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EXECUTIVE SUMMARY

OBJECTIVES

To provide quantitative and qualitative data to answer the following questions;

1. Why do GPs and practice nurses not take greater account of occupational issues in ther
day to day contact with patients of working age?

2. Why has patient’s occupational health failed to gain a higher priority amongst primary
care managers and planners?

3. What are the professional, social, and economic pressures that give occupational health
alow priority?

4. What could HSE do to turn these pressures around so that occupational health receives a
higher priority and greater account is taken of the impact of work on health to the
benefit of primary care patients, workers, and employers?

STUDY DESIGN

In this study, qualitative data was collected using focus groups with three groups of primary
care sector professionals, general practitioners, primary care centre nurses, and primary care
centre managers. Quantitative data was collected nationally from 295 GPs using a postal
guestionnaire. The quantitative data was analysed using appropriate statistics in which the
prevalence of a response (or opinion) was expressed in terms of frequencies for each item and
Mantel-Haenszel common odds ratio estimates.
Responses to the following general questions were collected from the focus groups and postal
guestionnaire:
- Were patient occupations recorded by the GP's?

Were occupational causes of a patient’s illness routinely explored?

Was sufficient training provided within the medical curriculum (or professional

training) to address occupational health problems?

With what frequency were occupational health problems encountered?

What was the best role for primary carein addressing occupational health problems?

What were the perceived obstacles to improving occupational health provision for

patients?

Which services were used by GPs to refer patients with occupational health problems?

What was the level of occupational health provision for primary care staff?

The questions used in the focus groups, and for the questionnaire, were refined during a
workshop held with the study group.

MAIN FINDINGS

The focus groups identified a number of specific areas for further investigation in the
guantitative phase of the study. Of specific concern was the lack of professional training and
knowledge in occupational health (occupational health being regarded as a specialism in itsdlf)
and access to appropriate routes for referral of patients. Additionally, the groups identified that
although primary care had a role to play in rdation to a patients occupational health problems,
employers also needed to take more responsibility, and an increase to the state provision for
these patients was required. It was evident that practice nurses and managers were key in

Vii
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providing occupational health capabilities within the primary care setting if provided with
appropriate resources and support. Issues were explored in more detail in the postal survey,
which additionally provided quantitative data.

It was generally reported that GPs and practice nurses take a focused approach to exploring
patients' occupation, (when it was considered relevant to the presenting complaint) although
their lack of occupational health knowledge left them poorly equipped to deal with some of the
issues that arise. Occupational health was viewed as one amongst many other key social health
policies that they were expected to deiver within the framework of primary care. Amongst the
primary staff questioned, occupational health was regarded as a speciality and because of heavy
workloads, most stated that they would prefer to refer such patients to specialist centres.
However these specialist services were not generally available, and if they were available, they
were insufficiently financed and poorly advertised. All three groups said that they would be
more willing to record occupational health information if there were better procedures for doing
this.

It was considered that the roles of the employer vs the primary care staff were not wel defined.
It was frequently reported that employers take insufficient responsibility for the health of their
employees and that employers often transferred their responsibility onto an over stretched
primary care service. Poor routes of communication with the employer often contributed to this
problem. The MED 3 sickness certification was frequently stated as an obstacle. The practice
managers also reported that poor financial resources limited their options for dealing with
occupational illness. Referral of patients to specialist services (particularly for mental health and
musculoskeletal problems) usually encountered long delays, these were the most frequently
encountered occupational health problems.

The groups were asked about the professional, social, and economic pressures that result in
occupational health being given a low priority in their work. Occupational health was regarded
as a gpecialism by most GPs and so they were less likely to allocate time and acquire the
required resources to deal with these problems. The pressure to ddiver so many other health
priorities prevented them from investigating occupational health needs. With regard to social
pressures the primary healthcare staff faced ethical barriers when investigating occupational ill
health. For example, whether they should communicate with the employer, particularly when
there were potential conflicts of interest between the employer and employee, and what should
they do when confronted by guilty knowledge? These issues were particularly relevant to
sickness certification and 'fitness to work'. There were economic pressures that limited the
uptake of specialist services, and that stopped GP's from investigating the full history of
occupational illness. Specialist services were usually expensive and 'ring fenced' funding was
need for these services at national and regional levels.

When asked what HSE should do to address these problems, the participants suggested several
areas for improvement. Systems should be developed to help primary care practitioners record
and evaluate occupational health without adding a burden to hard-pressed resources. There
should be improved access to information and advisory services for occupational hedlth (e.g.,
information sheets and e-learning resources). Information about services for occupational health
(eg., Employment Medical Advisory Service, Occupational Health Advisory Service and
Department for Work and Pensions “Long-term ill or disabled support”) should be improved
and a simple screening questionnaire developed so that primary health care staff can identify
patients with occupational health problems. The participants also called for HSE to campaign
for change in key areas. As a major stakeholder, HSE should support national initiatives to
improve resources for occupational health within primary care and especially through specialist
centres. Priority should be given to mental health, stress, and musculoskeetal problems with
counsdlling and physiotherapy services seen as key resources. HSE should support initiatives to
develop occupational health resources that can be shared with large primary care trusts (PCT)

viii
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with speedier access to specialist services. In partnership with the NHS and Universities, there
should be greater advocacy for inclusion of occupational health within the medical curriculum
for health care professionals. There also needs to be better support for training and professional
development in occupational health for primary care staff, for example use of the Protected
Learning time initiative (PLI) scheme. HSE also needed to work with other government
departments to clarify the role of employers, company occupational health providers, and GP's
(particularly for the MED-3 sickness certification and decisions about fithess for return to
work).

RECOMMENDATIONS

1) The results of this survey suggest that practice nurses and practice managers are best placed
to respond to the occupational health agenda if given the appropriate support and resources.
Consequently further work should be undertaken to identify the needs and obstacles for
these groups in ddivering services to patients with occupational health needs.

2) The access for Primary health care staff to information and specialist occupational health
advice needs to be improved. In the long term changes to the medical curriculum are
required but in the short term consideration should be given to supporting the following:

Better information on routes for referral and access to specialist occupational health
services

Devedopment of simple screening questionnaires to highlight those patients with
work-related ill-health.

To examine practical ways to record the patients occupational health history within
the existing structures for recording a patients medical history

On-line resources for occupational health routed through the existing major providers
to primary health care staff.

Resources to support continuing professional development in partnership with the
National Health Service, Department for Work and Pensions and other government
departments

Resources to support the use of specialist services (in occupational health) for primary
care practice.
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1 INTRODUCTION

lliness resulting from a patient’s work, and the impact of ill-health on a patient’s
capacity for work, are important issues for primary health care. The potential of primary
care (as a setting for intervention) to improve the health of the workforce has been
evident for many years (Vaughan, 1960) in both industrialised countries and transitional
economies {Kocks and Ross 1995).

Research over the past twenty years has shown that work plays a major role in the
health of adults, both as a cause of ill heath (Harber 1994 D’ Auria 1989, Jones 1995)
and also as a potential health promoting activity. Additionally there is also a renewed
interest in maintaining the working capacity of employees to increase productivity and
reduce business costs. Information regarding the influence that work can play on the
health of adults has increased interest in the role that primary health care could play in
illness prevention (CEC). Recently the Health and Safety Commission in conjunction
with other Government bodies produced an occupationa health strategy 'Securing
Health Together'. Information contained within this strategy includes specific
recommendations for measures at primary health care level to contribute to the common
goal of reducing work-related ill-health and sickness absence (OHAC, 1999).

From the literature it is suggested that primary health care generally lacks (with a few
exceptions) a systematic role in the prevention of ill-health or in the rehabilitation of
adults back to work even in developed countries (Rasanen 1993). Published reports
emphasise that primary health care professionals face many difficulties in realising this
potential for addressing work-related health issues. This report contains results from
focus groups (aimed at key primary health care staff), which address issues surrounding
the provison of occupational hedth. Additionaly it highlights results from a
guestionnaire addressing the same issues, which was circulated to a random sample of
UK GPs. The report also contains a review that examines the obstacles identified in the
few well-documented reports on this subject, and considers the solutions that have been
proposed or adopted to overcome these problems. The review highlights the proposals
(or examples) that demonstrate most promise to address this issue, and also identifies
outstanding problems still to be resolved. Yass (1990) suggested that given the current
provision of occupational health services in the workplace, primary hedth care is the
only means by which most of the workforce will receive occupational health support.
The problem of how best to deliver this objective has still to be addressed.
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11 AIMS AND OBJECTIVES

The aim of this project as identified in the invitation to tender (ITT) document is to
provide HSE with qualitative and some quarntitative data to answer the following
guestions:

Why do GPs and practice nurses not take greater account of occupational issues in
their day to day contact with patients of working age?

Why have patients occupational health issues falled to gain a higher priority
amongst primary care managers and planners?

What are the professional, social, and economic pressures that give occupational
health alow priority?

What could HSE do to turn these pressures around so that occupationa health
receives a higher priority and greater account is taken of the impact of work on
health to the benefit of primary care patients, workers, and employers?
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2 METHODOLOGY

2.1 STUDY DESIGN

A comprehensive range of information sources was used to inform the design of the study. In
order to collect qualitative information regarding primary care, we held a series of focus groups
for stakeholders, which consisted of GPs, practice nurses and practice managers. This
qualitative approach was supplemented by the collection of quantitative data reported on sdf-
administered questionnaires that were mailed to a random sample of GPs in the UK. This
enabled a blend of quantitative data (from the questionnaires) and descriptive qualitative data
(from the focus groups) to be collected.

Findings from each stage of the research were used to inform the next stage of data collection.
The literature review was used to identify appropriate focus group prompt questions, and the
focus groups findings were used to inform the content of the GP survey questionnaire.

2.2 FOCUS GROUPS

The particular strengths of focus groups is that they identify opinions on specific topics of
interest and capitalise on group interactions to provide insights into the opinions and
experiences of peer groups (Morgan 1997). To devdop a framework for the focus group, a
study team workshop was held first to agree the most appropriate format for the focus groups.
The information gathered from the literature review was also combined with information and
experience provided by the study group.

221 Prompt questions

Information gained from the literature review was used to inform the development of the focus
group prompt questions. Early drafts of the prompt questions were sent to the HSE project
leader and project team. They were also piloted with 2 Sheffidd GPs. Once all comments had
been received and addressed, a final version of the questionnaire was produced (See Appendix 2
for copy of questionnaire). The questions were open allowing the participants to speak fredy on
the topic and enabling the researchers to explore their opinions and attitudes in greater detail.

The prompt questions explored a range of issues identified as relevant to occupational health
provision for patients in primary care, including: their perception of occupational health; the
problems they encounter; whether occupational health should be addressed in primary care;
perceived barriers and possible solutions. The issue of occupational health provision for staff in
primary care was also addressed (See appendix 2 for a copy of the focus group prompt
questions).

222 Participants

The first set of stakeholders was drawn from the Sheffield area, and the second set from
Manchester. Care was taken to ensure that the focus group representatives were drawn from a
diverse range of areas, both geographically and demographically. Participants were randomly
sdected and contacted via a phone call by a member of the study team. The study was
explained, and individuals were invited to attend the focus groups. Two separate focus groups
were conducted for each stakeholder group (GPs, practice nurses and practice managers) in both
Sheffield and Manchester. In total 22 GPs, 25 practice nurses and 24 practice managers
participated in the focus groups.

2.2.3 Data collection

To encourage uninhibited discussion, separate focus groups were held for GPs, practice nurses
and practice managers. Between six to nine participants attended each group, and in total 71
participants attended the 12 focus groups. Each focus group lasted for approximately an hour.

3
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Two experienced HSL researchers attended each session, a facilitator to introduce discussion
guestions and probe issues raised, and a note taker to maintain a written record of each
discussion. Discussions were also audio taped with the permission of those present. Participants
were assured that no individuals or practice would be identified in connection with the findings.

224 Data analysis

The written account of each discussion was subsequently typed up and formed the basis for
analysing the focus group discussions. The audio tape recordings were also analysed to verify
the written account of discussions and obtain verbatim quotes to illustrate the findings. Two
HSL researchers independently analysed the written accounts of each focus group discussion to
identify the key themes/issues emerging within each group. The key issues for each group of
stakeholders (GPs, practice nurses and practice managers) were then collated to provide a
combined account of the common issues identified across the groups, noting any specific
differences, for example between the Sheffidd and Manchester groups.

2.3 QUESTIONNAIRE

231 Questionnaire design
Information obtained from the focus groups was used to inform the development of the GP
survey questionnaire. The questionnaire contained questions on topics such as:

What occupational health problems are encountered in patient consultations?

