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INTRODUCTION

In the Secretary of State for Health's recently published Our Healthier
Nation - A Contract for Health, issued as a Consultation Paper, the
Government recognised that as people spend a lot of their time at work,
healthy work places are vital to their health. The Partnership on the
Health of the NHS Workforce is in this report offering a serious
contribution to the Government in its leadership position in the
improvement of the health of the workforce of the NHS. The Partnership’s
report responds to the expectation of the consultation paper, which is to
protect staff from the harm that certain jobs can cause, and reflects its
concern with individuals, communities and the nation at large. The report

isa clear example of a partnership of organisations with a shared concern.

There is no doubt that over the next few years, a number of changes in
policy and practice will be implemented to ensure that the health of those
working in the health sector is improved and more effectively managed.
The New NHS White Paper recognises the importance of establishing a
new culture of openness and cooperation within the NHS, and the
Partnership Report is presented in the spirit of the White Paper’s
commitment to the involvement of all staff in taking the

recommendations of The Partnership forward.

There has been a considerable amount of research and many reports in
the past on the health of those working in the NHS, particularly in
relation to doctors” health. Each report pointed to concern about levels of
ill health and its implications, but none was sufficiently extensive or
robust to draw general conclusions for action, and none covered all staff

groups working in the NHS.




The Nuffield Trust therefore convened a partnership of the key
organisations with a stakeholding in the NHS to assess all available
evidence in this area, and make recommendations for action. These |
stakeholding organisations are listed on page 11.

The stakeholding organisations formed themselves into the Partnership
and agreed to commission an extensive literature survey by two doctors
and a psychologist specialising in the area of occupational health. The
results of the research have been agreed by The Partnership as
academically sound, and the recommendations have been agreed by The
Partnership as representing the most effective structural response to the
problem of ill health among the NHS workforce.

The Partnership asked the Nuffield Trust, as an independent and objective

commentator on the health sector, to present the findings and

recommendations to Ministers, to put the report in the public domain, -
and to distribute it widely as the first step in responding to the challenge of
improving ill health in the NHS workforce. The importance of addressing

this challenge lies not only in the concern for the welfare of the staff of the

NHS, but also in the implications for the quality of patient care.

John Wyn Owen CB
March 1998




[MPROVING
THEHEALTH OFTHE

NHSWORKFORCLE

Reportof The Partnership
on the health of the
NHS Workforce ’

SUBMISSION FROM THE PARTNERSHIP TO THE
SECRETARY OF STATE FORHEALTH

The Nuffield Trust has convened a Partnership (of leaders of bodies
principally involved in the NHS) to assess the available evidence on the
health of staff in the NHS and other health care workers, including
general practitioners and their staff.

This paper from the Partnership invites Ministers:

(i) tojoin and lead the Partnership in developing effective action to
~ remedy the situation disclosed by the research; B

(i) and to provide the keynote speaker for a conference to be held to
start developing the programme of action.

We very much welcome the emphasis given in the White Paper The New
NHS to the importance of establishing a new culture of partnership,
openness and co-operation within the NHS, and we make this approach
in that spirit. We find it encouraging that Chapter 6 of the White Paper,
with its commitment to involving staff, sets out priorities which coincide
with some of the areas for action identified by the research.

The Partnership has maintained a strict focus on scientifically rigorous
research into ill health. This work was about the health of the workforce; it
was not about morale or pay and conditions or the structure or
management of the NHS unless there was research-based evidence of a
link between such factors and ill health. Its purpose was to provide an
objective basis for future action.

Although each individual piece of research is already in the public
domain, few of the reports or scientific papers have attracted public
attention or been acted upon. The effect of drawing them together in a
single review is, however, pretty startling. The research shows, among
other things, that worrying levels of psychological disturbance exist




among hospital doctors and general practitioners at all stages in their
career, and among nurses; that much of this ill health is associated with
aspects of work; and that it can affect patient care. The cost implications
for the NHS are also serious. There is less research on managers and other
staff groups, but what there is suggests a comparable state of affairs.

The feeling within the Partnership is that, for the sake of good
management and from simple compassion, both we and the Government
should view -these findings with due alarm, and accept shared
responsibility for working quickly together to develop a programme for
action. We are in no doubt as to our duty to publish and publicise the
report. We should, however, try to ensure that it does not cause undue
alarm to patients and the public.

The research covers not only the causes of ill health in the NHS but also
interventions which have been found to be effective. The evidence on the
latter is sparser than might be wished, but it does begin to show a way
forward and we make a number of recommendations on the basis of it.
We also make some recommendations based on experience and common
sense. To take one example, the research provides evidence that the
commitment in paragraph 6.31 of the White Paper that ‘involving staff in
service developments and planning change, with open communication
and collaboration, is the best way for the NHS to improve patient care’ is

likely also to have a substantially beneficial effect on the health of the
workforce. Management style clearly affects health. There is also little
doubt that employers who are known to take good care of their workforce
are also perceived as providing a good service to their customers.

The literature review was very thorough. It discovered gaps in the
research which need to be addressed, but it could provide a benchmark
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against which to measure the effectiveness of an NHS-wide programme
of action and the overall savings to the NHS which we believe would
result. It might be helpful to bring the Audit Commission into the
discussion at an early stage.

