoneô. Mental health. 

 ‘I only have to ask, but that is the difficult bitô. Respiratory LTC. 

óI have been in this job for longer than I have suffered from 

multiple sclerosis. People know me, they have gotten used to 

what I now needô. Multiple sclerosis. 

Blue – work.  76 ‘Understanding managers and flexible working 

make it easier to self-manageô. Mental health. 

 ‘I am able to control my diary and delegate some 

tasksô. Diabetes. 

 óIôm enabled to make the adjustments that I needô. 

MSK. 

óFelt guilty about what this left my colleagues to 

doô. Respiratory LTC. 

86 ‘Not interested when deadlines need to be metô. Mental health. 

óMy manager tries to understand but is not able toô. MSK. 

óéI was not asked by my manager at any point as to how I am or 

how my hospital appointment wentô. Mental health. 

My manager was very supportive - but slightly "put out" at having 

to cover for meô. Hyperthyroidism. 

‘My manager has been supportive in regard to my needs and 

understands I need time to manage my painô. MSK. 

Black – occupational. 47 óMy employers have provided me with the flexibility 

to self-manage and attend physioô. MSK. 

óI doubt discussing mental health at work is a good 

idea, although it is encouragedô. Mental health. 

‘Freedom of working from homeô. Mental health. 

27  óI do not need to have half hour "meditation group"éI need to 

work for an organisation that takes responsibilityénot expecting 

staff to provide that off their own backsô. Mental health. 

óOH calls every couple of monthsé makes it feel someone has 

my backô. MSK. 

*N denotes the number of overall comments. 
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Table 5.10. Content Analysis Results and Representative Extracts Concerning Types of Self-Management Support Needs.  

Diary 

Question  

Types of workplace self-management support needs. 

N* = 165 

Category n Extracts 

Instrumental 96 óWorking at home, flexible hours. I am very grateful to my managerô. Mental health. 

óI needed to work from home like normal as I need to be able to do my morning physioé and take rest/snack breaksô. MSK. 

óI have needed practical support to attend doctorôs appointmentsô. Mental health. 

óAccess to the quiet room to recover from a bout of fatigueô. Multiple sclerosis. 

óI needed practical support as I've been having trouble walkingô. MSK. 

óAttended a PIP assessment and was entitled to claim disability leaveô. MSK. 

Relational 53 óI needed emotional and relational support as I was struggling emotionally with the effects of my symptomsô. MSK. 

óI need support managing and organising my workload. I have to find support in alternative places as my manager is not the 

supportive kind as he does not relate easily with peopleô. Mental health. 

óI have had relational support from colleagues who have asked me how I amô. Mental health. 

óMy Manager covering a role for me. A listening ear to help me reflect and feel less stressedô. Mental health. 

Psychosocial 22 óWhat I need is a workplace and systems that do not place me in a position where I am put under unnecessary pressure (stress). It 

doesnôt need to be completely stress free, just less pressureô. Mental health. 

 óPressure comes when managers tell me to "break the rules" and ñgo the extra mileòô. Mental health. 

óI am trusted to do what is needed to keep myself in a good placeémy manager will offer help usuallyô. Mental health. 

óDiscussion of workload with service managerô. Diabetes. 

óPicking tasks to ones that weren't as mentally intenseô. Respiratory LTC. 

*N denotes the number of overall comments.
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Table 5.11. Content Analysis Results of Participant Journal Entries. 

  Journal entry 

 N* = 32 

Psychosocial Flag  n Extracts 

Yellow – personal. 17 óQuite severe lower back pain this week, hips have felt tightened, walking has been an effortô. MSK. 

óI changed things around, put myself and needs first and called them on their constant moaning. I wouldn't say it made 

me feel better, but I know it will help my energy levelsô. CFS. 

óI've had a really good week in terms of pain. I've worked longer than I would normally and haven't found this affecting 

me at all. I'd say I'm definitely out of my flare up nowô. MSK. 

óFelt the need to take a day off last weeké felt I was fighting depression and then everything elseô. Mental health. 

‘Week 2 of my new job in a new city after 3 months of being unemployed. Migraine is misunderstood and I am torn 

between being open and hiding when I am illô. Migraine. 

Black – occupational. 9 óThe worst issue is the conflict. Its makes us on edgeédespite me trying to use CBT all the timeô. Mental health. 

óéthe CEO praising staff who went the extra mile, I read as me not trying hard enoughô. Mental health. 

óI am anxious about the future but hope this career change will make migraine at work easier to deal withô. Migraine.  

óI am exhausted and whilst my colleagues and line manager are amazing, I am angry with senior management not just 

to us with mental health needs but all staff. We are all breakingô. Mental health. 

 óIôve been so busy I had to go to work whilst not feeling wellô. MSK. 

‘Not used to the office - feels too warmémakes me feel sleepy. The open-plan format is too loudô. Cardiovascular LTC. 

Blue – work. 6  óFelt chuffed today as a few colleagues sent me emails thanking me for my workésets you upô. MSK. 

óI felt overwhelmed for two of the five dayséall I needed was to discuss how I was feeling with peersô. Mental health. 

óI dealt with a lot of queries this week which were unnecessary and dealt with people of a higher grade who looked to 

me for support. This is a constant drain, as is their negative attitudeô. CFS. 

óNo issues today although feeling a little tired due to workloadô. Respiratory LTC. 

*N denotes the number of overall comments
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5.8 Discussion 

This study aimed to examine the temporality of workers’ LTC self-management. The 10-

week study design enabled changes in workers’ self-management and factors that might 

affect this to be captured over time. The study provides new longitudinal insight to workers’ 

LTC self-management and resources including confidence, support and work engagement. 

The study contributes to the developing workplace LTC self-management literature and 

extends research by newly connecting work engagement with workers’ self-management 

confidence. This section discusses the main findings relating to workers’ self-management 

characteristics and study hypotheses. 

 

Workers Self-Management Activities and Support Over Time. 

No significant changes in LTC self-management activities, types of support received, and 

support satisfaction were observed over the study period. The findings suggest that self-

management behaviours can be stable and are not a daily occurrence. Although it is 

possible workers did not self-manage because it was impracticable, the findings contrast 

with the literature suggesting that LTCs require ‘constant attentionô (Gobeil-Lavoie et al., 

2019, p. 1) and inferences of self-management happening most of the time. This also 

contrasts with studies describing over time change in LTC self-management activities 

(Audulv, 2013). Moreover, the stability of workers confidence, satisfaction with self-

management support and types of support received could be because LTCs were 

temporarily stable. Although LTCs often fluctuate, requiring a person to respond by self-

managing new symptoms or seeking different support, participants’ health (LTC) situations 

(i.e., health complaints in the last week) did not significantly change over time. So changes 

to self-management behaviours were not necessarily required, or different support needs 

triggered (Van Houtum et al., 2013). Additionally, perceiving control and being able to 

influence an LTC is integral to self-managing (Hibbard & Gilburt, 2014). A significant 

increase in participants’ control of an LTC and a decreasing effect of work (on an LTC) over 

the period was observed. Therefore, existing self-management regimes and support 

resources could have been undisrupted and adequate. 

 

The content analysis provided additional insights to factors that facilitate (or undermine) 

workers’ LTC self-management. The analysis highlights that blue and black Flags of 

manager support and work demands, and yellow Flag factors of openness and disclosure, 

influence workers’ satisfaction and self-management behaviours. In particular, instrumental 

support for flexibility to enable self-managing symptoms (which rests largely on relational 

support from managers) strengthened the evidence for manager support for self-

management (Heinrichs et al., 2018; Munir et al., 2009a). Although the findings add to the 
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evidence for formal work modifications to enable LTC self-management (Boot et al., 2013), 

formality was not specified as important. Tveito et al (2010) found that leeway in role was 

important to workers self-managing back pain. This adds to the evidence for leeway which it 

seems might achieve the same enablement. Informal leeway could reduce manager’s time 

spent adhering to formal modification processes (which usually entail meetings and written 

records), and could be better for workers with LTCs by lessening procedural stressors. 

 

Workers LTC Self-Management Confidence Over Time. 

Hypothesis 5 theorised that participants’ LTC self-management confidence will change over 

time. Although self-management confidence increased over the study period the finding was 

not significant. While social cognitive theory posits that people’s self-management 

confidence can change within short periods and self-efficacy beliefs develop through over 

time experiences (Bandura, 1997), the findings could be explained by workers being 

adequately supported (Lorig et al., 2001; Ouweneel et al., 2013). However, significant 

variability between-persons over the period showed that workers’ self-management 

confidence changed but not uniformly. This suggests that other factors play a role.  

 

One of the challenges to self-management support is that one-size does not fit all LTCs. 

While commonalities to self-managing exist including responding to symptoms and 

managing emotions (Barlow et al., 2002), evidence shows that self-efficacy can vary by LTC 

(Munir et al., 2009a). While people’s experiences of managing a condition might be similar, 

they are unlikely to be the same. Some people will be more or less confident about self-

managing owing to available resources and psychosocial factors including skills and 

demands of an LTC or work. Therefore, not everyone will have (or need to have) the same 

confidence. Given such diversity, differences in the change of workers’ self-management 

confidence over time is plausible (Breevaart et al., 2014; Schulman-Green et al., 2016). This 

suggests that where some workers need support enhancing confidence, others need 

support maintaining it. 

 

It was hypothesised (hypothesis 6 and 7) that changes in worker’s self-management 

confidence will be associated with changes in support satisfaction and LTC control. Contrary 

to claims that support is associated with self-management confidence (Barlow et al., 2002; 

Kennedy et al., 2013), hypothesis 6 was rejected. Support satisfaction explained a trivial 

amount of variance in workers’ self-management confidence. Furthermore, although self-

management confidence reflects a person’s self-efficacy to exert control (Bandura, 1997), 

which can be undermined by an LTC’s effects such as new symptoms, hypothesis 7 was 

rejected. Participants’ LTC control was unable to explain the changes in self-management 
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confidence over time. Evidence shows that having adequate control and support influences 

self-management behaviour (Bandura, 1997; Gallant, 2003; Hibbard & Gilburt, 2014). It is 

possible that people’s control and support was adequate over the period, or enhanced by 

participating in the study. It is also possible that temporary stability of an LTC meant 

people’s control of a condition was unaffected. Alternatively, support might have been 

available elsewhere including outside of work (Hibbard et al., 2005) and that is unaccounted 

for in this analysis. 

 

One finding from this study is most striking. In line with hypothesis 8, the differences in the 

changes of participant self-management confidence over the period related to their work 

engagement. It is known that work disengagement concerns workers with LTCs (Shaw et al., 

2014). The significant finding that work engagement had an effect on changes in workers’ 

self-management confidence over time suggests there might be good reason for concern. 

Work engagement could be a predictor of workers’ LTC self-management. As the findings 

suggest that more engaged workers are more confident to self-manage an LTC, this 

provides new evidence for engagements’ potentially motivational effects (Breevaart et al., 

2014). The findings resonate with other research showing over time change in work 

engagement (Ohly et al., 2010) and adds to a limited evidence base featuring LTCs and 

workplace self-management (Shaw et al., 2014; Veromaa et al., 2017). It is troubling that 

poor work engagement, in addition to the risks of low morale and underperformance, might 

detrimentally affect workers’ LTC self-management. However, its potentially motivational 

effects could be beneficial to workers with LTCs and employers alike.  

 

It is easily arguable that engagement is a focus for employers because of its relationship 

with positive work outcomes including productivity and performance (Macleod & Clarke, 

2009; Munir et al., 2015). This study adds a different perspective in associating work 

engagement with LTCs and workers’ self-management confidence. Workers’ management 

of LTCs is important to employers (Shaw et al., 2014) and healthcare providers (Barker et 

al., 2018). As self-managing can improve health and work outcomes, in this way work 

engagement could be viewed as a self-management support resource for workers with 

LTCs.  

 

Limitations, Implications and Future Research. 

This study provides the first insight to workers’ LTC self-management at work over time but 

has some limitations. Recruitment and attrition was a particular problem and resulted in the 

sample being smaller than anticipated. Specifically, the time-lag between Study 1 and the 

diary’s launch could have affected participants’ study engagement. Just 35 percent of 



Chapter 5            Diary Study                    

 131 

workers approached (to take part) participated. Perhaps this was because the time lag 

between Study 1 and 2 was, for some (who expressed an interest in their survey response), 

over 12 months, meaning they were no longer engaged with the research. Workers could 

have moved jobs and not received diary invites, or invites could have been blocked by email 

screening systems. Moreover, while dropout is common in organisational diary research 

(Ohly et al., 2010) the 63 percent attrition rate (calculated between T1 and T6) could relate 

to its sole online method, or the researcher’s limited ability to engage with remote (otherwise 

anonymous) participants. Further, the study crossed a popular UK public holiday period. 

This affected the number of entries because people were not working due to annual leave 

(at T4), some of whom had notified the researcher (n = 4). Yet, MLM can handle unbalanced 

time-point data and makes use of observed (and incomplete) data to produce estimates. 

This helped minimise dropout effects and avoid the listwise deletion of cases. Nonetheless, 

it is accepted that this approach to missing data could have introduced bias which affected 

the modelling’s estimates and undermined variances. This in turn, could have affected the 

study’s inferences and overall conclusions.  

 

Regarding bias and while some degree might be expected, individual participants might not 

be representative of the population. Whilst the researcher targeted a range of workers with 

LTCs, a specific group were invited to participate in this study (i.e., only those UK workers 

who had participated in Study 1 and indicated an interest). Also, the study design and 

sample size meant that individual condition group data (e.g., MSK, mental health) were 

analysed together in one LTC group. Therefore, characteristics that distinguish LTCs and 

reflect the broader population could have been overlooked. Although commonalities exist 

between LTCs, analysis of them together means the findings cannot be interpreted by 

condition which is a constraint. Furthermore, the findings’ reliability could be impacted by 

bias due to participation, with workers reporting in more desirable ways, changing their 

behaviour as a result or withholding information. The researcher took steps to minimise bias 

by reinforcing confidentiality and reminding participants of the study aims at each time point, 

but it is acknowledged that people could have chosen to participate because they were 

confident self-managers or due to being disgruntled with an employer. Possibly, participants 

were motivated by other unmeasured factors that skew the findings (e.g., being in a period 

of notice thus feeling more able to be open). Additionally, whilst the content analysis 

provides a novel insight to workers self-management, the coding was pre-informed by the 
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researchers’ interpretations, reading of the literature and experience of supporting workers 

with LTCs. Although independently checked, this could be inaccurate.  

 

Lastly, the study’s self-management activities measure was informed by the researchers 

reading of the literature and discussion with HR practitioners (who are not medically trained). 

So, workers could have been limited in sharing activities because the measure excluded 

them meaning those presented are inaccurate. The design also inadvertently overlooked 

Study 1’s activities measure, restricting a direct comparison of the two studies findings.  

 

Future longitudinal studies with larger sample sizes should examine workers’ self-

management confidence by separate LTC groups. A better understanding of the reasons for 

the differences in variations in self-management confidence over time, accounting for LTC 

and working condition characteristics could help inform support for workers. As psychosocial 

features were important reasons for workers’ self-management confidence, these should be 

investigated further including characteristics not measured in this study including working 

conditions (and over a longer period). Additional investigation into the stability of self-

management confidence in a population of workers with LTCs experiencing organisational 

change including restructures, or the impacts of Coronavirus and LTC worsening would 

provide useful insights. Specifically, the implication that work engagement affects people’s 

LTC self-management is important. Studies should decipher and examine the drivers of 

work engagement from worker (with and without LTCs), manager and employer 

perspectives. 

 

5.9 Summary and Conclusion 

This study provides a novel longitudinal insight into workers’ LTC self-management and 

confidence. The new evidence that work engagement could be a way in which work interacts 

with people’s LTC self-management confidence, thus might undermine or enhance self-

management of a condition has important implications for workers, employers and 

potentially healthcare providers. Furthermore, as significant differences in the change of 

workers’ self-management confidence over time was shown, deciphering the reasons for this 

variation to provide improved and tailored LTC support forms would be beneficial. The 

suggestion that yellow and blue Flag features of flexibility, leeway and openness affect 

workers’ LTC self-management and are operationalised by manager support, indicates 

important aspects for later studies to examine. In conclusion, the findings provide evidence 

that work engagement and manager support for flexibility could be a way of enhancing 
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workers LTC self-management. Future research should prioritise deciphering these 

relationships to inform workplace LTC self-management support interventions. 
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Chapter 6 – Study 3 

 

6 Employer Perspectives Concerning the Self-Management Support Needs 

of Workers with Long-Term Health Conditions: An Interview Study 

 

This study aimed to examine employers’ views about workers LTC self-management support 

needs. The survey and diary study findings presented in Chapters 4 and 5 suggest that 

while workers with LTCs want to feel confident about self-managing at work, they do not 

always do so. Furthermore, Study 1 showed that workers with LTCs were at greater risk of 

work stress with psychosocial features including poor support for modifications, poor 

relational support from managers and stigma potentially undermining people’s openness 

about self-managing an LTC. Taken together, the findings suggest that workplace support 

could be beneficial and the data indicates a role for employers in promoting workers’ LTC 

self-management. Nonetheless, little is known about employers’ views of supporting workers 

in this way. 

 

Long-term health conditions can be burdensome on individuals at the same time as 

adversely affecting employer costs. Although work can contribute to a better quality of 

(working) life (de Jong et al., 2015; Megari, 2013), LTCs can undermine people’s ability to 

work (Bajorek et al., 2016; Beatty, 2012; Van Rijn et al., 2014) due to fluctuating symptoms, 

sickness absence and reduced productivity (Goetzel & Ozminkowski, 2008; Vick & 

Lightman, 2010). These are significant challenges for employers (Bevan et al., 2016).  

 

Whilst the majority of people can be supported to self-manage an LTC themselves (Corbin & 

Strauss, 1988; Coulter et al., 2013; Newman et al., 2004) this does not always happen. 

Although receiving support can alleviate the negative effects of an LTC on performance 

(Hjärtström et al., 2018), engaging individuals (and healthcare providers) with self-

management is difficult (Glasgow et al., 2008; Greenhalgh, 2009). Therefore, it is feasible 

that some workers’ LTC self-management is not supported.  

 

Although individual, organisational and societal features can interact to undermine workers’ 

LTC self-management (Dellve & Eriksson, 2017; Heinrichs et al., 2018; Munir et al., 2009a; 

Shaw et al., 2012) little research looks at these from employer viewpoints (Gallant, 2003). 

Whilst understanding these interactions is challenging due to their complexity (Buck et al., 

2011), doing so could help target support to improve health and work outcomes (Challis et 

al., 2010; Galdas et al., 2015.; Hoffman, 2013). Existing self-management studies presenting 
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workers’ perspectives (Heinrichs., et al., 2018; Munir et al., 2009a; Summers et al., 2014) do 

not provide a full picture, with few considering employers’ views (Bramwell et al., 2013). Also 

where available, studies focus on return to work more than remaining at work or ongoing 

LTC support (Cancelliere et al., 2016; Etuknwa et al., 2019; Stochkendahl et al., 2015; 

Wynne-Jones et al., 2011). Consequently, whilst research recommends workplace self-

management support could improve (Gignac et al., 2020), little research explores work as a 

setting for supported self-management (Shaw et al., 2014) and none (to the researchers’ 

knowledge) from an employer perspective. This study addresses this gap.  

 

Accounting for employers’ views is important because workplace support could be 

challenged by organisations economic needs to maintain productivity and minimise cost. So 

while employers might do more to support self-management and understand workers’ needs 

(Kaye et al., 2011; Stevenson & Farmer, 2017) this could be difficult alongside 

organisational priorities. Employers’ views about supporting self-management and the 

potential challenges to providing support have not been scoped. This study seeks to rectify 

this by examining employers’ views and by deliberating the self-management support 

obstacles and outcomes employers consider important. This is essential to providing 

effective and feasible types of workplace support, and to the future design and 

implementation of work interventions (Boger et al., 2015).  

 

This main aim of this study was to examine employers’ views about workers’ LTC self-

management and support needs. To date no research has examined this from employer 

perspectives. To explore and understand their views a semi-structured interview and 

thematic analytic methodological approach was taken. This was to gain an insight to 

employers’ views about workers’ LTC self-management, influencing work factors and 

workplace support including potential challenges to providing support.  

 

Four of the project’s overall 11 research questions were formed for this employer study: 

4. How do employers perceive that work factors influence workers’ workplace LTC self-

management? 

5. What are the challenges (obstacles) to supporting workers’ LTC self-management? 

6. What do employers know and understand about workers’ LTCs, self-management 

behaviours and support needs at work? 

7. What are employers’ views about their role and responsibilities in supporting workers’ 

LTC self-management at work? 
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6.1 Method 

This study’s methodology adopted a constructivist interpretivist stance (Cresswell, 2003) and 

was interested in understanding the employers’ view of LTC self-management support. A 

thematic analytic process was followed (Braun & Clarke, 2006) which allowed the data to 

speak for itself. To address the research questions a semi-structured interview study was 

designed. Semi-structured interviews are a flexible approach and enabled the researcher to 

address complex topics whilst guiding the interview’s direction (Stuckey, 2013). Moreover, 

according to Fylan semi-structured interviews are effective for ‘discussing sensitive topicsô 

(cited in Miles & Gilbert, 2005, Chapter 6, p. 67) such as LTC and work interactions, and 

potential employer concerns. Their in-depth nature means interviews are widely used by 

healthcare researchers (Jamshed, 2014) and have been effectively used in self-

management studies examining the influence of work on asthma (Heinrichs et al., 2018), 

medication use (McDermott et al., 2017) and depression (Chambers et al., 2015). Collecting 

data in this way was envisaged to encourage employers to speak freely about what work 

features they consider affect workers LTC self-management. 

 

6.2 Participants 

Semi-structured interviews were undertaken with a sample of 15 employer participants. 

Their demographic profiles are presented in Table 6.1 of the results section. The inclusion 

criteria is as follows: representatives who were employed in HR, health and safety or OH 

roles; currently working in one of these specialisms; of any age or gender; employed by an 

organisation; and actively working in the UK. 

 

A purposive sampling approach was adopted (Patton, 2003; Sharma, 2017) to approach 21 

employers. Firstly, the researcher approached the eight Study 1 employers (who had 

distributed the online survey to their workers) to ask if they would participate in an interview. 

Six agreed to participate. Next, the researcher identified employer representatives with 

health and wellbeing responsibilities from their job title via her professional HR networks, HR 

publications (e.g. the CIPD’s People Management magazine) or LinkedIn. People were 

contacted directly via email, phone or were spoken to by the researcher during networking 

meetings (n = 13). Nine employers agreed to participate.  

 

6.3 Interview Schedule 

A semi-structured interview schedule was designed by the researcher (see Appendix 11 for 

a copy). This was informed by the researcher’s HR experience in employee relations and 

workplace wellbeing, and the survey and diary studies content analysis results. Study 

research questions were derived from and examined against the existing scientific literature 
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(Munir et al., 2005a, 2005b, 2009a; Rogers et al., 2014; Shaw et al., 2012, 2013), and 

refined against highlighted gaps before being incorporated into an interview schedule. The 

final schedule included 14 (mandatory) questions divided into three sections.  

 

Section one of the schedule explored employers’ knowledge of the LTC profile of their 

organisation, awareness of workers self-management activities and views about their role 

and responsibilities. Section two explored the workplace LTC self-management support 

provided to workers, perceived support needs of workers with LTCs and how support for 

self-management is currently provided. Section three explored work factors and employers’ 

views about the way in which work affects LTC self-management, the obstacles and 

challenges to providing self-management support and sources of workplace support. Eight 

optional probing questions were drafted. The final schedule was reviewed by two 

experienced researchers independent to the study and resulted in changes to the probing 

questions. The final questions were piloted with an independent HR practitioner in March 

2018 resulting in no question amendments. 

 

6.4 Procedure 

Data were gathered from March to September 2018. Participants were invited by email to 

participate in an interview either face-to-face or via telephone at a suitable place and time. A 

detailed information sheet outlining the study’s aims and a consent form was included in the 

email (see Appendix 12). All participants provided written consent and were invited to speak 

with the researcher ahead of an interview. Due to geographical considerations and 

participant’s job demands, face-to-face meetings were not always possible. Six interviews 

were conducted at workplaces and nine via telephone. Telephone interviews have been 

found comparable to face-to-face interviewing and successful in gathering quality interview 

data (Sturges 2004; Vogl, 2013). In this study, telephone interviewing granted the researcher 

access to geographically spread and otherwise inaccessible employers (Drabble et al., 

2016; Ward et al., 2015). At the start of each interview participants were read the self-

management definitions used in the study and the interview structure was outlined. 

 

All interviews were conducted by the researcher who is trained in interview techniques and 

experienced in interviewing employers. Interviews lasted between 34 and 62 minutes 

(averaging 47 minutes). Interviews were digitally recorded with participants knowledge and 

consent. Recordings were subsequently transcribed verbatim by a professional academic 

transcription service. All the transcripts were cross-checked for accuracy by the researcher 

whilst listening to the audio recordings at the start of the analysis. 
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6.5 Analysis 

Interview transcripts were analysed inductively using Braun and Clarke’s (2006) six-stage 

thematic analysis approach. The approach is shown in Figure 6.1 and the steps of thematic 

analysis to enhance trustworthiness outlined by Nowell et al (2017) also informed the 

analysis. Thematic analysis is helpfully structured and is a robust, systematic framework for 

examining qualitative data (Braun & Clarke, 2014). Although more deductive approaches 

exist including the Framework method (Cameron et al., 2013), thematic analysis is 

acknowledged as an important method to identify patterns in qualitative data and similarly 

follows a number of steps (Braun & Clarke, 2006; Cameron et al., 2013; Vaismoradi et al., 

2013). An inductive approach was initially chosen given the study’s exploratory nature and to 

ensure recurrent themes could emerge from the data. Next, each stage of the thematic 

analysis is described. 

 

FIGURE 6.1. Six Stages of the Interview Study's Thematic Analysis. 

Stage 1 - Familiarisation. 

Firstly, the researcher familiarised herself with the data by cross-checking the transcripts 

twice for accuracy, by listening to the audio recordings and reading the accompanying 

transcript at the same time. Secondly, the researcher read the transcripts and made detailed 

written notes about initial observations, potential codes and thoughts (Maguire & Delahunt, 

2017). Thirdly, to supplement the written notes NVivo software was used for early data 

organisation and preliminary coding (QSR International, 2017). NVivo is a qualitative data 

management software package compatible with thematic analysis (Zamawe, 2015). Lastly, 

the preliminary coded NVivo transcripts were imported to a Word document where the 

comments function could be more easily used to continue code generation. 

 

Stage 2 - Generating Codes. 

Stage 2 involved finalising the identification of initial codes (Nowell et al., 2017). Transcripts 

were re-read to check and identify further codes and descriptions, which were noted as 

comments in each of the transcripts Word file. Meanings and preliminary theme ideas from 

the coding were also noted. 

Stage 1
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Stage 2

Generate 
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Stage 3
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Themes

Stage 4
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Define 
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Stage 3 - Theme Search. 

In Stage 3 and to ease the identification of themes (Braun & Clark 2006; Howell et al 2017) 

each transcript’s Word file was analysed using NVivo. Codes which fitted together formed 

initial themes and subthemes which were recorded (Maguire & Delahunt, 2017). The 

analysis revealed five broad themes which were then (for ease) recorded in a Word table 

with their related sub-themes and in readiness for the review of themes in Stage 4.  

 

Stage 4 – Reviewing Themes. 

Stage 4 involved reviewing the five broad themes and sub-themes to further consolidate 

them. To enhance reliability, the consolidated themes were discussed with and reviewed by 

an experienced researcher, independent of the study who acted as a critical friend (Smith & 

Sparkes, 2006). This encouraged reflection and suggested other interpretations. Then the 

researcher undertook a further refinement to reduce the number of themes and produce a 

thematic template. To aid this a deductive approach was taken in these later stages of 

analysis utilising themes from a qualitative study exploring the self-management support 

needs of people with LTCs (Dwarswaard et al., 2016). In Dwarswaard et al’s study, themes 

were captured under two main headings: 1) types of support patients need; and 2) dynamics 

in self-management support. The first heading defined three support types including 

instrumental, psychosocial and relational. Instrumental support relates to medical and 

disease management support, psychosocial refers to enhancing emotional and mental 

support resources, and relational support refers to beneficial interactions with others. The 

second heading described disease and individual themes. With these definitions and 

headings in mind, the present study adopted four final support themes: 1) instrumental; 2) 

psychosocial; 3) relational; and 4) dynamics in self-management support.  

 

Before grouping the existing themes (under the four final support themes described) the 

researcher undertook a last consolidation exercise. The aim was to reduce the number of 

themes by combining them to make them more manageable (Sallis & Birkin, 2014). This 

resulted in 14 sub-themes grouped under the four main themes. The final version of themes 

was then checked with the same researcher who had earlier acted as a critical friend and 

resulted in no further review. A thematic map of the final themes and sub-themes is 

presented in Figure 6.2. 

 

Stage 5 – Defining Themes. 

Stage five identified and defined the final themes. Braun and Clarke (2006) outline that the 

aim of this stage is to identify what the themes are about. With the study’s research 

questions and four main themes in mind, meanings were defined by the researcher. 
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Therefore, sub-themes relating to ‘dynamics in self-management supportô account for 

individual, LTC and additionally organisational factors. Sub-themes relating to ‘instrumental 

supportô relate to workplace support for LTC self-management. Sub-themes relating to 

‘psychosocial supportô relate to psychological and emotional resources for workers, whereas 

‘relational supportô sub-themes relate to beneficial interactions with others (albeit support 

provided at work). Again, the definitions were independently checked and discussed with the 

same independent researcher and critical friend. This discussion resulted in two definition 

wording amendments and adds to the study’s validity.  

 

Stage 6  - Preparing for the Report. 

In the final stage the researcher examined the grouped themes and identified representative 

extracts from the data. This was undertaken by re-reading the transcripts alongside the final 

themes and sub-themes, whilst highlighting sections of text at the same time. The aim of this 

exercise was to evidence the final themes and address the research questions in readiness 

for writing the results. 
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FIGURE 6.2. Thematic Map of the Study's Final Themes and Sub-themes. 
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6.6 Results 

Demographics. 

