Social and Public Policy Review, 2, 1

Changing per ceptions about sickness and work: judging capacity
for work and locating responsibility for rehabilitation

KATHARINE NICE
Research Fellow, Social Policy Research Unit, Unsitag of York, United Kingdom

Abstract

The Government’s welfare to work agenda is prem@eadhanging expectations and
attitudes regarding the relationship between sis&rad/or disability and work. At the
core is an assumption that work is a good way bhaning the well-being of working
age people. There are also economic gains in emgsyotential benefit claimants
move back into employment. This paper focuses dityparound job retention and
vocational rehabilitation and argues that therelessons to be learned from research
about the need to change expectations and attit@esngst several sets of
stakeholders. In 2003, the Government set out tsthitie evidence base for effective
practice in vocational rehabilitation through tld Retention and Rehabilitation Pilot
and its focus on person-centred case managemealitafive findings from the pilot’s
evaluation show that employees’, employers’ andthgaofessionals’ perceptions of
the relationship between work and health can peowdrriers to rehabilitation. This
paper discusses ways of changing perceptions atieptiein the pilot, and highlights
the importance placed on informing and empowerindividuals, collaborative
working and providing timely and flexible suppohh the light of these findings,
recent policy announcements and plans indicatiagbvernment’s ongoing efforts to
effect change in perceptions and attitudes arealtif examined.

Introduction

The Government’s welfare to work agenda is premisedhanging expectations and attitudes
regarding the relationship between sickness ariéability and work. No longer are sick and
disabled people to be regarded as incapable ofngaldluable contributions in workplaces.
The clear message is that attention should prignbélpaid to what people can do and look to
accommodate them within workplaces. At the coransissumption that work is a good way
of enhancing the well-being of working age peopMork is also advocated as a way of
making a valuable contribution and fulfilling respbilities to family, community and
society at large.

This article argues that there are lessons todr@del from research about the need to
change expectations and attitudes amongst sevetal &f stakeholders involved in
rehabilitating sick employees. There may need tsigpeificant changes in the perceptions of
employees, employers and health professionalsifdbal of a motivated worker, supportive
employer and fully involved healthcare system ibécachieved and help significant numbers
back into employment. Research findings also suggags in which changes in perceptions
might be achieved.
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Changes in perceptions seem necessary whethessihe is job retention and speedy
return to work, or returning to employment afteleagthy period out of work. The focus in
this article is on job retention and vocationalatgitation: how people who still have jobs
can be helped to return to work before their emmplent is curtailed. It is argued that focusing
attention on job retention and rehabilitation igortant to the success of the government’s
welfare to work agenda, for research has shown ttietearlier workers are helped after
becoming sick or disabled, the earlier they arelyiko be able to return to work (DWP, 2006).
As such, an effective job retention and rehabibtatstrategy could play a significant role in
reducing the incapacity bill.

The first part of the article looks at the poliaydaresearch context leading up to the
Job Retention and Rehabilitation Pil@IRRP) in 2003. The JRRP was a government funded
randomised controlled trial, testing a person-aghtrcase management approach to
rehabilitating workers who were sick or injured.iigsempirical findings from the evaluation
of the JRRP project, the paper then explores tnketi themes, about which it is argued that
key players’ perceptions can hinder or help joemBbn and rehabilitation, and around which
JRRP sought to change expectations and attitudkestnEmes are:

* making judgments about people’s capacity for warlg
« locating responsibility for vocational rehabilitzi.

For each of these themes, employees’, employersl health professionals’
perceptions are examined before the various waysvhith JRRP sought to challenge
perceptions are explored. Policy developments siiRBP are then introduced before the
final part of the paper critically examines theserent plans in the light of lessons learned
from the JRRP.

The policy and resear ch context

Policy

The Government’s welfare to work agenda arguesvibakt is a good way of enhancing well-
being amongst individuals and communities. One ritezal framework, used by Waddell
and Burton in their recent work for the DWP (Wadideld Burton, 2006), explains why work
is a good in society and is based on the follovahgervations:

e work is considered the most important and valuedmaef acquiring economic resources,
essential for material well-being and participatiorsociety;

e it meets psychosocial needs about individual idgnsocial roles and status where
employment is the norm; and

» alongside socio-economic status, work determinegbkgradients relating to health and
mortality.

There are a number of motivations in particularibelthe Government’s policy aims
in this area. By arguing that work has a positiviuence on personal well-being there are
aims to increase the number of sick and disableglpen work and, consequently, to reduce
the number of people who are financially assistgdirttapacity benefits. Waddell and
Burton’s (2006) recent review of 400 pieces of stfe research evidence has provided
substantial and persuasive grounding for the Gaoment’'s case, confirming that work is
good for people’s health and wellbeing and thahdpeiut of work can be damaging to both
body and mind. A return to work after sicknessmuiy can improve health by as much as
absence from work has damaged it, though this negpgmd on the nature and quality of work.
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Aside from contributions to personal well-beingend is potential for positive
influences on local communities where people whaenato work are lifted out of poverty
and health and wealth inequalities are reducece edonomic gains of ensuring working age
people are in work are also substantial not onlydasting productivity and minimising costs
to employers, but in wider beneficial effects fbe tnational economy and savings for the
welfare bill. In 2005/6 30 million working days veetost to ill health and injury, costing
employers an estimated £12 billion (HSE, 2006; D\2B06). In recent years, an average of
120,000 people each year have made a claim fopaniy benefits after a spell of sick pay
(DWP, 2006) and over the last two decades the nuofljgeople claiming incapacity benefits
has trebled (House of Commons Work and Pensionsn@ivee 2003a, 2003b). In 2003 the
figure stood at 2.7 million people, at an experfs€l® billion a year. There is also an issue of
social inequality, as there remains a large digpaetween the employment rates of disabled
people (50%) compared to non-disabled people (8QRayidell et al, 2005) and this has an
effect on standards of living and incidence of poue