Where they obtained information on occupational health?

What barriers prevent them from addressing occupational health issues?

Early drafts of the questionnaire were sent to the HSE project leader and project team. The
questionnaire was also piloted with 4 GPs to assess its face validity and the length of time it
would take to complete.  Once al comments had been received and addressed, a final version
of the questionnaire was produced (See Appendix 3 for copy of questionnaire).

2.3.2 Data collection

It was stressed that the responses to the questionnaire were totally confidential, and would not
provide any means of identifying the respondent. Following piloting with XX GPs, the
guestionnaire was sent by post to a random selection of 1000 UK GPs. (See Appendix 4 for
copy of the accompanying letter). The respondents were requested to return the completed
guestionnaire to the HSL research team by use of a stamped addressed envel ope provided.

2.3.3 Data analysis

The responses to each questionnaire item were entered into a SPSS dtatistics spreadsheet
(statistical package for social scientists version 10, SPSS incorporated, Chicago USA) This
enabled quantitative analysis of each response such as frequencies for each item and the
formation of bar charts, as appropriate. Analysis was additionally performed by cross tabulation
with Mantel-Haenszel common odds ratio estimate.
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3 RESULTS

3.1 FOCUS GROUPS
3.1.1 Participants

Two separate focus groups were conducted for each stakeholder group (GPs, practice nurses and
practice managers) in both Sheffidd and Manchester. In total, 22 GPs, 25 practice nurses, and
24 practice managers participated in the focus groups (table 3.1). Each participant was asked to
provide information regarding the number of patients registered at the practice and how many
practice nurses and GPs worked at the practice (table 3.2). There was no significant difference
in the mean number of GPs or patients per practice between Sheffidld and Manchester (p= 0.27
and p=0.82 respectively). However, the mean number of nurses employed at practices in
Sheffidd was significantly higher than that of Manchester (p=0.005).

Table 3.1. Focus group participants

SHEFFIELD MANCHESTER ToTAL
PRACTICE MANAGERS (N) 8 16 24
PRACTICE NURSES (N) 14 11 25
GPs(N) 10 12 22
TOTAL 32 39 71
Table 3.2. Practice details
NURSES (N)/PRACTICE GP (N) /PRACTICE PATIENTS (N)/PRACTICE
SHEFFIELD M ANCHESTER SHEFFIELD M ANCHESTER SHEFFIELD M ANCHESTER
MEAN 3 2 5 4 7386 7545
MEDIAN 3 2 4 4 7400 7000
MAX 7 4 9 7 13000 12000
MIN 1 1 2 1 3100 1800
3.1.2 Demographics

Each focus group participant was asked whether they had any involvement in occupational
health provision. The responses varied, as some participants were involved in providing
occupational heelth for the practice staff, some stated they had minimal or infrequent
involvement (but did not expand any further) and some were involved in occupational health
provision for external contractors. For the purpose of the demographic analysis any positive
response was scored as a ‘yes'. It is possible, however, that this has led to an overestimate of the
true degree of involvement of primary health care workers in occupational health; particularly
with regard to practice managers.

Each participant was also asked whether they were employed full-time or part-time, and
whether the practice employed a practice manager. Table 3.3 summarises the responses.
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TABLE 3.3. PARTICIPANT DEMOGRAPHICS (UPPER VALUES SHOWING
THE NUMBERS AND THE LOWER VALUE THE PERCENTAGE)

SHEFFIELD MANCHESTER ToTAL

PN PM GP PN PM GP PN PM GP
ANY INVOLVEMENT WITH 7114 2/8 2/5 5/11 | 11/12 8/13 12/25 13/20 10/18
O/H 50% 25% 40% 45% 92% 62% 48% 65% 56%
PRACTICE MANAGER 14/14 8/8 10/10 | 11/11 | 10/10 | 11/11 | 25/25 18/18 21/21
EMPLOYED 100% 100% | 100% | 100% | 100% 100% 100% 100% 100%
3/14 6/8 4/5 3/11 | 14/16 | 13/13 6/25 20/24 17/18

FULL TIME WORKER

21% 75% 80% 27% 88% 100% 24% 83% 94%

O/H=0Occupational Health
PN=Practice Nurse
PM=Practice Manager
GP=General Practitioner
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3.2 DISCUSSION OF FOCUS GROUP FINDINGS

The main points from the focus groups are listed according to each topic covered. The full
results can be found in Appendix 6.

3.21 Occupational Health problems

All three stakeholder groups were in agreement regarding the main occupational health
problems presented by primary care patients. musculoskeletal disorders & mental health
problems (eg. stress, depression). It is noteworthy that both of these are currently the most
common types of work related health problems affecting the British labour force, accounting for
13.4 and 12.3 million working days lost in 2001 respectively,® and are identified as priority
hazards in HSE's Revitalising Health and Safety targets. It was fdt to be difficult to quantify
the extent to which primary care patients present with occupational health problems, as this
information is not recorded on patient information systems.

3.2.2 Involvement in addressing occupational health

GPs appear to take a focused approach to exploring patients’ occupation, where it is considered
to be rdlevant to the presenting complaint. Practice nurses indicated that they explore occupation
routindy as part of establishing a halistic view of the patient. One potential weakness of the
focus group methodology is that where one participant reports such an example of good
practice, others may be reluctant to admit that they do not do this. The additional information
provided by the anonymous individual questionnaire survey of GPs will have helped reduce this
type of bias, but it may be important to conduct a similar exercise among the other stakeholder
groups.

Practice nurses also have greater involvement in chronic disease management and hedlth
promotion.  Practice managers have limited direct patient contact but have a potentially
significant rolein relation to patient education, health promotion and access to resources.

Arguments were presented by GPs for and against ther involvement in MED3 Sickness
certification. The main reason for opposition appeared to be the perception that that they are not
aways the best qualified to make judgements regarding patients’ fitness for work. However,
arguments in favour of GPs involvement in sickness certification included the fact that patients
have to come to the surgery and that the GP is made aware they are sick. In addition, it makes
them discuss the patient’ s work and can provide an opportunity for contact with their employer.

3.2.3 Occupational health education and training

GPs and practice nurses indicated that there is minimal occupational health coverage in their
education and training, except for some conditions with obvious work related causes. Ther
lack of occupational health knowledge makes them fed ill equipped to deal with some of the
occupational health related demands they encounter. This is consistent with the literature, which
indicates that occupational health receives little coverage in the basic medical and nursing
curriculum (Seaton 1995, Griffin 1992) and postgraduate GP vocational training schemes
(Parker 1996).

3.24 Role of primary care in addressing occupational health problems

The three stakeholder groups considered that primary care has a role to play in reation to
addressing occupational health problems for patients, but that this is a limited role and
employers need to take more responsibility and/or have increased state occupational health
provision for patients without access to employer provision. It was fet thereis need for greater

! Health and Safety Statistics Highlights 2001/02 M1SC472 HSE Books 2002
7
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clarity regarding the respective roles and responsibilities of employer occupational health
services and primary care/NHS services.

3.25 Barriers to addressing occupational health

3.251 Knowledge

The combination of limited general occupational health knowledge and specific knowledge of
the patient’s workplace makes it difficult for GPs and practice nurses to assess and advise on
occupational health problems, particularly judging fitness for work. This issue is aso
highlighted in the literature (D’ Auria 1989, Dickenson 1985, Meme 2000) and has promoted
discussions over the how to address the lack of occupational health coverage within the basic
curriculum and further training. However, the majority of GPs and practice nurses participating
in the focus groups fet that substantial further training is not the solution. Occupational health
is regarded as a specialism in itsdf, and they want experts they can refer to rather than
becoming experts themsdves. This may be a contributory factor in the low uptake of an
occupational health ‘distance learning' package for GPs and other primary health care staff
(Centrefor Health Policy and Practice, 2000).

3.25.2 Resources

Time constraints were identified as a limiting factor on GPs and practice nurses ability to
explore problems with patients, seek out information and follow them up. It was suggested that
simple information on appropriate referral routes supported by quick and easy access would
help in addressing occupational health problems for patients. Limited time and financial
resources in primary care were felt to be subject to some unreasonable occupational health
demands, specifically, organisations referring staff for Hepatitis-B immunisations and not
accepting sickness certification for less than seven days absence.

The length of time patients have to wait for secondary care appointments was also fdt to be a
significant issue affecting the extent to which occupational health problems can be addressed for
primary care patients, This is particularly pertinent to services for musculoskeletal disorders and
mental health problems. Practice managers raised the issue of the need for funding to be made
available to practices to support the provision of services such as counsdling, physiotherapy,
and occupational health advisors.

3.25.3 Conflict of interest

The various stakeholders raised the issue of patient confidentiality and a perceived conflict of
interest between primary care and employers’ occupational health provision as a potential
barrier to effectively addressing occupational health problems for patients. This concern
appears to be reinforced and the difficulties in addressing occupational health for patients
compounded when they encounter patients who are afraid to involve ther employers
occupational health service.

3.2.6 Local occupational health provision

Knowledge of the Sheffieddld Occupational Advisory Service (SOHAS) among the Sheffied
stakeholders appeared to be quite limited. Persons from practices that either previously had or
currently have an SOHAS advisor available at their practices seemed to regard it as a useful
sarvice. Manchester stakeholders suggested a service not dissimilar to that currently provided
by SOHAS would be useful.

3.2.7 Occupational health provision for primary care staff

There was a perception that there had been some improvement in occupational health provision
for staff, along with increased attention to health and safety in primary care. It was also evident
that there are variable levels of awareness concerning the availability of occupational health

8
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provision. In Manchester, occupational health provision was felt to be difficult to access due to
its location. Thereis a desire for local and accessible provision but this needs to ensure privacy
and confidentiality, particularly in relation to mental health services.
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3.3 QUESTIONNAIRE RESULTS

Of 1000 questionnaires sent to a random sample of GPs 295 were completed and returned by
June 24 2003 (a response rate of approximately 30%). The main points of the questionnaire are
listed according to each section but the full results of the questionnaire can be found in
Appendix 7.

3.31 Demographics

The respondents had worked in General Practice for a mean of 16 years (range from 2 years to
40 years) and had a mean of 4 partners in each practice (range from working on their own to 13
other partners). 43% (124/291) werefemale and 57% (167/291) were male.

3.3.2 Occupational health qualifications and information

The respondents were asked whether they had any occupational health qualifications or
memberships and if not, were they pursuing this. Additionally they were asked where they
obtained information on occupational health (from colleagues, on the job, training or
publications).

Of the respondents only 4% (13/295) had any occupational health qualifications or
memberships, which ranged from a certificate in Occupational Hegalth to an Associate
fellow of Occupational Medicine qualification.

Of those with no qualifications, 2% (5/277) were either pursuing an occupational health
qualification or membership.

We asked where individuals obtained information on occupational health (colleagues,
on the job, training or publications) and most (73.4% 215/293) obtained occupational
health information on the job, however there was an equal split between those who
received information from colleagues (50% 147/293) and those who did not (50%
146/293)

Key finding: Less than 5% of GP's have any formal occupational health qualifications and only
2% were currently pursuing professional training in this area. 75% of the GP's questioned learnt
about occupational health issues through their work and work colleagues.

3.3.3 Patient consultations
Two questions were asked about whether the patient’s occupation was addressed in the
consultation, and whether this was recorded in the patient’ s medical records.
- 75% (219/294) responded that they often asked about the patients occupation, and of
these, 81% (174/214) responded that they recorded the patients occupation in ther
medical records.

In total, 79% (228/288) of respondents replied that they recorded the patients
occupation in their medical records.

10
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Key finding: 75% of GP's said that they enquired about the patients occupation during the
consultation, and 80% of these said they would record this information in the patients records.

3.34 Frequency of occupational health problems encountered
Two questions asked about how frequently occupational health problems were encountered in
consultations, and whether there had been any changein frequency in the last 18 months.
The main health problems encountered at least once a week were musculoskeetal (50%
of respondents 145/293) and mental health problems (48% of respondents 140/291).

We also split the respondents into two groups. Group 1 was those who ‘rarely’ or ‘occasionally’
asked about a patients occupation in consultations, and group 2 those who ‘often’ or ‘always
asked.

- Individuals who ‘often’ or ‘always asked about occupation, were twice as likely (odds
ratio = 2.11 [confidence interval 1.27-3.93]) to see patients with mental health once a
fortnight or more, than those who ‘rarely’ or ‘occasionally’ asked.

Over 70% of respondents saw no change in the frequency of which they encountered
occupational musculoskeetal, skin health, respiratory, hearing, and visual problems and
vaccinations. However it is interesting to observe that over half the respondents (58%
169/292) saw an increasein work related mental health problems.