In total 15 employer participants were interviewed. Participant demographics are presented 

in Table 6.1. Most participants were female (n = 8). The majority worked in senior 

managerial or director roles (n = 10) and employed in HR roles (n = 9). The majority (n = 11) 

were managers with experience of line-managing and supporting workers with LTCs. Most 

participants (n = 12) worked in large (> 500 workers) organisations. Three smaller (SME) 

employers (50 - 500 workers) were represented. The majority of participants (n = 8) worked 

in not-for-profit organisations including councils, a hospital, charity, university or government 

department. The remainder worked for profit making organisations specialising in 

consumables, healthcare, utilities or professional, financial and recruitment services.  

 

Employer Accreditations. 

Based on publicly available information at the time six participants worked for organisations 

recognised as Disability Confident (Her Majesty's Government, 2020). This is a UK 

government scheme concerned with recognising employers who support workers with LTCs 

and disabilities. Additionally, one organisation was ranked in the top 20 of the UK Great 

Places to Work® index. The index reflects the best and most trusted places to work each 

year. To be ranked, a workplace is subject to an independent assessment which includes 

collecting worker interview and survey data. To protect participants confidentiality the 

accreditation details are omitted from Table 6.1. 
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Table 6.1. Demographic Characteristics of Employer Interview Study Participants. 

Participant No. Sector Size Gender Specialism Manager Tenure (yrs) Method 

1 Private sector, for profit – professional services >500 Male Human resources Yes 15 Direct 

2 

3 

Private sector, for profit - consumables 

Private sector, for profit - utilities 

>500 

>500 

Male 

Male 

Occupational health 

Health and safety 

Yes 

Yes 

6 

4 

Snowball 

Snowball 

4 Public sector, not for profit – finance >500 Female Human resources Yes 3 Direct 

5 Public sector, not for profit - education >500 Female Occupational health Unknown 3 Direct 

6 Public sector, not for profit - technology >500 Male Technical Yes 2 Snowball 

7 NHS Hospital >500 Male Human resources Yes 2 Direct 

8 Private sector, for profit - healthcare >500 Female Human resources Yes 1 Snowball 

9 Public sector, not for profit - council >500 Female Human resources Unknown Unknown Direct 

10 Public sector, not for profit - education >500 Female Human resources Unknown Unknown Direct 

11 Private sector, for profit – financial services >500 Male Human resources Yes 2 Snowball 

12 Private sector, for profit – financial services >500 Female Human resources Yes 1 Snowball 

13 Public sector, not for profit - council 250 - 500 Female Facilities Unknown Unknown Snowball 

14 Private sector, for profit – recruitment 50 - 249 Male Business owner Yes 13 Snowball 

15 Charity  50 - 249 Female Human resources Yes 8 Snowball 
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Thematic Analysis Results – Themes and sub-themes. 

In this section the themes and sub-themes identified in the thematic analysis are discussed 

including exemplar participant quotes. Employer interviewees are referred to as participants 

and by number in exemplar extracts. Working people with LTCs are predominately referred 

to as workers. 

 

Theme 1: Dynamics in Self-Management Support. 

Theme one presents participants’ knowledge and understanding of LTCs, self-management 

and support. This establishes the organisational background to the views expressed about 

workplace LTC self-management support. 

 

Knowledge and Understanding of LTCs. 

Participants were asked about the prevalence of LTCs in their organisation. An OH specialist 

described how they ‘go by who (and the LTCs) they see,’ (Participant 5). Some participants 

(n = 3) speculated about the proportion of workers affected by LTCs, ranging from five 

percent for a council to 20 per cent for an NHS hospital. This suggests that employers are 

broadly unaware of the numbers of people working with LTCs. Participants were more able 

to identify the LTCs they were concerned about managing: 

 

Weôre probably most concerned about mental healthébecause historically this has been a 

hard one for the firm to manage or support. Participant 1. 

 

For those organisations with manual job types (i.e., those working in the NHS Hospital, 

utilities and consumables) MSK LTCs were mentioned as problematic due to their effects on 

workers’ ability to undertake physical job tasks (e.g., wearing a lead apron in a radiography 

department). Mental health LTCs were highlighted as a main reason for sickness absence 

including stress, anxiety and depression (and less commonly post-traumatic stress disorder 

(PTSD)). Furthermore, two SME participants highlighted the effects of multiple sclerosis and 

cancer on workers ability to attend work and undertake their jobs. 

 

Knowledge and Understanding of Self-Management. 

For all participants the terms self-management and self-management support were unused, 

and not a part of routine health and wellbeing or workers’ LTC narratives. Two participants 

explained how their in-house OH team’s reports did not use self-management terminology. 

When asked about their understanding of self-management, nearly all (n = 13) were 

unfamiliar with the concepts and for some, they were confusing. Participants were unclear 
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what LTC self-management and self-management support is and means. Two participants 

talked of this: 

 

I've never heard any managers mention self-management. Participant 5. 

 

Never heard of it. Self-management? I guess now you mention it, it does make sense, but it 

doesnôt roll off the tongue does it? It sounds like there is a problem. Participant 11. 

 

Broadly, participants interpreted self-management support to be any action or support 

provided at work that could be beneficial (whether intended or otherwise) to a worker with an 

LTC including features of wellbeing programmes such as web-based information sources. 

One participant did not perceive self-management to ‘be part of everyday life for people (with 

LTCs)ô (Participant 12). No-one was aware of the scientific evidence for LTC self-

management and support.  

 

Participants were asked to provide examples of how workers with LTCs self-manage at 

work. Two participants shared: 

 

Regular rest breaks é a lot of them (self-management activities) are not visible to us. 

Participant 1. 

 

I am aware of medication regimes. Participant 5. 

 

Mainly common and visible self-management activities were described although none were 

specifically related to LTCs. Notably, all described self-management behaviours that did not 

directly involve workplace support or modifications (i.e., taking a sick day). One participant 

helped explain his modest awareness of workers’ self-management activities: 

 

If the individual doesnôt need modifications from the firm in order to self-manage their 

condition why would they tell us about it? Participant 1. 

 

Knowledge and Understanding of Self-Management Support and the Employerôs role and 

Responsibilities. 

Participants were asked to summarise the self-management support provided to workers 

with LTCs in their organisation. Support was described as being delivered in two main ways: 

1) via health and wellbeing programmes giving access to information and resources that 

workers can use (e.g., an EAP); and 2) via policy interventions managed by managers that 
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help workers maintain working (e.g., work modifications). Support described by participants 

was unspecific to workers with LTCs and for most (n = 11), responsibilities for specific forms 

of LTC support was attributed to third parties including OH and GPs, to advise on what to 

self-manage or aspects of work to modify. 

 

When asked to summarise their role and responsibilities in supporting LTC self-management 

everyone considered this to be a joint responsibility between the employer and worker. 

However, ultimate responsibility to self-manage was attributed to the worker. One participant 

shared their frustrations with workers who do not take responsibility for an LTC: 

 

Itôs almost like people turn up and say, ñIôve got this condition, now what are you going to do 

for me?ò Participant 4. 

 

Worker vs Employer needs. 

Participants were asked about difficulties in providing self-management support to workers. 

The entire sample envisaged times when work would get in the way of LTC self-

management and the support provided. It was highlighted that supporting and prioritising an 

LTC can be problematic because of work demands. For one participant, the organisation’s 

output focus meant that empathetic support for workers with LTCs is not always available: 

 

There is an obvious lack of empathy when work demands are clear. Participant 11. 

 

Moreover in the NHS, work demands were perceived to encourage presenteeism: 

 

I think when an illness gets in the way, and staff are beholden to what comes in through the 

dooré they feel guilty (about taking sick leave). Participant 7. 

 

Despite these complexities all participants acknowledged a need to reconcile workers’ LTC 

self-management support needs with work demands tensions. 

 

Theme 2: Instrumental Support. 

Theme two is concerned with the support participants consider they provide to encourage 

and enable workers’ LTC self-management (or is intended to).  

 

Workplace Policies and Process. 

When asked about how LTC self-management support is provided, generally workplace 

policies and process were described. While not strictly forms of self-management support or 
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meaningfully concerned with LTCs, most participants indicated that policies provide a 

framework in which workers health can be managed consistently. Policies included flexible 

working, sickness absence, modifications and return-to-work processes. Although most 

policies aim to support general health and illness rather than ongoing LTC management, it is 

possible that they indirectly support and enable workers’ self-management. One participant 

shared exemplar self-management strategies facilitated by workplace policies:   

 

We're a very understanding organisation, and people can take time off, they can go for 

medical appointments, all of those sorts of things, and our policies support them to do that. 

Participant 4. 

 

It was suggested that policies enable workers with LTCs to take care of themselves and self-

manage. Yet it was recognised that the usefulness of policies to workers’ LTC self-

management is not made explicit: 

 

Weôve got all these policies and procedures in place, but weôve never actually gone out and 

said, youôre very important in the self-management of your condition (so use them). 

Participant 7. 

 

Therefore, workers might be unaware of the potential benefits of work policies to their LTC 

self-management meaning they are not motivated to understand or use them. 

 

All but one participant associated LTC self-management support with two policies: 1) 

sickness absence; and 2) flexible working. It is feasible that workers with LTCs will at some 

point need to self-manage by taking a period of sick leave. The absence support provided by 

participants varied. Whilst some provide workers with continuing pay and benefits during 

absence others (including SME’s), operate less defined and more informal methods. 

Inflexible absence policies could make taking sick leave difficult and be at odds with the 

effective self-management of LTC symptoms. Specifically, two large organisations described 

a Bradford Factor formulaic approach to managing short-term absence, whereby a weighting 

(and score) is applied to a workers absence level (taking account of the number of 

occurrences and days) in a 52-week rolling period. A warning system operates alongside 

which recommends employer action (e.g., a score above 450 recommends dismissal). 

Absences relating to workers’ LTC self-management were not mentioned as excluded from 

the schemes.  
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The ability of workers to work flexibly varied across organisations and multiple factors were 

identified as barriers to flexible working. Between industries, job roles that demanded 

particular working patterns including shifts were acutely inflexible. Nonetheless, all 

participants shared a belief that flexible working is an important method of support which 

could facilitate a person’s LTC self-management: 

 

é flexible working is a massive self-help technique for anybody who suffers a psychological 

or physical long-term illness. Participant 3. 

 

Except for two organisations, flexible working was not easily accessible and had to be 

formally requested as a modification and via a process. However, for one participant, a 

global policy of informal flexible working meant that in principle, all workers (regardless of 

LTC status) can work flexibly. Consequently, flexibility did not always need to be requested. 

The employers’ HR participant explained the policy’s enabling effect: 

 

The way in which we encourage flexible working probably allows to a degree people with 

LTCs being able to just get on with things without having to come and ask permission. 

Participant 1. 

 

Similarly, for one SME informal flexible working was unproblematic: 

 

óWeôre quite flexible é we donôt try and place too many restrictions. Weôll say, this is the 

work that we need from you, fit it into your time as you see fit basically and if we have any 

problems, weôll come back to you. Participant 15. 

 

Work Modifications. 

Participants linked flexibility with work modifications (otherwise termed adjustments). 

Modifications aim to reduce the disadvantage workers with LTCs (and disabilities) might 

experience and in the UK, are a regulatory consideration for employers where workers with 

LTCs qualify as disabled under the Equality Act (2010). All participants highlighted how 

modifications and mainly those granting flexibility, can have a positive enabling effect on 

LTC self-management: 

 

Most people who are self-managing a chronic illness will actually respond amazingly well to 

an organisation that actually considers making adjustments in the right way. Participant 3. 
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Modifications for LTCs were not always possible for participants and in the UK, employers 

can decline making modifications when deemed unreasonable (The Equality Act, 2010; 

Wheatley, 2017). For one participant of a large organisation modifications were rare. Multiple 

factors were suggested as creating difficulties including the feasibility of a modification, 

leadership attitudes, effects on colleagues, cost and meeting work demands. Where workers 

need modifications to self-manage an LTC these factors could stop them from doing so. 

Furthermore, most participants preferred fixed boundaries to modifications including 

contractual and written agreements. Fixed boundaries could be an additional barrier by not 

allowing workers the flexibility to adjust to an LTC when required such as by self-managing a 

new and unexpected symptom.  

 

Wellbeing Programmes. 

When explaining the LTC self-management support available participants also described 

health promotional and wellbeing programmes, and benefits and services (e.g., private 

medical insurance or EAP). Participants consider that by providing access to resources they 

are supporting workers LTC self-management. For example, participants spoke of how 

access to benefits could help workers with LTCs manage and respond to symptoms by 

accessing private health services, or help them address lifestyle risk factors and take 

preventative care (e.g., by having a health assessment). Yet, examples of support for 

specific LTC types were infrequently described. Where mentioned, specific LTC support 

included mental health first aid training (n = 4) and on-site physio services (n = 2) for people 

with MSK conditions. Programme elements specifically concerned with people’s knowledge, 

skills and confidence to self-manage was not mentioned. 

 

Regarding benefits, larger organisations offered more comprehensive schemes than the 

SME’s. Yet one participant from a large organisation was confused by a lack of benefit 

usage: 

 

I feel like we have lots of enablers (benefits) for people to self-manage an LTC, and I'm not 

sure that they actually avail themselves of those. Participant 4. 

 

Employers anticipate that by providing access to health, wellbeing and benefit resources 

workers with LTCs will self-manage their condition. However, the benefits of wellbeing 

programme resources to LTC self-management was not communicated to them. Moreover, 

the most described benefits were concerned with preventative and recoverable care and 

support. For many workers, recovery from and prevention of worsening of an LTC is 
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impossible. Furthermore, some benefits will not be supportive to self-management (e.g., 

private health insurances which exclude cover and treatment(s) for pre-existing LTCs). 

Theme 3: Psychosocial Support. 

Theme three presents the workplace support available to workers with LTCs that 

participants consider helps support and enhance workers’ psychological and emotional 

resources. 

 

Emotional Support. 

All participants mentioned the importance of emotional support to workers with LTCs. An HR 

practitioner working for an SME shared: 

 

I think there is a balance to be struck really, between providing sufficient emotional support 

to people (with LTCs) to feel that they can bring their full selves to worké and not be 

frightened to talk about their conditionéand knowing when itôs work time, this is what youôre 

here to do and to a certain extent that needs to be the primary focus. Participant 13. 

 

First and foremost, all participants highlighted the importance of manager support. Although 

opinions about how emotional support is demonstrated varied, it was mostly agreed that 

care, compassion, empathy and openness mattered. Participants agreed that support is 

demonstrated in the regular day to day interactions between managers and individuals such 

as in one to one meetings or catch ups. One told of how managers providing emotional care 

and support by listening could help workers self-manage emotions: 

 

You may not be able to do anything about the stress someone (with an LTC) is 

experiencing, and you can be upfront about that and say, ñthereôs nothing I can doò, but 

listening to someone is an enormous help to them. Participant 9. 

 

Some described how workers experiences of self-management support ‘will vary from 

manager to managerô, (Participant 13). A few alluded to difficulties with managers who lack 

emotion affecting a worker’s LTC disclosure, and potentially permission for modifications. In 

these situations, participants suggested that workers turn to colleagues. 

 

Secondly, colleague support was considered important by most participants (n = 12). 

Colleague support was not always an alternative to managers’ support but a complementary 

and different form i.e., was perceived to be more informal, undertaken in situations like team 

meetings, during quick chats or at lunchtime. One participant spoke of the perceived 
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protective effect of colleague support on workers’ mental health during a time of peak 

demand: 

 

It was almost like they had their own bubble around that pressure and they were looking 

after each other. Participant 7. 

 

It was also suggested that workers with LTCs need different levels of colleague support, 

which could include none at all. An example of the perceived support needs of a worker with 

a mental health LTC was specifically described:  

 

He would like support from his colleagues as well and probably quite different from a lot of 

the people weôve been talking to in this context, he wants people to check in with him. 

Participant 15. 

 

The third type of emotional support described was OH support. For those with OH access (at 

least n = 10), participants explained their expectation that OH will advise and influence 

workers self-management via supportive conversations between them, in which particular 

behaviours are advised and encouraged. Occupational health support was mainly provided 

via referral services whereby workers with LTCs are referred for review, which results in a 

report being sent to a manager and/or HR. Despite not being specific about OH’s influence 

on worker’s emotional resources (perhaps as they are unlikely to have attended a one to 

one meeting of this kind), one participant shared an example of OH’s vicarious influence on 

workers emotional health via modifications: 

 

There was a great conversation that came as a result of that (referral) with the manager and 

the OH team, that actually allowed the manager to make modifications in terms of flexible 

working hours and mood control for that individual whilst at work. Participant 3. 

 

Psychological Empowerment and Creating an Open and Inclusive Environment. 

All participants want workers with LTCs to self-manage at work when they need to. To do so, 

a view was shared that workers need to feel confident in themselves and be empowered. 

Participants considered an open and inclusive working environment to be central to this. To 

empower workers self-management and regardless of organisational size or sector, all 

participants talked about action their organisation had taken to enhance inclusivity (e.g., by 

talking more about disabilities or supporting World Mental Health Day). Additionally, direct 

efforts to empower workers, including by a manager having a conversation and encouraging 
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a worker to use counselling services, were described. One participant explained his hope 

that they were: 

 

é empowering employees (with LTCs) to identify things and also give them guidance and 

advice about how to manage their health better. Participant 3. 

 

Inclusive working environments were important to all participants and were characterised by 

openness including disclosure and informality. Participants considered inclusive 

environments to be empowering by enabling choice, thus giving control (autonomy) and 

permission for people to be themselves and self-manage. However, a few shared concerns 

about supporting workers with LTCs inclusively given the variation of conditions and differing 

support needs. Some had experience of workers with LTCs who were more motivated to 

self-manage a condition than others. One participant talked of the impossibility of knowing 

what self-management support each worker with an LTC needs. In particular, worries about 

providing support when it is hard to spot there is an issue was shared: 

 

Weôre not necessarily trained to spot the sign of whether someone's self-managing an LTC 

or something other than day to day pressures of life. Participant 9. 

 

When participants talked of empowering workers with LTCs to self-manage it became clear 

that thoughts were combined with those about inclusion, disclosure and stigma. Overall 

participants would not expect workers to be empowered to self-manage and feel supported if 

they were unable to be open about an LTC. Two cultural features of work were highlighted 

and viewed as integral to workers’ self-management: openness and permission. These were 

intertwined in employer’s dialogue about stigma and disclosure. Participants believe their 

organisations support workers’ LTC self-management positively and negatively via these 

factors. 

 

Openness was spoken about as evidenced when there is no, or little stigma and a worker 

feels able to disclose an LTC (i.e., a manager being told and made explicitly aware in a 

conversation). For one participant, being able to disclose and talk about an LTC with a 

manager was fundamental to being empowered to self-manage: 

 

Biggest and foremost is theyôre able to come forward and tell their manager (Participant 3). 

 

Yet openness was perceived to be demonstrated in other ways. For another participant 

openness was reflected in the existence of close and transparent relationships with 
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colleagues, who were aware of an LTC and self-management activities, perhaps informally 

reminding someone about what they need to do. But for most, openness was about 

disclosure to access support and managers being accessible and prepared to listen, which 

was also influenced by leadership messaging.  

 

Reflecting on what participants had to say about empowerment and inclusion, it emerged 

that relations between openness, permission, stigma and disclosure was viewed as cyclical 

(presented in Figure 6.3). Openness was perceived to help workers feel permitted to 

disclose an LTC for support: 

 

We push quite hard with managers, to look at things (support) in the round. Some of that is 

enabling employees to feel safe to openly disclose their (LTCs) needs. Participant 2. 

 

Workers’ disclosure could help break down stigma and enhance understanding about LTCs 

and lead to their greater empowerment to self-manage and support (because of openness): 

 

I think that now that people are becoming more aware and understanding of mental health 

problems, people are getting signposted to better support in the workplace. Participant 9. 

 

Conversely, a lack of openness could affect people’s sense of permission to disclose and 

undermine self-managing.  

 

I think the stumbling block (to self-management) is always for people to actually be open 

about it (an LTC). Participant 4. 

 

This could reinforce stigma, misunderstanding and encourage workers to conceal invisible, 

stigmatised and poorly understood LTCs. One participant spoke of the negative and fear 

inducing effects of stigma influenced by a lack of understanding: 

 

 I think people are quite fearful, so it (stigma) doesn't encourage people to self-manage (an 

LTC)é people think itôs a scary health condition. Participant 5. 

 

One participant attributed stigma to managers and how ‘a certain manager with a certain 

mindsetô (Participant 15) could obstruct disclosure. Most participants had experienced 

dealing with the negative effects of stigma on people with LTCs. Yet it was suggested by two 

participants that stigma might not be the only reason for nondisclosure. Some workers are 
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not prepared or decide not to speak of an LTC, considering it a non-work matter. An SME 

participant described a worker who viewed their LTC as a private and separate part of their 

life and did not speak of it at work. The inference was that they self-managed the 

psychological consequences of an LTC by seeing work as a haven from having to think or 

speak of it.  

 

FIGURE 6.3. Worker Empowerment Cycle. 

Participants mainly suggested that workers with LTCs want emotional support at work, to 

feel confident and accepted. In thinking about this and in response to an increase in mental 

health LTCs, two participants spoke at length of efforts to boost the availability of 

psychological and emotional support resources. They aimed to achieve this by enhancing 

openness and encouraging disclosure, with view to empowering people to manage their 

mental health. Their campaigns and investment in mental health first aid training had 

resulted in establishing a peer support resource of more than 500 people in each 

organisation.  

 

Theme 4: Relational Support. 

The data suggests that participants considered relationships to be an important self-

management support resource for workers with LTCs. Theme four is concerned with the 

dynamics and traits of relationships, and helpful and beneficial workplace interactions 

workers have with relational support sources including managers. 

 

Sympathy and Empathy. 

Whether or not people with LTCs have access to helpful relationships at work influences 

their health behaviours. The two relationship features that stood out in being helpful for 

participants were sympathy and empathy. It was implied that levels of these traits affect 

workers with LTCs in different ways including peoples disclosure decisions, coping with work 
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and an LTC’s demands, mood, attendance, performance, confidence, empowerment and 

self-management decisions. It was suggested that workers treated with sympathy and 

empathy are more likely to feel cared for and understood, leading to their empowerment to 

self-manage an LTC. 

 

Participants shared how these traits are demonstrated in varying ways including: 

behaviourally, such as in a manager’s tone of voice; in job demands including expected 

turnaround times; and in operational aspects such as a workers’ ability to work flexibly. An 

OH specialist and HR practitioner shared their views of these traits: 

 

An understanding that when a person says ñIôm in pain and Iôm really struggling to walkò 

instead of almost laughing at it, they need to be, not completely 100% sympathetic like ñoh 

there thereò, I donôt mean that but, I do mean okay, what can we do to support you. 

Participant 5. 

 

Understanding that person, understanding what they have to go through, probably 

understanding their LTC a little bit. Participant 9. 

 

An absence of these traits was identified by nearly all as unhelpful and a barrier to LTC 

disclosure, modifications and tackling stigma. One participant illustrated the impact of this in 

accessing modifications: 

 

I think itôs done under sufferance rather than starting from the point that everyoneôs got 

unique requirements and letôs work round that. Participant 2. 

 

It was suggested that boosting sympathy and empathy is important because a caring and 

compassionate approach is better received by workers with LTCs. For this reason, one 

participant talked about the efforts being taken (regarding mental health) to influence 

managers’ care, coaching skills, attitudes and understanding: 

 

Weôre giving information to managers to help coach them. So it stops it being, this personôs 

broken, please fix them and send them back. Participant 2. 

 

The business case for the adoption of a caring and compassionate approach to workers with 

LTCs and their workability was neatly described by an HR practitioner: 
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If you show people you care then they're more likely to come back to work knowing that 

they'll get support and not waiting until they're absolutely 100 per cent better before they try 

out the workplace again. Participant 9. 

 

Trust and Confidence. 

The level of trust and confidence workers with LTCs have in an organisation (and vice versa) 

was considered critical to LTC self-management. Participants gave examples of how these 

factors influence disclosure, performance, conflict, health behaviours, securing modifications 

and help-seeking. One described their aim: 

 

To culturally be mature within the organisation, to be able to trust managers to do the right 

thing and you encourage them, but also the employees. Participant 3. 

 

Trust and confidence were mainly indicated by managers. Workers with LTCs whose 

managers trust them were suggested to be more likely to be taken seriously, have 

modifications sanctioned, and more likely to be granted flexibility because of that trust and 

confidence. This was perceived to have the effect of granting permission, thus having an 

empowering effect on workers LTC self-management by giving them control. 

 

Participants were unclear about how managers’ trust and confidence in workers with LTCs is 

established (or lost), although performance and absence patterns seem to play a role. 

Additionally, there were indications from nearly all participants that workers are not viewed 

as experts with credible knowledge of an LTC, hence participants reliance on OH (where 

available). This could get in the way of a worker’s LTC self-management, where an 

employer is concerned about the legitimacy of a worker’s own views about their LTC. As it 

stands, workers with LTCs were more likely to be referred to OH than be asked about their 

self-management support needs personally, and who may not legitimise their views. One 

exception was indicated by an HR practitioner of an SME who adopted a very different 

approach: 

 

Our first port of call when an employee declares something like that (an LTC), is to take 

whatever theyôve got to say about it, and take it on trust. Participant 15. 

 

Line Manager Relationships. 

Managers were viewed as the key source of relational support for workers with LTCs and 

the main influencing factor on people’s workplace experiences. Participants considered that 

worker-manager interactions are beneficial only under certain conditions such as where a 
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worker is interacting with someone whom is acting in their interests. One public sector 

participant provided a profile of such a manager: 

 

Someone you can turn to, it's someone you can be honest with and break down some of the 

fear of talking to line managers. Participant 4. 

 

Managers were described as interacting with workers with LTCs in two main settings: 1) 

formally (e.g., as part of work modification processes); and 2) informally including during day 

to day interactions. Moreover, managers provided LTC self-management support in two 

main ways: 1) by signposting workers to health and wellbeing resources; and 2) by 

empowering workers with LTCs to do things for themselves. It was frequently described that 

helpful interactions are characterised by a manager having an understanding of a person’s 

need(s) including awareness and understanding of an LTC. The features discussed earlier 

characterised these interactions including honesty, flexibility, empathy, sympathy and care, 

leading to choice, permission and empowerment. Ultimately, managers are able to give 

workers the control to manage an LTC at work or not. One participant gave a personal 

example of a manager’s trusting approach that gave her the confidence to self-manage an 

existing LTC: 

 

When I had a problem with my sciatic nerve, she was very amenable to, give me a call if you 

need to work at homeéif you donôt feel well enough, obviously just let me know. Basically 

whatever you need to do, I will support you in doing it. Participant 9. 

 

Differently, a line managing HR participant described their adoption of a ócoaching approachô 

(Participant 11) to support a worker with an LTC. This entailed them undertaking their own 

internet research into the workers’ LTC to enhance their own literacy and to provide 

informed support. 

 

The helpfulness of manager support was considered to be heavily influenced by the 

perceived consistency and fairness of an approach. Most participants speculated that 

workers perceptions of fairness are closely connected with permission for flexibility and 

modifications, positive levels of trust and confidence and managers showing they care. 

Although consistent manager support for workers with LTCs was recognised as important by 

all participants, it was admitted this was not always achieved and could be a ólotteryô: 

 

It differs from department to department; it depends how good the manager is as to how 

well-supported the staff (with LTCs) are and that varies greatly. Participant 10. 
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Participants did not specify reasons for inconsistencies although it was proposed that 

managers’ personality, experience and confidence levels, type of work and work demands 

influence the support they provide. 

 

Additionally, a healthcare participant alluded to an impact of inconsistencies in broader team 

support on workers recovery from LTC episodes: 

 

Depending on where you work in the hospital and who your line manager is, or who your 

team is é has a plus or minus impact on how youôre going to recover. Participant 7. 
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6.7 Discussion 

There is a lack of research concerning employers’ views about supporting workers’ LTC self-

management. As workplaces are potential venues for self-management support, accounting 

for employer views could help researchers design effective interventions that are feasible in 

work settings. Overall, the thematic analysis showed that employers can undermine or 

promote workers’ LTC self-management and similarities in participants’ views about 

supporting self-management emerged. 

 

The main findings in regard to the research questions are: 

1) Employers perceive that work factors of openness, stigma, manager support and 

work demands affect workers permission to self-manage; 

2) The main workplace obstacles to employer’s self-management support is workers’ 

non-disclosure of an LTC, poor manager support and work demands;  

3) Employers possess a generally limited knowledge and understanding of LTC self-

management, and awareness of LTCs affecting their workers; 

4) Employers consider that workers are responsible for self-managing an LTC at work 

and seeking support by disclosing to their manager. 

 

This study makes three important contributions to our knowledge and understanding of 

workplace LTC self-management support and workplace dynamics. Firstly, the employers in 

this study do not purposely provide self-management support to workers with LTCs, neither 

does it appear to be a priority. Secondly, support in any form relies on workers’ LTC 

disclosure which is the main way self-management support can be accessed. Poor relational 

support from managers and stigma can undermine this openness leading to workers’ self-

management being (or sensed to be) unpermitted. Thirdly, employers consider that mainly, 

workers are responsible for self-managing an LTC at work. Overall, employers may not 

appreciate the control they can exert on workers LTCs. The most notable findings 

addressing the research questions are now discussed. 

 

Self-Management Concepts and Employer LTC Awareness. 