Changing expectations and attitudes is an ambitgenda, not least because time is
essential in altering established perceptionsucest and practices. However, such changes
seem more and more necessary in order to see abkzeumber of sick and/or disabled
people make transitions into paid employment. loen¢ years, piecemeal developments
through employment programmes, suchNasv Deal for Disabled PeopNDDP), has had
an impact, but largely it seems in helping ‘eatoenelp’ people who have seen improvements
in their health, already have qualifications anel raotivated to work. Research evaluating the
NDDP suggests that people whose health conditiotiraged to limit their activity tended to
find self-employment more accessible than gettimgkvwvith an employer (Kazimirslet al,
2005; Staffordet al, 2006). Boosting civil rights through the enactteh the Disability
Discrimination Act (DDA) 1995 and 2005 has also leatly moderate effects on employment
activity of sick and disabled people. Recent redeavidence (Simret al, 2007) shows that,
despite having mostly positive attitudes towardspleying disabled people, employers
continue to interpret the concept of ‘disabilityarmowly, focusing attention on sensory and
mobility impairments and excluding illnesses anskdses such as cancer and HIV. However,
there are also signs that the DDA has improvedunistances for sick or disabled job
applicants, with employers who are aware of the Dipdvisions (most likely to be larger
public and voluntary establishments and those exiberience of employing disabled people)
more likely to make recruitment adjustments suchraising staff in disability awareness,
guaranteeing disabled applicants an interview ahdcking at interview whether any
adjustments would be required.

This article concentrates on policy and researgarning job retention and vocational
rehabilitation. The people of concern here are éhatio have not yet made a claim for
benefits and are described as being on long-tecknaess absence from work (most
commonly defined as more than 4-6 weeks absenadicyPto bolster provision for job
retention and rehabilitation has seemed almostas pelation compared to the high profile
reform of incapacity benefits and the piloting loé tPathways to Work scheme which offers a
range of employment and health support.

Research

The evaluation of the JRRP has made a substaptiilcution to what is otherwise a limited
evidence base on long-term absence from work amabikitation in the UK. Up until 2003,
much of the evidence had been gathered through sas# studies and some work had been
done in pulling together research findings fromuae the world in reviews. The majority of
the UK research had pursued the following lineseéstigation:
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e studying sickness absence in particular work ggtiand sectors, such as the police
service (e.g. HMIC, 1997)

e reviewing measures to prevent sickness absenceH@wpards and Burnard, 2003)

e investigating the provision of measures to rehtatdiemployees and what works best (e.g.
Holroyd, 1999)

However, some more comprehensive and representaéigsearch has laid the
groundwork in what is known about sickness absemckits management. A survey by the
Institute for Employment Studies used a represemtatiample of 1,250 workplaces to find
that a majority had some form of policy on disdpiland rehabilitation and that two-thirds
said they were prepared to spend money in accomingdtne return of a sick/disabled
employee (Honewt al, 1994). Philip James, lan Cunningham and Paulibddh (Jamest
al., 2000; Jamest al, 2002; Jamest al, 2003; Dibberet al., 2001) have led the field in
conducting studies of sickness absence and theigmliand practices put in place by
employers to manage it. Their work portrays a [@ssitive image of employers not always
delivering in practice the most effective formshaflp to their sick or disabled employees.
Findings show a tendency for employers’ policiesctmtain an unbalanced emphasis on
short-term rather than long-term absence, leadargeimes to tension between discipline
and support for the sick or injured individual; th@plementation of well-meaning policies
may be undermined by work pressures and a lackeduate training and clear guidance for
line managers who are primarily responsible for taon with individuals; that budget
restrictions are influential in considerations abadjustments; and, despite frustration at
waiting times, most employers rely on the NHS tove medical advice and treatment
(Dibbenet al, 2001; Jamest al, 2002). Occupational health services can provealdé in
giving advice, undertaking medicals and liaisinghwiPs (Jamest al, 2002), but they are
not commonplace in workplaces (in 2002, 15 per ofrBritish companies provided basic
occupational health support and only three per offieted comprehensive support (Institute
of Occupational Medicine, 2002)).

Empirical work to identify good practice in rehataiting people with work-related
stress, a major cause of workplace absence, hasaalded to the available evidence
(Thomsoret al, 2003). Together, the research on good practige T®&C, 2002; Thomsoet
al., 2003; Jamest al, 2000) has identified the following factors aduehtial in helping sick
and disabled people keep their jobs:

» devising and raising awareness of policy framewarks guidelines which are clear about
the action to be taken and on whom responsibikty |

« early intervention and treatment

* good communication and coordination between thel@yap and all levels of personnel
at the workplace

e agreeing a return to work plan

* access to occupational health services

* making adjustments to suit the needs of the indaiid

On the other hand, failing to provide rehabilitatisupport, comprising medical
treatment and vocational help such as functionaluaions and training, was identified as a
barrier to vocational rehabilitation.

