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Many studies have documented that workplace stress can
harm health. But in an open, competitive economy, can these
harmful effects realistically be prevented? To find out, we
used publicly available data to compare U.S. and European
estimates of health care costs and mortality from workplace
stress. We found that if the United States had workplace
policies that were comparable to those of a European country
of similar wealth, it would spend approximately $40 billion
less on health care costs related to potentially preventable
workplace stress than it spends now. These results suggest
that focusing policy interventions on the workplace could
help address soaring U.S. health care costs.
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Core Findings

What is the issue?
Psychosocial stressors

in the workplace have
both direct and indirect
negative impacts on U.S.
health outcomes. When
compared with similarly
advanced countries in

the European Union, the
United States has invested
less in mitigating these
stressors and so continues
to bear costs that can
otherwise be prevented.

How can you act?
Selected recommendations
include:

1) Expanding health
insurance coverage to
reduce excess workplace-
attributable costs and
mortality by enabling more
people to obtain health care
2) Enacting policies that
mandate a family-friendly
workplace to reduce work—
family conflict and job strain

Who should take

the lead?

Researchers, policymakers,
and stakeholders in

health care and labor

and human resources

orkplace protections in the United

States have saved lives and slashed

costs from on-the-job hazards. In
1970, the year that the Occupational Safety
and Health Administration (OSHA) was created,
there were 14,000 workplace fatalities from
physical injuries and hazards, such as exposure
to harmful chemicals, falls, and injuries from
equipment such as drill presses and saws. By
2009, as a result of sustained policy attention,
workplace fatalities had fallen to 4,400 despite
a doubling of the workforce.!

Meanwhile, work-related stress claims far
more lives and costs far more money, yet the
United States has done little to mitigate those
risks. Exposure to workplace stressors, such as
long working hours, shift work, the absence
of job control (that is, individuals’ ability to
influence what they do at work), and exces-
sive job demands, causes unhealthy individual
behaviors, including smoking, drinking, and
overeating. A study found that workplace
stressors and an absence of health insurance
(which limits access to health care) account for
approximately 120,000 theoretically prevent-
able, or excess, deaths in the United States each
year, more than deaths from suicide (47,000),2
car accidents (32,000),% and homicide (19,000)*
combined. They also accounted for as much as
$190 billion in excess health care costs, approx-
imately 8% of the nation’s annual health care
cost at the time of the study.®

What's more, these cost estimates are likely
substantially understated.®> The indirect costs
of poor employee health—absenteeism, turn-
over, burnout, and presenteeism—can be
much larger than the direct health care—related
costs of illness, according to several industry
reports.®’” Moreover, workplace stressors
such as economic insecurity and work-family
conflict undoubtedly have effects on other
family members that have yet to be studied.

In the past, researchers have focused mostly on
documenting various health effects of work-
place stressors and far less on the possibility
of reducing or eliminating these stressors in
actual workplaces. However, there is reason to
believe that policy changes could help mitigate

psychosocial workplace stressors. First, policy
interventions have dramatically reduced the toll
from physical workplace hazards, as mentioned
above. Second, other developed nations have
put workplace policies in place that have
reduced the prevalence of various workplace
stressors, and this, in turn, has diminished their
workplace-related health care costs.

Specifically, compared with the United States,
equally wealthy and economically devel-
oped member nations of the Organisation for
Economic Co-operation and Development
(OECD) tend to offer their workers shorter
working hours, stronger protections against
employee dismissals, better provisions for
parental leave, and more vacation time and paid
sick leave than the United States does for its
workers. They also have substantially broader
health care coverage.

In addition, the European Agency for Safety
and Health at Work, the European equivalent
of OSHA, has launched a campaign to help
employers recognize and manage work-related
stress and psychosocial risks.® This includes
measures to mitigate excessively demanding
work and lack of job control. In the United
States, OSHA has not yet made comparable
efforts. However, Europe’s success suggests
that policy changes in the United States could
reduce workplace psychosocial stress and the
health burdens it imposes.