The single most striking finding in this study is that employers were uninformed about LTC 

self-management support, therefore it is not intentionally provided. Employer support relates 

to providing help with workers general health activities such as exercise, and work policies 

unspecific to workers with LTCs such as flexible working. Previous research highlights the 

complexity and diversity of self-management concepts and interpretation problems (Glasgow 

et al., 2003; Sadler et al., 2014). These findings add to the literature by demonstrating that 

employers do not interpret (or provide) self-management support in a meaningful way. This 
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is perhaps because they have not been told about it. Although healthcare services support 

the principle of patients looking after LTCs themselves, self-management support is not 

routinely embedded in healthcare settings (Kennedy et al., 2013). Similarly, this study shows 

self-management support is not embedded in workplace settings either, signifying further 

implementation gaps. This position is not helped by the undefined role of employers in 

existing self-management support models, thus corroborating with recommendations for a 

need for clarity on responsibilities (Pransky et al., 2016). Given healthcare providers are not 

always able to meet the psychosocial support needs for self-management (Funnell, 2010), 

as peer support relates to better LTC self-management (Joseph et al., 2001) and higher self-

management confidence (Bandura, 1997), workplace support could help workers better self-

manage LTCs. This is timely given LTCs increasing prevalence in working populations.  

 

However, revised self-management support models are not a pre-requisite. Employers are 

able to take action to learn more about workers support needs if they decide. This lends 

support to prior recommendations that employers should take a greater role themselves in 

understanding the needs of workers with LTCs and disabilities (Kaye et al., 2011; Meng et 

al., 2017). Still, some support could be inadvertently provided via existing interventions 

including workplace health promotional, employee assistance and wellbeing programmes, 

which often provide information and seek to educate workers about health and behaviours. 

Although programmes might not be targeted at workers with LTCs, literacy is important to 

self-management (Schaffler et al., 2018). In sum, despite employers wanting to support 

workers with LTCs effectively to lessen conditions’ adverse effects, their continuing 

unawareness about LTC self-management support could make this difficult to achieve. 

  

Workplace Psychosocial Factors Affecting Employer LTC Self-Management Support. 

Employers consider openness a critical form of LTC self-management support. The findings 

strongly suggest that the only way of accessing employer support is by workers disclosing 

an LTC. For employers, openness is reflected in workers decisions to disclose an LTC to a 

manager, which signifies a support need. This corroborates with a recent study of workplace 

representatives’ views about supporting workers with episodic LTCs (e.g., arthritis and 

depression; Gignac et al., 2020), which highlighted non-disclosure as a problem in 

identifying support needs. It also adds to existing evidence by reaffirming disclosure as a 

critical way of accessing employer and self-management support (Hakkarainen et al., 2017a; 

Munir et al., 2005b; von Schrader et al., 2014; Vooijs et al., 2017). Furthermore, employers 

inferred that workers disclosure for self-management purposes could in itself help tackle 

workplace stigma(s). This highlights nondisclosure as an unhelpful cultural barrier for 
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employers. Therefore, non-disclosure might serve to perpetuate workers own fears and 

stigma. 

 

Nondisclosure might signify support is not needed or that a worker is simply not ready to 

discuss an LTC. However, employers recognised that workers might not disclose due to 

workplace stigma and fear (von Schrader et al., 2014). Similar to other research, social 

acceptance and positive relational support from managers was considered to promote 

disclosure and enable instrumental support, including through work modifications (Heinrichs 

et al., 2018). This adds to the evidence for the importance of workers feeling able to disclose 

an LTC (Abma et al., 2013; Brouwers et al., 2019) in order to self-manage (Munir et al., 

2009a), and the pivotal role of managers in ensuring openness (Hakkarainen et al., 2017a). 

Employers appreciate the importance of having an open environment in which disclosure 

feels possible. Yet, while the findings make clear that employers want workers to tell a 

manager about an LTC, support is not guaranteed. While it cannot be determined if 

employers’ appetite for disclosure is driven exclusively for self-management support 

reasons, it is clear that disclosure could enable workers LTC self-management, albeit 

subject to work demands. 

 

Attribution of Self-Management Responsibilities. 

Research suggests that responsibility attribution (being accountable for the consequences of 

an action) is important for LTC self-management (Audulv et al., 2010). While people can be 

in charge of self-managing an LTC they may not take charge, thus see other people or 

factors as responsible. In this study, core LTC self-management responsibilities including 

disclosure, asking for support and undertaking self-management activities were attributed by 

employers to workers. This is despite activities being largely subject to workplace policies. 

For example, whilst taking sick leave can be viewed as a form of LTC self-management and 

absence policies as support, these are not without potentially undesirable consequences 

including warnings issued under a policy. Corrective approaches could undermine and 

discourage workers self-management responsibilities and promote presenteeism.  

 

In contrast and similar to other studies, emotional and instrumental support responsibilities 

were attributed to managers via disclosure and modifications (Munir et al., 2005a, 2005b), 

further reaffirming manager’s influence on workplace health management (Haafkens et al., 

2011). These attributions and view of the manager as responsible for more tangible support 

implies a practical relationship with workers health. This was reinforced by employers’ 

assumptions that workers are active and empowered about self-managing an LTC 

themselves and assumes controllability. This might not be true of workers’ views and 
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abilities. In fact, attributions of personal accountabilities for health could induce stigma and 

discrimination (Täuber et al., 2018) by giving the impression that workers with LTCs are 

themselves responsible for health and work outcomes. 

 

These findings provide new insight into employer perspectives about workplace health and 

LTC accountabilities. However, as employers do not regularly (if at all) communicate with 

workers about their LTC self-management and support needs, these could be 

misattributions. People with conditions attribute different levels of responsibility to affect 

whether they adopt a passive or active role in self-managing their LTC (Audulv et al., 2010). 

Misunderstandings about those responsibilities could mean employers do not provide 

support when workers need it and lead to confusion about permission to self-manage at 

work. Moreover, it is hard to see how workers can be fully responsible (and able) to self-

manage when a large part of their ability to rests on whether they can be self-determined at 

work (i.e., have the freedom to make their own choices about self-managing an LTC). The 

reality is that the freedom and control workers have is greatly influenced by manager 

permission and job demands. Therefore, these attributions and assumed controllability could 

be at odds and undermine workers LTC self-management. In fact, employers may not 

realise the control they exert on workers’ health. 

 

Limitations, Recommendations and Future Research. 

Alike to others (Coole et al., 2018) and despite the researcher’s large professional network, 

recruiting employers was difficult. Despite this, the representation of senior health and 

wellbeing stakeholders from multiple sectors is a strength. As SME’s are underrepresented 

in research the inclusion of three in the study is valuable and adds to its validity. While 

samples are smaller in interview research, and from the seventh interview similar and 

identical points were shared, key views could be excluded. Moreover, despite a semi-

structured framework enabling the researcher to explore employers’ views, the findings are 

based on their perceptions which might be inaccurate. The interview schedule and potential 

work pressures could have prevented participants from fully considering their responses. 

Additionally, the researcher’s behaviour, gestures and vocal cues could have affected what 

the participants decided to say.  

 

To gain broader insights to employers’ views and attitudes about supporting LTC self-

management, future research should build on these findings using a larger sample and 

different methods. This could be achieved via focus groups, which have been successfully 

used to build understanding of managers’ views in studies of workers return to work from 

sickness absence (Holmgren & Ivanoff, 2007). Given SME’s are key employers in the UK 
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and left out of self-management studies, smaller organisations should be sampled. Research 

examining employer views about the self-management support needs of workers with less 

examined LTCs would be particularly valuable including digestive, neurological and highly 

stigmatised conditions such as HIV, and by different LTC trajectories including progressive 

and degenerative conditions. Given the diversity, work stability implications and recent effect 

of Coronavirus on remote working, research should also examine self-management support 

for home-workers, the self-employed and zero-hours contracting. Finally, studies comparing 

the self-management and modification outcomes for workers by LTC disclosure status would 

provide useful insights. 

 

This study has a number of practical implications. Firstly, the revision of existing support 

models to account for employers could be beneficial to generate workplace self-

management narratives. Secondly, workable linkages between stakeholders including 

workers, employers and OH, that shares information about self-management activities could 

help enhance workplace support. Thirdly, existing workplace policies for modifications could 

be relaxed to make accessing them easier. Fourth, as LTC awareness is related to help-

seeking behaviours (Taylor et al., 2014), government and workplace campaigns focused on 

LTCs (and managers) could help enhance awareness, tackle stigmatisation and promote 

disclosure. Finally, as disclosure is the route to employer support, a decision to reverse non-

mandatory LTC disclosure in UK employment could be deliberated. Mandatory disclosure 

with caveats in place to protect workers could nudge disclosure for LTC self-management 

and compel employer support. Alternatively, changing work practices or employment 

regulations to reduce the necessity to disclose an LTC could be deliberated such as via 

organisational wide flexible working. 

 

6.8 Summary and Conclusion 

This study provides evidence that workplace self-management support is not purposefully 

provided to workers with LTCs. The findings suggest that while some workers receive 

support that might empower them to self-manage, such as via modifications, this is not an 

employer’s main aim. Therefore, employers would benefit from guidance for supporting LTC 

self-management. The study highlights that workplace support depends on an employer 

knowing what needs to be supported, which is largely dependent on a workers’ relationship 

with their manager and LTC literacy. Manager-worker relationships characterised by 

disclosure, care and leeway are more likely to support self-management. Nonetheless, 

disclosure does not guarantee LTC support and features of stigma and job demands, along 

with workers closedness can undermine support. To conclude, employers can have 

considerable control over if and when a worker self-manages an LTC. In light of these 
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findings workplace discussions about LTC self-management should be opened up to clarify 

attributions, and agree how activities can be supported and fitted around work. To secure 

buy-in to the importance of LTC self-management, it is prudent that steps are taken to raise 

organisational and especially managers knowledge and understanding of LTCs, including 

the value of self-management to health and work. This is to help the workplace be regarded 

as a supportive setting in which LTCs can and should be self-managed. 

 



Chapter 7   Worker Narrative Interview Study                    

 165 

Chapter 7 – Study 4 

 

7 A Narrative Interview Study of the Self-Management Support Needs of 

Workers with Long-Term Health Conditions 

 

7.1 Introduction 

This study aimed to explore the LTC self-management support needs of workers by 

examining their experiences of self-managing at work. The findings of the workers’ survey, 

diary and employer interview studies presented in the preceding three chapters, suggest that 

workers might not receive the support they need. While a complex picture of LTC self-

management was shown including variability in workers’ self-management confidence and 

influential work factors, the data were unable to expand on people’s experiences in great 

depth. If effective self-management support is to be provided in work settings, workers’ 

experiences and views need to be accounted for. To achieve a deeper insight this study 

used a narrative interview method to empower workers to speak of their experiences. 

 

While many people with LTCs are as able to work as those without (Bevan et al., 2016) the 

employment rates are lower (Varekamp et al., 2009). Work factors influence employment 

outcomes for people with LTCs including work policies, resources and support (McDowell & 

Fossey, 2015; Nielsen et al., 2017) together with personal factors such as health beliefs and 

self-management abilities (Bevan et al., 2016; Schulman-Green et al., 2016). Undertaking 

self-management actions to care for an LTC (Corbin & Strauss, 1988; Newman et al., 2004) 

can lead to improved self-confidence in self-management skills, resilience in dealing with 

set-backs and better regulation of emotions, which in turn can improve overall QoL (Barlow 

et al., 2002) . There is growing evidence that workers with LTCs need to self-manage at work 

to stay well, manage daily tasks and remain productive (Shaw et al., 2014), because 

supporting workers’ self-management can lead to better health and work outcomes 

(Redman, 2005; Schopp et al., 2017) and workplace support is crucial (Gallant, 2003; Shaw 

et al., 2014). Support includes managing role stressors, supportive supervision and providing 

policies and work modifications for workers to meet their physical, social and psychological 

needs (Reidy et al., 2016). However, there is little reference to the workplace in self-

management support studies (Van Hooft et al., 2015; Varekamp & van Dijk, 2010) with most 

focusing on return-to-work rather than work retention (Hjärtström et al., 2018). Studies have 

examined return-to-work for workers with cancer (Braspenning et al., 2018; de Rijk et al., 

2019; Kennedy et al., 2007), mental health (Cullen et al., 2018; de Vries et al., 2018; Nielsen 
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et al., 2011) and MSK conditions (Cancelliere et al., 2016) but surprisingly few examine 

processes that could promote staying at work.  

 

Self-managing an LTC without adequate support can lead to psychosocial and practical 

problems (Heinrichs et al., 2018; Varekamp & van Dijk, 2010) that challenge workability. 

Problems could be alleviated by help and workplace LTC support is recommended (Foitzek 

et al., 2018; Stevenson & Farmer, 2017). Line manager and social support can positively 

influence workers LTC self-management behaviour (Heinrichs., et al., 2018; Munir et al., 

2009a) and the workplace is recognised as a suitable venue for self-management support 

interventions (Glasgow et al., 2008; Smith et al., 2015). However, little is known about the 

support that workers’ with LTCs value (Foster et al., 2015b; Vornholt et al., 2018). To 

address this gap the study explores workers’ perspectives about self-managing an LTC at 

work. 

 

To understand the complexities of workers’ LTC self-management and support needs a 

psychosocial approach may be useful. The Psychosocial Flags Framework (Kendall et al., 

2009) is the conceptual backdrop to this thesis (see Chapter 2, Section 2.3.3, p.35 for a 

detailed discussion of the conceptual model). As previously discussed, Flags help 

characterise obstacles to working and can be used to identify the support needs of workers 

with health problems (Coole et al., 2010; Nicholas et al., 2011). This study is informed by an 

interpretative narrative approach underpinned by the Flags Framework to examine, from a 

psychosocial perspective, workers LTC self-management support needs. Therefore, Flags 

were used to frame workers’ narratives which, relevant to the study’s work setting, allows 

people to tell of social contexts (Riessman, 1993). 

 

The overall aim of this study was to explore the dynamics of workers’ LTC self-management 

experiences at work. To the researcher’s knowledge, this is the first narrative interview study 

examining the workplace LTC self-management support needs of workers.  

 

The project’s remaining research questions for this narrative interview study included:  

8. How do workers self-manage LTCs at work? 

9. How does the work environment affect workers’ LTC self-management? 

10. What worker attributes are important to workplace LTC self-management?  

11. How are the self-management support needs of workers with LTCs met? 
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7.2 Method 

The study’s methodology is informed by narrative constructivism and concerned with how 

worker’s structure individual LTC self-management experiences. Stories are moderately 

distinguished from narrative. Whereas stories aid our understanding of experiences 

(Henshall et al., 2017) and are tales that are told, narratives are the resources people draw 

on to construct and tell a story and are the framework in which stories are anchored 

(Papathomas & Lavallee, 2014; Smith, 2016). Participants can use illness narrative stories 

as a way of conveying what has happened (Frank, 1993). This could help capture the 

attention of often hard to reach stakeholders such as employers. 

 

This study used a narrative interviewing technique predominately informed by Wengraf’s 

Biographic Narrative Interpretive Method (BNIM) to interview participants with a diagnosed 

LTC (Wengraf & Chamerlayne, 2006). One of the benefits of the approach is that 

participants are allowed freedom in speaking about their workplace experiences. Narrative 

methods are recommended for health and illness studies (Hydén, 2008) and it is argued, 

come closer to representing people’s health and illness experiences than quantitative 

methods (Anderson & Kirkpatrick, 2016). Collecting data in the form of personal stories and 

narrative provides a unique and potentially powerful opportunity to access data, that adds 

depth and meaning to our understanding of worker’s LTC self-management experiences 

(Henshall et al., 2017). This could help enhance employers’ understanding about worker’s 

LTC self-management and the support that matters to them most. Moreover, the approach 

was influenced by the researcher’s professional experience in workplace wellbeing which 

frequently involves storytelling. Storytelling has proven to be an engaging and constructive 

way for workers to share often difficult experiences of health and illness with people at work. 

 

7.3 Participants 

A sample of 14 workers with LTCs participated in the study. Participants were recruited from 

organisations and HR networks. The Study 1 survey had asked participants to indicate their 

interest in taking part in an interview study. A purposeful sampling (Palinkas et al., 2015) 

approach was used to recruit interested survey participants with diagnosed LTCs (n = 46). A 

final stratified sample was achieved ensuring that a range of LTCs was identified including 

mental health and MSK conditions. These two groups were selected as they are the most 

prevalent UK work-related conditions (ONS, 2019) and most common in the survey study’s 

sample group. A third group of other LTCs was selected based on either the highly 

stigmatised features of an LTC, or limited awareness of how they are self-managed at work. 

For each LTC group a minimum of three narratives was obtained to ensure the sample 

represented the study’s foci. This resulted in nine participants being identified and 
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interviewed through this process. Five additional participants were recruited directly through 

the researcher’s workplace contacts to reflect different work situations and LTCs that were 

not represented in the survey.  

 

7.4 Interview Framework 

An interview schedule was developed by the researcher to collect workers experiences. The 

schedule was divided into four sections: 1) introduction; 2) narrative; 3) questioning; and 4) 

conclusion (Anderson & Kirkpatrick, 2016). After the researcher’s introduction to the 

interview, the second and core section (narrative) of the framework was concerned with 

inducing narrative. The third section (questioning) was an optional semi-structured interview 

format designed to help the researcher probe and induce further narrative to fill gaps. The 

fourth section was concerned with the researcher seeking agreement from the participant 

that their narrative had ended, thus closing the interview. The approach and design was 

informed by the literature (Riessman, 1993; Smith & Sparkes, 2005, 2006, 2008; Wengraf & 

Chamerlayne, 2006) and the employer interview study data. As the analysis of the employer 

interview study data overlapped the worker interviews, the interview framework was partly 

informed by Study 3 thus not entirely sequential. The draft schedule was reviewed by two 

experienced qualitative researchers and resulted in no changes (see Appendix 13 for a copy 

of the final schedule).  

 

The narrative interview adopted one main element of the BNIM (Wengraf & Chamerlayne, 

2006). All participants were asked the same single question aimed at inducing narrative 

(SQUIN): óTell me in your own words about your health self-management at work and 

support needs. I want you to tell me about any aspect of this including your self-

management behaviour, your attitude and beliefs toward your ability to look after your health 

at work, and any events or experiences that form part of your storyô.  This question was 

devised to allow participants to think about and share their workplace experiences without 

the constraints of set questioning. For section three of the interview structure, eight optional 

semi-structured questions were designed to probe workplace self-management including 

‘what do you think has caused you problems with managing your health at work?ô. The 

questions were informed by and adapted from the Flags Framework (Kendall et al., 2009) 

and reviewed by an author of the framework resulting in two changes. All interviews were 

undertaken by the researcher who is trained and experienced in interviewing. 

 

7.5 Procedure 

Data were gathered from June 2018 to May 2019. Participants were invited by email to take 

part in an semi-structured interview and provided with a detailed information sheet outlining 
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the study’s aims, objectives, interview structure and containing a consent sheet (see 

Appendix 14). All participants were required to provide written consent ahead of an interview 

and invited to ask questions. To establish rapport ahead of organising an interview, the 

researcher spoke to all participants via telephone (n = 9) or in person (n = 5) about the 

study, their choice to participate and what to expect. Demographic information (gender, age, 

tenure, LTC and sector) was collected from participants where they had not participated in 

the Study 1 survey (n = 5). The majority (n = 12) of interviews were conducted face-to-face 

at the participants workplace either in a quiet meeting room, office or workshop. In the face-

to-face interviews and to avoid distracting participants from their story telling the researcher 

did not note-take. The interviewer made subtle cues by nodding or making vocal gestures for 

example to encourage continuation. Two interviews were telephone based due to participant 

difficulties to attend face-to-face. Telephone interviewing is suggested as a preferred 

alternative to face-to-face narrative interviewing (Holt, 2010). At the start of each interview, 

participants were reminded of the structure and read the self-management definitions used 

in the study. Participants were invited and able to ask questions at any point. The researcher 

read the SQUIN aloud to start the interview. At the end of each interview the researcher 

made brief field notes to capture immediate thoughts, reflections and thinking about their 

perceived influence. By interview 14 the researcher noticed categories being repeated again 

and again and felt able to answer the research questions (Glaser & Strauss, 2017; Fusch & 

Ness, 2015) with an adequate understanding of emergent themes. 

 

Interviews lasted between 28 and 96 minutes (averaging 62 minutes) and were audio 

recorded with the participants written consent. The interview recordings were transcribed 

verbatim by an independent academic transcription service. All of the transcription’s 

accuracy was cross checked twice by the interviewer whilst listening to the audio recordings. 

 

7.6 Analysis 

Data were subjected to an inductive narrative thematic analysis (Papathomas & Lavallee, 

2014; Smith, 2016) and a deductive structural analysis utilising Frank’s (1995) narrative 

illness types. The narrative thematic analysis was concerned with looking for stories within 

worker narratives and identifying themed content, meanings and patterns in the data. The 

structural analysis was concerned with identifying the plot and dimensions of the narratives 

to identify Frank’s illness type and was concerned with its main shape (Ezzy, 2000). 

 

Narrative Thematic Analysis. 

Narrative thematic analysis was conducted where the researcher was initially immersed in 

the data by listening to all of the audio recordings and reading through the transcripts twice. 
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This was an ‘indwelling’ exercise where initial thoughts about stories and narrative(s) were 

captured in a notebook (Smith, 2016). The approach then taken to the narrative thematic 

analysis was informed by Papathomas and Lavallee (2014). All the transcripts were 

converted to a table format (in a Word document) to enable the identification of initial 

narrative themes. Then reading each transcript in turn whilst thinking about stories and 

hidden meanings (Smith, 2016) the left and right-hand columns were used for noting 

themes. The left-hand column recorded interpretive themes about abstract, underlying topics 

or theoretical insights and features such as the beginning, middle and end. In the right-hand 

column, themes stemming from participants’ phrases were recorded (Papathomas & 

Lavallee, 2014; Yaskowich et al., 2003). As the analysis generated themes relevant to 

individual participants, the narratives were kept intact and separate. 

 

The themes were reviewed across the transcripts, resulting in three main themes which 

incorporated 12 sub-themes. To aid analysis, the themes were then aligned to the coloured 

Psychosocial Flag(s) (see Table 7.1) which is this thesis’s conceptual backdrop. 

 

Table 7.1. Thematic Analysis Themes and Sub-themes by Psychosocial Flag.  

Flag Theme Sub-theme 

Yellow Worker’s relationship with themselves. Identity, self-management behaviour, self-

deprecation, support needs, self-

confidence, empowerment. 

Blue Worker’s relationship with the employer, 

job and work. 

Workplace policies, stigma, disclosure. 

Black Worker’s relationship with sources of 

workplace self-management support. 

Managerial and colleague support, 

wellbeing programmes, legal regulation. 

 

Narrative Structural Analysis. 

Frank’s narrative structural analysis was used to identify components of the narratives and 

how things were put together (Frank, 1995) and is a dominant approach for understanding 

illness in a social context (Hydén, 2008), and used in studies exploring LTC experiences 

including HIV and cancer (Ezzy, 2000; Henshall et al., 2017; Miconi et al., 2015). Data is 

analysed using three illness narrative types: 1) restitution, a socially desired story of illness 

where an affected person is the hero of their illness, recovers and is well again; 2) chaos, 

stories which reflect life and illness never improving; and 3) quest, stories in which illness is 
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accepted and used with life transformed. The approach allows for changes in illness 

experiences.  

 

To undertake the structural analysis, the thematic analysis was cross-checked with the 

characteristics and plot features of Frank’s illness types (Table 7.2). Therefore, the 

transcripts from the thematic analysis (in which the researcher had noted preliminary 

thoughts about plot and narrative) were copied and saved to a separate Word file. The 

researcher then modified the table of each transcript format adding an additional left-hand 

column. To identify which type the participant stories were most like, the researcher 

manually took each transcript, in turn highlighting relevant features whilst cross checking 

with Frank’s illness types. The three illness types are a way of helping build understanding of 

the linkages between individuals, an LTC and contextual experiences (Thomas-MacLean, 

2004) and is a practical way of examining the work context in this study. Notes were then 

added to the additional column with sections of text highlighted, to record linkages with the 

narrative types and to aid the synthesis of findings and researcher’s reflection. Finally, the 

researcher then read the transcripts again, manually writing a short, summary narrative for 

each participant to capture her reflections of the narrative’s storyline.  
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Table 7.2. Characteristics and Plots of Frank’s Illness Narrative Types.  

Type Characteristics Plot 

Restitution ¶ A person experiencing a fall and rise in health; 

¶ An expectation of a return from ill health; 

¶ Socially perpetuated, ideal of a person recovering health; 

¶ A person has a passive role, receiving medical treatment; 

¶ Body is seen as temporally broken and fixable; 

¶ Person as the ‘hero’ overcoming illness; 

¶ Responsibility limited to getting better. 

¶ Begins with being healthy; 

¶ Followed by illness experience; 

¶ Looking forward to a return to health; 

¶ Moving away from and returning health; 

¶ Stories of illness, tests, results and treatment; 

¶ Medicalised. 

Quest ¶ Illness as a journey and mission; 

¶ Illness incorporated into life; 

¶ Person undergoing transformation; 

¶ Learning & insight through illness journey; 

¶ Person an active agent, not recovering, living with illness; 

¶ Meeting illness head on, illness framed as a challenge; 

¶ Acceptance of illness and something to be gained. 

¶ Presentation of health as a driver for change; 

¶ Relating of events in a memoir; 

¶ Declaration of intentions motivated by illness; 

¶ Transformation and reinvention as features. 

Chaos ¶ Disjointed narratives without structure; 

¶ Helplessness and weakness; 

¶ Recovery is unsure with life never improving; 

¶ Person thinking back on the chaos; 

¶ Interruptions caused by illness; 

¶ Life never getting better and lack of sequence; 

¶ Being swept along, lack of control. 

¶ Lacks order and timing; 

¶ Hard to discern narrative; 

¶ Sequence of experience(s) indecipherable; 

¶ Anxiety provoking and hard to hear. 
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7.7 Results 

Demographics. 

Participants (n = 14) health, work and disclosure demographics are presented in Table 7.3. 

The LTCs were grouped into three categories including mental health, MSK and other 

conditions and with a fairly even spread of participants across the groups. The mean age of 

participants was 47 years with males (n = 7) and females (n = 7) evenly represented. Most 

participants (n = 9) worked for not-for-profit entities in the public sector (n = 4) and a National 

Health Service hospital (n = 5). Participants have an average tenure of a decade (M = 10.2). 

 

Disclosure Demographics. 

Disclosure is concerned with workers sharing information about an LTC at work by making it 

known to people. Workers might disclose an LTC directly by telling someone about an LTC 

or partially disclose by alluding to an LTC that is unspecified. Disclosing an LTC is 

considered an important aspect of self-management by some researchers, healthcare 

professionals and employers (Brohan et al., 2012; Munir et al., 2005b). In this study, 11 

participants had fully disclosed their LTC at work to a manager or colleague. One worker 

affected by the mental health condition bi-polar disorder and another with an MSK condition 

had partially disclosed. One worker affected by HIV had not disclosed to anyone at work. 
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Table 7.3. Socio, Health and Disclosure Demographic Characteristics of Worker 

Interview Study Participants. 

Demographic Participants N  = 14 n % 

Gender Female 

Male 

7 (50.0) 

7 (50.0) 

Age Average years (range: 23 – 69) 

 

Age group:        20 - 30  

31 - 40  

41 - 50 

51 - 60 

Over 61 

M = 47.1 (SD = 12.5) 

n % 

1 (7.14) 

3 (21.4) 

4 (28.6) 

4 (28.6) 

2 (14.3) 

Tenure Average years (range 1 – 18 years) M = 10.2 (SD = 6.22) 

n % 

Long-term health condition 

 

 

Mental health 

Musculoskeletal 

Other: 

- HIV 

- Chronic fatigue syndrome (CFS) 

- Lyme disease  

- Fibromyalgia 

5 (35.7) 

5 (35.7) 

4 (28.6) 

1 (7.1) 

1 (7.1) 

1 (7.1) 

1 (7.1) 

Sector 

 

 

National Health Service 

Public sector organisation 

Professional services, banking & finance 

5 (35.7) 

4 (28.6) 

5 (35.7) 

Workplace disclosure: 

Disclosed (n = 11) 

 

 

Partially disclosed (n = 2) 

  

Not disclosed (n = 1) 

 

Mental health 

Musculoskeletal 

Other: CFS, Lyme disease, Fibromyalgia 

Mental health 

Musculoskeletal 

Other: HIV 

n % 

4 (28.6) 

4 (28.6) 

3 (21.4) 

1 (7.1) 

1 (7.1) 

1 (7.1) 
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Narrative Thematic and Structural Analysis Findings. 

The findings from both analyses are presented together. The narratives and their sub-

themes are discussed under the Psychosocial Flags Framework. In terms of structure, 13 of 

the narratives had a dominant quest storyline with one identified as chaotic. This could be 

explained by the nature of LTCs and that restitution from an LTC is unlikely. Narratives can 

reflect characteristics of all narrative types. This was reflected in the study and discussed. 

To protect confidentiality participants are identified by their gender and LTC type.  

 

Yellow Flags. 

Yellow flagged themes are concerned with participants thoughts about themselves and their 

workplace self-management behaviour(s) capturing identity, self-deprecation and stigma, 

professionalism, confidence, control and empowerment. 

 

Identity Disruption and Self-deprecations. 

Frank related that ‘in the beginning is an interruptionô (Frank, 1995, p. 56). Unprompted, 11 

participants began their narrative with an explanation of their illness and diagnosis 

experience. Quest illness types dominated participants discourse when talking about their 

experiences of identity disruption. How participants see themselves was apparent in self-

deprecating talk. Grappling with personal identity disrupted by an LTC was a continuing 

challenge. Nearly all appeared to internalise stigma(s) about LTCs (e.g., being weaker than 

others). Self-deprecation could be an obstacle to workplace self-management. One 

participant believed LTC weaknesses should not be exposed to access support: 

 

Iôm sure I canôt be the only person in the world, who, despite knowing that there is nothing I 

can do about this that Iôm not already doing, knows that some people perceive it (LTC) as a 

weakness. And who wants to expose their weaknesses? I think if I needed something (to 

self-manage), they would be happy to help but Iôm not going to ask them. Iôm not. I just 

wouldnôt. Female, MSK. 

 

Beliefs about professional identities undermined several participants self-management, as 

two described:  

 

I donôt feel thatôs a professional thing to do. Oh, by the way, Iôve just got to stand up for this 

meeting, back hurts. To me that sounds awful. Female, MSK. 
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I want to be perceived professionally. Iôm worried that if a manager sees that I need a lot of 

support, they wonôt trust me to manage the work or come to me for advice and support. 