In spite of the research that has been done, #rerebvious gaps in the evidence base
for retention and rehabilitation (though the JRRRB httempted to fill some). In 2003, James
et al. developed a conceptual framework of best practweid employers in devising and
delivering effective workplace rehabilitation, tbey state themselves how their framework
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is weakened by the lack of depth and quality inghidence base in this area. In the most part,
what is known about taking sick leave, and theqgoedi and practices to manage it, comes
mainly from the perspective of employers only, legvthe views and experiences of
employees relatively unexplored. There may be emedeabout employers’ sickness and
rehabilitation policies, but less is known aboutwhdar such policies are effectively
implemented. Similarly, little is understood abdtlg nature and scale of the roles played by
line managers and employer-provided occupationalttheervices in keeping in contact with
absentees and actively guiding their return to work

Outside of the workplace, the roles of GPs and jpatanal health professionals in
relation to vocational rehabilitation and how tlembine has not been thoroughly expléred
However, Beaumont's review of the little literatuaeailable and Delphi study, in which a
consensus of opinion amongst leading stakeholdassagreed in a statement, offers a useful
evidence base from which to start (Beaumont, 2028@3b) and, as will be shown, the JRRP
findings build on it. The view of the stakeholdeevassed in Beaumont’s Delphi study was
that the GP’s role is constrained by time, lackkibdwledge, concerns about confidentiality
and maintaining their role as the patient's adwecaind having ‘no recognised structure
within the UK NHS...to refer for OH advice’ (2003byVhilst the participants felt that
occupational health professionals may provide decehdvice, they are not always present in
workplaces. According to the stakeholders who tpak, communication between GPs and
occupational health professionals is often poor@rdbe adversarial. In looking forward, the
statement stresses the need for teamwork and &pomeibility for leading vocational
rehabilitation to be shared by GPs and occupatibealth professionals, as well as other
practitioners involved with patient care such agspttherapists, occupational therapists and
osteopaths.

The Job Retention and Rehabilitation Pilot

In 2003 the Government sought to make a substaedidition to the body of evidence on
vocational rehabilitation by testing a person-oethtcase management approach on a large
scale. The Job Retention and Rehabilitation Pipetrated from April 2003 for two years in
six sites in the UK, through four independent pdevs. Eligible clients needed to be in
employment of at least 16 hours a week and to baea off work sick for between 6 and 26
weeks. Access to the service was by self-refemBl. &ach provider employed a team of case
managers and practitioners who facilitated acaebealth and workplace support or provided
it themselves. The project was run as a randonasattolled trial which sought to test how
best to help people back to work using three imetion groups and a control group. One
stream of interventions gave people workplace sappdy, such as devising detailed return
to work plans including phased returns to normaiesy conducting functional capacity
assessments, giving advice about suitable adapsatm work stations and adjustments to
working conditions. A second stream offered onlyaltte care support, including, not
exclusively, faster access to some medical testdraatment, physiotherapy, complementary
therapies, and forms of counselling. A third intariion group provided clients with a
combination of workplace and health support, a@sditheir individual needs. People in the
control group were only denied access to the cas®agers and forms of support on trial, and
were able to make use of any private and publiwipian that they would have used if the
trial had not existed. The primary aim was to aehia return to work of at least 13 weeks.
During its operation, the pilot providers saw 2,&4Bnts.

The research to evaluate the pilot comprised ama@inpssessment and qualitative
studies. The findings from the impact analysis @uaret al, 2006) were surprising, showing
that no one intervention group made a significaiffieitnce in helping people back to
employment compared to the control group (almostiidal return to work rates for each
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intervention group and control group at 44-45%)m8admpacts were observable, but not
large enough to be statistically significant. ThlIRRP may have made a positive impact on
shorter returns to work and helped more people aitinjury to return to work, compared to
the control group. Although this kind of analysiowed no significant impact on the target
population, the qualitative research offered ingghto how key players were affected by the
pilot and what were effective ways of changing etagons and attitudes regarding returning
to work. The qualitative research also provided s@widence to suggest why more of the
volunteers were not helped back to work. This pajpaws on this qualitative evidence from a
number of research studies conducted by the SBolady Research Unit at the University of
York and the National Centre for Social Researalndu2003 to 2005. The research included
longitudinal and cross-sectional work on the exgreres and views of 23 provider staff and
82 pilot participants, including people assignedhi® control group (Farredt al,, 2006); two
studies involving 44 employing organisations, loakiat employers’ practice regarding
sickness absence and their perspectives on theileditn of JRRP to some of their
employees (Nice and Thornton, 2004; Thornton anceN2006 unpublished); and a study
investigating how GPs manage sickness absencehwhauded 24 GPs (Mowlam and
Lewis, 2005).

The next section of the article draws on the rededo evaluate the JRRP and
discusses two themes — judging capacity for woik lacating responsibility for vocational
rehabilitation — which emerged as significant itpiveg and hindering people in their return to
work.

Judging capacity for work

Employees’, employers’ and GPs’ perceptions

Research findings from JRRP show that some pearepaimongst employees, employers and
GPs about capacity for work can be obstructivggtdeast not supportive, to making a timely
and effective return to work.

Research with JRRP clients (Farretlal, 2006) showed that in being off sick from
work for a lengthy period of time some people betgamhink that they could not work or
found it harder to think what kind of work they d¢dwo. They may still have possessed an
underlying desire to be at work, but this did nlvtays seem to them to be a realistic goal.
For many, there were anxieties about making heedttse by returning to work.