Key finding: 50% of GP's reported musculoskeletal damage and mental health as the most
commonly encountered occupational health complaints. More than half of the GP's reported that
worked related mental health problems were on the increase.

3.35 Barriers to addressing occupational health problems
Themain barriers to addressing occupational health problems were;

Waiting times for specialist services (67% 193/289)
Consultation times (63% 181/289)

Lack of training (60% 172/289)

Lack of referral routes (57% 166/289)

Conflict of interest (21% 60/289) and confidentiality (17% 49/289) did not pose
as a barrier to addressing occupational health problems for most GPs surveyed,
however those individuals who recorded the patients occupation in ther
medical records were twice as likdy (odds ratio 2.62 [confidence interval 1.07-
6.45]) to consider ‘conflict of interest’ as a barrier to addressing occupational
health problems.

Individuals who had worked for more than 16 years, were less likely to perceive
training (odds ratio = 0.49 [confidence interval 0.30-0.79]) or conflict of
interest (odds ratio = 0.46 [confidence interval 0.26-0.82]) as a barrier than
those who had worked for less time.

11
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Individuals who ‘often’ or *always asked about occupation, were twice as likely
(odds ratio = 2.13 [confidence interval 1.16-3.93]) to perceive ‘lack of referral
routes’ as a barrier than those who ‘rarely’ or ‘occasionally’ asked.

Key findings: Approximatedy 60% of GP's reported the following factors as obstacles to
improved use of occupational health care; constraints on consultation time; lack of professional
training; and lack of referral routes.

3.3.6 What would help to address patients occupational health problems?
Respondents replied that;
- Speedier access to secondary care (74% 213/289)
Increased referral routes (66% 192/290)
Training (62% 180/290)
Information sheets (58% 167/290)
Longer appointment times (53% 152/289)

would help to address patients occupational health problems.

Individuals, who had worked for more than 16 years, were less likely to perceive that
‘training’ (odds ratio = 0.49 [confidence interval 0.30-0.80]) would help address
patients occupational health problems than those who had worked for less time.

Individuals who ‘often’ or ‘always asked about occupation, were twice as likdy (odds
ratio = 2.66 [confidence interval 1.45-4.88]) to perceive that ‘increased referral routes
would help address occupational health than those who ‘rarely’ or ‘occasionally’ asked.

Interestingly, female GPs were more likely to find information sheets useful than men
(odds ratio = 1.63 [confidence interval 1.00-2.63])

Key findings: More than 50% of the respondents identified the following ways to improve the
ddivery of occupational health through primary care; speedier access to specialist care
increased routes of referral; improved training for professionals; better access to information;
and longer patient consultation times.

3.3.7 Referral of patients
The questionnaire asked GPs which services (specialist primary care services, specialist
secondary care services or occupational health services) they used for referral of patients with
either work related musculoskeletal, skin, respiratory, hearing, mental health or visua eye
problems.
The majority of respondents replied that they used specialist secondary care services for
the referral of patients, but not specialist primary care services or occupational health
services.

12

PDF created with pdfFactory trial version www.software-partners.co.uk



http://www.software-partners.co.uk

3.3.8 Occupational health for patients in primary care

GPs were presented with a series of statements, and asked whether they agreed or disagreed
with them, or were unsure of their response. The main points are summarised below, and the
full results can be found in section 10.7 (Appendix 7)

Resources and professional competency
- Most of the respondents (82.9%) agreed (or strongly agreed) that GPs should be
concerned with addressing occupational causes of ill health.

There was roughly an even split between those respondents that did not have time to
explore occupational health issues in patients consultations (strongly agree 6.2% and
agree 35.1%), as those that did have time (44.3% disagree and 2.4% strongly disagree).

Approximately 50% (4.1% strongly agree and 44.2% agree) of respondents fet
competent to explore occupational health problems in patients, whereas 34.2% were
unsure, and 17.5% fdt that they were not (1.4% strongly disagree and 16.1% disagree)

Over three quarters of respondents (12.3% strongly agreed and 71.3% agreed) fdt that
further training would improve their ability to address patients occupational health
issues.

MED 3 sickness form and fitness for work
- Over two thirds of respondents (51.4% disagree and 16.1% strongly disagree) thought
that the MED 3 sickness certification was not a useful tool for communicating with
patient employers.

Nearly half of the respondents (34.9% disagree and 12.3% strongly disagree) thought
that the MED 3 should not be provided by the GP, whereas approximately a third
(29.1% agree and 1% strongly agree) thought that the MED 3 should be provided by the
GP.

Approximately athird of respondents were unsure whether occupational health
physicians were more concerned with reducing absenteeism than with what is
best for individuals, however over 40% disagreed with this.

The majority of respondents agreed (13.4% strongly agreed, 45.9% agreed) that
doctor patient confidentiality prevents GPs communicating with the employer of
patients.

There was a roughly equal split between those respondents who thought that they did
not have sufficient knowledge to assess fitness to work (8.2% strongly agree, 36.6%
agree) and those who thought that they did (2.7% strongly disagree, 30.5% disagree).

The majority (9.6% strongly agree, 60.8% agree) of respondents rely on the patients
judgement regarding ‘fitness to work’.

Obstacles to progress
The majority (36.4% strongly agree, 52.4% agree) of respondents agree that long
waiting lists for secondary referrals prevent patients from returning to work eerlier.
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The majority (36.5% strongly agree, 47.1% agree) of respondents agree that ther
workload has been increased by employers not accepting sef certification.

The majority (7.2% strongly agree, 51.9% agree) of respondents agree that GPs can
only advise patients to speak to their employers about work related health problems.

The majority (7.2% strongly agree, 48.5% agree) of respondents are not aware of
servicesto refer patients to for occupational health problems.

There was a roughly equal split between those respondents who are not aware of local
occupational health provision for GPs (11.6% strongly agree, 35.8% agree) and those
who are (8.2% strongly disagree, 34.1% disagree).

Approximately half of the respondents (11.0% strongly disagree, 37.5% disagree)
thought that occupational health provision for GPs in their practice has not improved in
the past five years.

The mgjority (27.1% strongly agree, 50.7% agree) of respondents fed that there is a
need for improved occupational health provision for GPs.

Key findings:

More than 80% of the GP's considered that occupational health was an important problem
but lacked time for consultation.

Lack of competency in occupational health was considered an obstacle by approximatey
half of the respondents.

More than 75% of respondents agreed that further training would improve the delivery of
occupational health.

Most GPs questioned their role in certification of the MED 3 form and their effectiveness at
judging fitness to work.

Most GP's considered that doctor patient confidentiality may constrain communication with
the employer

Most GP's agreed that the provision of occupational health services, and awareness of these
services, needed to be improved

14
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4 DISCUSSION

4.1 WHY DO GPS AND PRACTICE NURSES NOT TAKE GREATER
ACCOUNT OF OCCUPATIONAL ISSUES IN THEIR DAY TO DAY
CONTACT WITH PATIENTS OF WORKING AGE?

The principal reasons for the low priority attached to occupational health, centres on the
lack of time within the framework of general practice to focus on these issues

Evidence was seen of a lack of knowledge of occupational health issues and the
perception that this is a specialist area that falls outside the remit of the general
practitioner.

The low priority given to occupational health issues during medical training was also a
regarded as a contributing factor.

The results of the questionnaire survey revealed that a large magjority of GPs routindy
recorded the patients occupation on their medical records. Most GPs were concerned to
address occupational causes of ill health. The focus groups discussions also highlighted
the responsibility of the employer for the employees occupational health.

Although most of the GPs said they routingly recorded the patient’s occupation it not
usually recorded formally on information systems in a standardised way (in contrast to
other routine collected data e.g., smoking status). The literature review revealed that
GPs lacked ‘detailed knowledge of the patient’s occupation. For example, they may
simply record ‘engineer’ without further detail of the nature of the work undertaken.

The lack of education regarding occupational health was thought to be a problem by
60% of questionnaire respondents. However, focus group participants were not anxious
to have more education. Rather, they fdt that there should be a specialised service to
which they could refer patients. Reasons for this preference included limited time
within the consultation and limited access to counsdlling and physiotherapy services.

Long waiting times for referral to specialist services was additionally identified as an
issue, and it was thought that speedier access to secondary care would help address
occupational health issues.

Knowledge of Occupational Health Advisory Services was limited, however practices
with this service fdt it was useful.

4.2 WHY HAVE PATIENTS’ OCCUPATIONAL HEALTH ISSUES FAILED TO
GAIN A HIGHER PRIORITY AMONGST PRIMARY CARE MANAGERS
AND PLANNERS?

There seems to be a lack of clarity about the respective roles of employer’s occupational
health services and the primary care services. It was generally agreed that primary care
has a role in addressing occupational health but this role is limited role and the
employers need to take more responsibility. There also needs to be increased State
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provision for occupational health for those patients who did not have access to these
services through their employer.

Lack of resources within primary care and poor communication with employers were
also factors influencing decisions made by primary care managers and planners.

Ddays in referral to the appropriate secondary care professionals was perceived as a
real problem, especially with regard to mental health and musculoskeletal problems,
which were the most commonly encountered work-related problemsin general practice.

4.3 WHAT ARE THE PROFESSIONAL, SOCIAL, AND ECONOMIC
PRESSURES THAT GIVE OCCUPATIONAL HEALTH A LOW
PRIORITY?

Professional pressures include poor definition of roles and responsibilities with respect
to occupational health within primary care.

There was an ethical dilemma perceived by the healthcare professionals regarding
communication with the employer when it was clear that the illness had an occupational
cause. This issueis particularly relevant to the area of sickness certification and *fitness
towork’.

Economic pressures include the lack of time and resources available to general practice
to address occupational health issues. This also applied to the absence of specific
financial encouragement for occupational health activities.

4.4 WHAT COULD HSE DO TO TURN THESE PRESSURES AROUND SO
THAT OCCUPATIONAL HEALTH RECEIVES A HIGHER PRIORITY AND
GREATER ACCOUNT IS TAKEN OF THE IMPACT OF WORK ON
HEALTH TO THE BENEFIT OF PRIMARY CARE PATIENTS, WORKERS
AND EMPLOYERS?

The recommendations for actions by HSE fdl into two categories, the first can be described as
short-term practical initiatives, the second as campaigning issues that would require HSE to act
as an advocate together with other government agencies

Short term initiatives
Improvements to the recording of occupational details in general practice will help to
address this issue. Additional detail about the type of work and potential occupational
health risks will aid decision-making by healthcare professionals.
To work with NHS and other government departments to promote greater emphasis on

occupational health in undergraduate and post graduate training for doctors and nurses
as well as through continuing professional development.

16

PDF created with pdfFactory trial version www.software-partners.co.uk


http://www.software-partners.co.uk

To devdop better information resources (documents and Web resources) on
occupational health suited to the needs of primary care These would provide
information on referral routes, access to occupational health provision/services (e.g.,
EMAS, SOHAS and DWP Disability Services).

Simple screening questionnaires could be developed to highlight work-related ill-health
of patients prior to their appointment with the GP.

Promote professional development through increased awareness of occupational health
issues using for eg., Protected Learning Initiative (PLI) scheme, and approved
occupational health study sessions.

Campaigning initiatives

To provide easier access to occupational health care services especially for work-related
mental health and musculoskeetal problems that are commonly encountered in general
practice.

To see an increased provision for additional services within primary care particularly
counselling and physiotherapy.

Primary Care Trust (PCT) led occupational health services should be developed and
made availableto all practices within the trust.

Clarify the roles and responsibilities of the primary healthcare teams, occupational
health care providers, and employers with respect to occupational health needs of the
employee.

To change the perception that occupational health is not a key issue for funding within
PCT's.

4.5 RECOMMENDATIONS

In considering the results and conclusions of this study it was clear that there were two types of
recommendations for actions that could be made. The first could be described as practical
objectives for changes that in the short term could ddiver progress. The second set of issues
related to more significant issues that would require development across many government
agencies and national bodies who approve curriculum for medical education and professional
development. The list of recommendation below cover those issues for which HSE can more
directly influence change, commission research, and support modds of good practise. The
longer term 'campaigning' goals are identified in the conclusions section to the report. These
recommendations reflect a number of the initiatives that were highlighted in the review of the
literature (Appendix 4).

1) The results of this survey suggest that practice nurses and practice managers are best placed
to respond to the occupational health agenda if given the appropriate support and resources.
Consequently further work should be undertaken to identify the needs and obstacles for
these groups in ddivering services to patients with occupational health needs.
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2) Primary health care staff need improved access to information and specialist occupational
health advice. In the long term changes to the medical curriculum are required but in the
short term consideration should be given to supporting:

Better information on routes for referral and access to specialist occupational health services

Devedopment of simple screening questionnaires to highlight those patients with work-
related ill-health.