Female, MSK. 

 

These participants active roles in managing their LTCs was reflected in their decisions not to 

self-manage, possibly to maintain a professional and hero profile for themselves or 

employer. 

 

Self-Management Behaviours, Support, Confidence and Empowerment  

Whilst some participants hid or did not undertake self-management activities at work, others 

did self-manage. Mainly medical and practical activities were described (see Table 7.4). 

 

All participants recognised and described their quest and active role in self-managing their 

LTC. Conceptually, participants did not appear to consider themselves ‘self-managers.’ 

Nonetheless, it was apparent that participants utilised self-management processes at work 

(e.g., problem-solving), accessing resources and enhancing self-efficacy (Lorig & Holman, 

2003). One participant described her approach to self-managing MSK symptoms: 

 

Iôve learnt to manage it for myselféif Iôm delivering training then I try not to book anything in 

afterwards. I try to then go home. Female, MSK. 

 

Table 7.4. Participant Self-Management Behaviours. 

Medical Practical Emotional 

¶ Taking medication; 

¶ Attending medical or 

OH appointments; 

¶ Taking sick leave; 

¶ Participating in a return 

to work programme;  

¶ Responding to 

symptoms. 

¶ Taking rest breaks; 

¶ Working from home 

and flexibly; 

¶ Part-time working and 

reducing commuting; 

¶ Managing workload 

and demands; 

¶ Managing diet and 

exercise; 

¶ Asking for help; 

¶ Maintain work/life 

balance. 

¶ Thinking positively and 

self-talk; 

¶ Laughter and talking to 

colleagues; 

¶ Concealing 

weaknesses; 

¶ Building resilience and 

confidence; 

¶ Mindfulness; 

¶ Distracting oneself. 
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When thinking about their support needs, participants signified a need for practical support 

such as by altering hours. Work modifications stood out as the most important form of self-

management support. Modifications were not always obtainable, and narratives contained 

chaotic elements where participants perceived they lacked this control: 

 

You can ask for flexible working anytime. Iôve spent years thinking Iôm going to ask for it, but 

I knew there was absolutely no point because I knew they would say no. Female, MSK. 

 

Narratives were characterised by comments about confidence, control and empowerment. 

These attributes were intertwined with identity dialogues. Broadly, those perceiving control 

suggested they felt empowered to self-manage at work. Indicative of the quest illness 

narrative, one participant demonstrated high-levels of control, confidence and 

empowerment, thus not everyone felt they needed self-management support: 

 

Iôm not really sure thereôs a lot more that could be done. Where Iôm so focussed and have 

been for so long, managing it myself and having a good handle on it, and keeping it 

together, Iôm not really sure that thereôs anything else the employer could do. Male, MSK. 

 

Long-term health condition literacy is important for people’s self-management. For one 

participant with a mental health condition, his confidence to self-manage at work was 

improved by mastering responses to symptoms: 

 

I feel like Iôm dealing with things now. I do still have days where I feel anxious about things, 

but Iôm able to recognise that and deal with it, which is really good. Male, mental health. 

 

This quest explored his integration of his mental health condition into working life by 

managing symptoms. His confidence was partly attributed to features of work including a 

supportive manager, who in some way was embedded in the narrative, reinforcing and 

empowering his self-managing behaviours: 

 

My manager is not hands-off, but gives that relaxed attitude and is always there for me to 

talk to without micro-managing and controlling. Weôre very much about getting rid of control 

and command in the workplace. Male, mental health. 

 

All participants cited perceived work demands as important and managing demands was a  
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form of self-management to reduce stress, enhancing control and confidence. One 

participant had adopted strategies to manage demands for their mental health: 

 

I have to be strong. Without being resilient, I would crumble for sure. Now when people 

come to me and expect things done, I say ñno, Iôm really sorry, I canôt do thatò. The analogy I 

sometimes use to the people who come to me demanding things, itôs like in my general 

practice, when I go in there, they have a nurse. You canôt just go and knock on the door and 

walk in. Male, mental health. 

 

His quest inferred a facet of wanting to move things forward. This was characterised by a 

subtle irritability at his employer in his use of an analogy to demand people work with him 

differently. A different participant seemed more confident in his quest and control to manage 

his work and LTC. 

 

There are jobs which require me to go out and make change happen and be proactive. Iôm 

always in control. I can lean in or lean back depending on how my health is feeling. Male, 

mental health. 

 

Participants who perceive they have limited control of job demands lacked confidence to 

self-manage. Resembling a sense of chaos with Frank’s features of ‘life never getting betterô 

(1995, p. 97) a female participant with chronic anxiety and depression lacked control: 

 

Iôm worried about building up a bad report, or an instance where someone would question 

am I in the right job. Because since Iôm straight from Uni, I've never really had a job like this 

before. I feel quite a lot of pressure. Not just to keep it, but financially as well. I need this job. 

Female, mental health. 

 

This muddled narrative was ‘hard to hear’ (Frank, 1995), shifting from work, to university, to 

job and financial security. Control appeared to be external, with work expectations 

undermining her self-management confidence and giving óa sense that no-one is in controlô 

(Frank, 1995, p. 100): 

 

Iôm expected to be in, so that can be an issue in self-managing my health conditioné I force 

myself to do things that I wouldn't normally do, I feel like I have to do them. So, I neglect my 

health to keep my job essentially. Female, mental health. 
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Blue Flags. 

Blue flagged themes are related to worker’s perceptions of the workplace, capturing 

participants relationship with their employer, job and work factors including policies and 

practices, stigma and disclosure. 

 

Workplace Policies and Practices. 

Participants explained that self-management support can be helped by work policies 

including modifications, return-to-work and absence processes. Two types of modifications 

emerged as important enablers for LTC self-management; adjusted hours and flexible 

working. For instance, adjusted hours enabled one participant to better self-manage 

symptoms. Her story reflected a restitutive plot in her intentions to get well and maintain 

health: 

 

So, spoke to my doctor. We talked it through, and weôve come up with this current 

arrangement, four full time days, where I donôt have to have to come in until ten oôclock, and 

if I donôt get here until a little bit after, because Iôve had a really bad morning, theyôre fine 

with that. Female, MSK. 

 

Occupational health services were involved in securing modifications for the majority (n = 

12) of participants but intermediary support could undermine employers’ understanding of 

worker’s LTC needs, by obstructing communications between them. Therefore, although OH 

support was helpful for some, this was not always so: 

 

They (OH) werenôt really interested in anything I had to say. They werenôt really interested 

about how I was self-managing and they seemed to come across as if they doubted that 

there was anything genuinely wrong with me. Male, other. 

 

Echoing with restitution, this participant adopted an active role in dealing with his condition 

as he later explained his activation to self-manage: 

 

Theyôve backed off sending me to OH each time I get ill nowé Heôs managing it, heôs 

dealing with it, heôs explained it. Whatôs the point of wasting time going through that process 

again because itôs not going to have any positive effect? Male, other. 

 

Additionally, most participants described taking time off work due to their LTC and 

appreciated being supported to take sick leave. Sickness policies were reported to 
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negatively affect relationships with some employers, where they conflicted with the reality of 

LTCs. For some participants, workplace sickness policies featured a Bradford factor scheme 

which is used in the UK by various employers in the private and public sector. The scheme 

applies a management weighting to flag up instances of short-term absence as a warning 

system for poor attendance and organisational disruption. This approach can be conflictual 

when workers self-manage by taking sick leave as it focuses employer attention on reducing 

absence, rather than providing LTC support. Five workers reported the approach having a 

disempowering effect. This was described by a participant with CFS: 

 

Instances is a problem, and I had a time where I was poorly, I felt so under pressure to come 

back. I came back, it made me worse and I had to have more time off, whereas if I hadnôt 

come back it would have been one period rather than a period of four days and a period of 

five days. So, I was totally screwed over by it. I was trying to do the right thing and it was like 

ñoh, your factorôs highò. I was like, what do you want me to do about it? Female, other. 

  

This narrative contained all three illness types, with chaotic features indicated in her mention 

of being ‘screwed overô and indication of helplessness. 

 

Other participants were able to self-manage via work-modifications thus avoiding sick leave. 

However for one participant an informal modification to home-work for a period due to 

mobility restrictions was declined. Representative of quest, he reframed his limitations as a 

challenge to respond to with modifications, but this was at odds with his managers’ beliefs: 

 

I was told that I would have to take sick leave. The boss of my boss in that particular thing 

sent out an emailé that really upset me to be honest, and I pointed out that look, Iôm not ill, I 

just find it really difficult walking. Male, MSK. 

 

Workplace Stigma. 

Stigmas arouse feelings of disapproval about something and arise because of discrepancies 

between identities (Goffman, 2009). Stigmas define traits and characteristics of groups to 

devalue and discredit and at work they present as prejudice, stereotypes and discrimination 

(Brohan & Thornicroft, 2010). Long-term conditions are often stigmatised and some more 

than others including mental health conditions and HIV (Earnshaw et al., 2014; Little et al., 

2011). Workplace stigmas affected some participants self-management, reinforcing views of 

incompetence and unpredictability (Krupa et al., 2009). Furthermore, stigma is associated 

with non-disclosure of an LTC (Corrigan & Rao, 2012), which is required for accessing 
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support including work-modifications and legal protection. Despite wanting to be open, one 

participant’s partial disclosure of a mental health condition (bi-polar disorder) is reinforced by 

societal stigma: 

 

There's very negative media coverage...The reality is people are much more likely to be a 

harm to themselves, not othersé the media would make you not believe thatéI have to 

make sure that when I'm getting depressed, I'm not feeling suicidal. I'm going to have to 

make sure that I manage that as part of my self-management. I just think that people (at 

work) are very unsympathetic towards that. Male, mental health. 

 

Frank told of restitution that ópeople learn this narrative from institutional stories that model 

how illness is to be told,ô (1995, p. 78). Although this participant’s story is not of restitution, 

the idea of institutions modelling illness is helpful in interpreting what was said. Media stories 

can display an inaccurate model of illness and this participant perceives this to have an 

organisational effect, obstructing him from accessing support.  

 

A stigmatised conversation with a manager over a decade ago is the reason for one 

participant’s ongoing non-disclosure of his HIV: 

 

He said to me, ñare you going to tell anyone else?ò I said ñnoò, and he said, ñI would probably 

say not to, because what I donôt want for you is for you to be labelledò. Which I got, but it 

also made me think that it was something that I should be ashamed of. Male, HIV. 

 

This manager introduced social-workplace stigma to this participant, who now expects 

similar responses from others. His quest described how he had taken control of his LTC by 

non-disclosure and as a result, he does not self-manage at work. Chaotic elements emerged 

as he shared his thoughts about the interruptions a change to his medication self-

management regime might cause: 

 

If they said you need to go on these tablets and take them three times a dayéIôd have to 

keep them in the fridge at work. And someone would see me taking a tablet every day. I 

think I could only get away with say, itôs a vitamin and Iôd probably have to lie and say itôs 

something elseé that worries me. Male, HIV. 
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This demonstrated tensions between his quest to self-manage but not at work due to non-

disclosure. Moreover, this seemed to perpetuate his self-stigma thus reinforcing workplace 

stigmas and discouraging his self-management.  

 

Black Flags. 

Black flags overlap with blue flags. In this study they are related to broader workplace, 

occupational and societal factors. This captures the key sources of self-management 

support described including manager and colleague support, workplace wellbeing 

programmes and legal regulation.  

 

Forms of Workplace Support - Managers and Colleagues. 

It is known that social support can enhance LTC self-management (Gallant, 2003). 

Managers and colleagues were identified by all participants as important forms of self-

management support. These relationships might be considered ‘therapeutic’ and social, 

characterised by compassion, support and non-judgemental behaviour in a safe 

environment (Kornhaber et al., 2016; Mottram, 2009). Participants were more positive about 

informal forms of support which was related to colleagues helping and encouraging their 

self-management. Whereas formal support was more often associated with managers 

utilising processes to sanction time for self-management. 

 

Manager support was provided in two main ways: 1) during day to day interactions and/or 2) 

as part of workplace processes related to modifications. Interactions with managers were 

described to be affected by participants confidence, fears, trust, stigma, work demands and 

expectations. Empathy, care and regular communication about an LTC appeared to 

underpin positive relationships. Those with supportive managers seemed more confident to 

self-manage, cope with work demands and access support.  

 

For one participant ‘difficulty with bossesô explained his reluctance to pursue a formal 

modification to self-manage exercise: 

 

So, if I trusted my manager, that he wanted to get to the outcome that is best for my health, I 

would go through that process. But I donôt trust my manager with that, because I think he 

wants to go through processes to protect him from having a real conversation about how to 

keep me well. Male, mental health. 
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He explained how he was disempowered by his manager, requiring him to think of ways of 

covertly self-managing: 

 

I need my sleep. I need not be tired. I need not be stressed. These are all triggers to me 

getting unwell and is exhausting me. I am having to work around creating ways in which to 

make sure Iôm more relaxedé So Iôll have to wait for him to not be at his desk and then dash 

to the pool. Male, mental health. 

 

His quest goes back and forth with efforts to self-manage impeded by his manager’s 

behaviour, attitude and work process. Chaotic elements emerged where he infers lost 

control but is overtaken by his quest to self-manage. 

 

About half of participants described receiving general work-related support from their 

manager with their LTC, although it was acknowledged by most that support varied: 

 

My current manager would be totally and utterly supportive. Female, MSK. 

 

My manager would probably be alright, itôs just people higher up that is the problem. Female, 

other. 

 

Other forms of support were identified. Emotional and practical support provided by 

colleagues was important to all. For some, colleagues providing encouragement or taking on 

work was more important than managers’ support and in most participants’ quest to 

integrate their LTC into work, colleague support had been sought. For some, reciprocal and 

supportive actions by colleagues gave them time to self-manage and be themselves: 

 

We work collaboratively, if thereôs something I canôt do for whatever reason, one of the 

others will pick it up for me, and I would do the same for them. Female, MSK. 

 

You donôt have to put an act onéIf you have to work very hard to put that mask on every 

day, that makes it exhaustive to be at work. In the environment I have, I can be who I want 

to be. If I want to sit quietly people know, by the same token if they know I need a hug, I get 

it. Iôm lucky not to be isolated. Female, MSK. 
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Where colleague support was unavailable it pressured some participants to go to work or act 

well when that is not how they felt. Colleagues’ inflexibility and unhelpfulness could 

undermine self-management:  

 

Youôre kind of restricted on times when you can take a break. Some people just arenôt 

flexibleéWhen Iôve gone to somebody and said Iôm going to be in hospital, would you be 

willing to cover my work? Theyôve said no. Female, MSK. 

Furthermore, participants felt that their own behaviour could affect whether they received 

self-management support from colleagues. One participant explained: 

 

If youôre sad, quiet and miserableénobody wants to talk to you whether youôre disabled or 

notéI donôt think I need the level of support they sometimes offer, but itôs ever so nice to be 

offered. Female, MSK. 

 

Workplace Wellbeing Programmes. 

Workplace wellbeing programmes were not important self-management supports for 

participants because of their perceived lack of applicability to a worker with an LTC: 

 

We do have a wellbeing page which does go through things like diet and mental health. 

Things thaté specifically for me, thereôs not anything. Male, HIV. 

 

Most workplace wellbeing programmes are concerned with preventative behaviour to 

maintain health and avoid an LTC. Therefore, such programmes might not be beneficial to 

workers with LTCs where recovery and restitution is unattainable. 

 

Forms of Workplace Support - Legal Regulation. 

Lastly, the reasonable adjustment duties stemming from legal regulations was important. 

Therefore, having regulatory knowledge and understanding appeared useful to self-

management and accessing support for modifications for time-off: 

 

And I said, well actually, the law allows me that time off to have rehabilitation, to attend an 

appointment because under the law Iôm disabled. And in terms of the condition, itôs got 

better. Female, MSK. 

 

Using the regulations to access self-management support in this way helped the 

participant’s LTC improve. Her ability to take an active role in her quest was affected by her 
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own efforts to gain knowledge and literacy. A lack of understanding could have led to unfair 

treatment and hindered her rehabilitation, workability and opportunity to act with agency. 
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7.8 Discussion 

Many people with LTCs want to work even if not 100 percent well (Black, 2008; Hjärtström et 

al., 2018) though may need support to self-manage problems to maintain work ability. The 

aim of this project was to examine the self-management support needs of workers with LTCs 

utilising narrative and structural methods, to interpret the data under the conceptual 

Psychosocial Flags Framework (Kendall et al., 2009). The findings provide unique insights 

into our scarce understanding of these needs. The narratives highlighted that personal, 

workplace and societal factors interact to influence the extent to which workers feel 

supported, confident, and empowered about self-managing an LTC at work. Workers’ 

narratives indicated a need for employers to provide relevant support by fostering the 

working conditions in which they could more easily self-manage an LTC. This includes 

providing work modifications, as well as relational support that facilitates self-management 

actions. Similarly to Buck et al (2011), yellow, blue and black Flags were useful concepts for 

identifying the obstacles to self-management described. Frank’s (1995) illness types 

provided insights into how workers think about their self-management experiences.  

 

Overall, this study confirmed that the self-management support needs of people with LTCs 

are diverse (Dwarswaard et al., 2016) and that the decisions people make about their self-

management can affect work outcomes (Smith et al., 2015). The main findings for each 

research question are:  

 

1) Workers can fit self-management activities into and around their job when they 

perceive this is possible;  

2) Modified working hours, flexible working and workplace support were the most 

important self-management enablers;  

3) Obstacles to self-management focused on a lack of employer support for what the 

worker felt would be helpful to maintain workability;  

4) Stigmatisation is an additional obstacle to effective self-management that inhibits 

suitable support;  

5) How confidence and empowerment in self-managing at work are enacted depends 

on how the above factors combine in a given situation.  

 

Similar to other studies (e.g., Saunders et al., 2018; Torp et al., 2012), the most important 

form of self-management support that participants spoke of was modifications including 

altered hours and flexible working. Modifications were mentioned more than altered tasks. 

This translates as being given the ability to schedule work to accommodate symptoms, 
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which meant that participants felt trusted and had the time to fit in self-management and 

decide how, where, and when they self-managed an LTC. Work modifications made workers 

feel they could maintain work ability. Workers who had the opportunity to organise their work 

felt more supported and empowered to self-manage at work, and were more likely to 

manage work demands than those without that opportunity. Similar to other studies, 

participants without modifications indicated that greater work flexibility and control would 

benefit their self-management (Boot et al., 2013), though it is not clear from this study’s 

narratives if participants had spoken to their employer about modifications and support 

needs.  

 

Furthermore, this study finds that the social-support network available at work 

complemented work organisation (i.e., manager and colleague support), influencing 

individuals’ facilitated personal confidence to self-manage (Koetsenruijter et al., 2014). It 

was clear from all participant narratives that workable and sanctioned modifications to hours, 

ways of working and flexibility would be useful as a specific self-management support 

measure. This corroborates with Boot et al’s (2013) recommendation that modifications 

should be considered a preventive health measure, though it is re-recognised that this may 

be unfeasible for some work types (e.g., fixed-shifts). This could also be at odds with 

regulatory provisions such as ‘reasonable adjustment’ duties in the UK (Equality Act, 2010). 

 

Stigmas were not universal, but all participants felt stigmatised by their LTC in some way. 

Stigmas were manifested in workplace culture(s), in managers and colleagues 

communications and was indicated in work modification decisions. Those participants 

describing non-stigmatised managerial support including receiving care and modifications, 

were more confident to self-manage at work, reaffirming the importance of managerial 

support to worker’s health and wellbeing (Hämmig, 2017). As shown by others (Earnshaw et 

al., 2012; Kato et al., 2016), anticipated workplace and managerial stigmas stopped some 

participants from undertaking self-management actions. Stigmas also manifested in 

participants themselves and were demonstrated in workers’ disclosure and self-

management decisions.  

 

This provides further evidence relating to how LTC stigma is experienced at work and its 

effects, including reduced self-esteem and confidence to achieve goals such as undertaking 

self-management actions (Bandura, 1997; Corrigan, 2004, 2006). These findings are 

consistent with other research suggesting that disclosure occurs when accessing 

modifications (Norstedt, 2019). However, modifications did not prevent stigmatisation, and 
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participants did not always have the confidence to access the self-management support they 

needed, regardless of disclosure. Both experiencing stigma and living with an LTC are 

stressful (Earnshaw et al., 2014). In this study, stigmatisation can be considered a work 

stressor that undermines LTC self-management (James et al., 2018). As stress can 

aggravate LTCs and given stigmatised people with long-term conditions are at risk of 

withdrawing from work (Carr, 2016), breaking down stigma could support self-management. 

 

Limitations, Recommendations and Future Research. 

Though the study’s findings cannot be generalised, they present a novel descriptive insight to 

workers LTC self-management. Such a detailed insight was not achievable via quantitative 

methods which do not allow participants to share experiences freely. While the researchers’ 

own biases and personal experiences of self-managing an LTC at work might have affected 

the findings, this possibility was minimised by the checking of findings with an independent 

and experienced researcher. This study’s findings suggest that the Psychosocial Flags 

Framework could be a useful tool for employers to identify obstacles to workers ’ LTC self-

management and could help focus workplace action(s).  

 

To enhance managerial support for accommodation through job modifications, it is 

recommended that the benefits of LTC self-management and conceptualisation of self-

management as a necessary and preventative health measure are integrated into existing 

workplace legal duties, OH and wellbeing briefings. Moreover, stigma should be assertively 

tackled from organisational and health perspectives, as a stressor to be managed and 

mitigated in order to support workers with LTCs to maintain a sense of self that promotes self-

management. Employers can also do more to help workers with LTCs enhance their 

psychosocial resources including social support, by delivering skills and knowledge sessions 

that enhance resilience strategies.  

 

Future studies should scope workplace knowledge interventions targeted at enhancing self-

management literacy and dissolution of LTC stigmas. Moreover, studies exploring the 

prevalence of modifications for LTCs, their features and the factors affecting their sanctioning 

would be beneficial. Lastly, OH’s role in supporting worker’s LTC self-management was 

unclear in this study. Future research examining their role and influence seems important. 

 

7.9 Summary and Conclusion 

This study highlights the potential for improving the workplace self-management support 

provided to workers with LTCs. Psychosocial factors interact to provide a self-management 
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supportive work environment which is characterised by work-modifications, disclosure, low 

levels of stigma and relational support with managers and colleagues. These features 

enhance confidence and empowerment for workers with LTCs to self-manage at work. 

Unaccommodating work environments can undermine and disempower workers with LTCs 

from undertaking the self-management behaviours they believe are helpful, potentially 

undermining health and work ability. In light of these findings and the high prevalence of 

LTCs amongst working populations, it is recommended that employers consider how they 

are tackling self-management obstacles, and take steps to enhance the psychosocial 

resources of workers with LTCs to self-manage at work. 
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Chapter 8 

8 Discussion 

This thesis examined the workplace self-management support needs of workers with LTCs. 

Studies associate low activation and self-efficacy with reduced self-management confidence 

and behaviours, poorer coping strategies and increased support needs (Bandura, 1997; 

Dixon et al., 2009; Hibbard & Gilburt, 2014; Hibbard et al., 2007b; Lorig et al., 2001). 

Therefore, this project’s main interest was in workers confidence to self-manage an LTC at 

work. Using mixed methods, four separate studies (a worker survey, worker diary, employer 

interview and worker interview) were conducted to gain a comprehensive and in-depth 

understanding of LTC self-management within work. Overall, the studies’ findings suggest 

that workers with LTCs experience work more adversely compared to those without. 

Workers’ self-management confidence is affected by an interaction of multiple psychosocial 

factors at any given time. Findings from the survey study suggest that whilst most workers 

with LTCs were activated and self-efficacious, not all were.  

 

This project had four research objectives (RO). The first objective (RO1) sought to 

understand in what ways workers self-manage LTCs at work. The results suggest that 

workers self-manage by disclosing an LTC to be empowered to fit diverse self-management 

tasks around work. The second objective (RO2) examined how work features impact 

workers’ LTC self-management (and vice versa). The results suggest that workers’ self-

management is determined by a balance of perceived demands, resources and support. 

This balance is affected by a complex interaction of psychosocial factors including activation, 

disclosure, stigma, work stress and demands, work engagement and manager support. For 

the third objective (RO3), workers’ self-management support needs and support received at 

work was examined. The results suggest that workers receive general support via workplace 

policies and processes, but need manager support to empower them to self-manage. 

Objective four (RO4) examined employers’ understanding and perspectives of workers’ LTC 

self-management support needs. The results show that employers are ill-informed about 

self-management support, therefore do not purposely provide it.  

 

This section brings together the four studies with the literature reviewed in Chapter 2. To 

inform the discussion by summarising the data, each study’s main findings were analysed 

together in a matrix format by study and RO. This was to highlight cross-study themes, 

identify key findings and the main elements to this project. Therefore, this section shows 
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how the studies’ research objectives, hypotheses and questions (presented in Chapter 3, 

Section 2.6 and each of the studies’ chapters) lead to the key findings and conclusion. The 

findings specific to the project’s hypotheses are summarised in Table 8.1. From the four 

RO’s six key findings emerged and the matrix analysis identified six elements to the project 

that reflect the main thesis themes.  

 

The six key findings are: 

1) Workers’ with LTCs self-manage in different ways, have different support needs 

and their levels of activation differ;  

2) Workers with mental health LTCs have greater self-management support needs; 

3) Workers adopt a LTC disclosure strategy to access support for flexibility and 

empowerment, which employers depend on to be alerted to a support need. 

Disclosure can be undermined by stigma, closedness and work demands; 

4) Manager support characterised by care, flexibility, leeway and unstigmatising 

attitudes empowers workers to fit self-management around work; 

5) Employer support for stress management and work engagement could be 

beneficial to workers’ LTC self-management; 

6) Employers do not provide meaningful LTC self-management support to workers, 

but they have a substantial role to play and need guidance providing support.  

 

The six elements are: activation; different self-management of different LTCs; disclosure and 

stigma; support; work stress, demands and engagement; and features of employers’ views. 

 

The results lead to an overall conclusion. Workers do not want or need to be told by their 

employer what LTC self-management tasks and behaviours they should adopt and when. It 

was noteworthy that employers’ wellbeing, health promotional and employee assistance 

programmes emerged as unimportant. Instead, workers with LTCs want to work in an 

environment where working conditions enable them to self-manage by empowering them. 

This project is the first to highlight UK workers’ support needs for empowerment to self-

manage an LTC. The findings should help improve workplace self-management support by 

guiding employers and workers. 

 

The project’s key findings are discussed under the six element headings with the applicable 

RO(s) and hypothesis highlighted in brackets. 
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Table 8.1. Project Findings Related to the Proposed Research Hypotheses. 

No, Study Hypothesis Findings Chapter, Page 

1. Survey Working conditions, support and 

workability will differ between workers 

with and without LTCs. 

Hypothesis supported: workers with LTCs perceive significantly more stress 

regarding control and change. Workers with LTCs have less support resources 

including from managers and peers compared to workers without LTCs, and report 

lower current workability. 

4, 83 

2. Survey Activation, self-efficacy, wellbeing, 

QoL, working conditions, workability 

and support will differ between 

workers with different LTCs. 

Hypothesis partly supported: significant differences emerged in activation and 

wellbeing between mental health and all other LTCs, and current workability with 

other LTCs. Significant differences emerged in working conditions including: 

change and role between mental health and other LTCs; peer support between 

MSK and other LTCs; manager support between mental health and other LTCs; 

and work demands between mental health and other LTCs. 

4, 84 

3. Survey Activation will be positively associated 

with workers’ self-efficacy, wellbeing 

and workability. 

Hypothesis partly supported: activation was significantly positively associated with 

workers self-efficacy, wellbeing and current (but not future) workability. 

4, 87 

4. Survey Workers who have disclosed an LTC 

at work will be more activated, self-

efficacious and supported. 

Hypothesis partly supported: workers who had disclosed an LTC had significantly 

more workplace support resources. Workers who had non-disclosed were non-

significantly more activated and self-efficacious to self-manage. 

4, 88 

5. Diary Workers confidence to self-manage 

an LTC at work will change over time. 

Hypothesis partly supported: the increase in workers self-management confidence 

over time was non-significant. Significant variability in the change of self-

management confidence between workers over time emerged. 

5, 117 

6. Diary Changes in perceived control of an 

LTC will explain changes in self-

management confidence over time. 

Hypothesis not supported: changes in workers LTC control did not explain 

changes in self-management confidence over time. 

5, 118 
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No, Study Hypothesis Findings Chapter, Page 

7. Diary Changes in support satisfaction will 

explain changes in self-management 

confidence over time. 

Hypothesis not supported: changes in workers satisfaction with support did not 

explain changes in self-management confidence over time. 

5, 118 

8. Diary Changes in work engagement will 

explain changes in self-management 

confidence over time. 

Hypothesis supported: significant variation in the growth model emerged. The 

difference in the change of workers self-management confidence over time was 

related to their work engagement. Lower levels of work engagement were 

associated with lower self-management confidence. 

5, 119 
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Activation. 

Activation reflects a person’s knowledge, skills, confidence and readiness to self-manage an 

LTC and helps explain workers’ self-management. This is the first research to examine the 

activation of a UK population of workers with LTCs. In this project workers self-managed 

with different levels of activation (RO1). The Study 1 survey results suggest that most 

workers had the resources and motivation to self-manage an LTC. In this project, more 

participants were in the highest activation levels 3 (38.4%) and 4 (28.7%) than in 

comparative LTC studies (46% and 13.0% respectively) (Barker et al., 2018). Workers’ fairly 

high and stable satisfaction with practical, vocational, psychosocial and relational support 

(over the 10 week diary study period), suggests that adequate support was received and 

could help explain the activation levels. As research studies have found that higher 

activation is associated with better self-management (Do et al., 2015; Gao et al., 2019; 

Hibbard et al., 2007), the activities reported in Studies 1 and 2 are a novel insight to how 

workers self-manage at work when activated to do so. However, the variation in workers’ 

activation scores (range 29 - 91.7) and self-management confidence ratings (range 0 -10), 

shown in the survey and diary studies, suggests that different LTCs affect workers 

differently. It follows that people’s self-management behaviours and support needs could 

differ.  