Some JRRP provider staff believed that people’sggions could be influenced by
discussions with GPs (Farradt al, 2006). There were arguments that doctors’ pradsc
informed by a ‘sickness model’, focusing on whatisdically wrong and what can be treated,
before contemplating work; and which is underpinbgda concern for patients’ well-being
and by doubts about whether work is in their bastrests. Believing in the professional
judgment of their doctor, some people were saitbiee adopted this ‘medicalised’ perception
of their condition, and used it as an argumentwhy they could not work. In contrast, the
staff who took part in the evaluation followed a-pisychosocial model, which aims to
incorporate all aspects of an individual’s lifenraking assessments and offering help. Thus,
they saw a close link between offering medical tegig facilitating a return to work. It may
be that work is completely inappropriate for soreegle and that an exclusive focus on their
health needs, as opposed to what can help thenorit 8 the best course of intervention.
However, some staff believed that GPs in generalrent adequately informed about the
health benefits of trying work and could be moreamaging in this respect to patients whose
ill health and/or disability may not prevent therorfh doing some work.

This ‘sickness model’ and faith in the judgmentheflth professionals was assumed
by employers to some extent. Research with empdogidice and Thornton, 2004), JRRP
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staff and clients (Farrelet al, 2006) showed that employers’ lack of knowledgeuab
occupational health issues, their poor understgndinthe effects of health conditions, and
what staff described as inflexibilityand a lack of imagination, had sometimes inforrieir
judgments about employees’ capacity for work ardldiastructed rehabilitation.

Changing perceptions about capacity for work
Valuable lessons can be learned from the JRRPgbrapout how perceptions of capacity for
work might be changed to help more people backwrik.

A raft of interventions was employed by JRRP prev&dto help change the attitudes
of clients regarding their own fitness for work amethabilitation (Farrelet al, 2006). First, it
was important for case managers and practitiormegain clients’ trust in their expertise and
in the supportive relationship they offered. Throug series of one-to-one meetings, case
manager staff sought to motivate clients who wemrgps less focused on returning to work,
and to provide a clearer vision of how a route backork might be assembled and followed.
Provider staff felt that these personal interviegvevided a good opportunity to identify
barriers to work perceived by individuals and tdeoftailor-made support to tackle them.
They were also thought to be an excellent forumcfmnmunicating information about the
health benefits of working and the kinds of suppaviailable. Staff sought to tackle
‘medicalised’ perspectives of the client’s positlonfocusing less on their medical status and
focusing more on their functional capacity.

A number of healthcare interventions were desigodtklp individuals better manage,
if not improve, their health conditions. Accordintig staff, finding out that people with
ongoing health problems can, to some extent, l@aoope with the effects of their condition
whilst working was an important stage in developidgnts’ expectations. Receiving
physiotherapy, Cognitive Behavioural Therapy (CB/rious complementary therapies and
exercise programmes and advice were all ways iclwpeople said they been helped to feel
better and more able to cope with effects of theirditions, such as pain and fatigue.

The positive impact of JRRP for some clients wasexplained merely by the range
of interventions on offer, but also by the way ihigh it was delivered. Being proactive and
intervening early were important, not only in stemgnthe deterioration in some people’s
health conditions and preventing the onset of autht problems, but also in sustaining and
promoting positive thinking about being able to kagain. Many of the interventions were
geared towards encouraging early returns to worknaeaf people were still recovering or
expected to continue to be affected by health probl Thus, gradual returns to work, in
which duties and hours at work might gradually @ase over time, were advocated in
discussions with employers.

It seems that effecting change in employers’ araltherofessionals’ attitudes was a
much harder task compared to working with employ€asrellet al, 2006). Establishing and
maintaining contact was not always easy, given eygus’ and GPs’ other priorities and time
constraints. As illustrated in the discussion belemployers and GPs’ own sets of beliefs,
workplace cultures and professional training angegience were also important in resisting
change to their perceptions about rehabilitationwfork.

Mediation with employers emerged as a multi-facetagt of supporting rehabilitation.
In particular, it supported clients who did notlfeenfident about meeting formally with their
employer. It was also a way of helping employersetmognise their responsibilities under the
Disability Discrimination Act, and to identify pracal ways in which they could support
individuals back to work. In these ways, JRRP stafirked to change attitudes and
expectations, so that employers could see morelygldee importance of rehabilitation and
various ways in which rehabilitation might be pbssi perhaps with support from external
private and voluntary organisations.
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Trying to contact GPs and establish a working i@tehip was found by JRRP staff to
be problematic. Staff perceived constraints on Gigs and rules about confidentiality and
pilot contaminatiofas reasons for difficult working relationships.ef& were, therefore, few
opportunities to change GPs’ perceptions about p&opapacity for work where these might
be holding people back, and to encourage GPs tmdre active in influencing patients’
perceptions about work. One way of trying to effeltange was in supporting clients in their
relationship with GPs. In practical terms, thisalmed JRRP staff providing clients with
information about available support, passing oG Rs the results of professional assessments
such as functional capacity assessments, and emgngrclients to talk to their GP about
possibilities for returning to work.

L ocating responsibility for vocational rehabilitation

Employees’, employers’ and GPs’ perceptions
Some key stakeholders’ perceptions about takingoresbility for vocational rehabilitation
can also inhibit individuals’ progress.

The extent to which sick employees were responsiléheir own rehabilitation back
to work varied amongst accounts from clients anBRBRtaff (Farrelet al, 2006). Some of
the JRRP findings (Purdoet al. 2006; Farrellet al, 2006) suggest that dependence on
person-centred services can act to inhibit persaoeaponsibility for progress; that in
accessing support such as JRRP, people can beetiar@ on staff contacts and input and
perhaps wait to be told what to do. Conversely,mpeople cannot access the particular help
they need they take the initiative in helping thelmss. Although it could be argued that the
individual has some responsibility in striving teturn to work it also seems clear that they
cannot always do so alone. Inevitably, they wikaenedical input from health professionals
and will need an employer who is, at the very leaslling to employ them, if not be
supportive in facilitating a tailored return to WoiEvidence from JRRP research shows that
people are especially vulnerable when off sick frwark and may need help to do things they
would otherwise have felt confident to do on tlweim (Farrellet al, 2006). Someone to help
manage the various inputs and intricacies of ttese and to identify appropriate support and
steps to take was thought by both JRRP staff aadtslto be especially helpful at this time.