We consider that there should now be a process of consultation based on
the report, and we propose to organise an early conference involving
employers, purchasers and other groups, and the unions. The question
which immediately arises is that of leadership. Every member of the
Partnership has a stake in this issue. So does the Government. There are
also other stakeholders who need to be drawn into the process. These
very uncomfortable findings about the health of the NHS workforce will
create challenges for each of us, but they will be much easier to handle and
resolve if we can present a united and determined response to them.The
Nuffield Trust brought together the Partnership and has provided
impartial leadership, but the next stage must now be a matter for those
responsible for the NHS workforce. Given the variety of employment
patterns within the NHS, the danger is that we might lose the wider
perspective we have just gained, and with it the impetus for urgent and
effective action. The tone of the White Paper encourages us to hope that
the Government will be willing to provide the leadership this problem
needs. The Partnership believes that all those involved would respond
with committed support.

The Partnership believes that its findings and recommendations are as
applicable to Scotland, Wales and Northern Ireland, and the attention of
the respective Secretaries of State is being drawn to this report.
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SUMMARY AND RECOMMENDATIONS

1 KEY MESSAGE

The new NHS White Papers emphasise the need for a healthy work force

* toachieve high quality patient care. This report identifies health problems
in NHS staff, many of which are preventable and treatable. It also provides
an evidence-based programme of action that should be implemented to:

*+  improve physical and psychological health

. improve work attendance _

*  improve organisational efficiency and effectiveness

2 A 10 POINT ‘Action Now PLAN

The following 10 points are a comprehensive and integrated staff health
improvement plan based on a review of the relevant scientific literature.
The points are not put forward in order of priority (see table opposite).

3 ECONOMIC EVALUATION
Implementation of this staff health improvement plan should include a
scientific evaluation of its effectiveness and the financial cost and benefit.




Ll_m_plememation_

to everyone how all this fits
together and their partin it

. A'major initiative to improve two Ministers | Government Taskforce Employers', professional
way communications to increase (NHS White Paper) andstaff organisations
staff involvement and enhance and individual staff
teamworking and control over work .

2. FEvaluate work demands Ministers | NHSE’, staff organisations Employers
and review staffing and employers

3. mprove working environmentand | Ministers | HSC/E’ Employers
control violence to staff

4. Initiative to imptove employment Ministers | NHSE, NHS Confederation Employers
security and staff organisations

S. Family friendly policies to be available | Ministers | NHSE, NHS Confederation Employers
to staff throughout the NHS and staff organisations

6. ‘Train managers to execute their NHSE  |NHSE Employers
responsibility to protect staff health

7. Facilitate and encourage stafftolook |NHSE  |HEAY,health promotion units, Employers and
after their health professional and staff organisations | individual staff

8. Occupational health services and Ministers | Faculty of Occupational Medicine | Employers

|  confidential counselling services and other specialist organisations

10 be comprehensively available .

9. Manual handling policies for all NHSE  |HSC/E Employers
Le.training, assessment of risk
and adequate equipment

10. A publicity campaign to explain Ministers | The Partnership and NHSE NHSE

1 Employers include Trusts, Health Authorities and General Practitioners
2 National Health Services Executive

3 Health and Safety Commission/Executive
4 Health Education Authority
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TERMS OF REFERENCE

The objectives of The Partnership on the Health of the NHS Workforce were:

1

To assess available evidence on morbidity among NHS staff
and other healthcare workers, including general practitioners
and their staff, and the extent to which this is generated by
working in and for the NHS.

To consider recommendations already made for achieving
improvements,

To establish what relevant work is in hand, and to identify gaps
and any further commissions required.

To estimate the cost of avoidable work related ill health and other
associated conditions.

To develop advice and a framework for courses of action for:
* Government

+ the Department of Health and the Northern Ireland,
Scottish and Welsh offices

+ the NHS Execative

* all NHS employers, including GPs
+ professional organisations

* registration authorities

* organisations representing staff

To assist in meeting objectives as set out in NHS
planning guidelines.

To develop benchmarks so that progress may be assessed.



1.1

1.2

AIMS

To develop an evidence-based programme of action to improve
the health of the NHS workforce.

To describe ways in which this programme could be implemented,
based on better use of existing resources and investment leading to
future savings. '
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2.1

2.2

23

BACKGROUND

The problem of high levels of ill health in all groups of NHS staff
has long been recognised. Recent figures from the CBI show that
NHS staff have higher sickness absence than comparable staff
groups in other sectors’, A recent large study shows that 27% of
health care staff report high leveis of psychological disturbance, |
compared with 18% of working people generall)?. The nature of the
work poses problems for both physical and psychological health,
eg. the responsibility for people’s lives, dealing with distressing

‘illness and death. In addition the major organisational changes in

recent years have affected all NHS staff, including GPs and other
community staff, managers, professional groups and ancillary staff.
Health problems have been found to vary geographically within
the NHS suggesting the important role of local factors.

The levels of staff turnover and wastage are very high* and
doctors are increasingly seeking early retirement®*. This represents
aloss of both skills and investment in training for all staff groups
and the cost of training replacement staff drains much human and
financial resources. With the current level of professional staff
shortages, especially in medicine and nursing, the need to retain
these highly trained staff is greater than ever. |

Overwork is }ncreasing both in hospital and community services.
There are two elements to this overwork: the amount of work
required of the individual in a given time and the excessive
number of hours the individual is required to work, Shorter
hospital stays mean faster throughput of patients; early discharge
means sicker patients for general practitioners, practice staff and
community services to care for in the community; closure of large
psychiatric hospitals means more people requiring community



2.4

2.5

2.6

2.7

care. Recent figures from the Department of Health show that over
the last 10 years NHS activity has increased by 32% while
expenditure has increased by only 16%. To bridge this gap there
has been improved efficiency, but this has led to major pressures
on staff, “

An additional pressure for professional staff is the increased
expectation and complaints by all patients and, at the extreme,
litigation. These affect the behaviour of those fearing such action
and have significant workload and health implications for those
who are the subject of such complaints and litigation’.