To examine practical ways to record the patients occupational health history within the
existing structures for recording a patients medical history

On-line resources for occupational health routed through the existing major providers to
primary health care staff.

Resources to support continuing professional development in partnership with the NHS,
DWP and other government departments

Resources to support continuing professional development in partnership with the NHS,
DWP and other government departments
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5 APPENDIX 1: FOCUS GROUP TOPICS

Patient’s occupational health in Primary Care: Focus Group Topics

1. What isyour understanding of occupational health provision for patientsin primary care?

Prompt

- What do you regard as occupational health issues?

- What do you regard as occupational health provision?

- Whoin primary careisinvolved?

- Who is affected by occupational health provision in primary care?

2. Should occupational health be addressed in primary care?

Prompt

- Who should be involved?

- How?

- Why?

- If NOT primary care, where should occupational health issues be addressed?

3. What have you (your practice) done to address occupational health issues? (elicit examples)

Prompt

- How?

- What prompted this action?

- What facilitated/helped?

- What barrierd/difficulties did you encounter? (e.g., knowledge, information; advice
skills, training; support services, referral sources; time; resources; ethical issues)

- How were barrierg/difficulties overcome?

- What sewould have helped?

4. If you were faced with an occupational health issue, what would you do

Prompt
- Wherewould you go?

What obstacles make it difficult to address occupational health in primary care?

Where have you learned about occupational hesalth issues? (eg., education; training,
information sources; networks)

Prompt
- How has this helped in addressing occupational health issues for patients? (dicit
examples)

7. What ese would hdp in addressing occupational health issues? (e.g. knowledge
information; advice; skills, training; support services, referral sources; time resources,
ethical issues)

8. How isinformation relevant to occupational health gathered?

Prompt
- How isthis information managed/used?
- How could this be improved?

9. Does Sickness Certification (Med 3) have any impact on how occupational health issues are
addressed?
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Prompt

Has it ever lead to any intervention?
How isthe ‘comments’ section used?

10. What occupational health provision is available for staff in primary care?
Prompt

- Knowledge of provision?
- Useof service?
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6 APPENDIX 2: GP SURVEY QUESTIONNAIRE

<F

HSE

Health & Safety HEALTH & SAFETY
En:;ﬂrn LABORATORY

OCCUPATIONAL HEALTH IN PRIMARY CARE
GP SURVEY

What is this questionnaire abowt?

# This questionnaire aske for your views on the role of General Practitioners m addressing
ovcupational (work related) health 1ssnes for pattends in primany care. It also includes some
questions on occupational health provision for GPe.

¥ Mot of the guestions require you Lo either ek a box or arcle @ chosen response.

¥ It should you take about 5 minutes to complete.

Who will see my answers?

¥ The guestionmaire 12 anopyinous. No individuals can be identified m connection with any of the
resully.

How do I return the completed questhomnnaire

# The completed questionnaire can be returned in the enclosed pre-paid envelope

# Please return by
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)|

Q2

o3

v

Q5

]

. What year did you qualify as a General Practitioner?

. How long have you worked in General Prachice?

. How many pariners are thers in your practice?

. Dre vou have any Oecupational Health qualification or membership?

If "Yes" give details

Mo [] Yes|[]

L Are you pursiing any Cocupational Health qualification or membership?

If "ves' give details

No[] Yes|[]

(M. How aften do yon ask abeat a patient's ocospation in consultations?! (fok one baxi
Abways [ ]

o

Rarely [ ]

Cocasionally [ ]

Often | ]

. Do vou record patienis’ occupation in your medical records?

Ma[] Yes[]

[¥8. Where hove you obtamed information on Cooupational Health? (rick il feat appdy)

% Areveu:  Male [ ]

Celleagues

O the jobe

Training igive details)
Publications (give details)
Other (give details)

|
|
|
1
1

Femmle [ ]

210, Towhat extent o you encounter the following oceupational (work related) bealth problems in
palienl cunsubaliuns: (ifek one box per line)

& Musculoskeletal (eg. badk pam}

b. Skin (&g dermatitis)

¢. Respiratory {cg. asthma)
d. Hearing,

e Mental health (e.g. stress)
f. VisualEves (eg. eyestrain)
g. Vacomations (e.g. HepB)
h. Cther (specify)

[1]
[1]
[]
[1]
[]
[1
[1
[1]

Lass than
e o e i
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[1
[l
1
[1
[1
[1
[
[1

Chae
i

[]
[]
[]
[]
[]
[l
[]
[1

Chice
ik

[1
[1
[1
L1
[1
L1
[1
[1]
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[}11. Have you noticed any change in the last 13 months in the extent to which you encounter tach
of these oceupational health problems in patient consuBations: frick ome box per )

. hiisculoskeletal Tcrease [ ] No ciarge [ ] Decrease | ]
b, Bkin Trcrease [ ] Mo efvrige [ ] Decrease [ ]
. Respintory Frcrease [ ] MNe change [ ] Decrease | ]
d. Hearing Tcrease [ ] Mo chage [ ] Decvease | ]
¢. hiental health Trcvease [ ] Mo cfnge [ ] Decraase | ]
f. Visual/Eyes Jacrease [ ] MNa change [ ] Decrease | ]
£ Vaouiimtivns Tcrease [ ] o chage | ] Decrease | ]
h. Cither {specify) Trcrenwe [ ] Mo chonge [ ] Decreawe | ]

212, What local services do vou use for refemal of patients with the following oconpational health
problems? {fick afl that appiy)

Specialist Speciaist Ocoupational Cither
Primary Care  Secondary Care  Health Services {zive detzils)
1. Muscuboskel etal [1 [1] []
b. Skin [1] [] []
© Requratory [1 L] []
. Hearing [1 [] [1]
& Mental heakth [] [1 [1]
f VisulEyes [1] [] []

[}13. Towhst extent do the following make it difficult for you to address patients” occupational health
prubilensT (rick aff s appiy
Lack of training
Censultation imes
Lack of reterral rontes
Waiting times for specialist services
Conflict of interest
Cenfidentiality
Ovher (give details)

s e i . o - s i iy

]
1
I
1
|
|
]

214, Towhat extent would the following el vou o address patients’ occupational health probdems?
ik afi tha! appiv)
Training
Longer pati ent appointment times
Information sheetsleaflels
Incréased referral rontes
Speedicr access to sccondary carc

|
1
]
]
]
Other (give detailz) ]

e 1 e e
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[}15. Flen=e indicate to whal extent you agree or disasree with the following statements about occupational

hezlth tor patients m primary care, (circle one sarensent per line)

i, GF shawld be concemed with sddressing ocoupational Boangly Agree Unee Dieaghes Srovgly
causes of ill-healih g Avagres
b_T do not have time to explore eccupational health ismes fomgly dzree Uhner Disograe Brensly
in patiznt consultations s degrnr
r. T feel competent to explore possible aconpational health  Svongly dgree Thowe Dieegees Srealy
problems in patients £ duwagres
d. Further Iraining weuld mprove my abilicy to address Brongty  dgree Craew  Divogew Rrongly
nocupational health issucs for patients o duagres
e. MED 1 sickness certification 15 3 useful ool for Dramply  Agree Unmere  Disogree Sromgly
comnrunicating with patients’ employers k-] b
f. MEL 3 sigkness certification should contimee te be Trangly  Agree Unmew  DiRgeed Rrogly
provided by GF= Ipneg Arazres
&_Cccupational health physicians are more concerned with— #roply Agree Unmee Divogrer Strowgly
reducing abseniecism than what is best for individuals apor dwagres
fi. Doctor-patient contidentiality prevents GFs MiaMgly  Agree UMM LEaghed Srodgl
communicating with the employer of patients ] Aragres
i. I donet have sufficiont knowledze to assess ot Rramply  Agree Uanere Lraogres Stremglp
wik e dwagres
i. Itend to rely on the patients judgment regarding *fitness~ frongly Agree Chnee Dmggree Sronaly
to work” Eo AEagres
k. Long waiting lists for secomwdary refermls prevent Tramgly  Agres Unnee Disggres Rrougly
patients from retuming towork earlier agns Az
. Wy werkload has been moreased by emplovers not Bramply  Agree  Cnnee  Disggres Stromzly
aceepting sclf cetification 3gree dpagree
m. GPs can onby advise paticnts to speak to their employers Trongly Agree Urunew Dingrew Srengly
about work related health problems e drragres
. 0 @ meot aveare of services to refer patients with Bramply  Agree Conee Disggree Srowgly
occupational health problems g dwagree

loealth provision lor GPs: fofrcle one statement per e

[}16. Flease indicate to what extent you sgree or disapree with the following statements about occupational

2. T am not aware of eny lecal occupaticnal health provision  Trongly  dgree  DRowy Dieogres Rrengly
for GP= g Avagres
b Cccupational health provision for GPein my practice has  foassl dgeas T Teangren  Sronghy
innproved du e past fve veurs g dvagres
£, There is a need for improved occupational health Mrangy  Agrde  Uasde Liaaghes  Sronsly
provision for GPs 25 dwagres

Coamments: Thank v for completing this questionnaire; if vou have any additional comments pleass write

them here.
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7 APPENDIX 3: GP SURVEY LETTER

@

LABDRATONY

Please can you help the Health & Safety Executive to understand
Occupational Health Issues in the Primary Care Setting.

We nave been contracted by the UK Health and Safety Executive (HSE) to
collect infarmation about your perceptions of occupational health issues when
dealing with patients. This work will help to develop new policies to try and
prevent occupational Il heath. To help us with this task. we would be very
grateful if you could complete the enclosed questionnaire, this has been
developed following a number of mestings with practicing GPs, practice
rurses and practice managers.

This study is being conducted in collaboration with the Generzal Practice
Research Unit, South Manchester University Hospitals NHS Trust

The information you provide will help HEE to identify barrlers you face in the
effective dalivery of occupational health support and advice o your patients

Yours faithfully,

Dr Andrew Curran
Head, Biomedical Sciences Group

Enc
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8 APPENDIX 4: LITERATURE REVIEW

IIness resulting from a patient’s work, and the impact of ill-health on a patient’s capacity for
work, are important issues for primary health care. The potential of primary care (as a setting for
intervention) to improve the health of the workforce has been evident for many years (Vaughan,
1960) in both industrialised countries and transitional economies {Kocks and Ross 1995).

Research over the past twenty years has shown that work plays a major role in the health of
adults, both as a cause of ill health (Harber 1994 D’ Auria 1989) and also as a potential health
promoting activity. Additionally there is also a renewed interest in maintaining the working
capacity of employees to increase productivity and reduce business costs. Information regarding
the influence that work can play on the health of adults has increased interest in the role that
primary health care could play in illness prevention (CEC). Recently the Health and Safety
Commission is conjunction with other Government bodies produced an occupational health
strategy 'Securing Health Together'. Information contained within this strategy includes specific
recommendations for measures at primary health care leve to contribute to the common goal of
reducing work-related ill-health and sickness absence (OHAC, 1999).

From the literature it is suggested that primary health care generally lacks (with a few
exceptions) a systematic role in the prevention of ill-health or in the rehabilitation of adults back
to work even in developed countries (Rasanen 1993). Published reports emphasise that primary
health care professionals face many difficulties in realising this potential for addressing work-
related health issues. This review will examine the obstacles that have been identified by the
authors of the few well-documented reports on this subject, and will also examine the solutions
that have been proposed or adopted to overcome these problems. The review will highlight the
proposals (or examples) that demonstrate most promise to address this issue, and also identify
outstanding problems still to be resolved. Yassi (1990) has pointed out that given the current
provision of occupational health services in the workplace, primary health care is the only
means by which most of the workforce will receive occupational health support. The problem
of how best to ddiver this objective has still to be addressed.

8.1 OBSTACLES TO PROGRESS

The scientific literature is concentrated on two kinds of obstacle to effective intervention in the
ddivery of occupational health care by primary health care services. The first kind concerns the
structure of primary health care, the second the process of ddivery. Structural problems concern
the staff available to carry out the work; GPs, nurses, physiotherapists, counsdlors and others;
their training, knowledge and the resources available to them. The second set of obstacles relate
to the process by which primary health care and the world of work become engaged with one
another. Obstacles of this kind include communications problems, real or imagined conflicts of
interest between agencies, and ethical dilemmas.

8.2 KNOWLEDGE AND TRAINING

General practitioners often lack detailed knowledge of their patients work (Gerrard 1998),
because of the complexity of the workplace; work tasks, and working environment and the
employment history of many individuals (D’ Auria 1989, Dickenson 1985). Furthermore the
knowledge that GPs have of the impact of illness upon the ability to work also appears limited
(Memd 2000).