To understand the degree to which policy
changes to reduce workplace stressors could
pay off, it is first necessary to gauge how real-
istic it is to reduce the health costs and mortality
that accompany psychosocial workplace stress.
We estimated this by comparing the United
States with advanced, industrialized nations
from Europe using the aggregate mortality and
health care costs associated with nine common
psychosocial workplace stressors:
ployment, the absence of health insurance,
shift work, long working hours, job insecurity,
work—family conflict, low job control, high job
demands, and low social support at work.?

unem-

Our comparison included 23 European OECD
countries that have capitalistic, open economies
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and have available data that make compar-
ison with the United States feasible. European
OECD member nations were particularly suit-
able because the OECD has a stated mission to
support “market economies backed by demo-
cratic institutions,” which include the United
States.'® By comparing the mortality rate and
health costs from psychosocial workplace
stressors in the United States with those of
countries of the European Union, we sought to
identify the extent to which new U.S. workplace
policies could prevent harm and thus reduce
costs and save lives.

Method

Estimating the preventable harm from psycho-
social stress in the workplace requires an
approach different from that used when
measuring the health costs of physical injuries or
hazards. Researchers who study physical inju-
ries or hazards have often estimated preventable
deaths from a single cause or factor that could
conceivably be eliminated. For instance, it is
possible to picture a world in which all smoking
has been prevented, all bicyclists use helmets,
every bed in every malaria-prone area has
appropriate mosquito netting, or everyone is
vaccinated against the diseases that can be
prevented by vaccination. In each of these cases,
the preventable death toll is the total number
of deaths caused by the behavior in question—
smoking,’* not wearing a bicycle helmet,*? not
using appropriate mosquito netting,*® or failing
to get everyone vaccinated.

Moreover, in each of these cases, effective
policy interventions could directly prevent
deaths from the cause in question. And for
policy interventions such as bike helmets, anti-
smoking measures, bed netting, or vaccination,
it is relatively straightforward to compare the
costs and benefits of the intervention using
data from real-world cases, such as road-safety
programs.t4

Conversely, it is difficult to imagine a work world
with no stress, particularly in workplaces oper-
ating in competitive environments. Cost and
productivity pressures produce stress and help
create the layoffs and economic insecurity that

‘work-related stress claims far
more lives and costs far more
money, yet the United States
has done little to mitigate

those risks”

produce more stress. Such economic insecu-
rity is an ever-growing feature of the economic
landscape.t®® |t is also unclear which policy
interventions would directly prevent deaths
from workplace stress. For example, there have
been few well-designed studies of workplace
health-promotion programs or mental health
interventions that document whether and to
what extent these interventions are effective.

That said, we do know that, on average, health
care spending is higher and people live longer in
richer countries than in poorer countries.’-** We
also know that within a population, wealthier
people live longer than poorer people.

Similarly, we reasoned that wealthier nations
would have better health outcomes, such as
lower death rates and lower rates of infectious
diseases, from preventable causes. Government
agencies and public officials would know that
prevention is almost always more cost-effective
than treatment for any health condition, and
therefore would invest more to prevent disease
or injuries. First, we empirically tested whether
this inverse relationship between wealth and
preventable environmental causes of ill health
held for two conditions for which we had objec-
tive, public data—deaths from air pollution and
deaths from tuberculosis—using a statistical
procedure called linear regression. (See Section
1.6 in the Methods & Analysis Supplemental
Material for more on these relationships.)

Further, because workplace stress can be viewed
as a preventable environmental driver of poor
health outcomes, we expected that government
policymakers and private employers in wealthier
countries would, as a rule, be more willing and
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"Cost and productivity
pressures produce stress and
help create the layoffs and
economic insecurity that

produce more stress’

have more resources to invest broadly in poli-
cies that promote employee health. Therefore,
we expected wealthier countries would have
lower rates of workplace-induced ill health. And
we wondered whether the United States would
fit the typical wealthy country pattern or differ
from it.

Estimating Preventable Workplace-
Attributable Deaths

We used the following three-step procedure to
estimate the number of preventable deaths from
exposure to workplace stressors. (For the rest
of this article, we will use the term workplace
exposures to mean exposure to psychoso-
cial stressors in the workplace and the term
workplace-attributable deaths and costs to
refer to those that arise from experiencing those
stressors.)