Do GPs’ and employers’ perceptions of their rolecad with this need to provide
individuals with personal support and advice? Bedewith GPs (Mowlam and Lewis, 2005)
showed that a range of approaches to managingesiskabsence are employed by GPs and
there are different degrees to which they engagh amd take responsibility for leading
vocational rehabilitation. More active GPs identiith the need to keep work at the centre of
their discussions with patients. At the other exiethere are GPs who are largely inactive
regarding rehabilitation, focusing almost excluliven treating the individual’'s health
problem(s). Inactivity was described in a numbewalys by JRRP clients and by staff who
had spoken to clients about meetings with their &, included:

» areadiness to issue sickness certificates;

* minimal questioning about work;

* ‘writing off’ people by issuing sick notes of a lpuration;

* providing inadequate information about health cbads and what could be done to help
improve the condition, possibly within the workpgac

* delay or failure to refer patients to services,ludong those recommended by JRRP
clinical staff. (Farrelket al, 2006)



Social and Public Policy Review, 2, 1

Caution about promoting work, or conviction not veere ways in which staff felt
some GPs held people back in making progress tewmaalk. Here, the topic of work was
not necessarily ignored, but was not the focus B§'Gliscussions and treatment plans. GPs
themselves offer various explanations for littl¢haty in supporting rehabilitation to work
(Mowlam and Lewis, 2005): some attitudinal, suchtalgng a more hesitant approach to
diagnosis in order to avoid mistakes and concebositaproviding equal access to treatment
irrespective of working status; some educationathsas poor knowledge of occupational
health advice; and some practical, such as timstrints and insufficient funding. Attitudes
have necessarily been informed by training thatdlitionally, did not promote vocational
rehabilitation because there was uncertainty aloark being in the best interests of the
patient, and there were concerns that the doctirgaelationship might be damaged.

Research as part of the JRRP evaluation (Nice aoditon, 2004) suggests that some
attitudes and working practices amongst employeganding the idea of responsibility for
rehabilitation could hold back or prevent clienbgmess towards work. Larger organisations
were generally found to be better placed to ofigop®rt, already providing occupational
health services and sometimes counselling, butoresbpilities were not always clearly
allocated amongst personnel and good policy indestidid not always filter down to work
effectively in practice in individual cases. Themere sometimes tensions between line
managers, human resources staff and in-house damglahealth officers where boundaries
between their roles and responsibilities were ceedu Responsibility for rehabilitating sick
employees seemed more burdensome for small andumesized organisations which were
less well resourced to manage rehabilitation. Thié&y not have in-house professional
expertise and, consequently, were more likely tednéut could not always afford, external
advice and support. Some employers were cautioostatcepting responsibility and were
therefore in minimal contact with absent employdesfear of being perceived as harassing
them. There were also employers who wanted to lextsee about their responsibility for
supporting employees depending on the employedative value to the organisation,
whether they had a diagnosis and prognosis forvesgoand the kind of condition they had
and how well its effects were understood. A lackidwledge of occupational health issues
also held some employers back in assuming respbtysiior managing their employee’s
return.

Changing perceptions about responsibility for vama&l rehabilitation

An element of JRRP staff members’ work with cliemtas to encourage them to take the
initiative, to become motivated and feel empowerethke action for themselves in getting
back to work (Farrelkt al, 2006). In some cases, the desired balance betsustaining
contact and taking over, between empowering cliemd creating dependency, was not
always maintained. Where clients simply transfetttezlr dependence on medical judgment
to dependence on the direction of JRRP staff, tdieperceptions about assuming
responsibility were unlikely to change.

In essence, JRRP was set up to provide serviceswgnubrt to individuals to help
them return to work before they lost their jobseyldid not, however, work in a vacuum and
there was often communication with employers ands Gihd sometimes working
relationships were formed. As a by-product of tb@dlaboration, JRRP staff sometimes
worked towards changing employers’ and GPs’ peioept where necessary, about the need
not only to support rehabilitation but also to aseuresponsibility for it. Input from JRRP
sometimes caused frictibtamong employers and GPs who felt they should baun&ol over
individuals’ cases or were confused about the ®0l#RRP. This confusion was not helped by
the research status of JRRP and the lack of clabityit the future of JRRP-type services.
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Arguably, the way JRRP assumed responsibility aokad with individuals showed
how GPs and employers might effectively take respmiity and work with employees in the
future. JRRP case managers and practitioners wprkigether provided the support and
services that GPs and the health service at laogad cperhaps provide if vocational
rehabilitation was a more central part of theirratge More specifically JRRP staff:

* encouraged positive attitudes in clients and hdpedhange perceptions about capacity
for work by giving advice centred on what they abdb at work;

e gave more time than GPs had available to listerlients, discuss appropriate ways
forward and devise detailed return to work plans;

* helped clients to get diagnoses and prognosestharsdgreater clarity in what they were
facing, by accessing tests and treatment earlgar through GPs;

» chased up referrals and appointments on the didehalf;

e supported clients waiting for NHS treatment by pdow interventions such as
complementary therapies, which maintained moral@ eonfidence if not relief from
some symptoms. (Farredt al, 2006)

Accompanying and supporting individual clients iredration with their employers
was a good way for JRRP staff to get to know orggtions’ policies and practices on
managing sickness absence and return to work. ghrptoductive relationships, some JRRP
staff felt able to encourage employers to assurporesibility for supporting not only the
client in question, but also to take learning frimair work with JRRP and apply it to future
incidences of sickness absence within the orgaoisat

The discussion now moves to look at policy develepts since JRRP, and in
particular how current plans aim to change peroepgti

What policy plansarethere?