The HSE recently reported on the increasing violence and threats
from patients and relatives®. In addition, isolation has become a
great problem for some primary care staff and junior doctors.

The above factors contribute to ill health which undermines the
quality and quantity of work and patient care’. Both the
Government’s new White Papers aimed at improving the NHS!™"2
and its Green Paper on improving public health”” emphasise the
importance of improving staff health and welfare. As a contribution
to achieving this, the Nuffield Trust, on behalf of the Partnership on
the Health of the NHS Workforce, commissioned this report. The
Partnership represents most major organisations providing and
regulating health care, and concerned with NHS staff health.

This réport provides an evidence-based programme of action
which should be implemented to improve physical and
psychological health, work attendance and organisational
efficiency and lead to long-term financial savings.
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3 THEEVIDENCEBASE

The evidence (appendix 1) comprises a systematic literature review based
on 131 papers selected from 5842 abstracts and 208 papers from other
sources. Additional evidence was collected from 98 reports and 25
interviews with key individuals (appendix 2}. '

The following evidence is presented:
. the burden of ill health among NHS staff

. aspects of work associated with ill health
+ . evaluated interventions to improve staff health
. the economics of improving the health of the NHS workforce

3.1  Theburden ofill health among NHS staff

Most research has concentrated on doctors and nurses, as reflected below.
The limited research into other health care staff shows similar problems in
other groups™.

3.1.1 " Doctors i .

+ ' Studies found high levels of psychological disturbance® in 21% to
50% of hospital doctors and general practitioners (GPs) with all
career grades being affectedsisvnpaunnussnsns These levels

-are significantly higher than those for equivalent professional
occupations*®. In doctors, disturbance fanges from anxiety
through emotional exhaustion’ to clinical depression and
suicide"**. These problems have been found to be most severe for
women doctors’, especially those born overseas™. In some groups
of doctors these problems are associated with unhealthy lifestyles
{e.g. excessive alcohol consumption)™* and with a lower standard

. of patient care*. Of doctors reporting that stress affected patient
care,one in 10 said this led to a serious clinical mistake*. Anxiety
and (iepression in GPs increased between 1987 and 1990

e Psychological disturbance includes a variety of terms e.g. minor psychiatric disorder, emotional
disturbance, psychological distress. The variation of terminology in the literature reflects both
methods of measurement and researchers’ preferences.

f Emotional exhaustion refers to one of the three dimensions measured by the Maslach Burnout
[nventory. -

(1580




Doctors report frequent minor illnesses and self prescription but most do
not take time off work?. A third of junior doctors are not registered with a
GP*. UK doctors show higher levels of work related stress and depression
than US and Australian doctors®.

3.1.2  Nurses

- High levels of psychological disturbance, ranging from emotional
exhaustion to suicide”, exist in 29% to 48% of nurses*”***. The
level of psychological disturbance is significantly higher in nurses
than in equivalent professional groups in the general population.
Emotional exhaustion predicts sickness absence® and has doubled
in community nurses between 1991 and 1995,

. Most nurses experience back pain at some time***** which is
associated with high absenteeism, staff turnover and ill health
retirement***. This problem has increased by almost 40% from
1983 to 1995, o

3.1.3 Managers

Between a third and a half of managers show high levels of psychological
disturbance™*. This is higher than for non-NHS managers, as high as for
doctors, and women managers experience the highest levels®.

3.1.4  Professions allied to medicinet
Psychological disturbance is at a high level in these groups (27%) and
significantly higher than equivalent professions outside the NHS2

3.1.5 Other staff groups

Dentists show high levels of anxiety* and dentists and pharmacists show
high levels of suicide'* compared with the general population. Ambulance
staff report more back pain than any other health service staff group®.

§ Professionsallied to medicine (PAMSs} include physiotherapists, chiropodists, dietitians, nccupational
therapists and orthoptists.

B



IMPROVING
THEHEALTH OFTHE

NHSWORKFORCE

Report of The Partnership
on the health of the
NHS Workforce

3.2 Aspects of work associated with ill health

There is evidence that work factors are not just associated with ill health
but actually cause it Other work factors can protect people in vulnerable
situations. For example having more control at work and greater social
support enables greater tolerance of high workload.

3.2.1 Allstaff

A comparison across Trusts found that rates of psychological disturbance
varied from 17-33%, with lower rates in Trusts characterised by smaller
size, greater co-operation, better communication, more performance
monitoring, a stronger emphasis on training and allowing staff more
control and flexibility in their work?®. High psychological disturbance has
also been found among community staff, with work overload and lack of
support contributing to this®.

3.2.2 Dactors

. The overwhelming factors associated with psychological
disturbance in doctors in junior to senior grades are the long hours
worked'* the high workload and pressure of work?*/7#24220503%
and their effect on personal life'*"*#+* Lack of role clarity has not
been found to be a problem for these staff,

Additional factors associated with psychological disturbance are:

. In junijor doctors, relationships with consultants and other
staff>**' and making decisions; for women, sexual harassment at
work, discrimination from senior doctors and lack of senior
fernale role models®.