Step 1. Estimate deaths from workplace
stress for each country.

Step 2: Estimate how relative wealth
affected deaths from workplace stress,
omitting U.S. data.

Step 3: Estimate U.S. workplace-
attributable deaths, then compare that
value to the predicted value for an equally
wealthy European country.

Next we describe in more detail how we
did each step of the analysis for workplace-
attributable deaths.

Step 1: Estimate Deaths From Workplace
Stress for Each Country. Because the number
of workplace-attributable deaths is a statistic
that goes unreported, we had to estimate

this number. We focused on deaths rather
than other health outcomes because coun-
tries consistently measure annual deaths and,
consequently, relevant data are available. We
estimated workplace-attributable deaths by
using a mathematical model we had previously
developed to capture the effect of workplace
stressors on four costly health outcomes,
including mortality, as well as to estimate
health care costs and health disparities among
different demographic groups.22 (Our empir-
ical approach, model inputs, and data sources
are shown diagrammatically in Figure 1. See the
Methods & Analysis Supplemental Material for
an in-depth description of the modeling.) Here
we outline the model’s primary data inputs:

Labor force and mortality statistics: We drew the
number of workers and overall annual deaths
each year in each country from the OECD
statistics database.?

Prevalence of workplace exposures: No single
cross-national survey of workplace psychoso-
cial stressors exists for European OECD member
nations and the United States, so we matched
two surveys with equivalent or closely related
questions. For the United States, we drew data
from the General Social Survey? and supple-
mented it with data from the Current Population
Survey.?® For the European OECD nations, we
drew data from the Fifth European Working
Conditions Survey (EWCS).?* See the Table of
Survey Questions Supplemental Material for
the survey questions we used. Our final sample
included 2010 data for the United States and the
23 European OECD member nations. See Table
S1 in the Methods & Analysis Supplemental
Material for a list of countries and some descrip-
tive statistics.

Estimates of deaths from each workplace
stressor: We obtained this information from
a published meta-analysis of 228 studies that
estimated the effects of the nine psychoso-
cial stressors considered in this study on four
different costly health outcomes, including
mortality.®

Observed prevalence of these poor-health cate-
gories: This information was obtained from the
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Figure 1. Illustrated overview of empirical approach & data sources
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Note. OECD = Organisation of Economic Co-operation and Development; EWCS = Fifth European Working Conditions Survey; GSS = General Social Survey;
MEPS = Medical Expenditure Panel Survey.

A. Data were retrieved from the statistical database of the Organisation for Economic Co-operation and Development, found at https://stats.oecd.org. We used
the Population and Vital Statistics table to extract population and death rates for each country and the LFS by Sex and Age table to extract labor force and
unemployment numbers for each country; in both cases, 2010 data were extracted separately by sex.

B. European Foundation for the Improvement of Living and Working Conditions. (2012). European working conditions survey, 2010 [Data set].
http://doi.org/10.5255/UKDA-SN-6971-1

We extracted data on the prevalence of workplace stressors separately by sex for each country in 2010. Specific questions are listed in the Table of Survey
Questions Supplemental Material.

C. National Opinion Research Center. (n.d.). General social survey. Retrieved from http://www3.norc.org/GSS+Website/23

We extracted data on the prevalence of workplace stressors separately by sex for the United States, pooling data from 2002, 2006, and 2010. Specific questions
are listed in the Table of Survey Questions Supplemental Material. For additional details about the data used, see Section 4.1 in “The Relationship Between
Workplace Stressors and Mortality and Health Costs in the United States,” by J. Goh, J. Pfeffer, and S. A. Zenios, 2016, Management Science, 62, 608-628
(https://doi.org/10.1287/mnsc.2014.2115).

D. Goh, J., Pfeffer, J., & Zenios, S. A. (2015). Workplace stressors & health outcomes: Health policy for the workplace. Behavioral Science & Policy, 1(1), 43-52.
This reference served as the source of meta-analytic estimates of the relative risks of four health outcomes on 10 workplace exposures.