Recent Government policy statements and plans dosuapport the establishment of a
network of independent rehabilitation providerkelihose trialled in JRRP, but focus on the
roles of employers and health professionals (pderty GPs) in preventing sickness absence
and promoting and providing greater support fok sied disabled employees. It is difficult to
separate initiatives designed to promote capaoitybrk from those assigning responsibility
for vocational rehabilitation. Policy embracing sketwo themes is therefore discussed as a
whole.

Current Government policy endorses the emphasisapacity rather than incapacity
for work. The message is to rehabilitate not tesepeople. There are ambitions to effect a
change in expectations and attitudes amongst emdognd health professionals, so that
capacity for work is at the forefront of their tlghis and actions concerning individual
employees. Recent statements of policy and strategy been outlined in a number of
documents:

» Health and Safety Commission’s (HS&tyategy for Workplace Health and Safé904)

* Department of Health (DH) White Pap&hoosing Health: Making Healthier Choices
Easier(2004)

* Department for Work and Pensions (DWP), Departn#ntealth, Health and Safety
Executive (HSE) strategy papdiealth, Work and Well-being: Caring for our future
(2005)

* Department for Work and Pensions Green Papdatew Deal for Welfare: Empowering
people to work2006)



Social and Public Policy Review, 2, 1

Arguably the most significant of these, and the omest closely devoted to the topic
of job retention and rehabilitation, is the stratggper,Health, Work and Well-beings it
brings together the DWP, DH and HSE in what theegoment describes as a ‘ground-
breaking partnership’ (DWP/DH/HSE, 2005). Varioustiescribed as ‘ambitious’ and
‘radical’ by government itself, it places ‘real pemsibility not just in the hands of
Government, but also with employers, individual$e t healthcare profession and
stakeholders.” From the foundations set by thisngaship has come a National Stakeholder
Council and National Stakeholder Network; the appuoent in August 2006 of Dame Carol
Black as National Director for Health and Work tpeéarhead initiatives promoting and
improving health in the workplace, ensuring thatogde with health conditions and
disabilities are supported to enter, return to ematinue in work’ (DH press release, 25 April
2006); and a Charter, signed on 3 May 2006, sigmgakh commitment from ‘captains of
industry and key stakeholders from across the pwnid private sectors’ to deliver a healthier
future for working age people (DH/DWP/HSE pressask, 3 May 2006). The welfare
reform Green Paper published by DWP in January 26péated the broad sentiments of the
joint ministerial strategy paper. By including mylion vocational rehabilitation in this
important policy paper the Government demonstrhted job retention fits next to the reform
of incapacity benefits; more specifically, how &sha role in reducing the incapacity bill.

In essence, Government policy appears to be onertfining sickness and injury by
prevention and early intervention, and of creatpagtnerships across traditional divides
between employment and health, in order to do sevddtion of sickness is the ideal. The
Choosing Healthwhite Paper aims to create healthy workplaces,imgak clear that work
matters, that it can improve health, that it caduoe health inequalities and improve life
chances for people. Where health problems do dpvéle vision is of the mass of
stakeholders — employees, employers, health piofess, insurers, and public, private and
voluntary rehabilitation service organisations -rkiog together to help people manage their
health whilst staying at work. To help people sthyvork or to return after absence, there is
ready recognition that fast treatment and accesgc¢apational health services are crucially
important.

A range of initiatives, incentives, guidance angmut has been suggested to
encourage employers and health professionals i fivist of how sick employees can be
accommodated at work, and also to share respanhsital leading support for individuals.
Broadly speaking, the key aims are to:

* build health promotion in the workplace (a reviefvsarvey articles showed that work-
based health promotion programmes can reduce teeofasickness absence and have a
positive impact on the development of higher inomke health problems such as heart
disease (Kreis and Btdeker, 2004));

» reinforce occupational health support;

* engage health professionals with the agenda t@gnes® the importance of work;

* improve access to investigation and treatment fneaith care providers;

» develop appropriate return to work support;

« challenge discrimination.

Most notable of the more defined plans, for theppaes of discussion in this article,
are those that seek to build working partnershigisveen health and employment support,
and those aiming to encourage changes in perceptioout what can be achieved and where
responsibility for achieving it lies. Bringing héalinto the workplace has to some extent been
evident since 1974 when the Health and Safety atk\Wat placed duties on employers to
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protect workers. Some employers, albeit largelys¢havith greater resources, have since
provided in-house or contracted occupational heaé#ttvices. Current plans extend such
provision so that all employees have access tathaalvice and support in the workplace.
Included here are incentives for organisationsrtwiple their own occupational health service
and, for smaller employers with more limited resast to promote the use Workplace
Health Connect- a free service offering advice on occupatioredlth and return to work
issues, which should be available to all small mredlium-sized enterprises (SMESs) by 2008.