 

This research found that workers with mental health conditions were least activated when 

compared to those with other LTCs. In Hibbard et al ‘s (2005) development and testing of 

the activation measure, it was similarly found that, compared to LTCs (including 

hypertension, diabetes, arthritis, lung disease, cancer and chronic pain) people with the 

mental health condition depression had lower activation levels. In this project, workers with 

mental health conditions including depression, were also least self-efficacious and reported 

the lowest current workability. This corroborates other studies in which workers with mental 

health conditions were found as least self-efficacious (for work modifications) (Munir et al., 

2009a), and vulnerable to adverse work outcomes affecting workability including impaired 

performance (Lerner et al., 2010). But provides new evidence that workers with mental 

health LTCs are lower activated. Certainly in the Study 4 interviews, workers with mental 

health conditions told of lacking confidence and workplace concerns about job security, 

absence, disclosure, stress and poor support.  

 

The findings suggest that workers with mental health conditions have greater self-

management support needs. A recent report for the UK government proposed six standards 

for employers to improve mental health support for workers (Stevenson & Farmer, 2017). 
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The recommendations included mental health plans, awareness campaigns, ensuring 

openness, good working conditions, effective people management and monitoring of 

wellbeing. Employers, including several of the Study 3 participants, also invest in Mental 

Health First Aid Training (MHFA). Mental Health First Aid training has been related to 

increased knowledge and confidence for supporting workers (Crone et al., 2020). However, 

neither intervention targets what workers can do for themselves to self-manage their mental 

health. This lack of specificity implores whether different types of workplace support for 

mental health self-management could be beneficial.  

 

Supporting differently activated workers to manage different LTCs is unlikely to be 

straightforward (RO3). Based on Hibbard et al’s (2014) recommendations for support by 

activation level (see Chapter 2, Section 2.3.2, p. 32), the Study 1 results suggest that most 

workers need support to maintain self-management. However, an important minority at 

activation level 1 (17.3%) and 2 (15.6%) need support in becoming activated, and not just 

workers with mental health LTCs. Support to become activated would feasibly require more 

time-intensive support than maintenance help, in order to build and maintain skills and 

behaviours. This could be more work disruptive. Nonetheless, significant positive 

associations were found in Study 1 between activation and self-efficacy, wellbeing and 

current workability (hypothesis 3). This suggests that workplace support for activation is 

worthwhile. For this, tailored self-management support could be beneficial (Plow et al., 

2016). These findings corroborate this recommendation and workers activation scores could 

be used to highlight support needs and target support. Possibly, employer support could be 

tiered by activation level. 

 

Activation and self-efficacy relate to having control over one’s health and environment 

(Bandura, 1997; Hibbard & Gilburt, 2014), and can help people navigate complexities at 

work (Summers et al., 2014). However, given this sample’s high activation profile, the 

reducing effects of self-managing on work and increased LTC control observed longitudinally 

(in Study 2), these data might present an optimistic view of workers self-management 

experiences. The profile might also evidence a Healthy Worker bias (Thygesen et al., 2011) 

due to the predominance of highly activated workers. Further research is needed, perhaps 

by comparing to a sample of unemployed people with LTCs. 

 

Activation, QoL and Work Outcomes.  

Workers activation was significantly positively associated with self-efficacy, wellbeing and 

current workability (hypothesis 3), and changes in self-management confidence was 
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impacted by workers’ work engagement (hypothesis 8) (RO3). The findings are in-part 

consistent with those of a study of multiple sclerosis patients demonstrating a positive 

association between activation, self-efficacy and QoL measures (Stepleman et al., 2010). 

Therefore, the extent to which workers are activated to self-manage and become work 

engaged could have health benefits, and beneficial work effects (RO2 and RO3). This lends 

new support for the workplace as a self-management support setting and for work-based 

interventions (Hutting et al., 2013; Smith et al., 2018).  

 

Workplaces are suitable venues for health reform and support (Smith et al., 2015). However, 

LTC self-management support programmes are not embedded in UK workplaces. This is 

despite good evidence for the effectiveness of programmes adapted from the CDSMP and 

the variable evidence for EAP and WHPs’ effectiveness (discussed in Chapter 2, Section 

2.2) (Proper & Van Oostrom, 2019; Rick, 2012). Workplace CDSMP programmes have been 

associated with improvements in workers’ general health behaviours including diet and 

physical activity, increased self-efficacy and improvements in attitudes to self-managing at 

work, and perceived disability for people with MSK problems (Challis et al., 2010; Hutting et 

al., 2015; Taylor et al., 2014). 

 

Therefore, workers who are supported to acquire (and others maintain) the knowledge, skills 

and confidence to self-manage could be empowered to improve their health, wellbeing and 

workability. This is a positive outcome for employers and workers and indicates a potential 

role for CDSMP programmes in UK workplaces. 

 

Different Self-Management of Different LTCs. 

In Study 1, significant differences in seven self-management activities showed that workers 

with different LTCs self-manage differently. Some differences reflect what is already clear 

from the literature about self-management, such as people with MSK conditions needing to 

manage pain (Hutting et al., 2017; Shaw et al., 2012). Other differences are not so clear, 

such as workers with mental health LTCs undertaking exercise more often than others. 

Differences in self-management could make providing workplace support difficult and 

arduous for employers. This suggests that workers support needs are not straightforward. 

Furthermore, the Study 1 finding that workers with mental health LTCs were the most 

frequent self-managers, despite being least activated and self-efficacious, was surprising. It 

also raises questions about how activation and self-efficacy influence the behaviour of those 

with mental health conditions. Yet workers with all types of LTC managed lifestyle aspects 

including diet and exercise in comparable ways. This highlights some uniformity in how 
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workers self-manage. Whilst workers with LTCs might have complex needs that require 

tailored interventions, there could be an opportunity for homogeneity in approaches including 

general lifestyle support programmes for workers with LTCs. This adds to the evidence for 

commonalities in self-management support (O’Connell et al., 2018) from a work perspective. 

Although standardised approaches might reduce an employer’s ability to flex to workers’ 

support needs, this could enable support being provided efficiently and economically (e.g., 

health coaching for all LTCs). This might be a useful starting point and alternative to having 

no workplace self-management support at all. 

 

Despite these differences, workers want to be supported to self-manage when they think 

they need to. This necessitates a working environment that fosters the conditions for 

workers to do so. 

 

Disclosure. 

Workers seek to integrate self-management around work by accessing support from 

managers and colleagues (relatedness) for confidence, control and flexibility (autonomy) 

(Schulman-Green et al., 2012) (RO1). Workers do this by disclosing an LTC at work and in 

this thesis, nearly 90 percent had done so. The high awareness of an LTC amongst 

managers and colleagues reported in Study 1 is consistent with the 96 percent reported in 

an earlier LTC study of workers (Varekamp & van Dijk, 2010). As predicted, disclosure 

related to more workplace support (hypothesis 4). This is consistent with the general view 

that disclosure has benefits (Brouwers et al., 2019) and is important for accessing employer 

support (Heinrichs et al., 2018; Munir et al., 2005b; Vornholt et al., 2018). It also 

corroborates the employers’ view in Study 3 that disclosure is the only way to access their 

support (though does not guarantee it). Nonetheless, qualitative data from the worker 

studies showed that some workers manage their LTC without support meaning disclosure is 

not important for them. This is a similar finding reported elsewhere in a study of workers with 

mental health conditions (Dewa et al., 2020). Whilst not all workers might need to disclose 

for support, disclosure is critical for those that do in order to facilitate support. 

 

To the researcher’s knowledge, this is the first research to examine the relationship between 

workplace LTC disclosure, activation and self-efficacy. The research conducted in this 

project found that whilst disclosure might enhance access to support, it was interesting that 

workers who had disclosed were less activated and self-efficacious than those who had not 

(hypothesis 4). Workers might have been less activated and self-efficacious because 

disclosure resulted in stigma and discrimination that undermined their confidence, or 
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because support was ineffective. Stigma was not measured in this project. Therefore, further 

research is needed to understand whether disclosure leads to stigma and subsequent lower 

activation and self-management confidence. 

 

Workers disclose if they think they will be supported (Gignac & Cao, 2009; Munir et al., 

2005b). The qualitative data from employers and workers made it clear that support is not 

always forthcoming or possible. This implies that disclosure might not be beneficial for 

accessing support for self-management. Given this is the first workplace self-management 

study to feature activation, this offers a novel contribution to the disclosure and workplace 

literature by suggesting that disclosure might not enhance workers’ self-management 

confidence. This is interesting and warrants further investigation in a larger sample of 

workers. Moreover, disclosure might not relate to increased confidence because it is viewed 

as a single definitive event meaning other influencing factors (such as work demands and 

LTCs fluctuations) are unaccounted for. This also warrants future investigation. 

 

Non-disclosure of an LTC could be an obstacle to self-management because it makes 

employer support and modifications unlikely (Munir et al., 2005b). In Study 3, employers told 

of how workers’ disclosure decisions directly affect their ability to provide support and tackle 

stigma (RO2 and RO4). When an employer is unaware of an LTC support does not tend to 

be provided. Moreover, as non-disclosure undermines openness there is less opportunity for 

employers to tackle LTC related stigmas. However, employers recognise that workers’ 

disclosure is affected positively or negatively by their manager. This provides further 

evidence that disclosure decisions are made contextually (de Vries et al., 2016; Munir et al., 

2005b). Disclosure studies report worker and employer perspectives and focus on 

stigmatised LTCs (e.g., mental health and HIV), the determinants of workers’ disclosure and 

employers’ hiring decisions (Brohan et al., 2012; Gignac et al., 2020; von Schrader et al., 

2014). These findings add to the scant disclosure literature from a self-management 

perspective, and uniquely incorporate employers’ views. This reiterates the importance of 

disclosure as a self-management support strategy for workers (Munir et al., 2005b) but also 

employers. 

 

This adds new evidence that disclosure could help employers empower workers’ LTC self-

management and tackle stigma. Workers might not appreciate this just as employers might 

not realise workers self-stigmas or the stressful process of disclosing (Brohan et al., 2012). 

Moreover, although disclosure is important for self-management, this was not employers first 

consideration. Similar to views expressed in other studies, where disclosure indicates 
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success in achieving a disability friendly culture (von Schrader et al., 2014), employers 

related disclosure to disability, diversity and inclusion concerns more than LTC self-

management. This reiterates the common association of LTCs with disability, which is not 

necessarily congruent with workers’ views, their health situation or legal definitions. As 

disclosure was not considered a way to help workers’ self-manage LTCs, it remains unclear 

if employers view workplaces as health management venues.  

 

Stigma. 

Disclosure is closely related to stigma wherein high stigma undermines LTC disclosure 

(Greeff, 2013). Most workers had disclosed an LTC suggesting stigma might not be a 

problem. Not all workers indicated in the narrative interview study that stigma prevented 

them from disclosing (or self-managing). Nonetheless, this research makes clear that stigma 

and closedness is unhelpful and a workplace barrier to self-management (RO2 and RO4). In 

this thesis LTC related stigma was manifest in workplaces and workers. Stigma is a well-

known workplace problem (Pransky et al., 2016), potential stressor and could undermine the 

inclusivity employers aim for. In Study 3, employers recognised that managers (but not 

workers) can have stigmatising beliefs that undermine their support. Nonetheless, most 

workers had disclosed their LTC and those that had reported more people at work to turn to 

for support, compared to those non-disclosed (hypothesis 4) (RO1). 

 

However, descriptions of stigmas shared in the employer and narrative interviews suggests 

that disclosure does not in itself dispel myths about work capacity and LTCs. Stigma 

interfered with workers’ self-management when they appraised an LTCs demands with 

those of work. For example, two workers in Study 4 described not seeking manager support 

for an LTC to maintain an image of professionalism and capability. This is consistent with 

studies showing stigma prevents people raising support needs (Ruston et al., 2013; 

Stergiou-Kita et al., 2016) and herein related to a mix of societal, organisational, manager 

and self-perpetuating stigmas.  

 

The majority of non-disclosed workers in this project were affected by conditions recognised 

as stigmatised including mental health and HIV. The Study 4 interviews showed two workers 

with bipolar disorder and HIV not self-managing at work to avoid attention, or because they 

found their own work arounds to be able to manage (RO1). This project offers additional 

evidence about the disclosure difficulties people with mental health, invisible and stigmatised 

conditions can face. It provides more evidence that stigma prevents workers from managing 

their health, which supports the contention that stigma has detrimental support, health and 
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work effects (Brohan et al., 2012; Brohan & Thornicroft, 2010; Brouwers et al., 2019; de 

Vries et al., 2016; McDonald et al., 2016; Norstedt, 2019).  

 

Stigma emerged in workers’ Study 4 narratives as indiscriminate across LTCs. From the 

employers’ lack of awareness of LTC self-management (in Study 3) and reliance on general 

workplace policies to support workers’ health, a sense emerged that working with an LTC 

that needs to be managed (at work) is exceptional (i.e., unusual) (RO2 and RO4). This 

sense of exception might be strengthened by an LTC disrupting a worker’s self-identity 

(Bury, 1982). This can effect a sense of being different, which can be experienced as 

stigmatising. As highlighted in the worker narratives, the formality of workplace policies and 

processes for absence and flexibility, and manager’s reactions could reinforce this sense of 

difference and special treatment. This indicates potentially deeper issues with societal and 

occupational conceptualisations and expectations of health, work and identity. These 

processes and conceptualisations should be unravelled and reconciled in future studies.  

 

Although stigma was not preventing people’s work participation in Study 1, it was clear that 

support to lessen stigma and enhance openness would make it easier to ask for help to self-

manage (RO3). As reflected in employers’ views (in Study 3), disclosure is often viewed as 

indicative of inclusivity and low stigma in work settings. In contrast to the drive of many 

workplace wellbeing, diversity, inclusion and disability agendas (Henderson & Thornicroft, 

2009), this project’s findings suggest disclosure might not tackle stigma or empower 

workers’ self-management. Similar to other evidence suggesting stigma causes problems 

with managing symptoms and accessing help (Tveito et al., 2010), some workers held self-

stigmas including seeing themselves of less worth. Therefore, LTC related stigmas are a mix 

of workplace, organisational and personal influences. Workers own beliefs are influential. So 

stigma is not just about employers and managers, which could help explain why disclosure 

might not dispel stigma. As empowerment could be a method for reducing stigma, such as 

by giving people control (Corrigan & Rao, 2012), this lends support to employers and 

workers tackling LTC related stigma collaboratively. Possibly, workplaces concerned with a 

general openness about health more than a single act of LTC disclosure are more likely to 

be supportive of self-management. This builds the evidence for tackling stigma to empower 

workers’ LTC self-management 

 

Support. 

Work facilitates LTC self-management through the support provided for what a worker thinks 

would be helpful (RO2). In Studies 2 and 4, the psychosocial Flags (Kendall et al., 2009) 
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identified a mix of personal and organisational features interacting to determine a workers’ 

self-management and support needs. These features included work stress, demands, 

disclosure, stigma and work engagement, manager support and flexibility (RO2). In line with 

the findings of studies of workers with back pain and common health problems, such as low 

mood or MSK pain, Flag features of poor manager support and an inability to modify work, 

impaired workers self-management ability and coping (Buck et al., 2011; Frederiksen et al., 

2015). This study is the first using the conceptual Flags framework to examine workers LTC 

self-management support needs. It furthers Buck et al’s (2011) evidence for the Flags 

applicability in examining workplace obstacles to health beyond MSK problems. 

 

The project revealed that workplace LTC self-management support was not purposely 

provided (RO3). There was little evidence that support was a collaborative activity (Jones et 

al., 2011) between worker and employer, and no evidence of standardised or structured 

workplace LTC self-management programmes (Hibbard et al., 2007; Taylor et al., 2014). 

Feasibly, this is explained by employers’ unawareness of self-management shown in Study 

3, and conventions of workplace health promotion rather than LTC support (RO4).  

 

Little is known about the LTC self-management support workers value (Foster et al., 2015b; 

Vornholt et al., 2018). This section helps fill this gap. Consistent with other research 

(Heinrich et al., 2019; Munir et al., 2005b; Ruston et al., 2013) the need for manager support 

was pronounced. This is critical to workers’ appraisal of their ability to self-manage at work 

(RO2 and RO3). Without manager support workers struggle to have the confidence to self-

manage, mainly because they do not feel in control. The HSE Management Standards 

(HSE, 2004) discussed in Study 1 showed that workers with LTCs, and especially those with 

mental health conditions, perceived less manager support compared to those without 

(hypothesis 1). The narrative interview study data reinforced this by describing the outcomes 

of poor manager support including stigma, concealing an LTC, attending work unwell, taking 

time off the job to self-manage, or not self-managing at all. Earlier studies relate manager 

support to workers self-management of medication, symptoms (Munir et al., 2009a), job 

modifications (Coole et al., 2010; de Boer et al., 2017; Foster, 2007) and disclosure (Sallis & 

Birkin, 2014). In the present project, managers enabled workers self-management by giving 

people clear permission to do so.  

 

Workers unsure about manager approval are unlikely to be confident or open about self-

managing, or clear about their ability. This project adds to the literature, finding that a 

worker’s appraisal of their ability to self-manage an LTC at work depends largely on their 
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manager empowering them. Overall, workers need manager support and permission for 

empowerment to self-manage (RO3).  

 

Good manager support is already recognised as important for workplace health self-

management (Munir et al., 2009a; Nelson et al., 2016) and work engagement (Pass et al., 

2018). Workers appraisal of their ability to cope and self-manage at work is influenced by 

their support resources, sense of control (Bandura, 1997; Lazarus & Folkman, 1984) and in 

this project, their manager. Support can have many attributes. Based on the findings, a self-

management supportive manager is someone who, when an LTC is disclosed:  

 

1. Provides practical and instrumental support to empower workers and put them in 

control of self-managing around work; 

2. Allows flexible working with leeway or job/work modifications; 

3. Provides consistent relational and unstigmatised support characterised by empathy, 

sympathy and care.  

 

These characteristics are consistent with other research exploring aspects of successful 

self-management including social and practical support (Gallant, 2003; Munir et al., 2005b, 

2009a).  

 

Workers need managers to empower their self-management via flexibility (RO3). This finding 

corroborates a previous qualitative study of workers wherein control over job tasks and 

manager support, and importantly over how and when things were done, affected workers 

ability to self-manage asthma symptoms (Heinrichs et al., 2018). Similar to research 

examining workers negotiation of work modifications, inflexibility resulted in workers not 

being supported (Foster, 2007), not self-managing and being disempowered in modification 

processes (Paulides et al., 2019). This could be because, as indicated in the Study 3 

employer interviews, the importance of LTC self-management is not appreciated (RO4).  

 

For workers, the formality of flexibility arrangements, such as reduced hours or time off for 

appointments achieved via formal modification requests, did not matter so much as having 

flexibility (RO3). This adds new evidence to the form that flexibility usefully can take. It 

transpires that less formality and more leeway characterised as having the freedom to 

rearrange work to self-manage, was preferred. In a qualitative study of workers with lower 

back pain, leeway allowed people to adjust work to reduce discomfort and could enhance 

workers sense of being valued and trusted (Tveito et al., 2010). This might help tackle the 
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problems highlighted with stigma in the interview studies. However, informality could be 

contradictory to the appetite for workplace policies employers shared in Study 3 and UK 

legal reasonable adjustment duties (The Equality Act, 2010). Managers might be 

uncomfortable stepping outside of legal processes to achieve flexibility given their 

responsibilities for managing human resource risks. Consequently, achieving less formality 

and more leeway could be challenging for workers with LTCs.  

 

Evidence suggests that workers with LTCs are able to make their own modifications though 

are not always supported, and that modifications could enhance workers’ confidence in their 

workability (Coole et al., 2010). This project adds to the literature about the constraints of 

work modifications and potential problems with legal stipulations. It strengthens the case for 

common flexible working practices beyond modifications and from an LTC self-management, 

rather than disability rights or return to work perspective. There is a need to consider 

managers’ knowledge and competency for flexibility and modifications to ensure that 

changes for LTC self-management can be facilitated. This could entail manager training and 

learning and development interventions. 

 

Despite the importance of manager support (Varekamp et al., 2013; Wynne-Jones et al., 

2011) and some positive participant experiences, the qualitative data demonstrates that not 

everyone’s manager possess the three characteristics discussed earlier (empowerment to 

self-manage; flexible work practices; and consistent empathetic support). Studies show that 

manager support for LTCs is highly variable (Nelson et al., 2016) and, as others have found 

(de Boer et al., 2017; Ruston et al., 2013), the workers in this project shared experiences of 

lacking control due to inflexibility, managers declining modifications, encouraging non-

disclosure, prioritising work demands, recommending sick leave rather than work 

modifications and lacking understanding.  

 

As discussed in Chapter 2, self-efficacy beliefs and illness representations including control, 

regulate workers self-management. These are influenced by verbal support such as a 

manager encouraging a worker to self-manage in a conversation, emotional arousal 

including a workers cognition about undertaking an activity and possibilities for control 

(Bandura, 2002). Therefore, workers discouraged from openly self-managing, aroused to 

worry about doing so and believing they are not empowered, are unlikely to be activated to 

self-manage at work. Moreover and according to stress-coping theory (Lazarus & Folkman, 

1984), unsupportive managers can lessen a workers ability to cope with an LTC if they 

believe they are unable to undertake required behaviours. Therefore, if workers are to 
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accept and undertake the self-management responsibilities that the employers in Study 3 

attribute them, unequivocal manager support is needed. 

 

Largely consistent with other workplace studies highlighting the importance of manager 

support for workers with LTCs (Munir et al., 2009a; Nelson et al., 2016; Stochkendahl et al., 

2015; Wynne-Jones et al., 2011), managers were viewed as workers’ main source of 

support (RO4) including by employers. This adds to earlier research reporting the 

importance of manager support for workers with health problems (Evans-Lacko & Knapp, 

2018; Nelson et al., 2016), encouraging self-management and self-efficacy for modifications 

(Munir et al., 2009a). This project’s qualitative data suggests that to be activated to self-

manage and act efficaciously, workers need to believe they are able to undertake 

behaviours such as modifying hours. Although managers can sanction flexibility including 

modifications and implement policies to enable this, that does not mean that they do. 

Certainly, specific responsibilities for supporting LTC self-management are not clearly 

delegated by employers to managers. However and aligning with previous studies (Nelson 

et al., 2016), employers recognised that workers experiences vary by manager due to 

stigma, LTC literacy and relational features of empathy, sympathy and care. As workers with 

health problems view poor manager relationships negatively (Buck et al., 2011), this is likely 

to affect their appraisal of and confidence to self-manage and coping ability.  

 

These findings build on previous understanding of the importance of manager support to 

LTC self-management (Munir et al., 2009a; Summers et al., 2014) by showing that, in the 

employers’ opinion, the provision of support rests almost entirely on managers. In Study 3, it 

was made clear that managers are unlikely to have been made aware of these 

responsibilities. As a result, workers with LTCs might not get the support they need. 

Employers appear to need guidance to make sure they do. Therefore, it is plausible to 

suggest that employers clarify how they expect managers to support workers’ LTC self-

management and upskill them. This could involve enhancing their own knowledge and 

understanding to do so. 

 

Work Stress, Demands and Work Engagement. 

In Study 1, participants with LTCs reported more work stress compared to those without, 

suggesting LTCs might increase a person’s vulnerability to work stress (hypothesis 1). This 

is consistent with a Dutch study, in which workers with LTCs generally reported less 

favourable working conditions compared to those without (Donders et al., 2007). Specifically, 

workers with mental health LTCs perceived the most work stress (hypothesis 2) further 
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corroborating the case for workplace mental health support (RO3). In stress coping theory, 

people appraise stressors by considering perceived demands and their resources to cope 

(Lazarus & Folkman, 1984). The findings suggest that workers’ ability to cope with stress is 

influenced by their LTC status, and that those affected have fewer resources to cope. This 

could be due to the additional demands of an LTC or poor social support (RO2). As 

mentioned in Chapter 4 and in line with the job-demands-control-support model (Fila, 2016; 

Johnson & Hall, 1988), this suggests workers with LTCs are at risk of job strain. Certainly, 

the qualitative data included accounts of potential strain such as presenteeism and not self-

managing by returning from sick leave too soon.  

 

Although the findings demonstrate that work stress can distract workers from self-managing 

(RO2), there was no suggestion in Study 3 that employers appreciate workers with LTCs 

could be more stressed. Stress is known to increase ill-health risks and could increase the 

risk of comorbidities for workers with LTCs (Siegrist & Li, 2018). Moreover, stress can 

negatively affect work engagement, which in this project was associated with changes in 

workers self-management confidence (hypothesis 8) (RO2). For Schaufeli and Salanova 

(2007), work engagement is a positive and energetic state of wellbeing related to work (as 

cited in Xanthopoulou et al., 2008). So it is probable that disengagement would undermine 

self-management for workers who might not have the energy, vigour or dedication to self-

manage (Schaufeli et al., 2006). Therefore, employer support to help workers manage stress 

and enhance work engagement could be beneficial to self-management. 

 

Employers’ Views. 

As discussed in Chapter 6, employers were broadly unaware of LTC self-management 

(RO4). As a result the support provided is not really concerned with it. More general primary, 

secondary and tertiary forms of support were described for rehabilitative and promotional 

aspects of workers health. These included wellbeing programmes, benefits and policies 

including work modifications and EAPs. This could help explain the qualitative findings in 

which some workers described their employer being uninterested in supporting their LTC. 

Overall, the findings suggest that employers do not realise the control they can exert over 

workers management of an LTC. 

 

Some employers’ views about LTC self-management support needs aligned with workers 

own views (RO4). Both highlighted empowerment, openness, disclosure, stigma, 

modifications, workplace policies and manager support as impactful work features (RO2). 

The employers acknowledged that they might not meet everyone’s support needs. 
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Nonetheless, they want to and the Study 2 diary findings provided some evidence of workers 

support needs being met over time. Despite this evidence demonstrating shared views and 

promising workplace support, employers had different perspectives about support and how it 

is operationalised. 

 

For employers, workplace support rests entirely on workers disclosing an LTC. Support is 

then regulated via workplace policies implemented by managers. In a study of obstacles to 

remaining at work (for people with health problems), Buck et al (2011) similarly highlighted 

the importance of workplace policies to workers such as for flexible working. In contrast, 

workers want informal support for autonomy to self-manage when they feel they need to via 

open, informal flexibility and leeway (RO3 and RO4). Moreover, in a study of a workplace 

CDSMP, Smith et al (2015) suggested that self-management support needs to be fitted into 

work. Similarly, the employer’s view is that support is balanced (as is workers self-

management), within the constraints of job demands and working time (RO4) meaning 

support is not always available. This adds to the evidence for work demands being 

prioritised over self-management (Loerbroks et al., 2018). Therefore, self-management 

might not be supported because a manager is unaware of an LTC. This may be due to an 

ineffective or poorly implemented policy, or because of a perception that work tasks take 

priority. These could stop workers self-managing an LTC (RO1).  

 

Differences in opinion about what, when and how an LTC is self-managed at work could 

undermine workers engagement and appraisal of their ability to self-manage. Potentially, this 

could affect their health, QoL and work outcomes. So, while employers want to support 

workers and attribute health management responsibilities to them, they might not realise the 

control they have over people’s LTC self-management. This could put workers in a 

challenging position. On the one hand the Study 3 employer findings suggest workers are 

responsible for managing an LTC to maintain health to work. On the other hand and 

paradoxically, only when their manager says so. Given the association of activation with self-

efficacy, current workability and wellbeing (hypothesis 3) this highlights the importance of 

reconciling these views and the risks of not. 

 

8.1 Methodological Considerations, Strengths and Limitations 

Whilst this project has limitations it provides novel findings that are relevant to employers, 

and useful for inclusion in self-management support models. The studies’ strengths and 

limitations were discussed in each study chapter. This section discusses the overall 

methodological considerations and limitations.  
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A major strength of the project is its use of mixed methods to bring together complex and 

novel quantitative and qualitative data from workers and employers. Survey, diary and 

interview study techniques meant complex characteristics of workplace LTC self-

management were explored. The findings provide new insight to workers LTC self-

management and employers’ views. Mixed data from workers with and without LTCs, with 

different types of LTCs, varying levels of activation and self-efficacy, workability and 

wellbeing were collected. Rich qualitative data were collected from an array of employer 

participants including HR, wellbeing, OH, health and safety and business owners including 

line managers. Thus, a key strength is the research was not solely reliant on ‘university’ 

samples which can create generalisation problems (Hanel & Vione, 2016). Participants were 

recruited from across industry sectors representing well regarded UK employers. 

Consequently, despite some limitations, this research presents the first comprehensive 

picture of UK workers’ LTC self-management and support needs, along with representative 

employer views. 

 

The project’s main limitations relate to its sample size and limited longitudinal perspective. 

The Study 1 sampling strategy informed all others and as discussed in Chapter 4, the 

sample of workers with LTCs was smaller than anticipated. Consequently, the findings are 

not necessarily transferable to other workers or workplaces. While the cross-sectional 

studies provide an empirical insight to workers LTC, work and self-management 

characteristics, causal relationships between the variables cannot be ascertained. Also, the 

Study 2 diary sample was smaller and the attrition rate higher than anticipated meaning a 

fairly narrow longitudinal view of self-management is provided.  

 

Four reasons help explain this: 1) recruiting employers to distribute the Study 1 survey was 

problematic and impeded access to workers; 2) many workers were alerted to the survey by 

their employer, or to the studies distantly by the researcher via LinkedIn or email - 

consequently engaging workers directly to ensure awareness and encourage participation 

was mostly impossible; 3) workers who did not need to self-manage at all or at work may 

have considered taking part irrelevant; and 4) taking part was considered burdensome due 

to time constraints and work demands. Nonetheless, for the first time relationships between 

workers activation and disclosure, self-efficacy, workability and wellbeing; workers stress 

and LTC status; and workers self-management confidence and work engagement were 

assessed.  
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Three limitations standout. Firstly, in hindsight and despite being piloted the Study 1 survey 

was overly comprehensive. While the literature and research questions informed the 

survey’s content and the data provides a novel and detailed insight, its length and depth 

could have deterred participation. The survey design was affected by the measures it used 

including the 13-item PAM and 26-item HSE Management Standards. Shortened more 

convenient measures (Schouten et al., 2016) might have helped enhance participation. 