E. Agency for Healthcare Research and Quality. (2010). Data table: MEPS HC-121: 2008 full year consolidated data file. Retrieved from
https://meps.ahrq.gov/mepsweb/data_stats/download_data_files_detail jsp?cboPufNumber=HC-121
We extracted data on 2008 health care expenditures for men and women separately.

nationally representative Medical Expenditure
Panel Survey.?*> (We looked beyond death alone
because we wanted to use the added informa-
tion in analyses related to costs.)

Data. We plotted each European country’'s
wealth, as measured by its per capita gross
domestic product (GDP; the average wealth
of each individual), against its workplace-
attributable deaths using linear regression. We
included 23 European countries in the final
analysis. These were the OECD member nations
included in the EWCS in 2010.

We then calculated per capita workplace-
attributable deaths in each country—that is, the
total number of deaths from workplace expo-
sure divided by the population of each country

in 2010. The "per capita death” figure, then, is
essentially the proportion of people who died in
2010 from workplace-related exposures.

Step 2: Estimate How Relative Wealth Affected
Deaths From Workplace Stress, Omitting U.S.

Step 3: Estimate U.S. Workplace-Attributable
Deaths, Then Compare That to the Expected
Value if the United States Were an Equally
Wealthy European Country. From the mathe-
matical expression in Step 2, we predicted the
number of workplace deaths the United States
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“the United States experiences
17,000 preventable workplace-
attributable deaths per year”

would have if its policies were like those of an
OECD country of comparable wealth. We then
compared that number with actual estimates
of per capita workplace-attributable deaths
in the United States. A significant difference
would reveal how much of an outlier the United
States was relative to its OECD European coun-
terparts: if industrialized nations of equivalent
wealth (equivalent per capita GDP) had fewer
workplace-attributable deaths, the differences
would indicate the extent of workplace-
attributable deaths in the United States that
might be prevented.

Estimating Preventable Costs

We estimated costs using the same three-
step procedure, except that we added into
the model’s calculations the health care costs
of each health outcome, as obtained from a
nationwide survey of U.S. medical expendi-
tures.?> We estimated country-specific data on
the prevalence of workplace stressors for the
European nations from the EWCS.?*

Step 1: Estimate Health Care Costs From Work-
place Stress for Each Country. We obtained
these figures by dividing total health care costs
from workplace exposure by the population of
each country in 2010. (The “per capita health
care cost” is the average cost per person.) We
report all estimated health costs in 2010 U.S.
dollars, adjusted using the medical component
of the Consumer Price Index.?®

Step 2: Estimate the Relationship Between
Relative Wealth & Workplace-Attributable
Health Costs, Omitting U.S. Data. We plotted
each European country’s wealth, as measured
by its per capita GDP, against its costs attribut-
able to the workplace. We used linear regression
to model the relationship between the per
capita workplace-attributable costs and each
nation’s per capita GDP.

Step 3: Estimate U.S. Workplace-Attributable
Costs & Compare the Result to the Value That
Would Be Expected if the U.S. Figures Were
Extrapolated From the European Data. As with
deaths, we predicted the costs the United States
would have if its policies were like those of an
OECD country of comparable wealth and then
compared that figure with its actual costs.

Results

How Wealth Influences Death

From Environmental Sources

To test whether our approach made sense, we
considered deaths from two environmental
sources of mortality—air pollution and tuber-
culosis. We hypothesized that the death rates
for these conditions would fall as a nation got
wealthier, as measured by its per capita GDP.
We found for European OECD countries that
they did, and they did so in a statistically signif-
icant manner (p = .03 for air pollution and p <
.01 for tuberculosis; see note A.) What's more,
the United States conformed to this trend: When
U.S. death rates from these conditions were
compared with the rates in OECD countries, the
differences were not significant (p = .40 for air
pollution and p = .67 for tuberculosis), indicating
that the United States was not an outlier. These
results gave us confidence that our analytical
strategy made sense.

Preventable Workplace-

Attributable Deaths & Costs

In European OECD countries, we expected
and found a similar relationship between
per capita GDP and workplace-attributable
mortality or costs. As per capita GDP rose, per
capita workplace-attributable mortality (p < .01)
and per capita workplace-attributable costs
(p <.01) fell.