Accessing appropriate services through the primary health system is also difficult as GPs often
lack knowledge about the availability of specialist services. Blaxter (1980) and more recently
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Sawney (2002) draw attention to the need for improved knowledge of rehabilitation services
amongst primary health care teams. Additionally Sen (1997) and Osborne (1997) draw attention
to the crucia role that primary health care could play in directing patients towards wefare
benefits for occupational disease sufferers and also point out the apparent lack of knowledge of
these support mechanisms.

Given this lack of knowledge concerning factors that are of direct benefit to the patient, it is not
surprising that the value of collecting occupational illness data using national databases is not
well understood. GPs in UK (Sen and Osborne 1997) and US (Blanc 1989) lack knowledge
about the systems for recording and reporting work-related illness, and in the UK many seem
unaware of the rules for reporting work-related deaths to the coroner (Start 1995). GPs (Wood
1985) and practice nurses (Rivett 1992) often do not have practice based resources to utilise in
these circumstances, and Seaton (1995) has suggested that the decline in strength of the
Employment Medical Advisory Service as a source of advice for primary health care
practitioners has made this shortage of expertise even more serious.

It is apparent that some GPs know more about occupational health than others, for example
those individuals who take up posts as occupational health specialists with local enterprises
(Semmence 1984). This difference has also been highlighted in an unusual study of US doctors
(Sokas 1997). This paper examined doctors at various stages in their training and proposed that
students appeared to knew more than qualified clinicians, and that doctors from working class
backgrounds knew more about occupational health issues than those who were from more
privileged backgrounds.

The coverage of occupational health issues in the training received by primary hedlth care staff
has received much attention. Typically basic medical and nursing curriculum contain very little
content on occupational health (Seaton 1995, Griffin 1992). As little as a few hours may be
devoted to this subject in a 5 to 6 year pre-clinical and clinical training period. Additionally,
occupational medicine is usually excluded as a subject from general medical textbooks (Felton
1980). The omission of occupational hedlth from the preregistration training could be
remedied at a later stage. All GPs in training take part in vocational training schemes before
they can practice as GP principals. However, in a UK survey, the magjority of vocational
training schemes do not deal with work related health issues (Parker 1996). Continuing medical
education (CME), a requirement for all primary health care staff, often lacks a systematic basis
and few GPs choose occupational medicine as an option for their CME

8.3 PROCESSES
Several different sets of interests are involved in the decisions primary health care professionals
make about a patient’s ability to work.

GPs will advise the patient to refrain from or return to work as part of the clinical
management of a specific health problem. A GP will aso foresee the health
consequences of job loss and the financial risk for patients who may loose benefit
entitlement if they are deemed fit to work but are unable to find a job.

The State, which has overal responsibility for increasing social cohesion and
controlling the costs of social security provision, has identified sickness certification as
a key intervention by which the GP contributes to these hedlth objectives (Sawney
2002).

Patients have a variety of concerns that often, but not always, coincide with those of the
GP (they may wish to return to work when the GP feds this is inadvisable, and
conversay may wish to stay away from work when a GP sees no reason for this).
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The employers interests vis-a-vis the employee' s health, are focussed on the issue of
minimising lost working time and in keeping trained staff. When it clear that the
employee is less likdy to return to work and unable to fulfil their part of the
employment contract, the issue of discontinuing their employment is raised.

Marrying these complementary or conflicting interests is complex. GPs receive little if any
formal training in dealing with them (Toon 1992, Sawney 2002). The lack of rdevant
knowledge has been described above, but there are also concerns that there are ethical conflicts
that cannot be resolved to the satisfaction of all parties (Toon 1992, Rosenstock 1987). This can
certainly be the case where a patient’s GP also acts as their occupational physician Hainer 1981,
Dickenson 1985).

GPs and occupational physicians frequently express doubt about the objectivity of each others
decisions regarding patients (Morgan 1999). GPs are concerned about the confidentiality of
information they provide to employers concerning the patient’s health (Adisesh 1996), and
about their lack of knowledge of the work the patient performs (De Buck 2002). Sawney (2002)
has expressed the concern that some patients are more aware of their right to social security than
of their responsibility to participate in society through work. The GP therefore, could be in a
position to change the balance of these perceptions concerning rights and responsibilities. The
patient perspective on the role of GPs in educating about workplace health appears not to have
been reported. However patients’ interests are protected by legal provisions under the Access to
Medical Reports Act and the Data Protection Act that controls the information that can be
divulged by a patient’s GP to the employer.

A number of papers have attempted to analyse how far these perceived conflicts were supported
by survey data. De Bono (1997), in an audit of referrals to a hospital occupational health
department, found that GPs contributed new information in 46% of communications with
occupational physicians, and that occupational physicians and GPs changed their actions as a
result of these communications. De Buck (2002), in the slightly different context of the Dutch
occupational health system, found dissatisfaction on both sides about the quality of
communication and argued that the GPs' lack of knowledge of occupational health was the
main obstacle to an improvement. Faber (2002) additionally confirmed the lack of trust between
occupational physicians and general practitioners but found that generally occupational
physicians valued their relationships with GPs more than GPs valued their relationship to the
occupational physician.

Adisesh (1996) and Parker (1996) suggested that the GPs' anxiety about the confidentiality of
health information supplied to the workplace is misplaced. However other reports on the
pressures experienced by occupational health professionals in the workplace imply that this is
not always the case (Ballard 2002). Noting the GPs view that many occupational physicians
involved themselves unnecessarily in the employees’ primary health care, Parker (1996) found
that only 21% of GPs in his sample felt occupational health services ‘always acted in the best
interest of their employees'.

8.4 OVERCOMING THE OBSTACLES

There is no shortage of suggestions regarding how to overcome the many obstacles to an
effective (synergistic) reationship between the workplace and primary health care. The very
persistence of these obstacles over many decades, economies, and cultures, suggest that
effective solutions will need to address deep-seated problems.
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8.4.1 Training

The existing pre-registration training of GPs and nurses (Griffin 1992) is already so intensive
that the inclusion of additional material on occupational health is unlikdy. A variety of authors
have looked for a solution in the development of new kinds of medical curriculum based on the
needs of communities (D’ Auria 1989, Fried 1987) or in problem-based learning. The value of
the latter approach draws support from research into the factors associated with insight into a
patient’s work. Yass (1990) has demonstrated methods to assess medical students skills at
identifying occupational ill-health using a standardised group of patients; and found that the
medical students with most success were those with the most highly developed interpersonal
skills.

In the training of GPs, Parker (1996) found willingness on the part of vocational training
schemes to provide training on occupational health, if it could be made easier for them to do so.
Training materials of the kind required have been developed in the past (Marcus and Lee 1980),
though the more recent survey suggests that the utilisation of such materials is poor. A ‘distance
learning’ package has also been developed for use by GPs and other primary hedlth care staff
with funding from relevant government departments but again, uptake has been slow (Centre for
Hesalth Policy and Practice, 2000).

An underlying problem is the failure to clearly define the core skills and knowledge that should
be fitted into the training received by medical students, GP registrars and practising GPs, and by
other health professionals. There is agreement that an ability to take an occupational history is a
basic skill, and that information on the resources and systems available to patients and clinicians
should be absorbed. Sawney (2002) (Appendix 5) describes the skills needed by GPs to make
decisions on work-related issues, sickness certification and vocational rehabilitation. An
understanding of the financial implications of these consequences and of the options for patients
should also be included. The list is so long that it immediately raises fear that no imaginable
training — whether problem-based or traditional in structure - could provide time to master all
the necessary components.

Many authors have identified that a lack of knowledge concerning the local workplace and the
patient’s occupational history is a limiting factor to progress. Visits to local workplaces have
been recommended (Wood 1985) and are the most common way in which occupational hedlth is
dealt with in vocational training scheme teaching (Parker 1996). Recent research commissioned
by the Health and Safety Executive lead to the development of a decision aid to assist GPs in
the diagnosis of work-related upper limb disorders (Sinclair 2000, Graves 2000), an approach
which recognises the problems GPs have with diagnosing commonly occurring occupational
problems. An optimistic view is that changes to the structure of vocational training schemes will
lead to a common curriculum that will include occupational health.

Others authors locate the solution to this problem in how the GP accesses information. GPs
have in the past been found to make little use of the primary occupational health literature
(Wood 1995). Updates must be dedlivered to them in a form that is easily absorbed (SOHAS
2003). Data systems built into general practice computer systems could make this information
more readily available during consultations. Technical devices such as decision aids might also
provide an answer to lack of relevant clinical knowledge.

In a perceptive article, Fried (1987) took a different view, suggesting that the problem with the
occupational health literature is that it does not relate to the situation that primary heglth care
professionals find themsdves in. Many articles look at the health problems arising from
particular kind of work, whereas what a primary health care professional wants to know, is
whether a patient has a health problem that could have been caused by work.
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8.5 OVERCOMING THE COMMUNICATION PROBLEM

Ethical problems are commonplace in health care, where health professionals frequently face
decisions regarding diagnosis, access to treatment and who ese to inform about the diagnoses,
and these conflicts relate to rights and duties. Introducing occupational health into primary care
increases the range of interested parties, and of rights and duties, but it does not ater the nature
of the decision making, most of which can be taken once issues are clarified by good
communication. Changes to the organisation of occupational health in the Netherlands have
prompted a series of studies into ways of improving reations between occupational physicians
and primary care practitioners. Using techniques drawn from social psychology Faber (2002)
and colleagues have devised ways of doing this. They have drawn occupational health
practitioners and GPs into collaborations to agree and implement guiddines on the
rehabilitation of workers with mental health problems and chronic back pain. Nauta (2002)
found that well-planned contacts between the professions could increase the leved of trust,
though adherence to the guiddines has proved difficult for both professional groups. Other
authors have suggested that more use of telephone conversations might improve relationships
(Adisesh 1996), although there are concerns that access to medical reports and patient
confidentiality cannot be adequatdly protected in such conversations. The Dutch approach
however, appears to promise a more fundamental shift in the direction of clinical partnership.

Of course conflicts of interest and profound ethical dilemmas will still persist. However, the
primary health care setting gives a clear lead as to how to resolve these dilemmas and is likely
to be able to provide holistic occupational hedlth care in the way envisaged by the ILO
Convention and Recommendations on occupational health.

8.6 HARNESSING THE POTENTIAL OF PRIMARY CARE

A number of ways of improving primary care systems have been explored. Simple screening
guestionnaires have been devised to enable patients to highlight their work-rdated health
problems when they visit primary health care centres (Schwartz 1991, Wasem 2000, Isanedighi
1995). The use of community-based secondary referral centres has been studied (Koh 1994),
and a number of primary care-based occupational health adviser projects in UK have reported
on their activity (SOHAS 2000, 2001) and effectiveness (Agius 1989, Tilford 2001).

Enriching consultations in primary care with insight into a patient’s occupational health care can
achieve benefits for al. It can highlight workplace exposures and lead to prevention at work
(Dobie 1987), improve the management of work-related disorders (De Bono 1997), and lead to
more rapid reintegration of patients into work. Services providing integrated primary and
occupational health care have shown benefits of these kinds (Tilford 2001, Agius 1989).

8.7 CONCLUSION

The literature provides some information on the obstacles to improved occupational health
provision within the primary care sector, but there is a shortage of reports on how to integrate
these two disciplines. One interpretation of this situation is that there must be fundamental
obstacles to the proposed integration. To understand what these difficulties are, it is worth
reviewing the main function of primary health care. This is a system for managing health at the
community level, referring patients to secondary or tertiary care when they require specialist
services and treatment. In spite of this and many recent changes, primary care remains largey
reactive and palliative.

To expect an additional service that can address the issue of preventing occupational ill health
(within the context of the social benefits to the workforce) within existing budgets and many
contending priorities is unrealistic. Several studies have identified time, staff, and support as the
limiting factors for these initiatives (Sinclair 2000, Nauta 2002). To secure the resources
needed the financial and ethical arguments raised against occupational health initiatives must be
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addressed. Small additional resources for introducing occupational health into primary care
(Gates 2000), or the provision of more occupational health specialists, may suffice (Rivett 1992,
OHAC 1999) but theissue of a secure source of such funding is critical.