Survey research is not a ‘quick and dirty optionô (Kelley et al., 2003, p. 266) and there is a 

fine balance to be struck between gathering a detailed picture and participant burden. Also, 

the design meant that each study partly informed the next. As discussed in Chapter 5, the 

researcher is confident that the time-lag between studies, mainly due to the research being 

undertaken part-time, influenced workers engagement with the project.  

 

Secondly, participants self-selected to take part in the studies and self-reported LTCs, self-

management and work characteristics. Therefore bias and error may have occurred 

(Rosenman et al., 2011). Workers might have been more or less likely to participate based 

on their self-management confidence or LTC severity, workers could have reported LTCs 

not medically diagnosed or answered questions in a way they believed was desired. 

Consequently, the characteristics and relationships presented could be misrepresented. 

Regarding the interview studies, workers might have participated to expose grievances with 

employer support. Employers might have felt pressured to provide more favourable views to 

a third party. The findings could then present a skewed and misleading picture of workers 

self-management support needs and employers’ views, questioning their generalisability. 

Nonetheless, the mixed methods were identified to counterbalance these biases by 

exploring similar self-management and work characteristics, from both an interpretivist and 

positivist stance. 

 

Thirdly and as discussed in Chapter 4, non-mental health and MSK conditions were 

amalgamated into a group of other conditions. While this enabled the statistical testing of 

relationships between LTC groups, the other data should be interpreted with caution. 

Commonalities exist across LTCs, but the data may not reflect common characteristics of 

the amalgamated conditions. For example, the demands of self-managing a neurological or 

digestive LTC could be quite different. A further source of uncertainty is the project’s analytic 

focus on single LTCs meaning comorbidities are unaccounted for. Whilst many self-

management studies focus on single LTCs (Gobeil-Lavoie et al., 2019), clinicians advise to 

exercise caution applying LTC specific advice to people with comorbidities (Hanlon et al., 
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2019). This principle applies to the project’s findings and its conclusions should be read with 

this in mind. 

 

A feature of this project was its use of robust and validated measures to assess workers 

self-management confidence including activation and self-efficacy (Ahlstrom et al., 2010; 

Edwards et al., 2008; Hibbard & Gilburt, 2014; Jääskeläinen et al., 2016; Kerr et al., 2009; 

Prey et al., 2016). Whilst these are validated measures with good face validity, no current 

scales exist to specifically measure people’s workplace LTC self-management support 

needs. There appears to be an opportunity for bespoke (or new) measures to specifically 

examine workers’ self-management support needs.  

 

Lastly, the sequential explanatory methodological approach taken (discussed in Chapter 3, 

Section 3.2) translated into clusters of studies being undertaken during the project. The 

research process meant that studies did not neatly take place one after the other. Given 

recruitment difficulties (including the survey being open for longer than anticipated) some 

studies overlapped. As a result, while study 2, 3 and 4 were informed at least in part by 

those earlier, some analysis and data collection overlapped e.g., the survey and interview 

studies. Therefore, insights could have been overlooked that analysis had not yet unveiled 

meaning they were unaccounted for in later studies. This also had a burdensome effect on 

the researcher’s time who was, at points, managing multiple aspects of separate studies. 

 

8.2 Implications of the Findings 

The project has shown that whilst workplace LTC self-management support is needed, 

typically workers do not receive support and employers need guidance providing it. This 

evidence goes a considerable way to enhance our understanding by providing a much 

needed and original insight to workers’ self-management support needs, and to employers’ 

views. Existing workplace support is insufficient to support workers’ LTC self-management. 

Partly, this relates to managers’ providing ineffective and unguided support and a generally 

poor self-management knowledge, meaning the workplace is not conducive to self-

management. This has important implications for employer policies and practices and 

specifically for managers. Overall, the findings identify a substantial role for employers in 

supporting workers LTC self-management and highlight influencing psychosocial factors. 

Other self-management research shows that adopting a psychosocial approach is helpful in 

capturing workers self-management experiences (Heinrichs et al., 2018; Heinrichs et al., 

2019; Loerbroks et al., 2018). The present project enables a potential step further, through 
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application of the research findings to the design of a psychosocial model of workplace LTC 

self-management support.  

 

A Proposed Psychosocial Model of Workplace LTC Self-Management Support. 

No workplace LTC self-management support models exist. The research findings can be 

combined and a psychosocial model of workplace LTC self-management support is 

proposed. The proposed model, which takes account of existing knowledge supplemented 

with the present findings, is illustrated in Figure 8.1. The model is inspired by Feuerstein et 

al’s (2010) framing of work in cancer survivors and is informed by the present project’s 

conceptual Flags backdrop (Kendall et al., 2009). It comprises of three component parts 

including: 1) workers self-management responsibilities;  2) workers psychological support 

needs; and 3) workers social support needs. Potential support needs and obstacles are 

categorised by the conceptual yellow, blue and black Flags (introduced in Chapter 2, Section 

2.3.3, p. 35). Yellow Flags relate to the worker and broadly, blue Flags relate to the worker 

and workplace, black Flags to the workplace and organisation.  

 

Drawing on the findings this aims to help improve workplace LTC self-management support. 

Practically, the model focuses attention to Flag features supportive (or otherwise) of LTC 

self-management. Responsibilities relate to workers understanding of how, what and when 

to self-manage. Dimensions of psychological support concerns workers having adequate 

internal resources to self-manage, whereas social support relates to workers having 

adequate workplace support from others to self-manage. Enablers relate to the work 

features necessary for LTC self-management. Outcomes relate to the desirable effects of 

support including a worker engaged and confident about self-managing an LTC at work. 

 

It has been suggested that managers would benefit from work interventions to improve 

support for workers with LTCs (Gayed et al., 2018). As a first step this model could be used 

by managers to generate informal exploratory discussions with workers about LTC self-

management that do not currently happen. The model could also be used to develop a tool 

for managers to use with a view to identifying workers support needs and work through the 

support options. Potentially, as part of an intervention mapping approach which is a 

framework for developing theory and evidence based health promotion programmes (Bosma 

et al., 2020b). Yellow Flag discussions could include talking about whether a worker felt 

confident about self-managing or being open. Blue and black flag discussions could overlap 

and include talking about work and broader occupational features. For example, whether a 

worker needed more job flexibility, was concerned about warnings under a workplace 
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absence policy or how they are seen by others. In this way the model’s component parts can 

be viewed as a set of guiding principles and pathways for supportive discussions between 

managers and workers, in order to agree a plan for workplace LTC self-management. 

 

Thus, it provides a tool to facilitate a workplace LTC self-management support narrative that 

at present is missing. Just as clinicians need support having work related conversations with 

patients (Bartys et al., 2019), the model is a support tool for managers. It could facilitate an 

agreed and written self-management plan to ensure clarity between workers and managers 

(Waddell & Burton, 2004), and meet the preference for structure indicated by the employers 

in Study 3 interviews. Additionally, the model could generate hypotheses for future studies 

and inform adaptions of the CDSMP for UK workplace intervention studies. 
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• Disclosure to access support;

• Acquire and maintain knowledge, skills and confidence;

• Undertake self-management, manage LTC fluctuations and progression;

• Integrate self-management and minimise work impact.

Worker Responsibilities

Workers understand how, what and 

when to self-manage at work.

Psychological Support Needs

Ensuring workers have sufficient 

internal resources to self-manage an 

LTC at work.

Social Support Needs

Ensuring the relationship between LTC 

self-management and work is clear and 

enabled in work settings.
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Self-efficacy 
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Trust 
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LTC disclosure 
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Flexibility 
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Stigma 
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Self-management 
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ENABLERS 

Overlapping 

FIGURE 8.1. A Psychosocial (Flags) Model of Workplace LTC Self-Management Support. 
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8.3 Future Directions 

Little literature exists examining the influence of work on LTC self-management (Gallant, 

2003). Workplace interventions designed to enhance workers self-management confidence 

are limited (Smith et al., 2015). Psychosocial approaches are recommended for 

consolidating complex interactions between health problems, psychological and social 

factors (Lunt et al., 2007), for helping identify workplace problems (Kendall et al., 2009) and 

successfully applied in self-management and intervention studies (Heinrichs et al., 2019; 

Heinrichs et al., 2018; Taylor et al., 2014). One natural progression of this work is to 

implement and test the proposed psychosocial model in a work setting through a controlled 

trial.  

 

The findings have several other implications for future research. Obvious areas include 

projects similar to this but with a greater longitudinal focus and larger samples. This could 

afford a more dynamic insight into workers’ activation, self-management and work 

characteristics over time, and that this project was unable to provide. Understanding 

workers’ activation and self-efficacy to self-manage, work engagement and the effects of 

working conditions longitudinally using larger samples, would build on this evidence to 

further our knowledge about workplace LTC self-management. This could help researchers 

and employers decide if targeting activation, stress and work engagement is worthwhile, and 

further refine the proposed psychosocial model. 

 

Other areas warrant specific attention. Firstly, considerably more work needs to be done to 

explore the relationship between workers activation and self-efficacy, work and QoL 

outcomes, and manager’s self-management support. This data suggests that better self-

efficacy, workability and wellbeing could be achieved through improved activation and 

manager support. This could enhance workers LTC self-management (Hibbard, 2014; 

Hibbard et al., 2007), coping and minimise adverse outcomes. Future research could 

introduce and assess workplace activation interventions using the proposed model. Also, 

given Study 1’s inference that workers with more support are not necessarily more activated 

or self-efficacious, studies should explore the effects of support on these variables in greater 

depth. Studies could also measure theoretical elements not accounted for in this project. For 

example, workers readiness to change in activation. 

 

Secondly, LTC disclosure is important for accessing workplace support for flexibility. The 

Study 1 findings suggest disclosure is not necessarily related to better activation and self-

management confidence, and the qualitative data evidences disclosure might not lead to 
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support. Ideally, disclosure would optimise workers opportunity to self-manage an LTC at 

work. If this is not the case, the reasons need to be understood. Future and larger studies 

should consider this further and model the relationships between disclosure and activation, 

self-efficacy and support resources including work modifications. Studies could incorporate 

measures of stigma in addition to workers and employers views. The idea of multiple LTC 

disclosures for support due to fluctuations in episodic and progressive symptoms over-time, 

also warrant investigation.  

 

Thirdly, this research has thrown up many questions about the role of the employer but 

mostly managers. Manager support is a vital issue for future workplace LTC self-

management research. Earlier studies already recommend the introduction and evaluation 

of knowledge interventions for managers to improve support for workers with LTCs (Munir et 

al., 2009a). However, the present project’s findings suggest that gaps in manager support 

are likely to remain. More needs to be done to improve managers’ knowledge and 

understanding of self-management to improve the support they give to workers with LTCs. 

To inform workplace interventions, future research should focus on supporting managers to 

establish their knowledge and understanding of LTC self-management, their motivations for 

providing support and stigmatising beliefs. In particular, studies should identify problems 

facilitating flexibility, work modifications and focus on managers decision making processes 

in this context. 

 

Fourth, attention should be paid to features of work stress and engagement. Although work 

engagement is at the heart of employment relationships and can enhance productivity 

(Macleod & Clarke, 2009) it is not, to the researchers’ knowledge, considered important for 

LTC self-management purposes. Nor are work stressors examined as potential LTC self-

management obstacles. The Study 1 data showed that workers with LTCs perceive more 

work stress. Study 2 showed that work engagement related to changes in workers’ self-

management confidence. To inform further research, longitudinal studies are needed 

extending the relationships shown in the studies. Work engagement and stress measures 

should be incorporated into broader LTC self-management studies.  

 

Fifth, the workforce is ageing (Black, 2008) and the severity of many LTCs fluctuate and 

worsen over time. Therefore, a better understanding of the effects of LTC severity and age 

on workers self-management and work characteristics should be developed. In this 

research, condition severity was negatively related to key self-management characteristics, 

whereas age was positively related. Given this, the increasing global burden of LTCs (Hajat 
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& Stein, 2018) and as people are working for longer (Black, 2008), a better understanding of 

these impacts is critical. For example, given the importance of mastery and peer modelling 

to self-management confidence (Bandura, 1997), deciphering the influence of age might 

reveal new support opportunities. 

 

Finally, this project raises an overarching question. Why is self-managing an LTC at work 

not viewed as essential by workers or employers? This ambiguity might relate to poor 

knowledge about the evidence for self-management, but could be amplified by work 

demands or current provisions intended to help workers with LTCs. Much workplace health 

support is bound in policies, processes and law. However, while modifications (reasonable 

adjustments) can enable LTC self-management, the UK’s Equality Act (2010) and Doctor’s 

fit notes are silent on it. Moreover, to ascertain if adjustments are reasonable under the Act, 

an objective test is applied to the circumstances (including of an LTC, employer resources 

and work demands) thus not necessarily accounting for what a worker believes they need. 

Consequently, adjustments for LTC self-management might not be made for reasons not 

attributed to workers. This infers that self-managing an LTC at work is elective.  

 

Coupled with an employer’s potential request for OH or GP referrals for written reports 

containing evidence of an LTCs effects, workers could be disempowered in getting the 

support they think they need. This conflicts with the principles of self-management and the 

concept of the expert and empowered patient (Department of Health, 2001; Whittemore & 

Dixon, 2008). If the value of self-managing an LTC is veiled or not on a par with work 

demands, then implementing workplace self-management support interventions could be 

problematic. This is an interesting topic for future policy-related studies. 

 

8.4 Summary and Conclusion 

This project examined if workers with LTCs need workplace self-management support. The 

findings lead to the conclusion that they do. This has important implications for employers. 

Various studies and research methods were used to explore this topic which included 

workers’ activation, self-efficacy and working conditions, employers’ views and psychosocial 

perspectives. This research is the first to give such a deep and original insight into 

workplace LTC self-management support, integrating views from UK workers with different 

long-term conditions and the views of employers and managers. The research has shown 

that an interaction of psychosocial factors including workers perceived demands, control and 

support affects people’s ability to fit LTC self-management around work. A key finding is that 

the workplace is not currently viewed as a venue for self-managing an LTC. The project has 
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also shown that self-management support is not purposely provided at work, that LTC 

disclosure might not always help workers self-manage and that employers might not realise 

the control they can exert on workers LTCs. Whilst the evidence shows employers have an 

important role, they need guidance in supporting LTC self-management and workers need 

manager support for flexibility to be empowered to self-manage. In sum, workers want to be 

easily able and empowered to manage LTCs themselves at work. There is considerable 

opportunity for self-management support for LTCs in work settings (Smith et al., 2015). 

Using the conceptual Psychosocial Flags Framework, this research is the first to propose a 

workplace psychosocial LTC self-management support model. Unless traditional models of 

healthcare change, the employers role will remain unintegrated potentially leaving workers 

LTC self-management unsupported. The proposed model is offered as one that could help 

improve self-management support for workers with LTCs and guide employers to improve 

health and work outcomes, accepting that it requires further work to validate and refine. 
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Appendices 

Summary of Studies Presenting Evidence for Work Modifications for LTCs. 

Author (year) Aim Design Sample (n) Health Condition (n) Findings 

de Boer et al., 

(2017). 

Identify factors affecting 

employer’s management of 

employed cancer survivors. 

Systematic 

review. 

26 qualitative and 10 

quantitative studies. 

Diagnosed and treated 

for cancer. 

Work modifications perceived as 

burdensome by some managers. 

Baanders et al., 

(2001). 

Quantify adjustment 

prevalence and explore 

relations with work problems, 

LTC and work characteristics. 

Panel of patients 

with LTCs, 

longitudinal study. 

556 workers in the 

Netherlands. 

Various LTCs. Adjustments are used by a limited worker 

number, 15.7% received including reduced 

hours, work pace and altered work 

schedules. 

Bastien & 

Corbière, 

(2019). 

Depict the adjustment 

practices of HR or employers 

as part of return-to-work after 

depression. 

Qualitative semi-

structured 

telephone 

interview study. 

n = 219 HRD and 

employer 

representatives. 

Employer or HRD of an 

organisation. 

Adjustments mainly related to work 

aspects such as work scheduling to the 

neglect of psychosocial factors including 

other supports (i.e., colleagues, medical). 

Bell, (2015). Review the role and 

application of the UK Equality 

Act work adjustments.  

Review of the 

grey, academic 

and industrial 

literature. 

n/a. Mental health 

conditions. 

Adjustments are a valuable support but 

restricted by legal interpretations. 

Boot et al., 

(2013). 

Explore the prevalence and 

effects of work adjustments for 

LTCs. 

Longitudinal, 

survey study. 

n = 7,687 Dutch workers. Mental health n=526, 

MSK n=3193, 

Respiratory n=1,141, 

Cardiovascular n=548, 

Diabetes n=447. 

22% of workers received adjustments, 

30% reported a need for adjustments. 

Requirements for adjustments is higher 

than their prevalence and related to 

reduced sick leave. 
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Author (year) Aim Design Sample (n) Health Condition (n) Findings 

Clayton et al., 

(2012). 

Review of work adjustment 

experience studies. 

Systematic review 

of 5 OECD 

countries. 

n = 10 studies. Employed and 

unemployed people 

with LTCs and/or 

disability.  

Flexible working adjustments and 

perceived control of work demands 

enhances employment and are related to 

return-to-work. Adjustments recommended 

on a larger scale. 

Coole et al., 

(2010). 

Describe adjusted work 

experiences of workers with 

lower back pain. 

Qualitative, semi-

structured 

interview study. 

n=25 employed patients. Back pain. Workers make informal adjustments and 

are affected by their sense of control. 

Adjustments were received informally from 

managers cautiously. Limited OH 

adjustments support. 

Foster & Fosh, 

(2010). 

Examination of workers 

attempts to negotiate 

adjustments and workplace 

representation. 

Qualitative semi-

structured 

interview study. 

n = 20. 

 

n = 20 self-reported 

disabled public-sector 

workers. 

Workers struggle to secure basic 

adjustments. Adjustments are negotiated 

individually and depend on the knowledge 

and attitudes of poorly trained managers. 

Processes could lead to bullying resulting 

in stress and ill health. Adjustments are 

underappreciated with a lack of 

organisational process. 

Holland & 

Collins, (2018). 

Exploration of experiences of 

working after onset of 

rheumatoid arthritis. 

Qualitative semi-

structured (6-

month) interview 

study. 

n = 11 workers. Rheumatoid arthritis. Adjustments enabled people to keep 

working and restore work capacity but can 

facilitate presenteeism. Policies should be 

flexible. 

Johansson et 

al., (2006). 

Assess whether return-to-work 

is affected by worker’s ability to 

adjust work (decision latitude).  

Cross-sectional 

survey study. 

n = 3,056 workers who 

had taken sick leave for 

90 days in 2000.  

Affected by one of 16 

ICD-10 diagnoses 

including depression, 

MSK disorders etc. 

Likelihood of return-to-work increased with 

the number of opportunities to adjust work. 

Effective adjustment types need to be 

determined. 
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Author (year) Aim Design Sample (n) Health Condition (n) Findings 

Leslie et al., 

(2015). 

Analyse the percentage of 

workers who utilise work 

adjustments and why. 

Cross-sectional 

survey study. 

n = 746 workers. multiple sclerosis. 87.7% of adjustments were made. LTC 

severity, symptoms and cognitive 

impairment were related to adjustments 

need. Adjustments do not promote job 

satisfaction. 

Little et al., 

(2011). 

Examine improvements in 

mental health knowledge, 

attitudes and work practices of 

British employers (2006-2009). 

Longitudinal 

telephone 

interview survey 

study. 

n = 500 chief executive 

officers, managing and 

finance directors and HR 

representatives. 

Mental health 

conditions. 

Less than one third of employers have 

mental health policies. Adjustments 

arrangements need to be more formal and 

training provided. 

Mannerkorpi & 

Gard, (2012). 

Identify the health problems 

and work difficulties hindering 

work continuation. 

Qualitative, focus 

group interview 

study. 

n = 27 employed females Fibromyalgia. Opportunities to adjust work tasks and 

work environment were key factors 

influencing whether affected women could 

work. 

McDowell & 

Fossey, (2015). 

Investigation of types and aims 

of work adjustments provided 

and their cost/benefits. 

Scoping review. n = 9 studies. Mental health 

conditions. 

Common adjustments were flexible 

working, jobs, training and supervision. 

Adjustments are important to people with 

mental health conditions. Legal information 

about adjustments is needed. 

Munir et al., 

(2005a). 

Measurement of work 

limitations and adjustments in 

a group of chronically ill 

workers. 

Cross-sectional 

survey study. 

n = 610 workers with 

LTCs. 

Various LTCs.  Adjustments were more available where 

physical adjustments are required. 30.3% 

received an adjustment. Disclosure is a 

predictor of adjustments. 

Nelson et al., 

(2016). 

How do supervisors 

accommodate and support 

workers with chronic 

conditions? 

Semi-structured 

interviews. 

n = 32 insurance 

company supervisors 

Various LTCs. Supervisors regularly interact with workers 

to accommodate LTCs. More authority and 

flexibility enables supervisors to modify 

work. 
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Author (year) Aim Design Sample (n) Health Condition (n) Findings 

Nilsson et al., 

(2013). 

Investigate perceived and 

received social support from 

managers and colleagues, 

including adjustments and 

relations with sickness 

absence. 

Cross-sectional 

survey study. 

n = 605 female workers 

affected by breast 

cancer. 

Breast cancer 

treatment for a first 

diagnosis. 

Low levels of work adjustments were 

associated with greater sickness absence. 

Paulides et al., 

(2019). 

Systematically review the 

literature about work disability 

in people with inflammatory 

bowel disorders (IBD) 

Systematic 

review. 

6 studies, n = 7,700 

workers. 

IBD including Crohn’s 

and ulcerative colitis. 

Workers with IBD need adjustments but 

have problems asking for and arranging 

adjustments. Better practical and 

information about work resources are 

needed. 

Ruston et al., 

(2013). 

Exploration of diabetic workers’ 

experiences of managing their 

LTC at work. 

Qualitative semi-

structured 

telephone 

interview study. 

n = 43 workers with 

diabetes. 

Type 1 or 2 diabetes. Due to work demands, stigma concerns 

and poor managerial support, workers 

adapt their disease management to their 

job putting their health at risk.  

Vooijs et al., 

(2015). 

Provide an overview of 

effective work interventions 

enhancing the work 

participation of people with 

LTCs. 

Systematic 

review. 

9 reviews. Various LTCs. Studies of effective interventions for 

people with LTCs are mainly concerned 

with work changes (i.e., making 

adjustments, flexibility etc).  

Vornholt et al., 

(2018). 

Summarise the research 

relating to disability and 

employment obstacles. 

Review of the 

grey and 

academic and 

industrial 

literature. 

n/a Mental health 

conditions. 

Non-disclosure is an obstacle to 

adjustments. Disability is a negative 

interaction between LTCs and 

environment. Obstacles are attributed to 

the work context. 



  Appendix 1    

 

 

 

273 

Author (year) Aim Design Sample (n) Health Condition (n) Findings 

William, (2016). Exploration of whether and 

how adjustments are secured 

at work. 

Life history, semi-

structured 

interviews. 

n = 31 graduates, 

including 21 workers. 

Self-reported disabled 

(including physical, 

sensory, multiple and 

learning conditions). 

Time related adjustments were most 

requested. A majority secure adjustments. 

Adjustment processes are protracted, and 

employer knowledge of disability effects is 

an important determinant of securing 

adjustments. 
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Summary of Studies Presenting the Evidence for Workplace Health Promotion Programmes. 

Author (year) Aim Design Sample Target 

Behaviour(s) 

Findings 

Davies, (2015).  Determine if WHPs reduce 

presenteeism and absenteeism, 

improve health and identify the 

effect of interventions. 

Systematic 

review. 

n = 10 studies. Absence, 

presenteeism, 

health 

improvements. 

Results were unable to identify if 

programs reduce absenteeism or 

presenteeism. Better WHP engagement is 

needed. Some elements could improve 

physical health, but more benefits with 

targeted psychological and emotional 

aspects. 

Goetzel & 

Ozminkowski, 

(2008). 

Review of WHP research to 

assess health and cost benefits of 

WHPs. 

Literature 

review. 

n/a. n/a. WHPs embedded in work cultures are 

more likely to succeed and access is key. 

Promising WHP practices are multifaceted 

and reliant on leadership support, 

organisational culture, needs analysis, 

support self-care and participation. 

Hill, (2007). Review of the evidence for 

workplace interventions to prevent 

and manage common health 

problems. 

Evidence 

review. 

33 systematic, meta and 

Cochrane reviews. 

n/a. The evidence for health promotion is 

limited. Implementing work health 

interventions needs a multi-model 

approach and worker, and employer 

cooperation.  

Kuoppala et al., 

(2008). 

Explore relationship between 

WHP, job, wellbeing, workability, 

absence and retirement. 

Systematic 

review. 

n = 45 studies. Absence, 

wellbeing, 

workability, 

retirement. 

Work promotion is valuable for wellbeing 

and workability, and moderate evidence 

that health promotion decreases absence. 

Education and psychological means alone 

do not appear effective. 
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Author (year) Aim Design Sample Target 

Behaviour(s) 

Findings 

Maes et al., 

(2012). 

Summarise the evidence for 

effective work interventions to 

promote dietary behaviours and 

increase physical activity. 

Systematic 

review. 

n = 30 studies. Dietary & physical. Limited to moderate evidence for positive 

effects of dietary workplace interventions.  

Malik et al., 

(2014). 

Review of workplace physical 

activity intervention effectiveness 

and methodological quality. 

Systematic 

review. 

n = 58 studies. Physical. 32 studies showed a statistically 

significant increase in physical activity 

against a control group at follow-up. Some 

evidence interventions are efficacious but 

inconclusive. 

Gayed et al., 

(2018). 

Investigate the effects of MHFA 

programme on manager 

knowledge, attitudes, confidence 

and behaviours towards workers 

with mental health LTCs and its 

effect on absence. 

Cluster RCT of 

line managers 

MHFA. 

n = 128 managers. Sickness absence 

and managerial 

support. 

Mean rate of sickness absence reduced in 

the intervention group. MHFA could lead 

to a reduction in work-related sickness 

absence. 

Milner et al., 

(2013). 

Develop and test a model of 

leadership support (based on 

social exchange theory) for WHP 

and worker wellbeing. 

Cross-sectional 

employer and 

worker survey. 

n = 71 organisations 

n = 11,472 workers 

n/a. Leaders support for WHP was important 

at the level of providing access to WHP 

support. Leaders should show their 

commitment to WHPs through work 

policies and practices. 

Nöhammer et 

al., (2011). 

Investigate the potential benefit of 

WHPs to worker wellbeing from an 

workers’ perspective. 

Quantitative 

survey study. 

n = 237 white-collar workers. Wellbeing. WHPs improve worker wellbeing. 

Physical-cognitive and emotional 

wellbeing benefits were mostly felt by 

participants.  



  Appendix 2    

 

 

 

276 

Author (year) Aim Design Sample Target 

Behaviour(s) 

Findings 

Osilla et al., 

(2012). 

Analyse the impact of WHPs on 

health and financial outcomes, and 

the effect of incentives. 

Systematic 

review. 

n = 33 studies evaluated 63 

outcomes  

General health. Mixed results for effectiveness of WHPs 

on health related behaviours (i.e., 

smoking) and evidence for effects on 

absence and mental health are lacking. 

Pescud et al., 

(2015). 

Explore employer’s views on 

workplace health and wellbeing 

promotion. 

Qualitative 

focus-group 

interview study. 

n = 79 Western Australian 

employer representatives, 10 

focus-groups. 

n/a. Health and wellbeing activities are 

considered in the context of a health and 

safety paradigm, and more familiar to 

large employers. Employers are uncertain 

about their responsibilities to provide 

health promoting opportunities. 

Rongen et al., 

(2013). 

Investigate the effect of population, 

study and intervention features on 

the effectiveness of WHPs. 

Systematic 

review. 

RCTs published before June 

2012 evaluating smoking, 

physical activity, nutrition, 

absence, productivity and 

workability WHPs. 

Physical, dietary & 

mental. 

Overall effects of WHPs was small. Higher 

quality RCTs reported lower effect sizes. 

WHPs were more effective in younger 

populations. 

Röttger et al., 

(2017). 

Investigation of the benefits of a 

workplace sleep coaching 

intervention. 

Intervention 

study. 

n = 24 participants. Sleep and self-

care. 

Participants attending coaching had a 

significant increase in well-being and self-

care behaviours.  
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Summary of Studies Presenting the Evidence for Employee Assistance Programmes. 

Author (year) Aim Design Sample Findings 

Arthur, (2000). A review and synthesis of the evidence 

for EAPs. 

Literature review. . EAPs have a role in supporting workers 

experiencing distress but are unable to counter 

stressful work environments effects. 

Arthur, (2002). Assess the level of psychological 

disturbance in workers attending EAP 

counselling. 

Cross-sectional survey. n = 111. EAP services meet a genuine need. Significant 

proportion of workers who attend counselling might 

be experiencing serious mental health problems.  

Azzone et al., 

(2009). 

Examination of relations between 

organisational factors, stress and EAP 

counselling usage. 

EAP claims data linked to 

measures of stress, 

wellbeing, wellness 

promotion and activities.  

n = 742,937 enrollees 

from 26 employers. 

More EAP promotion and workplace activities 

associated with greater likelihood of counselling 

service use. Unusual and significant stress 

associated with low use. 

Bajorek, (2016). Examination of EAP usage and 

provision in UK organisations. 

Cross-sectional survey and 

semi-structured interview 

study. 

Survey n = 78 HR & n 

= 11 providers. 

Interviews n = 10 HR 

& providers. 

EAPs are good practice. Utilisation is perceived to 

be lower than expected. Value is unclear in part due 

to measurement difficulties. Stress is a common 

reason for use. 

Joseph et al., 

(2014). 