By measuring how much the United States
deviated from the general trend line, known as
a regression line, which we constructed from
the data from the European OECD countries,
we estimated that the United States experiences
17,000 preventable workplace-attributable
deaths per year, as well as $44 billion in prevent-
able workplace-attributable health care costs.
However, only the health care cost difference
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between the United States and the OECD coun-
tries was statistically significant (p = .03).

In fact, these figures are probably an underesti-
mate, because some of the European countries
in our sample were outliers with regard to the
overall trend. To gauge how sensitive our results
were to such outliers, we progressively removed
countries with the smallest populations from
our analysis. When we did that, our estimates
of preventable workplace-attributable deaths
and costs in the United States rose substan-
tially, fluctuating between 40,000 and 63,000
preventable workplace-attributable deaths per
year and between $55 billion and $65 billion in
preventable costs (see Table 1). As before, only
the estimates of preventable costs were statisti-
cally significant.

Discussion

Our analysis provides the first estimate of the
preventable deaths and preventable health care
costs from psychosocial workplace stress in the
United States. The preventable costs, as shown
in Figure 2, are substantial—the most conser-
vative estimate is approximately $44 billion per
year, or $156 per American per year.

This estimate of preventable cost only includes
the direct cost of health care and does not
account for the indirect cost of absenteeism
and reduced productivity. To put this estimate in
context, the Society of Actuaries has estimated
that secondhand smoke, a well-known envi-
ronmental exposure, costs the United States
approximately $10 billion per year in both direct
and indirect costs.?” However, although our
point estimates for preventable deaths were
substantial in magnitude and remained robust
when small-population outliers were removed
from the set of European countries, they were
not statistically significant. The lack of statistical
significance could stem from a wider range of
mortality estimates in the different European
nations. In sum, these findings provide evidence
that psychosocial workplace stressors impose
an unnecessary economic toll on Americans,
but they are not conclusive about whether such
stressors contribute excessive deaths that are
preventable.

Although useful as a preliminary estimate,
our modeling has several limitations. It uses
different surveys—the General Social Survey for
the United States and the EWCS for the Euro-
pean countries—to estimate the prevalence of

Table 1. Sensitivity analysis of preventable workplace-
attributable deaths & costs in the United States per year

Number of European OECD Preventable deaths Preventable cost
countries in sample (thousands) (billions USD)

23 16.5 44 .2*

22 40.9 55.4**
21 411 554**
20 411 554%*
19 52.1 58.5**
18 62.21 64.4%*
17 56.7 64.0**
16 554 63.8**
15 437 57.9**
14 435 57.1%*

Note. Sensitivity analysis tests the robustness of one’s results and is also known as the what-if analysis. Here, we examined the
estimates of preventable deaths or costs that our model would produce if we sequentially removed from our sample European
Organisation for Economic Co-operation and Development (OECD) countries with the lowest populations (which are least like
the United States). The estimates of preventable costs are statistically significant. The U.S. death rates were higher than OECD
rates in absolute terms but the differences did not reach statistical significance. Larger sample sizes could help to establish
whether the U.S. death rate differs at a statistically significant level. USD = U.S. dollars.

tp < .10. *p < .05. **p < .01
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Figure 2. How European OECD nations & the United States compare in deaths from tuberculosis &
estimated costs related to workplace stressors
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Note. The United States is not an outlier compared with European Organisation for Economic Co-operation and Development (OECD) nations with respect to
deaths from tuberculosis (as is true for other disorders not related to workplace stress). But it is an outlier with respect to estimated costs from workplace
stressors, indicating that investments in reducing workplace stress could not only help workers in the United States but also save money. USD = U.S. dollars;

GDP = gross domestic product.

workplace stressors. To make the responses
comparable, we identified matching questions
across these two surveys (see the Table of
Survey Questions Supplemental Material). Going
forward, a standardized survey that compares
workplace stressors and corresponding health
outcomes across nations would enable even
more reliable comparisons. Those surveys
would ideally include non-European OECD
countries such as Australia, Canada, and New
Zealand, which may be more similar to the
United States than some European countries
are. A larger sample of nations would also lead
to more precise and conclusive estimates of the
number of preventable deaths from workplace
stressors, which we were not able to obtain with
our current data.