In Finland, the ethical basis for including comprehensive occupational health care within
primary health has been accepted and implemented. However in most liberal economies, the
financial case for demonstrating these benefits to the patient, employer, and for the social and
health care system, has not been developed. Current developments in the UK and Netherlands
(Sawney 2002, Department of Work and Pensions 2002, Wed 1999) should raise the profile of
the ethical and social benefits outweighing the pre-eminence of short term financial measures.
The financial case is always strongest for interventions that lead to benefits in the short-term,
however too much concentration on short-term benefits will produce unbalanced solutions to
this long-standing problem.
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9 APPENDIX 5: CLINICAL KNOWLEDGE AND SKILLS
RELEVANT TO SICKNESS CERTIFICATION (FROM SAWNEY, 2002)

The nature of the patient’s medical condition and how long the condition is
expected to last
Skills as a diagnostician and in assessment of functional disability
Skills in access data about appropriate periods of incapacity; for example for
different medical conditions and surgical procedures
Skillsin referring for specialist advice

Functional limitations which result from the condition, particularly in relation to
the tasks the patient performs at work
Skillsin functional disability assessment
Skills in taking an occupational history
Knowledge of the workplace and relevant occupational health issues or ahility
to access appropriate sources of expert advice

Any reasonable adjustments that might enable the patient to continue working
An understanding of the needs of employers and employees
Knowledge of rdevant UK law such as the Disability Discrimination and Health
and Safety at Work legislation and its related guidance

Appropriate clinical guidelines
Awareness of, and ability to apply, current evidence-based guidelines to clinical
practice

Clinical management of the condition which is in the patient’s best interest
regardlng work fitness
Skills in therapeutics and current best clinical practice
Knowledge and understanding of local rehabilitation and employment related
services
Skills in enabling the patient to access appropriate services

Managing any conflict of interest between the GPs caring/advocacy role and the
patient’s need for economic support or compensation
Knowledge of the roles and responsibilities of the certifying doctor, the
employer and the various other agencies involved
Skills in negotiation and managing confrontation

Managing the patient’s expectations in relation to his or her ability to continue
working
Skills in couching clinical diagnoses in terms of physical, mental and social
parameters
Skillsin clinical consultation and iciting any ‘ hidden agendas
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10 APPENDIX 6: FOCUS GROUP RESULTS

10.1 GP FOCUS GROUPS: KEY FINDINGS

10.11 Occupational Health problems

There was a marked consistency among GPs in relation to the types of occupational health
problems encountered in patient consultations. The two mgjor problems encountered are
musculoskeletal disorders, in particular back problems, and mental health problems (stress and
depression). Requests for Hepatitis B immunisations also represent a significant occupational
health issue for primary care.

We do a lot of HepB immunisations for people, that’s actually an occupational health service
we're providing isn’t it, which should enable us to have some recognition...There seems to be
mor e people who' ve been advised to have HepB these days, but there seems to be some kind of
difficulty — people come in saying I’ ve been to the occupational health department at work; |
can’'t have my injection for six months so can you do it. (Sheffied GP) ?

Other work related conditions GPs encounter in patient consultations included respiratory/chest
problems, dermatological/skin problems, and diarrhoea in food industry workers. Stress and
musculoskeletal disorders were perceived as more difficult occupational health problems to
address in terms of their diagnosis, identification of causes and treatment, than other problems
(e.g. skin, respiratory). GPs also become involved in occupational health provision for patients
when the occupational health departments of companies contact them for information on
patients.

10.1.2 Exploration of occupational health in consultations

GPs generally ask about occupation within patient consultations, although this information is
not always recorded, and records are not always updated. An associated problem was identified
in that it is difficult to keep up to date with changes in patients job/occupation. It was
suggested that they possibly explore occupational health problems to a greater extent than they
actually realise, but not necessarily in a routine manner.

I think we probably ask more about the job than we think we do. (Manchester GP)

GPs exploration of occupational health is more focused when they fed it may be a relevant
issue to consider for a patient. One of the participants stated that for them this did not take long
to do.

Certain diseases would trigger me to take more of an occupational history, with dermatitis
obviously you're going to be interested in the sorts of chemicals they might be using.
(Manchester GP)

You're dealing with people and trying to work out what’s causing the problem for that person,
who spends the majority of their weekly life at work so that’s going to impinge on your history
taking, and how you treat them, and how you’ re going to follow them up. (Manchester GP)

I’m conscious of the need to ask about jobs...but I’'m not confident that | do that part well,
patients do volunteer that they're having problems with their job. (Manchester GP)

2 Quotes from focus group participants are presented in italics
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10.1.3 MED3 Sickness certification

On the subject of GPs role in MED3 Sickness Certification, arguments were presented both in
favour of and opposing this function. The negative aspects of sickness certification included the
belief that it wastes GPs time in situations where patients are simply seeking ‘a piece of paper’
rather than the professional skills or knowledge of the GP. They were in agreement that a
significant difficulty they face in completing sick notes is that on many occasions judgements
regarding ‘fitness to work’ are very subjective, and they have to rely on what the patient says.
Thisis particularly the case for problems such as back pain.

If I get somebody with a bad back, one, they might not have a bad back at all and | can't tell,
I’ve no idea how much pain they're getting fromit; and two, I’ ve no idea how its going to affect
them at work, only they can tell methat. Most of thetime I’mfairly relaxed about it and leave it
up to the patient. (Sheffield GP)

Some GPs fdt that in certain instances occupational health professionals may be better placed to
issue sick notes, as they would be more familiar with the actual demands of the person’s job.

GPs dso fdt that their time was wasted on patients referred from hospitals for sick notes, as
they believe hospital-based hedlth professionals are more qualified to make judgements in
relation to the problem concerned.

We had two [patients] in yesterday, both had been in hospital; this is what drives me mad...|
said why didn’t the hospital do it [ sick note] and he said oh they don’'t do it. That happens week
in, week out. (Sheffiedd GP)

Companies not accepting sef certification was also highlighted as an additional demand on their
time.

Increasingly employers are asking people to come, as they won't accept a self-certificate.
(Sheffidld GP)

I'd like to see self-certification extended; it would cut our workload down...and then its up to
the company to review them. (Sheffidd GP)

Individual GPs and practices employ various strategies for addressing this issue, including:
providing the patient with a copy of guidance for employers on sickness certification, which
explains that GPs are not obliged to provide sickness certificates for illnesses of seven days or
less, and charging companies who are ‘frequent offenders’ for each certificate.

On a more positive note, arguments in favour of GPs involvement in sickness certification
included the fact that patients have to come to the surgery and that the GP is made aware they
are sick. In addition, it makes them discuss the patient’s work and can provide an opportunity
for contact with their employer. For example, one GP recommended alternative work hours on
the sickness certificate.

It encourages them to come to the surgery. (Sheffield GP)

Sometimes it’s useful to get people to come and see you, people who wouldn't otherwise bother.
(Sheffidld GP)
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10.1.4 Occupational health education and training

On the subject of occupational health coverage in medical education/training, GPs were
consistent in their response that they had very little specific occupational health coverage in
their training and rely on their ‘general’ training and medical knowledge.

WEe' ve got a lot of people that work in fairly heavy, manual jobs, we get a lot of bosses asking us
when we think they'll be able to return to work, we just refer them all to their occupational
health physicians’cos we don’t have any training in it, we're not qualified. (Sheffidd GP)

However, they did emphasise that they consider an all round level of knowledge is not possible,
and that they need additional specialists in occupational health rather than occupational health
training for GPs.

Occupational health is proper speciality done well...we can never be a substitute for qualified
occupational health physicians. (Manchester GP)

You're either a scientist or an applied scientist, a doctor or an applied doctor. We can’'t know
about diabetes, heart problems, mental health and every other medical problem under the sun,
the impact in relation to certain working condition. Someone else has got to be the expert with
those fields. (Manchester GP)

There was a general lack of support for additional training beyond the desire of specific
individuals to pursue an interest in occupational health. A small number of participants in
Sheffield and Manchester have pursued special interests in specific conditions or occupations.

On the whole GPs appear to want experts that they can refer patients to, rather than becoming
experts themselves.

Too broad an area to know everything, just got to know enough to pick up thetrigger points, the
red flags and know where to send patients. (Sheffield GP)

Even a set of guidelines on what is available locally. (Sheffiedd GP)

Everything else is getting frameworks, follow this flowchart, that kind of thing, whereas thisis
totally open, there’'s no guidance. I've never seen anything, even lectures, anything like that.
(Sheffidld GP)

The British Heart Foundation provide useful updates...one side of A4...most of it quite a simple
level - not too high tech, they prompt you to remind you...they keep you up to date. (Sheffied
GP)

10.1.5 Role of primary care in addressing occupational health problems

On the issue of the role of primary care in addressing occupational health problems, it was fet
that employers should fund occupational health services, not primary care or the NHS. An
overall solution to addressing occupational health problems was fet to lie in the improvement
of provision and access to occupational health resources for all workers, supported by an
effective information system for all stakeholders (workers, employers and health professionals).

We clearly have a role but | don’t think the role can be tweaked here and improved a little bit
there. In reality unless there’'s a major change in our function, role and resources then the
answer has to be something along the lines of a compul sory occupational health service for all
employees beyond a certain size of firm they' ve got to provideit, below a certain sizeis a sort of
state run service. (Manchester GP)
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At the moment they're all very keen for usto train in ENT and dermatology; —all we're doing
there is seeing hospital patients there' s nobody to see in hospital and it’s the same problemwith
this. (Sheffield GP)

Look at the way primary care is going there's more and more nurse led care, nurse
practitioners doing minor illness clinics - that's one answer. (Sheffidd GP)

In our practice we have a lot of self employed people with small business, managers of small
businesses, which have no occupational health department. In a way we have to be their
surrogate occupational health advisers. They often work very long hours, neglect themselvesin
lots of ways. Its those people, | find thereis no answer for (Manchester GP)

Patient education in relation to the hazards posed by their job was considered to be important in
making them more aware of potential occupational health problems.

10.1.6 Barriers to addressing occupational health

A number of difficulties affecting the extent to which GPs can address occupational health for
patients in primary care were identified. Lack of knowledge in relation to what is actually
happening in the patient’s workplace and their actual job demands means that GPs have to rey
on patient’s accounts in considering ‘fitness to work’.

It's often a bit difficult if you don't know what people do at work to advise whether it's
appropriate for themto go back. There was a particular person | was involved with who had a
pinin his hip and back and he could drive certain kinds of vehicles but he couldn’t climb up and
down to secure loads. He had a lot of input from occupational health and the OT [ occupational
therapy] department and others. They couldn’t agree so they asked me and | hadn’t really much
evidence to base a decisions on except what they [ patient] told me. (Sheffidd GP)

When you're doing letters to the company its difficult to know the exact detail of what the
person does. (Manchester GP)

This applies to ‘simple sickness certification and more detailed ‘return to work’ assessments.
This can be particularly problematic where patients are pursuing compensation claims, which
GPs stated could create additional work and mean that their opinion could be challenged.
However, as noted above, GPs did not regard additional training as the solution.

We get approached by companies for reports in relation to ability to work over and above
simple sick notes that we provide. Often it's a situation where they are asking for a specialist
opinion, which | asa GP don’t feel I’'m able to give nor do | feel | am the right person in other
respects. Whilst you might say being an advocate should mean getting patients back to work, |
also fedl | have no training and support whatever they tell me. (Manchester GP)

Me saying you heed this is not going to stand up in court, ‘cos the lawyers just gonna say you
don’'t have any occupational health training. (Sheffidd GP)

Last night | spent an hour doing a medical report for a medical adviser who asked me about a
patient with chronic back pain and a urinary tract infection. They wanted me to answer
guestions like: how valid is the illness; what type of modifications could be made to the
workplace and the type of work; and a number of other questions that unless | was actually in
the workplace | wouldn’t know. It really struck me that here’'s a medical adviser, what are they
doing asking me those questions. At the end of the day they're just abdicating responsibility for
making decisions to somebody else. Short of saying | refuse to answer it, which might not bein
my patients best interest. | was caught in an impossible situation. (Manchester GP)
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In the past when I've had forms like that I ve just said ‘I’m not suitably qualified to answer this
guestion’, ‘cos if you start putting things down which you're not sure about you're leaving
your self wide open. (Manchester GP)

The time constraint imposed by the average length of GP consultations with patients was
mentioned by GPs as a limiting factor on the extent to which they can address occupational
health problems, athough it was also noted that some exploration of a patient’s occupation need
not be time consuming.

Ideally yes [occupational health should be addressed in primary care], but training and time,
that’s the problems — even if we were all trained you're still stuck with 8 minutes per patient
whatever the problem. (Sheffidd GP)

The view was expressed that additional time in consultations would probably not increase the
extent to which GPs could address occupational health problems, as occupational health
knowledge would then become an issue.