Systematically appraise the evidence 

for the effectiveness of North American 

EAPs.  

Systematic review. n = 17 studies. EAP use enhances outcomes including reduced 

presenteeism and better work functioning. Mixed 

results were reported for absence effects.  

McLeod, (2010). Evaluate the effectiveness of workplace 

counselling.  

Systematic review. n = 10 good quality 

studies reviewed. 

Counselling is generally effective in alleviating 

psychological problems, has a significant impact on 

sickness absence, and has a moderate effect on 

attitudes to work.  

 

Mellor-Clark et al., 

(2013). 

Analyse a national sample of EAP data 

and profile relative service quality (UK 

CORE system data profile 

analysis. 

n = 28,000 client 

profiles from 6 EAP 

providers. 

EAP users were distressed, accessed treatment 

quickly, most completing treatment with high 
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Author (year) Aim Design Sample Findings 

NHS and higher education) on a set of 

key service indicators. 

 

recovery rates or improvement relative to NHS and 

HE benchmarks. 

 

Nunes et al., 

(2018). 

Test the impact of EAPs on reducing 

employee absence (work time lost). 

Quasi experimental survey 

design using worker 

timecard data. 

EAP and non-EAP 

users n = 145 

EAP users had greater reduced absence,  4.8 to 6.5 

percent fewer working hours lost. 

Rick, (2012). Identify and synthesise the evidence of 

the impact of EAPs on relevant 

worker/employer outcomes. 

Systematic review. n = 18 studies 

reviewed. 

There is a lack of evidence for the effectiveness of 

EAPs. Evidence relating to 1:1 EAP counselling 

suggests overall positive changes in wellbeing over 

time. Organisations cannot assume that benefits 

accrue from having an EAP. 
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Ethical Approval Confirmation. 
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Ethical Amendment Approval Confirmation. 
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Employee Information Sheet. 

  
 

Are You an Employee?  

How Do You Keep ‘Well’ at Work? 

 

Statistics suggest that 15 million people in the UK are living with a long-term health 

condition (Department of Health 2012) and, it is estimated that 21 million people of working 

age will have at least 1 long-term condition by 2030 (Vaughan-Jones & Barham 2010). Those with 

conditions or disabilities are more likely to be or become unemployed but, there is good evidence 

that work is good for health (Black 2008). 

 

We know that employed people with long-term health conditions are ‘self-activated’ to look after 

their health at work.  Self-activation is about the knowledge, skills and confidence people have to 

take action to look after themselves. We would like to have a better understanding about this in the 

workplace and the extent to which employees are activated to look after their health whilst working. 

 

You are being invited to take part in a research study.  Before you make a decision, we would like 

you to understand what we are examining, why and what is involved.  Please carefully read this 

briefing sheet and if you have any questions do not hesitate to get in touch with us. 

 
What is the purpose of the study? 

The purpose of this study is to undertake research that has the potential to improve and lengthen the 

working lives of employees with long-term health conditions including; cancer, musculoskeletal 

disorders, anxiety, depression and stress; diabetes, cardiovascular and lung disorders and ‘other’ 

conditions. 

We are looking for volunteers with or without a long-term health condition to be involved in a new 

research project broken down into 3 phases.  These phases are expected to span up to a 24 month 

period. The first stage involves an online survey and a sample will be asked to take part in a 

telephone interview. 

What will the study look at? 

This study will examine long-term health conditions and how they are managed and looked after in 

the workplace.  Specifically this study will look at employee/worker ‘self-activation’ to look after their 

health condition.  What we mean by self-activation is the actions an individual takes to look after their 

health condition for example by taking medication, coping, responding to symptoms, seeking support 

etc. 
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The objectives of the research are to: 

1. Understand in what ways employees/workers with long-term health conditions are currently 

self-activated to manage their health; 

2. Identify what self-activation support is needed by employees with long-term health conditions 

in the workplace; 

3. Understand the influence/bearing of work on those with long-term health conditions & their 

relationship with self-activated activity; 

4. Analyse the ways in which self-activation is currently supported in work; 

5. Propose & recommend interventions that support self-activation in work. 

What long-term health conditions will be looked at? 

This study will examine employees and workers (including volunteers) with and without long-term 

health conditions. Participants without health conditions will not be required to answer all parts of the 

survey.  

We are especially interested in those individuals with one or more of the following conditions which 

has been diagnosed by a medical Doctor:  

¶ Cancer (all types) that is either active or remitting; 

¶ Lung disorders/COPD including emphysema, bronchitis & asthma; 

¶ Cardiovascular disease & hypertension; 

¶ Diabetes type 1 & 2; 

¶ Musculoskeletal problem(s) including lower back/neck pain, arm/hand pain, leg/foot pain, 

arthritis & rheumatism &/or; 

¶ Depression, anxiety & stress. 

We will also be collecting data about ‘other’ long-term conditions that might be reported and working 

conditions and workability information, for all participants with or without health conditions. 

 

Who is doing this research? 

 

Sally Hemming is a PhD research student at the University of Loughborough and an interim HR 

professional.  She is a graduate of the University of Leicester and University of Westminster and a 

chartered member of the CIPD (Chartered Institute of Personnel & Development).  Sally has 17 years’ 

HR experience gained across a number of industry sectors having spent time as an HR director and 

employee relations lead. Alongside her research she is currently working on an interim basis for a 

major employer. 
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Sally is supervised by Dr Fehmidah Munir.  Dr Munir is a well-established researcher in the field of 

occupational psychology and health sciences.   

 

This study is part of a student research project supported by Loughborough University. 

 

Why are we looking at this question? 

People with long-term health conditions are at higher risk of not participating in work and becoming 

unemployed.  Most people with long-term health conditions are also responsible for being activated to 

look after their health on their own on a day to day basis. This is what we mean by self-activation. 

 

It is acknowledged that employed individuals with a long-term health condition are often activated to 

manage and look after their condition whilst they are at work.  However our understanding of this is 

limited. A better understanding of self-activated activity and the needs of the employee in work is 

needed. A better understanding would be of great value to both the employee with a long-term health 

condition and the employer.   

 

This study has the potential to enhance our knowledge and understanding of the experience of 

working when you have a long-term health condition that requires managing and looking after.  This in 

turn has the potential to inform working practices and how health is currently actively managed and 

supported in the workplace. 

 

Are there any exclusion criteria? 

1. Employees/workers who do not have a formal diagnosis of a long-term health condition will 

be excluded from some (but not all) aspects of the study.  A formal diagnosis means a 

condition diagnosed by either a GP or qualified medical professional. 

2. Self-employed and 3rd party contractors are excluded for this study. Participants must be 

directly employed by the participating organisation. 

3. Participants who do not have a permanent UK address or are based overseas will be 

excluded.   

4. Individuals who are expected to be absent from work during the research phases will be 

excluded this could include those on long-term sick leave, those taking prolonged 

family/maternity/shared leave etc. 

5. Participants who are not able to read, write and speak in English will be excluded. 

 

What will I be asked to do? 

The research is intended to be made up of 3 phases and 4 studies which are described below and for 

ease as illustrated in a flow chart (see page 6).   
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There are 2 core ‘participant groups’ – employees (studies 1, 2 and 4) and employers (potentially 

phase 2).  When we speak about ‘participants’ we are referring to employees.  Employers are referred 

to as ‘employer participants’ or ‘participant organisations’. 

 

1. Phase 1 (1-12 months) -  Study 1 & 2 

 

Consent 

Participants will be asked to give their written or online consent to take part in the research.  

 

Questionnaire 

Once an individual is recruited onto the research programme they will be asked to complete a 

preliminary online questionnaire.  This questionnaire is designed to establish a picture of the 

participants and to identify preliminary issues.  The questionnaire will ask about basic demographic 

information, health condition(s), time spent with employer etc.  It will also ask about current self-

activated activity, work factors and confidence. 

 

Telephone Interview  

Once a questionnaire has been received a sample of participants will be invited to a 1:1 voluntary 

telephone interview with the researcher.  The interview will be partly structured with some questions 

being asked of all participants.  There will also be an opportunity to talk freely around the subject 

area.  Telephone interviews will be expected to last between 30-45 minutes.   The researcher will note 

take during the interview. 

 

Information from this stage of research will be analysed and used to inform the design phase 2; the 

participant diary, employer questionnaire and interview. 

 

2. Phase 2 (12-18 mths) – Study 3 

Diary 

Participants will be asked to keep a health and activity diary in work.  Participation will be voluntary for 

this study.  This will be designed to provide the researcher with a picture of how health is managed in 

the workplace, the types of self-activated activity undertaken and the influence of work on that activity. 

 

3. Phase 3 (18-24 mths) – Study 4 

 

Participants will be asked to complete a further survey.  This will ask similar questions to those in 

phase 1 but will be informed by the diary, employer questionnaire and interview analysis, to establish 

whether there have been any changes in the health condition and/or self-activated activity in the 

workplace. 

Research Flow Chart & Envisaged Timescale 
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If I agree to take part can I change my mind? 

If after you have started to take part you change your mind then you are free to withdraw your consent 

at any time by contacting the principal investigator. 

 

However, once the results of the study are aggregated and/or the thesis has been submitted it will not 

be possible to withdraw your individual data from the research. 

 

Will I be required to attend any sessions and where will these be? 

There is not a requirement for face to face 1:1 sessions to take place as interviews are expected to be 

telephone based. 

 

How long will it take? 

The research is expected to take place over a 24 month period.  It is expected that questionnaires will 

take no longer than 30 minutes to complete.  Telephone interviews are expected to take 30-45 

minutes each.   

 

What personal information will be required from me? 

Questions will be asked that will help establish a demographic picture.  You can expect to be asked 

about your name, age, health condition, job role, marital status, length of service and contact details 

etc. 

 

Are there any risks in participating? 

This study has been given approval by the Loughborough University Ethics Approvals (Human 

Participants) Sub-Committee in July 2016. 

 

P H ASE  1

1 - 12 m t hs

•Consent

•Employee questionnaire 30 mins

•Employee telephone interviews 30-45 mins for a sample of participants

•Data analysis

P H ASE  2

12 - 18 m t hs

•Employee work diary

•Potential employer questionnaire

•Potential employer interview

•Data analysis

P H ASE  3

18 - 24 m t hs

•Employee questionnaire

•Data analysis



                      Appendix 6    

 

 

 

286 

No disadvantages are expected in taking part in the research.  Although the research will not cause 

you harm directly some questions will be asked about aspects of your personal health condition, this 

might cause you unintended distress or upset.   

 

The research programme will take up some of your time over the 24 month period. 

 

What are the benefits in taking part? 

The needs of employees with long-term health conditions and whether they need self-activation 

support in the workplace is not fully understood.  In taking part you could be helping employers, 

employees and health care providers to understand working patient’s self-activation needs better.  

This has the potential to inform employment regulation, policy and the management of health in work.   

 

Taking part might also enable you to think and reflect on your own self- activation needs, this 

potentially being of benefit to you personally. 

 

No monetary or non-monetary incentives are being offered as part of this study. 

 

Will my taking part in this study be kept confidential? 

The findings will be used to form part of a thesis and will potentially be published.  We aim to ensure 

anonymity at all times.  The study and data processed will comply with Data Protection 1998 

regulations.  All information and data collected about you during the research will be kept strictly 

confidential.   

 

Data will be presented so as not to identify you unless you specifically request for responses to be 

associated with you.  For example your consent will not be stored with data from you such as a 

returned questionnaire or with any interview transcripts.  Any quotes made by you will be presented 

anonymously. 

 

What will happen to the results of the study? 

Data will be securely held on a personal computer until the research is finalised.  The principal 

investigator (Sally Hemming) and the chief investigator and project supervisor (Fehmidah Munir) are 

the only people that will have access to results.   

 

When the research has ended the principle researcher (Sally Hemming) will write up the results of the 

study and discuss the implications of the findings with Loughborough University Health Sciences 

department.  A summary of the findings will be provided to you and your employer.   

 

What if I am not happy? 
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If you are not happy with how the research was conducted, please contact Ms Jackie Green, the 

Secretary for the University’s Ethics Approvals (Human Participants) Sub-Committee: 

 

Ms J Green, Research Office, Hazlerigg Building, Loughborough University, Epinal Way, 

Loughborough, LE11 3TU.  Tel: 01509 222423.  Email: J.A.Green@lboro.ac.uk 

 

The University also has a policy relating to Research Misconduct and Whistle Blowing which is 

available online at http://www.lboro.ac.uk/committees/ethics-approvals-human-

participants/additionalinformation/codesofpractice/ .   

 

If you have further questions: 

If you require any further information please contact Sally Hemming, PhD Research Student & 

Principal Investigator: 

 

School of Sport, Health & Exercise Sciences 

Loughborough University 

Loughborough 

LE11 3TU   

Email: s.e.garton@lboro.ac.uk  Telephone:  07825 009

mailto:J.A.Green@lboro.ac.uk
http://www.lboro.ac.uk/committees/ethics-approvals-human-participants/additionalinformation/codesofpractice/
http://www.lboro.ac.uk/committees/ethics-approvals-human-participants/additionalinformation/codesofpractice/
mailto:s.e.garton@lboro.ac.uk
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Consent Form/Online Statement 

 

DO EMPLOYEES WITH LONG-TERM HEALTH CONDITIONS NEED SELF-ACTIVATION 
SUPPORT IN THE WORKPLACE? 

 
PARTICIPANT CONSENT FORM 

 Please 
Initial  
The purpose & details of this study have been explained to me.  I understand that this 
study is designed to further scientific knowledge & that all procedures have been 
approved by the Loughborough University Ethics Approvals (Human Participants) 
Sub-Committee. 
  
I have carefully read & understood the participant information sheet & this consent 
form. 
  

I have had an opportunity to ask any questions I have about my participation & I am 
satisfied with any answers I have received.  
  
I understand that I am under no obligation to take part in the study & that I have the 
right to withdraw at any stage for any reason, & will not be required to explain my 
reasons for withdrawing. 
  
I agree to take part in this study.  Taking part will involve completing questionnaires, 
being interviewed & keeping a diary. 
 
I understand that all the personal information I provide will be treated in strictest 
confidence & will be kept anonymous & confidential to the researchers unless (under 
the statutory obligations of the agencies which the researchers are working with), it is 
judged that confidentiality will have to be breached for the safety of the participant or 
others or for audit by regulatory authorities.  
  
I understand that quotes I make might be anonymised & used in publications, reports, 
web pages & other outputs from this study. 
  
I agree for the data I provide to be securely archived at the end of the project.  
 
I consent for my stored data to be used for future research. I understand this is a free 
choice and does not affect my participation in the study.   
 
________________________ _____________________ ________  
Name of participant [PRINT] Signature              Date 
 
_________________________ _____________________ _________  
Researcher  [PRINT] Signature                 Date 
 
If you have any questions please contact: Sally Hemming, Principal Investigator 

Email: s.e.garton@lboro.ac.uk 
Dr Fehmidah Munir (Chief Investigator) 

Email: f.munir@lboro.ac.uk 
 

 

mailto:s.e.garton@lboro.ac.uk
mailto:f.munir@lboro.ac.uk
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Study 1 Survey. 

 

Do Employees with Long - T erm Health Conditions Need Self - M anagement Support in the workplace?  

 

Consent 

Loughborough University is looking for working people to complete an online survey about how ‘self-activated’ 

they are in looking after their health at work. Self-activation is about the knowledge, skills and confidence 

people have to take action to look after themselves. 

 

We would like to have a better understanding about this in the workplace and the extent to which people are 

activated to look after their health and well-being whilst working. We would also like to know about aspects of work 

affecting those with a long-term health condition such as mental health, diabetes, lung and heart disorders, back 

pain and people affected by cancer regardless of when they were diagnosed. 

 

The project is planned to be made up of three phases and, participants can be assured of confidentiality and anonymity.  

 

If you would like to take part in this research please continue to the preliminary online survey by answering the 

next question. You will be asked to read a consent statement and confirm your formal consent, before moving 

onto the questions. 

 

I understand that this study is designed to further enhance our scientific knowledge and understanding of 

employee health, health activity and workplace support. I understand that all procedures have been approved by 

the Loughborough University Ethics Approvals (Human Participants) Sub-Committee. I understand that I am under 

no obligation to take part and that I have the right to withdraw at any stage for any reason and will not be required 

to explain my reasons. I understand that all personal information I provide will be treated in confidence and will be 

kept anonymous and confidential to the researchers. I understand that quotes I make might be anonymised and 

used in publications, reports, web pages and other outputs from this study. I agree for the data I provide to be 

securely archived at the end of the project. I consent for my stored data to be used for future research, I understand 

this is a free choice and does not affect my participation in the study.  Required 
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About You - Employment Status 

Which of the following categories best describes your current employment status?  Required 

 

Permanently employed, working full- 

time 

Permanently employed, working 

part-time 

Employed, working full-time 

temporary/fixed term contract 

Employed, working part-time 

temporary/fixed term contract 

Volunteer/worker 

 

About You – Work 

Do you tend to work fixed or 
variable/flexible hours (e.g., 
9-5 would be fixed, flexi-time 

would be variable)?  

Required 
 

Please specify how many 
full years you have been in 
your current job?  Required 

 

What industry does your 
employer belong to?  

Required 

 
 

If you selected Other, 
please specify: 

 

Unemployed Self-employed 

 

 

 

 

 

 

 
 

Technology 

 

 

 

 

 

Consumer 
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How many people work at your company?  Required 

 

 

What is your highest education level?  Required 

 

 

What occupational group do you consider you belong to?  Required 

 

Director/manager and senior 
officials e.g., marketing 
director, finance manager 

Professional occupations 
e.g., solicitor, teacher 

Associate professional and 
technical e.g., land agent, health 
and safety officer 

Administrative and secretarial 
e.g., legal secretary 

Sales and customer service 
e.g., sales rep, call centre 

Skilled trade e.g., carpenter Personal service e.g., nursery nurse, 

cabin crew 
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About You - General Health 

We would like to know some general information about your health, behaviours and whether you have a medical diagnosis of a long- 

term health condition. 

 
We would like to know about your general physical behaviour and activity. 
 

Please tell us the type and amount of physical activity involved in your work.  Required 
 

 
Do you have a long-term health condition that has been diagnosed by a medical doctor e.g., cancer, depression, anxiety, 

asthma etc?  Required 
 

 
During the last week, how many hours did you spend on each of the following activities? Please answer whether you are in 

employment or not. 

 

 Please mark one option only  Required 

None 
Some but less than 1 

hour 

1 hour but less than 3 

hours 

3 hours or 

more 

Physical exercise such as swimming, jogging, 

aerobics etc 

 
 

 
 

 
 

 
 

Cycling including cycling to work and during leisure 

time etc 

 
 

 
 

 
 

 
 

Walking including walking to work, shopping etc 
 

 
 

 
 

 
 

 

Housework/childcare 
 

 
 

 
 

 
 

 

Gardening/DIY 
 

 
 

 
 

 
 

 

 

How would you describe your usual walking pace? Please mark one option.  Required 
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Wellbeing is a state of being comfortable and healthy. We would like to ask your four questions about your feelings on aspect s of 

your life. There are no right or wrong answers. We would like you to give an answer on a scale of 0 being 'not at all' to 10 being 

'completely'. 

 

Please don't select more than 1 answer(s) per row. 

 

 0 not at 

all 
1 2 3 4 5 6 7 8 9 

10 

completely 

Overall, how 

satisfied are you 

with your life 

nowadays? 

 
 
 

 

 
 
 

 

 
 
 

 

 
 
 

 

 
 
 

 

 
 
 

 

 
 
 

 

 
 
 

 

 
 
 

 

 
 
 

 

 
 
 

 

Overall, to what 

extent do you feel 

that the things you 

do in your life are 

worthwhile? 

 
 
 

 
 

 
 
 

 
 

 
 
 

 
 

 
 
 

 
 

 
 
 

 
 

 
 
 

 
 

 
 
 

 
 

 
 
 

 
 

 
 
 

 
 

 
 
 

 
 

 
 
 

 
 

Overall, how 

happy did you feel 

yesterday? 

 

 
 

 

 
 

 

 
 

 

 
 

 

 
 

 

 
 

 

 
 

 

 
 

 

 
 

 

 
 

 

 
 

On a scale where 

0 is 'not at all 

anxious' and 10 is 

'completely 

anxious' overall, 

how anxious did 

you feel 

yesterday? 

 
 
 
 
 
 

 

 
 
 
 
 
 

 

 
 
 
 
 
 

 

 
 
 
 
 
 

 

 
 
 
 
 
 

 

 
 
 
 
 
 

 

 
 
 
 
 
 

 

 
 
 
 
 
 

 

 
 
 
 
 
 

 

 
 
 
 
 
 

 

 
 
 
 
 
 

 

 

 

 
 

Quality of life is the standard of health, comfort and happiness that you experience. How would you describe your overall quality of life? 
Please give an answer on the scale of 0 to 10, where 0 is ‘very poor quality’ and 10 is ‘excellent quality’.  

 

Please don't select more than 1 answer(s) per row. 

 

0 very poor 

quality 

1 2 3 4 5 6 7 8 9 10 excellent 

quality 
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About You - Long-Term Health Conditions 

We would like to know more about your health and in particular any formally diagnosed long-term health conditions. Long-term 

means a condition that is expected to require ongoing treatment and/or management over a period of years (including any 

conditions that you might have previously had but need to manage the long-term effects of). 

Which of the following long-term health conditions affect you? Please tick all that apply.  Required 
 

 

If you selected Other, please specify: 
 

About You - Main Long-Term Health Condition 

You might have one or, more than one long-term health condition. We are interested in learning about your 'main' long-term health 

condition which has been formally diagnosed by a medical doctor. This is the health condition which in your opinion has the most 

impact on your working life. If you have a condition that is not listed select 'Other'. If you do not have a long-term health condition, 

select 'None'. 

 
Which one long-term health condition if any, do you consider affects you the most at work and requires the most management at 

work?  Required 
 

 

If you selected Other, please specify:
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About You - Your Long-Term Health Condition and Self-activation 

We know that for many people with long-term health conditions, they are looking after their health condition themselves much of the 

time. 

Self-activation is concerned with the knowledge, skills and confidence you have in taking action to manage and look after your health 

condition e.g., taking medication, seeking support etc. 

We would like to know about your general confidence in relation to aspects of your health.  

 
Below are some statements that people sometimes make when they talk about their health. Please indicate how much you agree 

or disagree with each statement as it applies to you personally, by indicating your answer. There are no right or wrong answers, just 

what is true for you. If the statement does not apply to you select N/A. 

 

  Required 

Disagree 

strongly 
Disagree Agree 

Agree 

strongly 
N/A 

I am the person who is responsible for taking care of my health 
 

 
 

 
 

 
 

 
 

 

Taking an active role in my own health care is the most important thing that 

affects my health 

 
 

 
 

 
 

 
 

 
 

I am confident I can help prevent or reduce problems associated with my health  
 

 
 

 
 

 
 

 
 

 

I know what each of my prescribed medications do 
 

 
 

 
 

 
 

 
 

 

I am confident that I can tell whether I need to go to the doctor or whether I can 

take care of my health problem myself 

 
 

 
 

 
 

 
 

 
 

I am confident that I can tell a doctor or nurse concerns I have even when he or 

she does not ask 

 
 

 
 

 
 

 
 

 
 

I am confident that I can carry out medical treatments I may need to do at home  
 

 
 

 
 

 
 

 
 

 

I understand my health problems and what causes them 
 

 
 

 
 

 
 

 
 

 

I know what treatments are available for my health problems 
 

 
 

 
 

 
 

 
 

 

I have been able to maintain lifestyle changes, like healthy eating or exercising 
 

 
 

 
 

 
 

 
 

 

I know how to prevent problems with my health 
 

 
 

 
 

 
 

 
 

 

I am confident I can work out solutions when new problems arise with my health       

I am confident I can maintain lifestyle changes, like healthy eating and exercising, 

even during times of stress 

 

 

We would like to know how activated you are about specific aspects of your health at work. 

 
Please choose the number for each statement that corresponds with your confidence level in doing these things at work at the 

present time.  Required 

 

Please don't select more than 1 answer(s) per row. 

Please select at least 6 answer(s). 
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 1 Not at 

all  

confident 

 
2 

 
3 

 
4 

 
5 

 
6 

 
7 

 
8 

 
9 

10 

Totally 

confident 

I can manage 

fatigue caused 

by my 

condition to 

ensure I can 

do the things I 

want to do at 

work 

 
 
 

 
 

 
 
 

 
 

 
 
 

 
 

 
 
 

 
 

 
 
 

 
 

 
 
 

 
 

 
 
 

 
 

 
 
 

 
 

 
 
 

 
 

 
 
 

 
 

I can manage 

physical 

discomfort/pain 

caused by my 

condition, so it 

does not 

interfere with 

work 

 
 
 

 
 

 
 
 

 
 

 
 
 

 
 

 
 
 

 
 

 
 
 

 
 

 
 
 

 
 

 
 
 

 
 

 
 
 

 
 

 
 
 

 
 

 
 
 

 
 

I can manage 

any emotional 

upset caused 

by my 

condition so 

that it does not 

interfere with 

work 

 
 
 

 
 

 
 
 

 
 

 
 
 

 
 

 
 
 

 
 

 
 
 

 
 

 
 
 

 
 

 
 
 

 
 

 
 
 

 
 

 
 
 

 
 

 
 
 

 
 

I can manage 

any other 

symptoms so 

that they do not 

interfere with 

work 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

I can 

undertake self- 

management 

actions for my 

condition at 

work, to stop it 

interfering with 

my work 

 
 
 

 
 

 
 
 

 
 

 
 
 

 
 

 
 
 

 
 

 
 
 

 
 

 
 
 

 
 

 
 
 

 
 

 
 
 

 
 

 
 
 

 
 

 
 
 

 
 

I can do things 

to reduce how 

my condition 

effects work 

 

 
 

 

 
 

 

 
 

 

 
 

 

 
 

 

 
 

 

 
 

 

 
 

 

 
 

 

 
 

 
Please tell us about any aspects of looking after your health at work that you do not feel confident about and which we have not 

mentioned. 
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Are there any aspects of your health that you might look after better at work? 
 

 

Your Self-active Health Behaviour 

TO BE COMPLETED BY ALL PARTICIPANTS 

We are interested in understanding what actions you have taken over the past month when looking after your health condition. 
 

Thinking about actions you have taken over the past month, when looking after your long-term health condition at work, which of 

the following areas have required you to take action and how often? 

 

  Required 

Not at 

all 

Several 

days 

More than half of the 

days 

Nearly 

everyday 
Every day 

Managing fatigue/sleep 
 

 
 

 
 

 
 

 
 

 

Taking a break/resting 
 

 
 

 
 

 
 

 
 

 

Managing diet 
 

 
 

 
 

 
 

 
 

 

Taking exercise/physical activity 
 

 
 

 
 

 
 

 
 

 

Shortness of breath 
 

 
 

 
 

 
 

 
 

 

Nausea and vomiting 
 

 
 

 
 

 
 

 
 

 

Pain 
 

 
 

 
 

 
 

 
 

 

Infection 
 

 
 

 
 

 
 

 
 

 

Acute episode 
 

 
 

 
 

 
 

 
 

 

Emotional aspects 
 

 
 

 
 

 
 

 
 

 

Taking medication 
 

 
 

 
 

 
 

 
 

 

Side effects of treatment 
 

 
 

 
 

 
 

 
 

 

Mindfulness and meditation 
 

 
 

 
 

 
 

 
 

 

Self CBT/self-talk 
 

 
 

 
 

 
 

 
 

 

Monitoring symptoms e.g., taking 

blood pressure 

 
 

 
 

 
 

 
 

 
 

  

 

Disclosing a Health Condition to Others 

We would like to know who at work you might have told about a health condition or not and the reason(s) behind that decision.  
 

Who have you told about your health condition at work? 

 
  Required 

Yes No N/A 

Line manager/supervisor 
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Colleague/work representative 
 

 
 

 
 

 

Occupational health 
 

 

 

 

 

 

No-one 
 

 

 

 

 

 

 
 

If applicable, for what reason(s) have you told people at work about your health condition? Please indicate all that apply. 

Optional 

 

 

If you selected Other, please specify: 
 

 

If applicable, for what reason(s) have you not told people at work about your health condition? Optional 
 

 

If you selected Other, please specify: 

 

 

 

 

 

 

 

 

 

  

 

 

 

 

 

 

Other 
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About Your Work - Support and Working Conditions 

TO BE COMPLETED BY ALL PARTICIPANTS 

 
We know that work affects people in different ways. This section is concerned with understanding workplace support, demands on 

you at work, work stress and how aspects of your work might impact your behaviour, thinking, emotions and physical symptoms. 

 

Support at Work 

We would like to know about any activity that takes place to support you in looking after your health at work. This might include 

practical or emotional support. We are interested in finding out about the support you currently receive at work that helps you look after 

your health condition, what you think about it and how that is provided to you. 

 
We would like to know who you turn to at work for support. Please indicate all that apply. 

  Required 

Colleague(s) 
Line 

manager/supervisor 

Occupational 

health 

No- 

one 

Who do you turn to at work if you need to talk about your health?     

Who do you feel would help you at work if you were having a problem 

with your health that meant them going out of their way? 

    

Who can you speak to openly and honestly about your health and any 

concerns you might have? 

    

Who can you rely on to distract you from any health concerns and worries 

you might have? 

    

Who can you really rely on to help you with any aspect of your health?     

Who can you count on at work to listen openly and uncritically about how 

you feel about your health? 

    

Who do you feel would help you if you had an acute health crisis at 

work? 

    

Who can you count on to make you feel more relaxed when your health 

is putting you under pressure and making you tense? 

    

Who accepts you totally when your health is at its best and worst?     

Who can you rely on to tell you in a thoughtful way, when you might be 

managing your health better? 

    

Who can you rely on to make you feel more positive when your health is 

making you feel down in the dumps at work? 

    

Who can you rely on when aspects of your health are distracting you from 

doing your job? 

    

 

 



                                                                                                                                                          Appendix 7 

  

 300 

 

Working Conditions 

Working conditions can affect employee wellbeing. Your responses will help us determine your working conditions now and in the 

future. Please indicate in the past six months how often the following statements apply. 