. [n consultants, low job satisfaction because of inadequate

resources, feeling insufficiently trained in management skills and
high levels of organisational respensibilities and conflict .
. In GPs, interruptions during and outside surgery hours and




3.2.3

3.24

patient demands”*7.
One in five psychiatrists retiring early cited work overload as the
main reason’.

Nurses :

The most frequently reported sources of psychological disturbance
are high workload™”, workload pressures™**" and their effect on
personal life®, staff shortages, unpredictable staffing and scheduling
and not enough time to provide emotional support to patients™.
Poor management style is associated with staff ill health” and
predicts absenteeism**, Problems of management style include
impatience, defensiveness, unsupportive leadershii), lack of
feedback and clarity and giving insufficient control*~.

Distress in student nurses has been caused by low involvement in
decision-making and use of skills and low social support at work®,
Management practices that lead to more open expression of views
and joint problem solving result in reduced role conflict,
ambiguity and stress*®.

Low back pain is predicted by frequent manual handling of
patients™*,

Other staff groups

There were few adequate UK studies describing the aspects of work

associated with ill health for other occupational groups within the health

service. European and US studies have dealt with many occupational

groups in health care and the findings are broadly similar, so most of the

following has been drawn from European and US studies.

3.2.4.1 Health care workers in Europe and the US

The key work factors associated with ill health are:
work overload®¢ ¢ and pressure of work*#+’
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. lack of control over work and lack of participation in decision
making® #4717
. poor social support at work®sssmnmuIsen
. unclear management and work role#'4?7m
) . lifting, handling and uncomfortable postures™®#'#
. conflict between work and family demands™™"
. use of visual display units® )

Health problems associated with the above are psychological disturbance
(including depression and anxiety}, cardiovascular mortality, back and
joint pain and associated sickness absence.

3.2.4.2 Non health care workers in Evrope and the US
The key work factors associated with illness in non-health care
workers and of relevance to health care staff are:

. work overload and pressure DHSSSTRSHIARNMUSHTMB. 001
. lack of control over work and lack of participation in decision
making 69.83,28,90,91,92,94,95,97,94,100,101,102,103,104,105, 108, £07 ’
. monotonous work and not learning new skillg* #0020
. poor social support at WOrkTHI02105.107109.110.11 £.412
. . unclear management and work role® 71
. ‘lifting, handling and uncomfortable postures®! o215 1611718
. conflict between work and family demands®'* "
- interpersonal conflict'®22 .
. work reorganisation™

Health problems associated with the above are cardiovascular disease and
mortality, psychological disturbance (including depression and apxieiy),
rmusculoskeletal pain, alcohol misuse, accidents, and associated sickness
absence and medical retirement.




3.3  Evaluated Interventions o

The researchers identified 13 interventions that were methodologically
acceptable. Six were conducted with health care staff*22121542, four |
were randomised controlled trials '*/*#'* and two were conducted in the
UK"™2, Seven were aimed at improving general physical and
psychological problems' 2121010214 and six were aimed specifically at
improving musculoskeletal problems 212151,

The interventions aimed at improving general health were systemic
organisational programmes supported by a mixture of staff and
management training:

3.3.1 training skills to mobilise support at work and participate in
problem solving and decision-making improved mental health,
especially for those intending to leave'

3.3.2 support,advice and feedback from a psychologist reduced stress

hormone levels'®

3.3.3 communication skills training reduced staff resignations, sick
leave, assaults and the costs of each of these™

3.3.4 teaching interpersonal awareness reduced emotional exhaustion
and depression'™

3.3.5 an organisational stress management programme led by senior -
management reduced medical malpractice claims and
medication errors'®

3.3.6 for physically inactive staff, exercise improved well being and
reduced complaints of muscle pain’® ' '
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3.3.7 an organisational intervention managing return to work after ill
health, run by a local authority occupational health and human
resource department, reduced sickness absence with considerable
financial savings'

3.3.8 the majority of interventions aimed at reducing musculoskeletal
problems consisted of prevention and early management by
occupational  health  departments'®''% or  ergonomic
intervention and skills training'” and all of these were found to be
cost effective by reducing injuries and absenteeism. Most of the
adequate studies of training, isolated from an organisational
intervention, have not demonstrated a benefit'®+*

34  The economics of improving the health of the NHS workforce
(appendix 3) '

It is clear from the wide range of studies that have been carried out in
the NHS that staff sickness is a major cost. The need to maintain staffing
levels means that temporary replacement workers are much more likely
to be used on the NHS than elsewhere, raising the costs of absence.
Extrapolating estimates from individual studies to the current pay
scales and staffing of the NHS (England) suggests that sickness absence
rates of 5 percent or more are costing the NHS over £700 million a year.
Clearly, not all this absence is preventable and we might wish staff with
infectious diseases to make sure they stay away from vulnerable
patients. But British industry overall averages around 3.7 per cent
sickness absence. If the NHS could cut down sickness by only one
percentage point, or about two and a half days per staff member per
year, it could save itself over £140 million a year or the equivalent of one
per cent of pay.




4,  GAPSINEVIDENCEBASE

Research findings are consistent with widespread beliefs about the
health problems of NHS staff. This review has, however, highlighted
important limitations in the research questions addressed and in the
study designs used.