Although we did not directly examine how
specific workplace policies affect workplace
stress, we did show that when considered
collectively, workplace policies matter.

Therefore, if a workplace policy is associated
with one or more workplace stressors and if U.S.
policy differs significantly from the policies of its
European OECD counterparts, then changing
U.S. policy to resemble those of its European
counterparts could reduce the health toll in the
United States.

The examples that follow illustrate policies
other nations have implemented and the
United States has not. Changing U.S. policy to
resemble these European policies could poten-
tially reduce adverse health consequences from
workplace stress.

Health Insurance Coverage

Our data showed that wealthier countries, as
measured by higher per capita GDP, had higher
rates of health insurance. The United States
was an outlier, having significantly lower health
insurance coverage than a comparably wealthy
European country. Our statistical analyses gave
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us strong confidence in both of these conclu-
sions (p < .01).

It seems reasonable to predict that policies that
help expand health insurance coverage would
reduce excess workplace-attributable costs and
mortality by enabling more people to obtain
health care before small problems become
big ones. Other research findings support this
conclusion. A review of several major empirical
studies recently concluded that “health insur-
ance saves lives."?® A Kaiser Family Foundation
analysis revealed the primary reason why unin-
sured people did not take up health insurance
was its prohibitive cost.?? It also found that more
than half of uninsured people were eligible for
some form of financial assistance.3°

These findings suggest that efforts to step
up outreach to educate the uninsured about
their options would help to improve coverage
nationwide. One method would be to use social
media and other forms of advertising. Another
would be to use retailers such as drugstores that
people visit somewhat regularly for supplies. A
third method would be to use other providers
of social services, such as unemployment and
welfare offices and even schools, to inform
families about the availability of and bene-
fits from having health insurance and, thereby,
access to health care.

Reducing Job Strain Through

Increased Awareness

Our analysis included the three main compo-
nents of job strain: low job control, which refers
to control over how one’s job is done; high
job demands; and low social support at work.
Effective remediation of these stressors typically
involves redesigning a task or a job. For example,
allowing flexible work arrangements such as
telecommuting could increase job control. But
redesigning a job or task requires awareness,
acceptance, and buy-in from employers or
employer associations.

Awareness of job strain, a construct comprising
three of the nine psychosocial stressors we
considered, is more common in Europe than
in the United States, and European policy-
makers are taking actions to remediate it. In

2004, several of the largest European trade
unions achieved a key milestone when they
signed the Autonomous Framework Agreement
on Work-Related Stress.! Since then, Austria,
Denmark, the United Kingdom, and other
countries have published nonbinding stan-
dards on psychosocial risks such as job strain
and have developed and disseminated tools to
help organizations identify and reduce the prev-
alence of these stressors. For example, Austria
has developed a guide for labor inspectors that
includes elements of the psychosocial work
environment that they should monitor, as well
as information on how to support companies in
reducing job-strain-related stressors. In addi-
tion, Belgium, Slovakia, and other countries have
passed laws requiring employers to conduct
proper risk assessments for such stressors.*

U.S. employers, in contrast, are much less aware
of job strain than European employers are.
The National Institute for Occupational Safety
and Health (NIOSH) has published advice for
employers about job strain and has coordinated
research on this subject for some time, but if it
adopted some ideas from its European coun-
terparts, it could raise awareness in the United
States about job strain and reduce its prevalence.
We have some suggestions of where to start.

First, NIOSH could be more effective by simply
renewing its focus on job strain. At present,
NIOSH does not appear to be working actively
on the subject: Its latest publication related to
job strain was published in 2004,3%34 and its
web page titled "Organization of Work,” which
provides a list of resources that could be useful
to employers and researchers, is no longer
actively maintained.® A key first step for NIOSH
would be to recognize and reprioritize job strain
as an important workplace hazard that can
contribute to poor worker health. Currently,
the hazards and exposures NIOSH lists on its
website include heat stress, indoor environment
quality, and tobacco in the workplace, but not
job strain.