Policy plans also move in the opposite directionsegking to locate employment
support in healthcare premises. Currently, thisksng shape through a pilot in Pathways to
Work areas, where Jobcentre Plus employment agdwaserbased in GP surgeries and provide
a gateway service to patients interested to lehoutaavailable vocational support. The idea
of putting Jobcentre Plus advisers in surgerieme of a number of ways new policy aims to
bring health professionals closer than ever beforengaging in work issues. In summary,
therefore, the intention is to ‘support and engé&d¥s and other healthcare professionals to
transform culture, attitudes and practice’ (DWP, ,DHSE, 2005). Working with the
professional bodies for medical students, nursesypmational therapists and physiotherapjsts
the Government aims to give a higher profile toupational health and rehabilitation for
work and change practice amongst health care wiofess by improving the education of
new and experienced practitioneshid ensuring expertise is accessible for all GRtjmes.
In doing so it is hoped health practitioners caregtarlier and more work-focused advice and
treatment to inform the decisions of employees, leygys and other clinicians. Their job
would also include a responsibility to encouragange in the way individuals themselves
think about their capacity to work, the role of wan their recuperation and the negative
impacts of being off sick. According to Governmgméns, learning will be aided by the
collection of best practice evidence in HSE guitedi and from the experiences of those
involved in the innovative Condition Management ddeanme - a central part of the
Pathways to Work scheme for incapacity benefitsprects, which seeks to enable better
management of health conditions.

The final part of the article critically examinesrent policy plans regarding job
retention and rehabilitation in the light of thesdens learned from the JRRP and other
research.

Conclusion

There is a growing evidence base for helping siek disabled people back to work after they
start receiving health-related benefits, througbtpig and evaluating programmes such as
New Deal for Disabled People and Pathways to Waéikention has not been focused on
learning how to help people who are still in emphayt but absent from work. However in

the last couple of years, the JRRP project hasigedwaluable evidence to work with and

there are Government plans to provide more hefetple who are trying to retain jobs.

One lesson from the JRRP project is that independenational rehabilitation
services can be an effective tool in changing p®roes about work. In possessing expertise
and having time dedicated to the cause of job tietemnd rehabilitation, provider staff were
able to work with individuals, show them optionsdagradually build expectations and
motivation for work. Case managers and practitisniewvolved in JRRP also promoted
vocational rehabilitation amongst employers, enaged them to take up greater
responsibility, educated them about available ressuand demonstrated effective practice.
Thus, there may have been gains here for emplaybesbecame sick after the employer’'s
contact with JRRP, and who were the beneficiarieny revised practices and policies.
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Working with GPs and finding ways of changing thearceptions about work and
health was less straightforward however. The diffies experienced by JRRP staff in
gaining professionals’ trust and interest perhapkcate problems with government plans to
put the health profession at the centre of vocatioehabilitation. Mowlam and Lewis’s
(2005) study provides some evidence that recentdfifted GPs are more prepared to tackle
work issues with patients and it could be intergstio monitor how doctor-patient relations
develop amongst GPs who are more focused on wedessand more involved with other
stakeholders, including employers. But, the hesitaof other GPs may prove to be a
continued barrier to change. The Government is @wérthe lack of understanding among
health professionals in general about the benefitsork and how current practice amongst
GPs can inhibit vocational rehabilitation (DH/DWFSH press release, 6 September 2006).
Thus, the proposals to improve GPs’ education diggrwork and health should fill this
knowledge gap, but they are measures that will take to take effect. GPs may also feel
reluctant to put their weight behind the work arehlth agenda whilst general occupational
health expertise within the NHS is poorly resourcEdere may also be a more immediate
need for policy responses to help remove practiariers such as lack of time and
insufficient funds for being proactive about woskuies.

The idea of independent job retention and rehakbibih services, like those in JRRP,
is missing from policy plans. However, there mayabeargument for the use of such services
as an interim measure. Many of the Government'shaill take time to take effect and
although ultimately they may prove to be successfiihe future, they do little to help people
now and in the interim who are off sick from wohigve little contact with the workplace and
have a GP who is not proactive about fithess forkwand does not know what kinds of
vocational rehabilitative support would be most défemal. Independent case-management
services like those trialled in JRRP would seerbgavell placed not only to support workers
who are otherwise inadequately supported, but &ds@romote vocational rehabilitation
amongst employers and GPs. The latter was unddybsedimportant part of the pilot's
operation and could prove to be influential in tB®vernment's endeavour to change
perceptions on a large scale.

Even if there are to be no large-scale or intermplementation of JRRP-style services,
the pilot did provide valuable learning that cafmorm and support Government plans to
situate job retention and vocational rehabilitatith employers and GPs. Elements of
practice which JRRP and other research has showrake a positive impact on returning to
work include taking early intervention, being provae, providing a wide range of ongoing
support focused on individual needs, and partnerstorking amongst stakeholders. In
addition, a strong argument from the JRRP researthat having a case manager to draw
together all the diverse elements and inputs irpleéo lives and to suggest ways of taking
appropriate steps towards work, is helpful in chiaggperceptions about working and
achieving returns to work. An important questidrerefore, is whether these helpful elements
are incorporated and supported within current gglians? The following discussion seeks to
answer this question.