Studies of an acceptable methodological standard are required in the

following areas: _

. longitudinal studies that are able to investigate the causal
relationships between work factors and health outcomes

. randomised control trials of interventions

. economic evaluation of interventions

. studies of staff groups other than doctors and nurses

+  studies of the relationship between staff health and quality

of patient care
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PREVIOUS RECOMMENDATIONS FROM REPORTS

Of the 98 reports, 23 concern doctors, 9 concern nurses, 4 concern

professions allied to medicine, 2 concern managers, 46 concern NHS staff

in general and 14 concern employers in general. The overwhelming
majority have been produced in 1996 and 1997.

A

5.1

Doctors

increase staff and reduce hours of work and workload and allow
for annual and study leave*s o1

better access to locum cover'*'# 7

review structure of work and devolve where appropriate'**™
improve formal and informal supportlsHeHLIsLIL

develop teamwork'*

improve career guidance"'*

increase flexible career structure and working patterns'®'#
provide counselling and stress management
serviCesl38.139,[4l.l43,141147‘148.|49

encourage/demand registration with Gp 1%

address self-prescribing!#*'#1% _

ensure adequate arrangements to identify and manage health .
problems including treatment out of area"**%! ‘
enhance occupational health services 1419152

improve working environment e.g. doctors’ accommodation'***
train in management skills**'*, communication skills"*** and
coping with stress ***"*** and alcohol and drug self awareness'**'*
train in skilis to recognise and manage own health problems and
those of colleagues'

increase awareness among GPs of their responsibility for staff-
health and safety'™



5.2

53

Nurses

develop and implement anti-bullying policies™

establish formal procedures for managing sickness absence'”
introduce family-friendly policies e.g. career-breaks and support
personal development’

national co-ordinator to evaluate back pain interventions'®

Other health care staff

There were few reports restricted to other staff groups. Recommendations

for health care staff in general include:

involve staff in the management of health and safety and integrate
health and safety management with all other aspects of
management™'> _

improve employment policy and practice e.g. develop

teamwork, better education and training, better management

of sickness absence'*"4+'*

clarify accountability and authority'”

ensure personal feedback, staff development plans and

career guidance*'”

increase flexible career structure and working patterns*!*'
stress management for managers and staff*’ and evaluation

of stress management™'

provide accessible, effective and confidential occupational

health services'"'* ,

train in management skills*'*'**, communication skills*, coping
with stress and alcohol self-awareness™

enhance human resource strategy and skills'™

ensure all NHS employers demonstrate progress towards best
practice in health and safety and the health of the workforce! 1417
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reduce the risk of violence at work by pro-active management,
underpinned by positive commitment by senior managers and
staff at all leve]s*'

Progress in implementing these recommendations has been limited.

The main barriers have been a lack of financial and hurman resources

and a lack of will. The new White Papers™:"* with their emphasis on

quality should now lead to these issues being addressed.

5.4

Non health care staff

involve staff in problem solving and decision-making'*’

give staff control over their own work™

effective communication with clear standards of performance,
training needs and feedback part of appraisal

flexible hours'™

stress management at organisational and individual level 47
internal counselling service'*



6.  RECOMMENDATIONS

The following recommendations stem from the evidence uncovered in
our literature review and an analysis of previous relevant reports. When
planning this report, we did not set out to make the case for additional
funding, but when assessing the literature it became clear that muchill
health arises from workload, which is a resource issue. The literature also
demonstrates that early investment can result in long term savings (see
section 3.4). Some recommendations have minimal funding implications,
others require allocation of existing health investment programmes
differently and others require additional financial resources.

Many of the recommendations made in recent reports are consistent with
our findings about the causes of ill health in the NHS and the
interventions that are found to be effective. Examples are the Priorities
and Planning Guidance for the NHS$:1998/99" Health Service
“Guidance' on Health and Safety, the Health Education Authority ‘Health
at Work in the NHS’ project and most recently the new NHS White
Papers"’:“-”. '

Our recommendations are designed to be practical and achievable
solutions, some in the short term and some requiring longer term
planning, We suggest both the level at which they should be considered
and the organisations to implement them. These include national policy
makers, employers, regulators, statutory organisations responsible for
registration, professional organisations and trade unions. The
implementation of these recommendations will be facilitated by the
representation of these organisations on the Partnership.

6.1.  Management culture,style and skills

Our findings reveal the important influence of management style on staff
health. The old competitive management culture has begun to change and
must continue to do so. This will require action at all levels: leadership,

m
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commitment and investment from central government and the NHS$

Executive and from employers. For Trusts, commitment at board level is

especially important since divisions and directorates may be semi-

autonomous. Change will involve both training and support of managers

and incorporation of specific objectives within organisational plans and

senior staff appraisals.

6.1.1.

6.2

Control over work and participation in decision-making
enhance a sense of control by staff over the work environment.
Increase their open expression of views and i incorporate these into

‘ pohc1es and practices

encourage all staff, including c11n1c1ans to participate in
management, joint problem-solving and decision-making

Support and communication _

develop a culture in which staff are valued e.g. through induction
programmes, regular positive feedback from managers, two way
communication and early, sensitive addressing of problems

give clear leadership and definitions to staff roles at work

structure situations to promote both formal and informal social
support within the workplace. Expand clinical supervision,
mentorship, peer support and review for doctors, nurses and other
professional staff, and team working for all staff

support staff who are required to work long hours by consuiting
them on their needs and ensuring easy access to professional
support out of hours

Employment practices
Employment practices to a large extent determine the
organisational climate. Health care delivery is a very labour



_ intensive activity, and the quality of this service is dependent on
the quality of people management.’