 

 Never Seldom  Sometimes  Often Always 

I am clear what is expected of me at work 
 

 

 

 

 

 

 

 

 

 

I can decide when to take a break 
 

 

 

 

 

 

 

 

 

 

Different groups at work demand things from me that are hard to combine 
 

 

 

 

 

 

 

 

 

 

I know how to go about getting my job done 
 

 

 

 

 

 

 

 

 

 

I am subject to personal harassment in the form of unkind words or behaviour 
 

 

 

 

 

 

 

 

 

 

I have unachievable deadlines 
 

 

 

 

 

 

 

 

 

 

If work gets difficult my colleagues will help me 
 

 

 

 

 

 

 

 

 

 

I am given supportive feedback on the work I do 
 

 

 

 

 

 

 

 

 

 

I have to work very intensively 
 

 

 

 

 

 

 

 

 

 

I have a say in my own work speed 
 

 

 

 

 

 

 

 

 

 

I am clear what my duties and responsibilities are 
 

 

 

 

 

 

 

 

 

 

I have to neglect some tasks because I have too much to do 
 

 

 

 

 

 

 

 

 

 

I am clear about the goals and objectives for my department 
 

 

 

 

 

 

 

 

 

 

There is friction or anger between colleagues 
 

 

 

 

 

 

 

 

 

 

I have a choice in deciding how I do my work 
 

 

 

 

 

 

 

 

 

 

I am unable to take sufficient breaks 
 

 

 

 

 

 

 

 

 

 

I understand how my work fits in the overall aim of the organisation 
 

 

 

 

 

 

 

 

 

 

I am pressured to work long hours 
 

 

 

 

 

 

 

 

 

 

I have a choice in deciding what I do at work 
 

 

 

 

 

 

 

 

 

 

I have to work very fast 
 

 

 

 

 

 

 

 

 

 

I am subject to bullying at work 
 

 

 

 

 

 

 

 

 

 

I have realistic time pressures      

I can rely on my line manager to help me out with a work problem  
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Please also indicate the extent to which you agree with the following statements when thinking about work over the past six 

months. 

 

 

 
 Required 

Strongly 

disagree 
Disagree Neutral Agree 

Strongly 

agree 

I get help and support I need from colleagues 
 

 
 

 
 

 
 

 
 

 

I have some say over the way I work 
 

 
 

 
 

 
 

 
 

 

I have sufficient opportunities to question managers about change at work  
 

 
 

 
 

 
 

 
 

 

I receive the respect at work I deserve from my colleagues 
 

 
 

 
 

 
 

 
 

 

Staff are always consulted about change at work 
 

 
 

 
 

 
 

 
 

 

I can talk to my line manager about something that has upset or annoyed 

me about work 

 
 

 
 

 
 

 
 

 
 

My working time can be flexible 
 

 
 

 
 

 
 

 
 

 

My colleagues are willing to listen to my work-related problems 
 

 
 

 
 

 
 

 
 

 

When changes are made at work, I am clear how they will work out in 

practice 

 
 

 
 

 
 

 
 

 
 

I am supported through emotionally demanding work      

Relationships at work are strained      

My line manager encourages me at work 
 

 
 

 
 

 
 

 
 

 

 

If applicable, what one thing most needs to change at work for you to be more activated to look after your health condition at 

work and, continue to be productive? Please use this box to tell us. 
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About You - Workability 

TO BE COMPLETED BY ALL PARTICIPANTS 

 
'Workability' is a concept commonly used when we are looking at a person’s ability to do their job. We are interested in understanding 

how you think about aspects of your work, health and your perception of your ability to do your job. 

 

 
Are the demands of your job mainly:  Required 

 

 

To what extent would you say that your health impacts on your overall ability to do your job?  

 
  Required 

Does not impact my job Impacts my job a little Impacts my job to a great extent 

Scale 
 

 
 

 
 

 

 

 
If you assume your current work ability at its best has a value of '10' points and at its worst '0'. How many points would you give 

your current workability?  Required 
 

 

Thinking about your current health status and work do you think you will be able to do your job in 2 years’ time?  Required 
 

Please don't select more than 1 answer(s) per row. 

Please select at least 1 answer(s). 

 
Unlikely Uncertain 

Quite 

certain 

Scale 
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About You - General Information 

What is your gender?  Required 

 

 

What is your age?  Required 

 

 

Ethnicity  Required 

 
White British White Irish White - any other background 

Indian Pakistani Bangladeshi 

Asian - any other background Black British or Caribbean Black British or African 

Black - any other background Chinese Prefer not to say 

Other   

 
If you selected Other, please specify: 

 

 
What region do you live in?   Required 

 
London South East South West 

East Midlands West Midlands North West 

North East Yorkshire & Lincolnshire East 

Isle of Man/Channel Islands Northern Ireland Wales 

Scotland Other  

 
  If you selected Other, please specify: 

 

 

 

 

 

 

 

 

 

 

 

  

Please enter a whole number (integer). 
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Contact Details 

It is important that we are able to contact you again in the future to follow you and your health condition at work. The following information 

will be held separately from your survey responses. 

 
What name would you like us to use when contacting you?  Required 

 

 

What email address(es) would you like us to use to contact you? Please provide an address that will not change.  Required 
 

 
To enable us to match up your responses this time with your responses in the future, we would like to ask you to follow these 

instructions to create your own unique code. 

 
Please indicate your birthday day (e.g., if you were born on the 7th your date is 07).  Required 

 

 

Please indicate your birthday month (e.g., if you were born in June then your birthday month is 06).  Required 

 

 

Please indicate the first two letters of your town/city of birth (e.g. if you were born in London it would be LO).  Required 

 

Please indicate how you would like to be involved with this project in the future.  Required 
 

END 

Thank you for taking the time to take part in this research by completing this survey.  

 

 

 

 

 

 

Please enter a valid email address. 

Please enter a whole number (integer). 

Please enter a whole number (integer). 

Please enter a response that contains only upper case letters. 
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Study 2 Screen Shot of the Online Diary’s Tasks. 
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Study 2 Screen Shot of the Online Diary’s Task 1. 
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Study 2 Diary Participant Information Sheet.  

 

Self-management Support in the Workplace – Diary Study 

 

Why is a diary study important in this research?  

The purpose of the research study is to identify the workplace self-management support 

needs of working people, who are affected by (a) long-term health condition(s). These 

findings are intended to inform the design of workplace interventions that will support and 

enable (activate) working people to effectively self- manage their health condition in the 

workplace. To identify these support needs we need to accurately identify what they are 

from working people’s experience. The work diary is intended to gather real-time information 

about workplace health behaviour, experiences, activities and thoughts over a period of 

time. An understanding of the contextual experiences of working people over-time is 

important in broadening our knowledge and understanding of health self-management 

activity and support needs in work.  

 

How often do I take part in the diary study?  

We would like you to complete the diary on 6 occasions over a 10-week period. Please 

complete the diary for the first time when the study opens on (or soon after) Monday 26
th 

February 2018. From thereon we will prompt you (by email) to complete the diary on a 

fortnightly basis usually on a Friday (or, on your last/next working day in the week if you do 

not work a Friday). The study reporting period runs from 26th February to 4th May. The 

fortnightly diary entry dates are – Fridays: 9th and 23rd March 6th and 20th April, and 4th 

May.  

 

How do I complete the weekly work diary?  

The work diary is available via an online platform called FlexMR. On 26th February at the 

start of the study, you will receive an email from online@flexmr.email entitled ‘Loughborough 

University Workplace Self-Management Diary’. You must click this link to set up your 

account, username and password and then you will be able to complete your first diary 

entry. You will then be prompted by email to complete the work diary each fortnight during 

the study period. You need to log in to do so. When you log in you will see a diary page 

showing the diary tasks you need to complete (it will also show tasks you have already 

completed). Four mandatory diary tasks need completing each time. This will take 

approximately 20 minutes and you should not think for too long before answering questions. 

If you have no comments to make in a free-text section, please mark ‘none’. If you are 



  Appendix 10    

 308 

absent from work during the study reporting period meaning you are not able to complete 

the diary, it would be helpful if you could let the researcher know via email (you will not be 

asked to provide reasons)  

Note: the calendar on the diary page will only show in bold the start and end dates of the study period.  

 

What is the diary journal and do I need to use it?  

The diary study has an additional journal function. This appears as a note-pad where you 

are able to make (optional) notes, comments and upload pictures at any time about any 

other aspect of your workplace self- management activity and support, that you think might 

be of use to this study. You are not required to use the journal, but we strongly encourage 

participants to do so to capture real-time information.  

 

Is taking part compulsory?  

It is voluntary to take part, but we value your time and participation to help inform the 

development of workplace interventions that will enhance health self-management 

behaviour.  

 

What happens after the study ends?  

At the end of the study period completed diaries are returned to the researcher Sally 

Hemming and Loughborough University. Your diary entries will be kept confidential. Diary 

entries will be analysed during the data analysis phase of the research and will inform the 

final study report.  

 

Who do I contact if I have questions?  

You are able to contact FlexMR with system questions via the FAQs tab on the site should 

you experience technical problems at any stage. For all questions relating to the study 

please contact the researcher Sally Hemming directly at Loughborough University via 

s.e.garton@lboro.ac.uk  

Many thanks for your continuing support with this research study.  

mailto:s.e.garton@lboro.ac.uk
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Study 3 Employer Semi-structured Interview Questions. 

 

Broad Study Aims:  

1. Examine how work impacts self-management behaviours; 

2. Examine employers understanding of the workplace self-management support 

requirements of people with LHCs; 

Overview 

 

The semi-structured interview is intended to last 45-60 minutes and is concerned with finding 

out about employer thoughts and experience of employee health self-management support 

at work. Thirteen core questions that will be asked of all employer respondents. 

 

8. To identify a base-line level of employer knowledge and understanding about 

employee self-management and support: 

9. To explore employers’ perspective on their role in the context of employee workplace 

health management; 

10. To examine employers’ views as to the reasons why employee(s) might undertake 

self-management activity in work, or not; 

11. To understand employers’ perceptions about workplace factors that might influence 

workplace self-management behaviour positively and/or negatively. 

 

Broad Interview Questions 

Category 1 - Roles and Responsibilities (approx. 15 minutes) 

1. Do you know how many people in your organisation are affected by a long-term 

health condition? 

Prompts: 

¶ Roughly; 

¶ Is this recorded anywhere 

¶ What would you expect to see? 

 

2. Tell me what you know about the LHC profile of your organisation or, what would you 

expect to see. 
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Prompts:  

¶ What LHC is most prevalent;  

¶ What does your MI tell you; 

¶ Is there a health area that is of particular concern? 

 

Read out: Self-management is a term used to include all the actions taken by a person with 

a health condition to recognise, treat and manage their own health.   

3. Are you aware of employees (with LTCs) undertaking self-management activity at 

work i.e., taking medication, rest breaks etc?  

Prompts: 

 

¶ If so, what types of self-management activity are you aware of? 

 

4. As an employer, what do you think your role is in supporting health self-management 

among your employees? 

Prompts: 

¶ Limited role as we are not clinicians; 

¶ Make sure the job is not damaging. 

--------------------------------------------------------------------------------------------------------------------------- 

Category 2 - Current Workplace Self-management Support (approx. 15 minutes) 

5. Describe for me ‘how’ employee self-management at work is currently supported by 

the organisation. 

Prompts: 

¶ through health information; 

¶ via online training etc. 

 

6. ‘What’ types of self-management support are currently provided?  

7. How is this information conveyed to employees. E.g., how do they know that 

adjustments can be made? 
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Prompts:  

¶ workplace adjustments; 

¶ health information etc. 

 

8. ‘Is there a dedicated individual who provides self-management support at work?  

Prompts:  

¶ Line manager, colleagues etc. 

 

9. What do you think the self-management support needs are of people affected by 

LHCs in your organisation? 

Prompts: 

¶ Practical support i.e., time off to rest in the day; 

¶ Emotional support i.e., more people to speak to; 

¶ Job/vocational support: redistribution of tasks. 

 

10. Do you think that your employees (with LHCs) need more, different or better self-

management support at work?   

Prompts: 

¶ Please tell me about some of the reasons for that answer. 

--------------------------------------------------------------------------------------------------------------------------- 

Category 3 - Workplace Psychosocial Factors (approx. 15 minutes) 

Read out: Psychosocial factors are things that may affect people’s psychological response 

to work and working conditions including things like working relationships for example, 

workload, control etc. 

11. From your experience or observations, how have workplace factors influenced 

employees’ self-management behaviours for a long-term health condition (positively 

and negatively)?   

Prompts:  

¶ How does this happen; 

¶ What about culture; 

¶ Working practices; 

¶ Physical environment; 

¶ Team working; 
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¶ Nature of the work. 

 

12. What are some of the challenges within your organisation in providing workplace 

health self-management support? 

Prompts:  

¶ Costs; 

¶ Organisation of work; 

¶ Leadership style; 

¶ Culture. 

 

13. What workplace conditions in your view encourage health self-management at work? 

Prompts: 

¶ Office location and set-up; 

¶ Working hours; 

¶ Way work is organised. 

 

14. What actions do you think your organisation could take (or, needs to take) to support 

and improve employee health self-management? 

Prompts: 

¶ Have a dialogue about it; 

¶ Permission and support; 

¶ Understand LHCs better. 
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Study 3 Employer Semi-structured Interview Information Sheet. 

 

Do employees with long-term health conditions need self-management support in 

work? 

 

15 million people in the UK are living with a long-term health condition (Department of Health 

2012) and it is estimated that 21 million people of working age will have at least one long-

term condition by 2030 (Vaughan-Jones and Barham 2010). Those with conditions or 

disabilities are more likely to be or become unemployed but there is good evidence that work 

is good for health (Black 2008). Long-term health is an important area of focus for employers 

and wellbeing strategies and just recently a government review specifically committed to 

reducing the proportion of people leaving the workforce who are experiencing long-term 

chronic mental health problems, enhancing employability and employer support (Stevenson 

& Farmer 2017). 

 

We know employed people with long-term health conditions are ‘self-managing’ their health 

away from GPs and specialists much of the time and that disease management is an 

important part of workplace health programmes (Shaw et al 2014).  Long-term health 

conditions are enduring, often incurable and self-management is concerned with the actions 

people take to manage their health condition themselves and, positively is linked with better 

health outcomes (Lorig et al 2001). Self-management does not take place in a vacuum but in 

the context of other people and influences (Gallant 2003) including work. For these reasons 

we would like to have a better understanding about self-management support needs in work 

and from an employer perspective.  

 

If employer influence is important and if self-management is good for working people, then 

the employer could have a critical role to play in enabling positive health behaviours. 

 

Study Aims 

This interview study is part of a PhD research project examining the workplace self-

management support needs of people with long-term health conditions. The aims of this 

employer interview study are: 

 

¶ To examine employer understanding of employee health self-management and the 

support needs of those affected by long-term health conditions; 
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¶ To explore how work impacts health self-management behaviour at work. 

 

Your Involvement 

You are invited to participate in a semi-structured audio recorded interview lasting about one 

hour. Participation is voluntary and at any point during the study (up to one week after your 

interview has taken place) you are able to withdraw without giving a reason.  If you decide to 

withdraw, your data collected up to that point will still be used unless you inform us you 

would not like any of your previously collected data used.   

 

Why have I been invited to participate? 

You have been invited to take part because in your organisation you have some 

responsibility and/or involvement with employee health and wellbeing. 

 

What will happen if I decide to be interviewed? 

If you agree to take part please complete the consent form (appendix 1) and return by email 

to Sally Hemming at s.e.garton@lboro.ac.uk. Sally will contact you to arrange a suitable date 

and time for your interview. Interviews are proposed to take place in March and April 2018. 

 

The study interviewer is Sally Hemming. The interview structure is semi-structured with all 

participants being asked some core questions and with the researcher probing answers. The 

interviews are expected to last up to one hour and will be audio recorded. Recordings will be 

heard by the research team providing a richer insight into workplace health self-

management than a survey might. 

 

Ethics and Confidentiality  

The study has been granted approval by Loughborough University Ethics Committee. 

Findings will be used to form part of a PhD thesis and will potentially be published.  We aim 

to ensure anonymity at all times.  The study and data processed will comply with Data 

Protection regulations.  All information and data collected during the research will be kept 

confidential.   

 

Data will be presented so as not to identify you (or your organisation) unless you specifically 

request otherwise. Any quotes made by you will be presented anonymously, quotes you 

make may be used in scientific publications, presentations or posters (no names or 

identifying details will be made available). 

 

mailto:s.e.garton@lboro.ac.uk
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What will happen to the results of the study? 

Data will be securely held on a personal computer or in a locked cupboard until the research 

is finalised. The research team at Loughborough University are the only people that will have 

access to data.   

 

When the research has ended the principle researcher (Sally Hemming) will write up the 

results of the study and discuss the implications of the findings with Loughborough 

University Health Sciences department.  A summary of the findings will be provided to you. 

The results from this research may also be presented at academic conferences and/or 

published in academic journals. 

 

What if I am not happy? 

If you are not happy with how the research was conducted, please contact Ms Jackie Green, 

the Secretary for the University’s Ethics Approvals (Human Participants) Sub-Committee: 

 

Ms J Green, Research Office, Hazlerigg Building, Loughborough University, Epinal Way, 

Loughborough, LE11 3TU.  Tel: 01509 222423.  Email: J.A.Green@lboro.ac.uk 

 

The University also has a policy relating to Research Misconduct and Whistle Blowing which 

is available online at http://www.lboro.ac.uk/committees/ethics-approvals-human-

participants/additionalinformation/codesofpractice/ .   

 

If you have further questions: 

If you require any further information please contact Sally Hemming, PhD Research 

Student and Principal Investigator:  

School of Sport, Health and Exercise Sciences 

Loughborough University 

Loughborough LE11 3TU Email: s.e.garton@lboro.ac.uk  Telephone:  07825 009163 

 

mailto:J.A.Green@lboro.ac.uk
http://www.lboro.ac.uk/committees/ethics-approvals-human-participants/additionalinformation/codesofpractice/
http://www.lboro.ac.uk/committees/ethics-approvals-human-participants/additionalinformation/codesofpractice/
mailto:s.e.garton@lboro.ac.uk
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Consent Form 

Do Employees with Long-term Health Conditions Need Self-management Support in 

Work? 

Please Initial  
The purpose & details of this study have been explained to me.  I understand 
that this study is designed to further scientific knowledge & that all procedures 
have been approved by the Loughborough University Ethics Approvals 
(Human Participants) Sub-Committee. 
  
I have carefully read & understood the participant information sheet & this 
consent form. 
  
I have had an opportunity to ask any questions I have about my participation 
& I am satisfied with any answers I have received.  
  
I understand that I am under no obligation to take part in the study & that I 
have the right to withdraw (up to 1 week after my interview) for any reason, & 
will not be required to explain my reasons for withdrawing. 
  
I agree to take part in this study.  Taking part will involve being interviewed 
and this will be audio recorded. 
 
I understand that all the personal information I provide will be treated in 
strictest confidence & will be kept anonymous & confidential to the 
researchers unless (under the statutory obligations of the agencies which the 
researchers are working with), it is judged that confidentiality will have to be 
breached for the safety of the participant or others or for audit by regulatory 
authorities.  
  
I understand that quotes I make might be anonymised & used in publications, 
reports, web pages, conferences, academic publications & other study 
outputs. 
  
I agree for the data I provide to be securely archived at the end of the project.  
 
I consent for my stored data to be used for future research. I understand this 
is a free choice and does not affect my participation in the study.   
 
I will provide my email address and mobile phone number, to allow the 
researcher to follow up with me as required during the project. 
Email:  _________________________  Mobile:  __________ 
 
I agree to take part in this study 
 
________________________ _____________________ _______   _______ 
Name of participant [PRINT] Signature              Date    Participant ID 
 
_________________________ _____________________ _________  
Researcher  [PRINT] Signature                 Date 
If you have any questions please contact: Sally Hemming, Principal Investigator Email: s.e.garton@lboro.ac.uk or Dr 
Fehmidah Munir (Chief Investigator) Email: f.munir@lboro.ac.uk

mailto:s.e.garton@lboro.ac.uk
mailto:f.munir@lboro.ac.uk
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Study 4 Worker Narrative Interview Study Questions. 

The narrative interview will be opened with a SQUIN (single question aimed at inducing 

narrative): 

 

SQUIN Question for all interviews (read): I am interested in the self-management support 

needs of working people who are affected by a long-term health condition. I am seeking to 

understand this by collecting people’s stories.  

Tell me in your own words about your health self-management at work and support needs. I 

want you to tell me about any aspect of this including your self-management behaviour, your 

attitude and beliefs toward your ability to look after your health at work, and any 

events/experiences that form part of your story. 

 

There are no set questions and I will not interrupt you. Take as much time as you like, 

please start when you are ready.   

 

Interviewer Resources and Topic Guide. 

Specific areas of interest to this interview study to be used as a reference for questioning: 

Workplace context and work factors Reason for self-management (in)activity 

Motivating factors Self-belief, attitude and confidence 

Behaviour change Health literacy 

Perceived support needs Sources of support 

 

Semi-structured Interview Guide. 

To understand support needs, these optional questions are designed to identify factors that 

are obstacles to self-management in the workplace. The questions are informed by the 

Flags framework which is useful in identifying problems in working with health problems. 

Yellow Flags Blue Flags Black Flags 

Tell me about your self-

management behaviour at 

work? 

What can be done at work 

to help you self-manage? 

What policies, practices 

and/or procedures help you 

(or not) meet your health 

management needs at 

work? 
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Yellow Flags Blue Flags Black Flags 

How does your work impact 

your health behaviour at 

work? 

What do you think has 

caused you problems with 

managing your health at 

work? 

In what ways do these 

features of work influence 

your self-management 

behaviour? 

How do you think 

mgrs/colleagues perceive 

your health needs at work?  

What response do you 

expect from 

mgrs/colleagues when you 

need self-management 

support? 

 

 

Probing Question Guide. 

Useful probing questions for stage 3 semi-structured interviewing if required. 

Can you tell me more about that? 

What was that experience like for you? 

What happened after that? 

Why do you think that happened? 

What did you think about that? 

How did you cope? 

What did others think about that? 

Why did you want to happen? 

What was that like? 

Do you have an image of that? 

What else was happening at the time? 

Tell me about a time when x 

Who was with you? 

What might have changed things for you? 

How would you like things to be? 

Describe how you see the interaction of your health with work. 
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Study 4 Worker Narrative Interview Information Sheet. 

 

Do employees with long-term health conditions need self-management support in 

work? 

 

15 million people in the UK are living with a long-term health condition (Department of Health 

2012) and it is estimated that 21 million people of working age will have at least one long-

term condition by 2030 (Vaughan-Jones and Barham 2010).  

 

We know employed people with long-term health conditions are ‘self-managing’ their health 

away from GPs and specialists much of the time and that disease management is an 

important part of workplace health programmes (Shaw et al 2014).  Long-term health 

conditions are enduring, often incurable and self-management is concerned with the actions 

people take to manage their health condition themselves and, positively is linked with better 

health outcomes (Lorig et al 2001). Self-management does not take place in a vacuum but in 

the context of other people and influences (Gallant 2003) including work. For these reasons 

we would like to have a better understanding about self-management support needs in work 

from an employee perspective.  

 

Study Aims 

This interview study is part of a PhD research project examining the workplace self-

management support needs of working people with long-term health conditions. The aim of 

the interview study is to collect stories of the real life self-management experiences of 

working people affected by health conditions.  

 

We would like to know what is happening in the workplace with regards to self-management 

behaviour and support. A narrative approach allows the participant to tell their story in the 

way in which they choose, in their own words whilst a semi-structured interview guide will 

probe the broader areas of interest to the study. 

 

The narrative interview study aims are to understand from a participant perspective: 

¶ Workplace self-management support needs; 

¶ Contextual work factors and their influence on employee self-management 

behaviour; 

¶ Employee workplace self-management behaviour; 
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¶ How participants make sense of and assign meaning to their workplace self-

management. 

 

What is a Narrative Interview? 

A narrative interview is a way of collecting people’s experiences (stories) of health and 

illness. The interview will not follow a fixed structure and will start with one open question to 

you. You will control the direction of the interview.  

 

The interviewer might also use a semi-structured interview guide to capture any broad areas 

of interest and might ask some probing questions as a result of listening to your narrative, at 

the end of the interview. 

 

What can I expect in the Interview? 

The following approach will be adopted for the interview study. No preparation ahead of the 

interview will be required. 

 

The Interview 

The interview will be informally structured as follows: 

1. Introduction – you will be provided with an overview of the research, consent and an 

opportunity to ask any final questions; 

2. Narrative – you will be asked a first open question  and will then be telling your story 

of your experiences; 

3. Questioning – there will be an opportunity for the interviewer to explore using 

questions any particular areas of interest, based on your narrative. 

4. Close – the interview will be closed by the interviewer. 

 

Your Involvement 

You are invited to participate in a face to face, narrative and semi-structured (audio 

recorded) interview. There is no fixed duration for the interview, they can last 30 minutes or 

run for a few hours.  Once you have given your consent to take part, you will be contacted 

directly by the researcher. The interview will take place at a venue that is agreed and 

mutually convenient in either May or June 2018. 

 

Participation is voluntary and at any point during the study (up to one week after your 

interview has taken place) you are able to withdraw without giving a reason.  If you decide to 

withdraw, your data collected up to that point will still be used unless you inform us you 

would not like any of your previously collected data used.   
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Why have I been invited to participate? 

You have been invited to take part because you indicated in your survey response an 

interest in taking part in the interview study. 

 

What will happen if I decide to be interviewed? 

If you agree to take part please complete the consent form (appendix 1) and return by email 

to Sally Hemming at s.e.garton@lboro.ac.uk. Sally will contact you by telephone to discuss a 

suitable date and time for your interview. Interviews are proposed to take place in May and 

June 2018. 

 

The study interviewer is Sally Hemming. Recordings will be heard by the research team 

providing a richer insight into workplace health self-management than a survey or structured 

interview might. 

 

Ethics and Confidentiality  

The study has been granted approval by Loughborough University Ethics Committee. 

Findings will be used to form part of a PhD thesis and will potentially be published.  We aim 

to ensure anonymity at all times.  The study and data processed will comply with Data 

Protection regulations.  All information and data collected during the research will be kept 

confidential.   

 

Data will be presented so as not to identify you (or your organisation) unless you specifically 

request otherwise. Any quotes made by you will be presented anonymously, quotes you 

make may be used in scientific publications, presentations or posters (no names or 

identifying details will be made available). 

 

What will happen to the results of the study? 

Data will be securely held on a personal computer or in a locked cupboard until the research 

is finalised. The research team at Loughborough University are the only people that will have 

access to results.   

 

When the research has ended the principle researcher (Sally Hemming) will write up the 

results of the study and discuss the implications of the findings with Loughborough 

University Health Sciences department. The results from this research may also be 

presented at academic conferences and/or published in academic journals. 

 

mailto:s.e.garton@lboro.ac.uk
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What if I am not happy? 

If you are not happy with how the research was conducted, please contact Ms Jackie Green, 

the Secretary for the University’s Ethics Approvals (Human Participants) Sub-Committee: 

 

Ms J Green, Research Office, Hazlerigg Building, Loughborough University, Epinal Way, 

Loughborough, LE11 3TU.  Tel: 01509 222423.  Email: J.A.Green@lboro.ac.uk 

 

The University also has a policy relating to Research Misconduct and Whistle Blowing which 

is available online at http://www.lboro.ac.uk/committees/ethics-approvals-human-

participants/additionalinformation/codesofpractice/ .   

 

If you have further questions: 

If you require any further information please contact Sally Hemming, PhD Research 

Student and Principal Investigator:  

 

School of Sport, Health and Exercise Sciences 

Loughborough University 

Loughborough LE11 3TU Email: s.e.garton@lboro.ac.uk  Telephone:  07825 009163 

 

 

mailto:J.A.Green@lboro.ac.uk
http://www.lboro.ac.uk/committees/ethics-approvals-human-participants/additionalinformation/codesofpractice/
http://www.lboro.ac.uk/committees/ethics-approvals-human-participants/additionalinformation/codesofpractice/
mailto:s.e.garton@lboro.ac.uk
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Narrative Interview Study Consent Form. 

Please Initial  
The purpose & details of this study have been explained to me.  I understand 
that this study is designed to further scientific knowledge & that all procedures 
have been approved by the Loughborough University Ethics Approvals 
(Human Participants) Sub-Committee. 
  
I have carefully read & understood the participant information sheet & this 
consent form. 
  
I have had an opportunity to ask any questions I have about my participation 
& I am satisfied with any answers I have received.  
  
I understand that I am under no obligation to take part in the study & that I 
have the right to withdraw (up to 1 week after my interview) for any reason, & 
will not be required to explain my reasons for withdrawing. 
  
I agree to take part in this study.  Taking part will involve being interviewed 
and this will be audio recorded. 
 
I understand that all the personal information I provide will be treated in 
strictest confidence & will be kept anonymous & confidential to the 
researchers unless (under the statutory obligations of the agencies which the 
researchers are working with), it is judged that confidentiality will have to be 
breached for the safety of the participant or others or for audit by regulatory 
authorities.  
  
I understand that quotes I make might be anonymised & used in publications, 
reports, web pages, conferences, academic publications & other study 
outputs. 
  
I agree for the data I provide to be securely archived at the end of the project.  
 
I consent for my stored data to be used for future research. I understand this 
is a free choice and does not affect my participation in the study.   
 
I will provide my email address and mobile phone number, to allow the 
researcher to follow up with me as required during the project. 
 
Email:  _________________________  Mobile:  __________ 
 
I agree to take part in this study 
 
________________________ _____________________ _______              
Name of participant [PRINT] Signature              Date Participant ID 
 
_________________________ _____________________ _________  
Researcher  [PRINT] Signature                 Date 
 
If you have any questions please contact: Sally Hemming, Principal Investigator Email: s.e.garton@lboro.ac.uk or Dr 
Fehmidah Munir (Chief Investigator) Email: f.munir@lboro.ac.uk 

mailto:s.e.garton@lboro.ac.uk