Although one of the strong themes in the proposalbout working in partnership,
there are scarce details on how employers, GPsthed stakeholders could be encouraged to
work together in practice on an individual leveheTidea of a designated case manager,
charged with liaising between interested partieghtrfulfil ambitions for greater partnership
working. The research shows that having a case geamaight be beneficial, but who could
take responsibility for assuming this role? Anyecasanager would need to ensure they kept
in regular contact with the employee and otheredtalders; explored fully individuals’ needs;
were proactive in seeking and implementing thetragipport; and were able to encourage and
motivate the employee. Part of JRRP providers’ essdn executing this role was their
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impartiality and their status as a Government mitojevhich helped them strengthen the
position of employees and to work between all dtalaers (Farrelket al, 2006). A lack of
similar impartiality might hinder the adoption okemilar role amongst employers and/or GPs.
Indeed, professionals contracted to provide occoipalt health services might be the natural
choice as case managers, given their concern \edlthin the workplace. Yet, the research
shows that it is not always clear, especially tplyees, in whose interests they ultimately
act, what their role entails and how they work agstrand communicate with a multitude of
stakeholders, including GPs (Farretl al, 2006; Jamest al, 2002). And, in any case, the
position of case manager would be unfilled wherglegers do not provide occupational
health services. JRRP case managers also had aogenemount of time to spend on
individual cases. It is doubtful that employershaiit occupational health provision and GPs
could provide a similarly effective and seamlessecmanagement service when they have
numerous other pressures on their time and resaurce

Will support be provided at an early stage and $eduon individual needs under
Government proposals? Making the argument to erepdoyhat it is in the interests of
business to maintain good health and morale amasigHft by being safety conscious and
accommodating for individual needs, could mean samgence from work is prevented.
Aims to make employers and GPs more aware of oticugad health and return to work
issues may mean that appropriate workplace supigopprovided early and addresses
individual needs when absence from the workplace dexurred. Question marks remain,
however, about the capacity in the NHS to respandkty to workers’ health needs. Asking
GPs to be proactive about facilitating rehabildgatifor work is challenging when they are
faced with long waiting lists for appropriate mealitests and treatment. It seems that, for the
link between work and health to be a priority angir@Ps and employers, it would also need
to be a priority within the NHS as a whole. In whicase, prioritising funding for training
new occupational health professionals is much sgifeund politically than suggestions for
prioritising the treatment of working age or emmdypatients. A larger presence of
occupational health staff may help to refocus awmthin the NHS too, from focusing on
sickness and incapacity to functionality and cagacihe appointment of a physician as
National Director for Health and Work, described thg Chair of the HSC as ‘an eminent
figure in the medical fieldwill perhaps strengthen aims to bring work intoltiezare services.

Will there be a wide range of support available?otigh the Framework for
Vocational Rehabilitatio{DWP, 2004), the Government is seeking to builtea approach
to vocational rehabilitation. In doing so it hogegyather evidence of best practice in helping
people return to work. The issue is then one ofieng such guidance is disseminated to
those who need it. There is a need for raising emess locally in order to introduce
stakeholders to guidance, identify local sourcesupiport and build local networks. Funding
a range of support to meet individuals’ needs RRRIwas able to do, may prove difficult for
some employers. The Government aims to help SMEprobyiding free telephone advice
services, and whilst these may prove to be helpfey will not provide specific services that
may be needed, nor the funding for them. Finarasalstance for smaller employers may be
necessary to ensure all employees have accedsatalr@ative support.

In summary, policy statements do to some extentremddconcerns arising from
research findings that employers and health prafieals can obstruct or hinder people’s
progress in returning to work. They also recogriee shifts in attitudes regarding capacity
for work and responsibility for vocational rehatation are necessary to effect lasting change
on a national scale. This is an ambitious agendajefier, and trying to change attitudes,
cultures, established practices and to engage a aifanterested parties in a shared agenda
will take time. Also, the agenda may not be wetleiged by everyone, including practising
health professionals dealing with change, employ&ping with many pressures and
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employees who do not feel they can work. Therengsed to be mindful that the assumption
underpinning current policy - that work is good fwell-being and that sick and disabled
people can work - may be empowering to some pebplemay put undue pressure on others.
With more stakeholders engaging with the work amedlth agenda there may be more
pressure on individuals to return to work when thisot an appropriate and/or desirable step.

Notes

! Research from other European countries has akso mostly quantitative case studies and reviews
to tackle similar and complementary topics, suclsiekness certification practices amongst doctors
(Soderberg and Alexanderson, 2003); women’s expetie of long-term sick leave (Ockander and
Timpka, 2003); and effective medical and workplaerventions for people with a particular kind of
health problem, such as work-related psychologioatitions (Blonket al, 2006).

2 There is, however, a small stream of work on Gfeatutory role in issuing sickness certificates,
looking in particular at tensions perceived in Ilgem patient’s advocate and a ‘benefit gatekeeper’
(Hiscock and Ritchie, 2001; Sawney, 2002; Hussesl., 2004).

® For example, some employers only contemplateddaback fully fit employees.

“ Staff working with clients allocated to the wolkge intervention group were not permitted to offer
health care interventions or to become involvedients’ medical treatment. This was done to priotec
the segregation between health and workplace stpper the pilot was designed to test the
effectiveness of each independently. It was undean discussions with staff whether they were
allowed to contact GPs for background informatiohew clients were receiving only workplace
support. In any event, JRRP provider staff neediedts’ permission to contact GPs.

®> Giving contradictory advice, setting alternatiturn to work plans, telling patients they did not
need JRRP or services offered, not returning caild charging for medical reports were ways in
which this tension was said to have been demoesirat

® The Academy of Medical Royal Colleges and indlitl colleges and faculties; the Royal College
of Nursing; the College of Occupational Therapiats] the Chartered Society of Physiotherapists.

" There are intentions to incorporate new healtth work modules into under-graduate and post-
graduate training, and online training modules @rgently being developed for doctors and other
health practitioners. The first online module orkeess certification received positive responsas fr
users (DWP, DH, HSE, 2005).

® This involves developing, within PCTs, Practiios with Special Interests in occupational health
and piloting an occupational health advice line@d#ts.
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