« . evaluate work demands and review staffing

- maximise job security and minimise the use of short-term contracts

«  followthe recommendations of the Working Time Directive™

. introduce more flexible employment practices e.g. allow staff to

 meet family commitments

. ) provide accessible career information and advice to all
occupational groups including at student/training level

. ensure good career and staff development strategies

. ensure and act on policies to prevent bullying and harassment,
including racial and sexual harassment

. implement policies on violence

. adopt risk management approach to staff health

. create an organisational climate in which working excessive hours

is discouraged, with managers setting good examples
. encourage uptake of annual and study leave entitlement

6.3  Early detection and treatment of ill health and additional
arrangements for prevention.

There is a statutory duty on employers to reduce illnesses and injuries
caused by work. Hazard identification and risk assessment should be
followed by clear arrangements to eliminate the risk, or if that is not
-possible, to reduce it as far as possible. This applies to all risks to health at
work: physical, chemical, biological, ergoromic and organisational.

6.3.1 Psychological problems
In addition to the recommendations in section 6.1 and 6.2, all employers
should provide all staff with counselling and stress management services

v
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that include organisational consultancy, preventative training and:
individual casework. Appropriately trained individuals should provide
these services. €

6.3.2 Musculoskeletal problems

. introduce policies to reduce musculoskeletal injuries e.g. minimal
or no manual handling of patients and inanimate objecfs

. ensure adequate availability and use of specialised equipment to
eliminate manual handling

. employers must comply with the Manual Handling Operations
Regulations (1992)"through assessment of risk and the
development of safe systems of work

. ensure best practice for treatment of back problems'”

6.3.3 Alcohol and other drug misuse

Existing services for alcohol and other drug misuse (see 6.3.4) to

coordinate efforts to:

- ensure that every employing authority has a well-publicised drug
and alcohol policy, providing for the involvement of occupational
health services, access to treatment and employment retention,
Policies should be supportive, but should also state clear
disciplinary procedures. The development of early and effective
intervention should be a priority

. effect a cultural change in attitudes towards chemical dependence
through education of students and staff

. publicise existing services more effectively to all staff

. inform staff of special arrangements for confidential advice during

training and subsequent employment
. encourage a collaborative partnership between existing services,
particulatly in the sharing and monitoring of treatment outcomes




6.3.4

6.3.5

encourage further research into comprehensive models of care
incorporating intervention, treatment, support and monitoring as
components of a dedicated scheme

Treatment services

Some staff, such as doctors and nurses, may not wish to divulge
medical problems to colleagues or may be concerned about the
confidentiality of their casenotes. In addition to the choice of non-
NHS services e.g. The National Counselling Service for Sick Doctors
and the RCN Counselling Service, NHS care out of area should be
available. Health Authorities and Trusts should develop collaborative
arrangements for such staff. This choice must not impede the
employers’ obligation to ensure staff are well enough to work safely. It
should be the duty of all employers to set up such arrangements as
soon as possible and to promote them widely.

Occupational Health Services

Promote the role of Occupational Health Services in the detection
and assessment of physical and psychological health problems, the
facilitation of appropriate care and rehabilitation back to work.
Acknowledge that there are not at present enough specialists for all
NHS staff to have access to a consultant led service using
traditional models

To improve the quality of this service:

implement a strategy to maximise the coverage of all health care
organisations by high quality consultant occupational health
doctors. To ensure that all services have access to an occupational
health consultant, pilot schemes whereby consultants have a
formal link to non-consultant services with a clear remit for
training, supervision and support
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evaluate the effectiveness of different models of multi-disciplinary
teams in their ability to detect and manage work-related ill health
ensure the confidentiality of these services. Change the perception
among staff where these services are perceived to lack
confidentiality, using education strategies through student
education, employers, the services themselves, professional and
staff groups '

ensure policies for prevention and early management of important
occupational risks such as ‘needlestick’ injuries and occupational
allergies e.g. latex glove allergy

Special arrangements for doctors and other on-call staff

provide good standards of food and clean, comfortable, quiet
accommodation for those on-call overnight

ensure better access to appropriately trained locum cover. This
should not be the responsibility of the individual doctor but
arranged via medical staffing

review junior doctors’ administrative, clerical and night work and
promote multidisciplinary task sharing where appropriate
initiate an educational campaign to discourage students and staff
from seeking and giving inappropriate health care. Each locality
should make special arrangements to facilitate GP registration,
especially for junior doctors

train health care professionals to assess and treat other
professionals

All regions should set up a mechanism to review treatment services

available for doctors locally. This could be done through the post-
graduate deanery. There should be a well-advertised point of contacte.g.a
narmed, senior, well-respected clinician, available to discuss the options



open to the doctor and steer him or her towards an acceptable support
system. This may be an out-of-area psychiatrist, surgeon, physician or
occupational health consultant, an addiction treatment centre, or other
appropriate service. These arrangements must be widely advertised so
that doctors know how to access them. :

6.5  Futureresearch

NHS Research and Development should initiate and coordinate research
into the health of NHS staff with other funding l:(;odies such as HSE, MRC,
Welcome Trust and Nuffield Trust. To overcome the gaps identified in
section four, priority should be given to randomised controlled trials of
interventions developed on the basis of previous research, to protocols
with rigorous methodology and to studies of all staff groups.
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7 IMPLEMENTATION AND MONITORING

The above recommendations should be drawn to the attention of all
Boards of Trusts and Health Authorities who should be provided with the
resources to ensure that these recommendations can be enacted or piloted.