Second, NIOSH could pivot from its traditional
research and advisory role toward a more active
role in advocating for reducing job strain. NIOSH
knows how to measure job strain: In 2000, the

445

Estimated preventable
workplace health care
costs to the US per year

1/K

Estimated preventable
workplace-attributable
deaths per year

19Kk

Homicide deaths per year
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agency developed the Quality of Worklife Ques-
tionnaire,*® which included measures that can
be used to assess job strain. But that question-
naire was intended primarily as a research tool;
in fact, it was included in the General Social
Survey. NIOSH also provides advice on how to
measure job strain (among other constructs),
although the web page with that advice is no
longer actively maintained.® NIOSH could
streamline these measurement tools into a
single tool or suite of tools that employers as
well as researchers could use. NIOSH could also
develop up-to-date guidelines of best practices
related to reducing job strain.

By taking responsibility for resources and
streamlining them, NIOSH could then better
advocate with employers, trade associations,
and labor unions to encourage them to adopt
these resources and use them to help manage
workers. For example, NIOSH could maintain
an active presence in industry colloquia or in
academic conferences that focus on occu-
pational stress and health. Alternatively, the
organization could partner with other interest
groups in reaching out to employers. For
example, in the health care industry, the Amer-
ican Medical Association has been grappling
with occupational burnout,*”3® which is one of
the possible negative outcomes of high levels
of job strain. Industry associations like the
American Medical Association that are already
actively working to reduce job strain would
likely be receptive to NIOSH's outreach and use
its resources.

Family-Friendly Work Policies

Published studies show that employees think
their workplaces support families when they
perceive little work—family conflict.3*=** Work—
family conflict is an important workplace
stressor that occurs when employees’ work and
family roles interfere with each other.

A family-friendly work environment is more
than the sum of its family-friendly policies.*>4¢
However, studies of individual policies can
nonetheless guide employers toward concrete
actions they can implement to reduce work-
place stressors. Flexible work schedules*~** and

paid sick and parental leave,**4* for example,
reduce work—family conflict, research has
found. And vacation leave reduces job strain.448
The United States, unlike its European OECD
counterparts, does not have any federal poli-
cies guaranteeing sick and parental leave or a
minimum number of annual vacation days. Poli-
cies that mandate these changes could reduce
work—family conflict and job strain, diminishing
their toll.

Costs of Inaction

Policymakers and others have talked for years
about bringing U.S. workplace policy more in
line with the policies of other advanced industri-
alized countries. This would mean better access
to health care, more paid time off for sickness
and vacation, improved policies for work—family
balance, and more. Such changes could reduce
the health-related costs of workplace stress.

Our analysis did not consider the costs of
implementing the policies, as this task is beyond
the scope of this article. Nonetheless, by esti-
mating that the United States spends $44 billion
on health care for potentially preventable
problems related to workplace stress, we have
provided U.S. policymakers a rough estimate of
how serious the problem is. We hope that this
finding will stimulate policy action by revealing
the costs of continued inaction and reminding
policymakers that investing in prevention can
save money on workplace health costs.

Conclusion

In this study, we find that U.S. workers pay a
higher price from workplace stressors, in terms
of health costs and possibly mortality, than
do workers in comparable OECD countries in
Europe. Taken together with other research, our
study suggests that expanding health insurance
coverage, adopting family-friendly work poli-
cies more widely, and raising awareness about
the costs of workplace stress could signifi-
cantly benefit U.S. workers. Doing so could
help reduce exposure to workplace stressors,
improve the nation’s work climate, and reduce
the health burden imposed by U.S. workplaces.
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endnote

A. From the editors to nonscientists: For any given
data set, the statistical test used depends on the
number of data points and the type of measure-
ment, such as proportions or means. The p value
of a statistical test is the probability of obtaining
a result equal to or more extreme than would
be observed merely by chance, assuming that
there are no true differences between groups
under study (the null hypothesis). Researchers
traditionally view p < .05 as the cutoff for statis-
tical significance, with lower values indicating a
stronger basis for rejecting the null hypothesis.
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