A further difficulty GPs mentioned relates to ethical and legal concerns over their relationship
with patients and issues of confidentiality. Where patients have access to occupational health
provision, GPs can communicate with other hedlth professionals on the patient’s behalf.
However, many employers do not have any occupational health provision. An associated
difficulty is that patients are sometimes afraid of involving their employers’ occupational health
service, which is perceived as acting in the interests of their employer, whereas GPs are viewed
as acting in the interests of the patient.

I think a lot of patients think that they' re on the companies side, they' re paid for by the company
and therefore they' re not going to get a fair hearing. (Sheffidd GP)

The majority of GPs identified a conflict of interest between primary care and occupational
health doctors. GPs are the patient’s advocate, whereas occupational health physicians attached
to companies represent the interests of the employer and getting people back to work quickly.

Its very rare the company doctors actually takes an active role in the management of patients,
they mostly rubber stamp the issue. (Sheffidd GP)

My view is that they don’'t seem to do very much, the occupational health doctors. When | came
to general practice | rather naively thought, great you' ve got an occupational health doctor you
can go and see them, but really they seem to be as a safeguard to the company rather than
actually providing any treatment. We seem to deal with the problem. (Sheffield GP)

Our agenda is to make the patients better not to affect the time they have off sick. (Manchester
GP)

In theory, there is no conflict, because what’s in the patient’s best interests should be in the
interests of thefirm. It's an investment in time; if you take a little bit of time off to get the injury
sorted out and recuperate properly you'll then actually stay at work longer and not have to
come out a later date, both sides benefit. (Manchester GP)

On the whole, GPs don’t communicate directly with employers and tend to leave it to patients to
speak to their own employers.

We don’t write to the company, we leave it up to them [ patients]. (Sheffield GP)
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I'd only do it [communicate with company] doctor to doctor, otherwise its too dangerous.
(Manchester GP)

The only real occupational health dialogue with companies is when things have reached a very
difficult stage for the patient, with them having been off for quite an extended Iength of time and
we're having to produce evidence and often give a prognosis. ‘when will the person be fit for
work’, which | find is almost impossible. If something could be done in advance of that point
then it would actually be a lot more helpful. (Manchester GP)

Sometimes there are patients who you feel are getting a poor deal, where you feel that a simple
redeployment or a chat with the occupational health physicians, nurse or line manager might be
useful. So that’s something | do occasionally but not very often. It's happened once or twice in
ten years. (Manchester GP)

Ddayed access to secondary care was cited as another difficulty in addressing occupational
health problems for patients. Waiting lists for services, such as stress counsdling, prevent
people getting back to work sooner. However, it was mentioned that employers need to be more
flexible if they want employees to return quickly; they shouldn't expect that employees are
100% fit and explore options such as redeployment, altered work hours or phased return. This
criticism was also fdt to apply to DSS *fitness to work’ assessments, in that they tend to view
fitnessin ‘all or nothing' terms.

There are specific things that could be done to improve quickness back to work in terms of
improving their condition - having counselling for stress related problems; improved access of
primary care to these services. (Manchester GP)

| think it’s getting worse, the physio waiting list seems to be horrendous. These are all real
problems. (Sheffidd GP)

A lot of time occupational health refers for counselling, we advise the patients to go private,
otherwise thereisa 5 or 6 month wait; and usually work won't fund it. (Manchester GP)

If we could commission services as GPs we would have a better ability to get people back to
certain occupations, musculoskeletal in particular - if we could commission quicker services for
physio. (Manchester GP)

It's not seen as a serious issue for PCT funding. (Sheffield GP)

10.1.7 Local occupational health provision

Not all of the Sheffidd GPs were aware of the Sheffidd Occupational Health Advisory Service
(SOHAS). A small number of GPs either have a SOHAS adviser presently available at their
practice or have had one there previously. Patients can either sdlf refer or be referred by the GP.
One of the GPs fdt that in their practice, uptake was not very high.

Used to refer them [patients to occupational health adviser] if we thought their illness was
caused by their job. (Sheffidd GP)

Manchester GPs mentioned that they would idedlly like to have a simple point of contact for an
independent occupational health service.

It would be nice to have some kind of independent set up [ occupational health service] that we
could refer them [ patients] to. (Manchester GP)
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A number of GPs agreed that there are some ‘good’ companies with high-quality occupational
health provision, and that they are less likdy to have to deal with occupational health problems
for employees from these companies.

Some occupational health departments are very good, for example with repetitive strain, they
bring in all sorts of gadgets and help

| sometimes refer to unions (Sheffield GP)

I think in the past employers were a bit more flexible, whereas now unless you're 100% fit they
say I'mvery sorry but you can’t work here anymore

Just recently | saw a lady...they [employer] had a new carpet laid; there were a lot of fumes
from the glue and it affected her asthma. But she came to tell me that [ her manager] had told
her to stop off for two weeks while the fumes dissipated; but she wasn’t exactly not able to work
itsjust that she couldn’t work in that particular environment. (Sheffield GP)

10.1.8 Occupational health provision for GPs

Knowledge of occupational health provision for GPs appeared to be quite limited. There was a
perception that there had been some improvement, along with increased attention to health and
safety in primary care (e.g. risk assessments of practices). Mental heath problems are regarded
as a significant occupational health problem among the GP population, and they would like to
See quick access to services where concerns over confidentiality are minimised. One of the
Manchester GPs raised concerns over being told that GPs no longer have access to private
psychiatric services.

Depression and stress are very high in primary care and the one thing we had in Manchester
was access to private psychiatric services but this has been removed. (Manchester GP)

If we are off sick we can’t help our patients! (Manchester GP)

10.2 PRACTICE NURSE FOCUS GROUPS: KEY FINDINGS

10.2.1 Occupational health problems
Practice nurses identified a number of common occupational health problems they encounter in
prlmary care patients. The four most significant problems include:
Respiratory/Asthma/Chronic Obstructive Pulmonary Disease (COPD). For example,
prevalent in bakery workers exposed to flour, mining workers, builders exposed to brick
dust, and sted workers exposed to asbestos;
Musculoskedletal disorders, in particular back pain;
Mental health problems such as stress and depression;
Hepatitis B Immunisations for various occupations.

Depression and stress; especially stress; we deal with people every day, that is really quite a
bigissue. (Sheffied Practice Nurse)

I’ve had quite a few people with stress at work and their employers are very unsympathetic

about that. They either cope or tough it out. So people invent other reasons for not being at
work. They don't actually say that its stress and be signed off work for some other reason but
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very few people still admit that its stress rated. Very few employers seem to be sympathetic
towardsit. (Sheffidd Practice Nurse)

Other occupational health problems include: dermatitis (e.g. cleaners exposed to chemicals in
cleaning products); epilepsy; hearing problems/occupational deafness; and needle stick injuries
(e.g. plumber; dectricity worker; nursing home employee).

10.2.2 Involvement in addressing occupational health

Practice nurses involvement in addressing occupational health problems for patients includes
chronic disease management (e.g. diabetes; heart disease), advising on lifestyle issues such as
diet and exercise, and monitoring (e.g. blood pressure). Chronic disease management addresses
the impact of a person’s occupation on their condition and the implications of their condition for
their occupation (e.g. HGV drivers). The practice nurses can also find themsdves advising on
personal protective equipment (e.g. hearing protection).

[ Occupational health is about] Being able to work at a job they [ patients] want; that they're
healthy enough to do whatever job they're doing; that injury or health problems don’t interfere
with them being ableto do it. (Sheffied Practice Nurse)

They are faced with requests for occupational health advice from patients, which they do not
always fed equipped to deal with (e.g. a checkout worker with tennis elbow). Where patients
employers have occupational health provision, the practice nurses refer them to this. One nurse
had done this in the case of an asthmatic patient who was exposed to passive smoking in the
workplace. It was noted, however, that not all companies have occupational health provision,
and patients may be afraid to involve their occupational health departments or are afraid to take
time off work for consultations. The latter is particularly problematic in relation to chronic
disease management check ups.

Lots of people are frightened of their own occupational health departments; they see them as
the police. For example, people come with depression and don’'t write depression on their sick
note and they fed it goes against them at work...they don’t want to see occupational health as
they feel that they' re the company and they’re not going to treat them fairly and they' re going to
get rid of them. (Manchester Practice Nurse)

It can be difficult to get time off for chronic [disease] management in low paid jobs; if they're
not there they don’t get paid. (Sheffied Practice Nurse)

I’ve seen a lot of people diagnosed with diabetes that won't come in, won't go on insulin
because they're frightened of losing their job. They might be long distance lorry drivers —
they' re frightened to be diagnosed and get treatment because of work related issues. They think
they'll get the sack if their employers find out and | don’t feel in a position that | can give them
the information they need or the support they need really. (Sheffied Practice Nurse)

One of the nurses had experienced an adverse reaction from an employer when it was suggested
that an employee s asthma was work related.

| didn't really know a lot about occupational health when | first started out and | suggested to
her [patient] that she mentioned to her employers about ventilation, which she did; and then we
had letters from her work. They [ employer] did in the end change where she worked. We had a
lot of angry letters from her firm for accusing them of being bad employers. (Sheffield Practice
Nurse)
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They do ask about and record patients occupation though this is not always recorded
eectronically. They also raised the issue of the difficulty in keeping track of patients’ changes
in job/occupation.

People change their job so often; we have trouble keeping up with their phone numbers let
alone employment. (Manchester Practice Nurse)

10.2.3 Occupational health education and training

Practice nurses stated that they had no specific training in occupational health, but that their
general training included coverage of the occupational aspects of certain conditions, such as
asthma.

[Training] Only in relation to chronic disease management, COPD, diabetes, asthma. You tend
to cover - is it an occupational cause or is it a problem continuing work. (Sheffidd Practice
Nurse)

It was also fet that their training in how to take a halistic history in patient consultations
encourages and helps them to explore occupational issues.

Practice nurses treat patients holistically. We're not just seeing them for one narrow thing.
Often they've got multiple things, especially with chronic disease management; so we're
looking at all aspects of their life. (Sheffield Practice Nurse)

Additional knowledge of occupational health has been acquired ‘on the job’ depending on the
problems they and colleagues have encountered, including their experiences of occupational
health problems connected with their own job (e.g. musculoskdetal disorders such as back and
hip problems).

...Most of us have worked several years. Probably without actually knowing that you have
developed quite a lot of knowedge of occupational health, but maybe its knowing what to do
and whereto go withit. (Sheffield Practice Nurse)

A number of the Sheffied practice nurses mentioned the Public Health and Infection Control
Nurses as hdpful sources of advice on issues such as the types of gloves they should wear.
Other sources of information mentioned included the practitioner publication ‘Practice
Nursing'.

10.2.4 Role of primary care in addressing occupational health problems
Practice nurses agreed that they should be addressing occupational health in their patient
population, as work is a significant part of most people's lives, and an appreciation of
occupation is important as part of a holistic appraisal of a patient. They regard it as part of their
role in maintaining a healthy population, including keeping people healthy enough to work. It
was also fdt that patients are more likdy to talk about their work with the practice nurses, as
they are perceived as having moretime.

It seems to me that people are all going to be working longer .. .therefore we're going to have to
keep them healthier. (Sheffield Practice Nurse)

We're in good position to make them [patients] aware of what is available for promoting
health, getting them on right track with diabetes or whatever. (Sheffied Practice Nurse)

However, the view was also expressed that occupational health problems should be dealt with at
source, through improved employer provision. They highlighted the need to clarify areas of
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responsibility between what employers should be providing, and what primary care and the
NHS is expected to provide.

I think there should be still occupational health provision by their employers to maintain their
health. | really think healthcare workers should be provided with HepB by their employers and
not by us ‘cos that’ s their employers’ responsibility and not ours. (Manchester Practice Nurse)

My reticence is that if we're not careful everything should be addressed in primary care. The
capacity is not here but having said that | think, yes, there's a lot we can do in primary care
about occupational health. We get a lot of it because they [ patients] don’t know where to go or
their workplace doesn’'t have an occupational health service. But I'm not sure we want to take
thewholelot on. (Sheffidd Practice Nurse)

10.2.5 Barriers to addressing occupational health

A number of difficulties were identified as affecting the extent to which practice nurses can
address occupational health problems for patients in primary care. The lack of genera
occupational health knowledge and specific knowledge of the patient’s workplace limits the
advicethey can give.

| personally fed that | don’t know enough about occupations to be able to advise on what they
[ patients] think they' ve got. (Sheffield Practice Nurse)

| had a [ patient] who had some hearing loss; again he was asking me things about hisjob that |
hadn’t a clue; again | had to refer him back to his occupational health. (Sheffidd Practice
Nurse)

This creates an additional difficulty in that in addition to the time it takes to explore problems
with patients, further time is required to seek out information to follow them up. Lack of
knowledge is a particular source of concern when dealing with patients who are pursuing
compensation claims. Some of the nurses stated that they are particularly cautious in these
cases, as they do not fed confident in providing advice about returning to work.