7.1 Pilot schemes should be developed in selected Trusts or groups of
general practices and should seek to identify and test changes in
current NHS practices that would lead to staff health benefits.

" Each should be subject to external evaluation to assess its:

' effectiveness in improving the health of the NHS workforce

. revenue and manpower resource costs, short and long term,
including benefits

. effect on the delivery of care

The process and outcome of planned changes need to be monitored by:

. improved routine collection of data about health indices eg. back
problems, sickness absence. Partnership organisations will take
responsibility for ensuring that this happens

. surveys to complement routine data collection

The pilot scheme leader should be a qualified researcher able to mount
and conduct well designed evaluations. Proposals for these evaluations
should be subject to scientific scrutiny. Their implementation should be
overseen by a multidisciplinary body such as the National Institute of
Clinical Excellence mentioned in the White Paper, reporting back to the
Chief Medical Officers and the NHS Executive. Lessons that are learnt
from properly evaluated schemes can then be applied more generally.

7.2 Partnership to re-convene in late 1998 to report on and assess the
implementation of. the report’s recommendations, monitoring
systems that have been initiated, and any data gathered.




CONCLUSION

The Partnership has considered the implications of these recommendations,
and believes they can be incorporated within the following 10 point action
plan, which provides a comprehensive and integrated staff health and

improvement plan. The points are not put forward in order of priority.

. A major initiative to improve twa way | Ministers | Government Taskfarce Employers', professional
communications to increase staff (NHS White Paper) andstaff organisations
involvement and enhanced - ) and individual staff
teamworking and control over work

2. Evaluate work demands Ministers | NHSE?, staff organisations Employers
and review staffing and employers

3. Improve working environmentand | Ministers | HSC/E’ Employers
control violence to staff

4. Initiative to improve employment Ministers [ NHSE, NHS Confederation Employers
security and staff organisations

5. Family friendly policies to be available | Ministers | NHSE,NHS Confederation Employers
to staff throughout the NHS and staff organisations

6. Train managers to execute their NHSE  |NHSE * | Employers
responsibility to protect staff health

7. Facilitate and encourage stafftolook |NHSE  |HEA*,health promotion units, Employers and
after their health professional and staff organisations | individual staff

8. Occupational health services and Ministers | Faculty of Occupational Medicine | Employers
confidential counselling services and other specialist organisations
to be comprehensively available

9. Manual handling policies for all NHSE  [HSC/E Employers
i.e. training, assessment of risk

‘ and adequate equipment

10. A publicity campal‘fgn to explain Ministers | The Partnership and NHSE NHSE
to everyone how all this fits ’
together and their part in it

1 Employers include Trusts, Health Authorities and General Practitioners
2 National Health Services Executive

3 Health and Safety Commission/Executive

4 Health Education Authority
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. APPENDIX1:

SYSTEMATICLITERATURE REVIEW METHODOLOGY
The method used was based on the Cochrane systematic literature review
methodology™, with the following stages;

1. GATHERING THE DATA

The three electronic databases used were Medline (1987-1997), Psychinfo
(1987-1997) and Bids (1991-1997}. The search strategy was of MeSH key
words in each of the three categories: work factors; staff; and health® or
organisational outcomes. Language was restricted to English. This
generated 3606 abstracts from Medline, 912 from Bids and 1324 from
Psychinfo, totalling 5842 abstracts from which 362 pap‘e‘rs were selected
using the criteria described below. In addition 185 papers were found
through scanning reference lists and 23 were accessed through
researchers and professionals in the field, giving a total of 570. Grey
literature including reports, booklets and discussion papers was gathered
from interviewees and other contacts. These were all classed as reports for
the purpose of this review.

2, INITIAL SELECTION CRITERIA

Abstracts were divided into three 3 categories: descriptions, associations
and interventions. For the descriptions, only abstracts of UK health care
staff were included. For the associations, developed countries and all
types of employment were included. Dissertations were excluded, as were
studies of very specific staff groups or settings and health promotion
activities based in workplaces. The latter is a large literature and is of more
relevance to public health than occupational health. All abstracts were
selected independently by two researchers, with an inter-rater agreement
of 80-90%. Disagreements were resolved by discussion.

+ Health outcomes included physical and psychological measures, including
physiological measures of stress and excluding perceived stress.

W)
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3. INFORMATION EXTRACTION

Information extraction sheets were developed that included:

. study aim

. type of study population e.g. occupational group
. demographic characteristics

. main health and erganisational outcomes

. sampling strategy, sample size and response rate
. type of study measure

. study design

. type of intervention

. summary of the results

4. FURTHER SELECTION CRITERIA

Coded papers were excluded from the review if the studies included;

. volunteer or inadequately described sample
- a response rate of less than 60%
. no standardised measures

On this basis 439 papers were excluded, leaving 131 papersin the review.




APPENDIX2:

INTERVIEW SCHEDULE

L.

Does your organisation take a view on how to improve the health
of your members/staff?

What are you as a member of the Partnership currently doing in
support of the Partnership?

Are you aware of any articles or reports that would help our
research into:

+ The association between working in the NHS and ill health

+ The evaluation of interventions aimed at improving the health of
NHS staff

+ Previous recommendations aimed at improving health

*+ Reasons for non-implementation or failure of previous
recommendations ‘

Are you aware of any current work addressing the above?

Do you know of previous attempts to improve the health of NHS
staff? If so, what happened?

Which areas do you consider the most .important for
interventions? . '

What do you consider to be the main gaps in our knowledge in
these areas? '

Are there specific research projects that you would tike to see

‘commissioned and what would you do with the results?

What do you think have been the main barriers to translating
recommendations and research findings into policies and practice?
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10.

11,

12,

13.

14.

15.

16.

What steps should be taken to maximise the chances that any of
the recommendations that this project makes will be
implemented? .

Are there any other individuals that you think we should talk to or
organisations that we should contact?

Are you aware of the recommendations of the recent Nuffield
Trust report "Taking Care of Doctors' Health' and the Sheftield
Institute of Work Psychology report "Mental Health of the
Workforce in NHS Trusts'?

What changes have you or your organisation made as a result of
them?

What are the reasons for not implementing their recommendations?

How would you suggest funding the investment needed to make
the necessary changes happen? Do you know.of any examples of
good practice which have achieved this?

Assuming the recommendations are actioned, what mechanisms
would be best to monitor implementation: how would they be
carried out and by whom?
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APPENDIX3

Peter West
Sentor Lecturer in Health Economics,
Department of Public Health Medicine, UMDS

THE COSTS OF ILL HEALTH AMONG NHS WORKERS
This section draws together a range of estimates of the cost of ill health
among NHS workers.

Estimates are drawn from a range of studies, with different methodologies
and undertaken at different times, and may not be wholly comparable,
one with another. They are also static estimates of the direct impact of ill
health among NHS workers. But the NHS workforce is a dynamic one,
responding over time to changes in pay and working conditions. For
example, sickness absence may be keeping some nurses in the professnon
by creating a demand for part time agency and bank nurses.




COST ESTIMATES FOR ILL HEALTH IN THE NHS WORKFORCE
Estimates are summarised here with the year of data collection and total
costs. Where estimates have been grossed up to give an estimate for the
NHS as a whole, sources typically relate to England and have been grossed
up to the NHS workforce in England.

Sickness Absence
The main costs of sickness absence are listed by'™:

DIRECT COSTS: DI REGIHEOSiH] ,
- occupational sick pay ° mopEgEmEMe |0 |
«  statutory sick pay SRSt atveand eleric:

* temporary cover o

- additional overtime costs CIIOveiproductivituot
+ lost production or service temporanyetarftndoithig
provision bvorkinpsvhenfunwell)

Additional costs in the NHS include the possible loss of longer-term
employment opportunities of other kinds for staff sick or injured in the
NHS and the cost of training additional staff to replace those leaving the
NHS workforce. (In practice, the cost of training also depends on the
balance between pay and productivity over a nursing career and there
may be advantages to the NHS in training more nurses who are more
productive, relative to their pay scales, in the early years of their career.)
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Lower productivity due to illness includes not only slower working when
sick or by temporary replacement workers but also potential harm to
patients and lower quality care.

COST ESTIMATES OF SICKNESS

ABSENCE/INJURY AMONG NHS STAFF

Estimates from a range of published studies have been grossed up to the
NHS (England) workforce as reported in the most recent published data
and adjusted for inflation since the studies' year of data collection. The

source study is noted.
SICKNESS ABSENCE:
. Sickness among nurses: £90.5 million per year, England'ss
. Sickness among all NHS staff: £714 million per year, England
' Back injuries: cost of £73.5 million per year and replacement staff
costs of £52.5 million per year, England'”
. Accidents: £12.34 million per year, England'®
. Accident compensation for staff and patients:
£30.4 million, England'**
. Accident-related early retirements: £71 million, England™
HARM TO PATIENTS

Some studies™, report patients deaths and other serious mistakes in care
due to stress among doctors. No estimates of the costs of this have been
identified.

In the US"™ one study has shown a relationship between medical
malpractice claims in clinical areas and the levels of stress (though this
could be casual, from malpractice to stress, due to fear of being sued,
rather than the reverse, with stress contributing to errors),




COST EFFECTIVENESS OF INTERVENTIONS

A number of studies have been summarised'™ but these include US
studies in which a wide range of activities are carried out by health work
programmes. Estimates of impact include reductions of 9-29 per cent in
absence and 4 per cent rise in productivity, equivalent to £64 - £200
million for NHS, England,

Manual handling intervention'™ at Wigan and Leigh (1993) reduced total
hours lost in all activities by 31.5 per cent and hours lost through
handling patients by 84 per cent, equivalent to £62 million per year
savings on loss of work time and £44 million per year replacement costs
for NHS, England.

STAFFING LEVELS AND STAFF STRESS

A number of studies suggest that doctors take too little sick leave, partly
due to problems of obtaining locums, and that staffing levels generally
may be generating staff stress and lead to sickness absence in nurses and
other staff. Hiring additional staff may be a beneficial strategy for patient
care but will not be cost-saving for doctors since, by definition, the aim is
to increase their sickness absence. For other staff, an increase in staff
could generate a reduction in sick leave, raising staff levels further. More
staff would increase costs but a part of the cost (but probably not all of it)
would be offset by reduced costs of sickness cover. To be cost saving, a
very large percentage reduction in sickness absence would have to be
achieved by adding a relatively small number of staff to the establishment.
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