A lot of people are pursuing claims. | don't feel very confident about that at all and sometimes
feel they're expecting us to say ‘yes’, they can't do a job; and | don't really feel that's our
role...You have to be very careful about what you're saying and what advice you give.
(Sheffield Practice Nurse)

Practice nurses were in agreement that they did not want to know everything, commenting that
occupational health nursing is a career in itsdf. They suggested that they needed to be able to
link with occupational health workers' expertise, knowing where to refer patients to and how.
This could be supported by a simple occupational health flow chart identifying what to do and
what referral routes were available.

As nurses we can't take it all on, we need to know channels to direct people down. (Sheffied
Practice Nurse)

I’m not sure that we want to know everything ‘cos | don't think you can, but its about knowing
where to go for information. (Sheffield Practice Nurse)

Rather than giving us all the skills, which there's no way we can do that, we need to know
where we can get hold of this [ occupational health] expertise. (Sheffidd Practice Nurse)
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At most, they fdt their lack of knowledge could be addressed by a short course covering basic
issues (e.g. hazards in different jobs; case studies on specific topics), preferably as training
within the Primary Care Trust (PCT). It was suggested that this could be done as part of the
Protected Learning Initiative (PLI). Practice nurses were less in favour of having to access
information via the internet/intranet due to lack of time.

Lack of knowledge of referral routes for patients with occupational health problems, including
the lack of occupational health specialists, was also raised as a difficulty. However, it was felt
that this is more of an issue for GPs, as nurses tend to refer to GPs for diagnosis and referrals to
specialists.

I'd like more knowliedge about what's available and where to refer people to. (Sheffied
Practice Nurse)

A lot of places won't take practice nurse referrals; it has to be a GP referral so there's
limitations to where we can actually refer. (Manchester Practice Nurse)

An associated problem is the length of time patients have to wait for secondary care
appointments. The nurses did add that some occupational health problems are better catered for
in specialist care than others. In both Sheffield and Manchester, occupational asthma was fdt to
bewell catered for by the chest clinics. In Manchester, a‘back schoadl’ is now available.

A further problem was identified in connection with increasing time and financial demands
from companies referring people to primary care for occupational health provision. Hepatitis B
immunisations were felt to be a key example of this, as employers are getting the service free,
yet it has resource implications for individual practices. One of the practices now charges for
Hepatitis B immunisations.

Its [referrals from employers' occupational health services] putting more demands on us, and
more financial demands on the practice. (Manchester Practice Nurse)

I’ve had people come for dressings and they’ ve been to see the occupational health nurse that
said ‘you’'d better go and see your doctors, | can’t dress it for you'; what are they doing.
(Manchester Practice Nurse)

I’ve had them been to occupational health for a medical and say ‘they’ ve found I’ ve got high
blood pressure and sent meto you'; surely they could monitor it for a bit. (Manchester Practice
Nurse)

We pay for it [Hepatitis B immunisations] because we actually give it as a free service.
(Manchester Practice Nurse)

Employers not accepting sdf-certification and requiring proof of visits was regarded as an
additional demand employers are placing on primary care. One of the nurses mentioned that
their practice gives patients a copy of the guidance for employers on sickness certification.

We had a big issue with [ company] where they wouldn’t accept self certification and they used
to ring every day when one of their employees was off saying we want a doctors note. In the
end we said you can have one but you'll have to pay for it and they stopped. It was the only
way; their employees were coming in every day, saying ‘they sent us here’. (Manchester
Practice Nurse)
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10.2.6 Local occupational health provision

Knowledge of the Sheffidd Occupational Health Advisory Service (SOHAS) among the
Sheffield nurses was found to be quite limited, with only five of the fourteen focus group
participants being aware of the service. When they were made aware of SOHAS, Sheffidd
nurses requested further information as they fet it would be a useful resource for them. Nurses
from practices that either previously had or currently have an occupational health advisor from
SOHAS available for patients, thought it was a useful service and had referred patients; though
one of the nurses felt that the service was not fully utilised.

SOHAS is currently a city-wide service working from over 20 base practices. Over 90% of
patients seen by SOHAS, arereferred by their GP or another health professional.

Sheffield Occupational Health Project used to have workers in the practice and then funding
was withdrawn. | think the PCTs are funding it now or a certain amount of it so that they
[ occupational health advisers] do come into practice. They used to sit in the waiting room and
ask people about their work history and anything health related; like you | used to find them
really useful for referring people that were ill at work; and also they were from a trade union
background so claims and benefits and things like that, they could advise people on. They did
hearing tests, which was quite good aswell. (Sheffied Practice Nurse)

Manchester practice nurses indicated that they would find it helpful to have an occupational
health specialist based locally or in the practice.

I think possibly we need an area occupational health service; employers would probably have
to pay for it. A private occupational health service outside of the NHSbut linked. (Manchester
Practice Nurse)

10.2.7 Occupational health provision for practice nurses

On the subject of occupational health provision for practice nurses, it was felt that there has
been some improvement (eg. protocol for needle stick injuries, checking immunisations).
Some practices tend to address occupational health problems such as needle stick injuries within
the practice.

WEe' ve [ Practice Nurses] only just got occupational health. | actually had a needle stick injury;
| tried to go through the right channels and got blocked. | couldn’t get advice, but now we have
occupational health and somewhere to go. (Sheffield Practice Nurse)

Manchester practice nurses were aware of, or had received manual handling training; DSE
assessments; relaxation; and courses in stress management.  Some Manchester practices noted
that their occupational health provision was not easily accessible because of its geographical
location.

10.3 PRACTICE MANAGER FOCUS GROUPS: KEY FINDINGS

10.3.1 Occupational health problems

Hepatitis B immunisations, stress reated problems and musculoskeletal disorders were
perceived by managers to be the most common occupational health problem presented by
patients at their practices. It was noted, however, that it is difficult to determine the extent of
occupational health problems they deal with in primary care.

If it's an occupational health related problem we don't actually record it as an occupational
health related problem, we record it as a problem so it’s very difficult to judge what is the
demand out there. (Manchester Practice Manager)
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On the subject of Hepatitis B immunisations, the cost and time implications of providing this
service for employers were raised.

We do a lot of occupational health for patientsin primary care, even for organisations that have
occupational health set up, especially around vaccination and immunisation, and stress. A lot
of large companies still come to GPs for occupational health. (Manchester Practice Manager)

10.3.2 Involvement in addressing occupational health

Discussion of practice managers involvement in addressing occupational heelth for patients
initially indicated that they had minimal involvement. Ther main contribution reating to
requests for medical reports. They ensure that patient records are sent to occupational health
departments with the patient’s consent and charge companies for this service. However, it
emerged that they are actually involved in various aspects of occupational health provision for
patients. For example, they have input into decisions to purchase services such as physiotherapy
and counsdling, which although not specifically targeted at patients with occupational health
problems, are available to them. It was noted that not all practices could afford to buy in such
services. Primary Care Trust (PCT) managers can also influence provision of such services.
For example, one of the Manchester PCTs has set up a specialised back clinic, which will
address work related and non-work related back pain.

Practice managers also contribute to patient education through the provision of leaflets,
newsletters, posters and websites, some of which can address occupational health issues (e.g.
occupational deafness, vibration white finger). It was suggested that communication of
occupational health information through lesflets and posters in practice waiting rooms may not
be that effective, as the information gets lost in a ‘sea’ of other leaflets and posters. One of the
practice managers had a considerable level of involvement and interest in patient education and
information, to the extent that they had carried out a project for the PCT examining the needs of
patients with learning difficulties.

We do put leaflets out on various subjects, some of them are related to occupational health
issues;, smoking and drinking — don’t drive machinery after drinking. (Manchester Practice
Manager)

| actually try and do focus boards but its still a sea of posters. (Sheffidd Practice Manager)

I think generally we all struggle to get information to patients; the practice leaflet tends to be
the main source. Any other way usually involves spending a lot of money, which is limited.
(Sheffidld Practice Manager)

It's a question of cost isn't it; you couldn’'t send it [newsletter] to everybody. (Sheffied
Practice Manager)

Some practices also run patient education and health promotion events, although the managers
concerned had not always considered the potential for addressing occupational health issues,
such as the work reated aspects of chronic disease management. Practice managers can also
influence decisions regarding the co-operation of practices in occupational health studies. For
example, one manager had supported the involvement of their practice in a study examining the
content of patient sick notes. They also have input into the provision of training for staff in
primary care, including Protected Learning Initiatives (PLIS).
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10.3.3 Occupational health education and training

Practice managers primary role in relation to occupational health is one of concern for staff in
primary care within the context of a general responsibility for health and safety. They have
received some training for health and safety. Some Manchester managers had received training
in topics such as risk assessment; COSHH; RIDDOR, and specific occupational health issues
(eg. stress). They were also sent occupational health packs 4-5 years ago, though managers
joining more recently had not been sent one. Some practices had also conducted in-house
health and safety training. However, the overall view seemed to be that practice managers are
not as wel informed as they could be on occupational health issues, with much of ther
knowledge acquired by word of mouth. Other sources individuals had used included the Internet
(eg. the BMA site for information on employment law), Human Resources at the Health
Authority, and SOHAS.

10.3.4 Role of primary care in addressing occupational health problems

On the subject of the extent to which primary care can address occupational health for its
patients, many of the practice managers fet that occupational health provision is beyond the
scope and capability of primary care. They identified a need for greater occupational health
provision by employers, with occupational health specialists who take responsibility for making
decisions about employees rather than passing this responsibility to primary care.

On the whole we are on the receiving end of things from the [ patients employers] occupational
health department. We get a lot of requests for ‘fitness to work’ reports, which seems pointless
having the occupational health departments there. They know the workplace better than GPs
and yet they're still referring to their GP to see whether they're [employee/patient] fit to
performduties. (Manchester Practice Manager)

It's sort of like a tennis match. Neither one wants to be the one who says this person can no
longer work in particular area. (Manchester Practice Manager)

It was also mentioned that addressing occupational health problems at source might lessen the
load on primary care. At present, they regard occupational health departments as adding to the
workload of primary care, particularly through requests for sickness certification. This is
compounded by a lack of clarity regarding the respective responsibilities of the NHS/primary
care and employers.

Some employers won't accept a self-certificate; the patient has to come to the doctor to get a
sick note, which isin additional workload. (Manchester Practice Manager)

The need to educate both employers and patients on the use of services was also raised. Two
main problems were identified in relation to employers provision of occupational health
services. First, employees are often afraid to seek help from employers’ occupational health
services. Second, many companies do not have any occupational health provision for ther
employeses.

10.3.5 Barriers to addressing occupational health

Practice managers identified a number of difficulties they perceive to affect the extent to which
occupational health problems can be addressed for patients in primary care. For GPs, it was
considered that short consultation times limit the extent to which they can address occupational
health problems for patients. It was also fdt that they couldn’'t be expected to know about the
various work environments and employment law.

I think there should be some awareness of it [ occupational health] but whether there' s time for
GPsto talk about it, that’s an issue. (Sheffidd Practice Manager)
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Additional difficulties related to issues of patient confidentiality and an apparent conflict of
interest between primary care and employers occupational health provision, the latter being
more concerned with reducing their sickness absence.

Referral routes for access to specialist services, including occupational health specialists, were
also fet to need addressing to ensure that patients could get problems dealt with quickly. This
included funding available to practices for services such as counsdling, physiotherapy,
occupational health advisors, and physical space to house such services.

We're not in the position that we have funds to buy in services; that was the position when we
were fund holding and we certainly did buy in an osteopath and physio as the hospital waiting
lists were so long but that’s not available to us anymore. (Manchester Practice Manager)

The PCT within the physiotherapy role has identified that there is a back pain problem and
actually set up a back pain clinic, separate to physio. (Manchester Practice Manager)

10.3.6 Local occupational health provision

Some of the Sheffidd practices have an occupational health advisor from the Sheffied
Occupational Health Advisory Service (SOHAS) available within their practice on a fortnightly
basis. One practice pays for this service. Patients can either sdf refer or be referred by staff in
the practice. Consultations are confidential between the occupational health worker and the
patient. One practice that previously had an occupational health advisor employed a system
whereby patients completed a card to record their visit, which was placed in their medical file.
There were variable reports of service utilisation: one manager regarded the uptake as good and
thought it lightens the GPs workload, whilst in another practice it was fet to be under-utilised at
present.

We do actually have someone in the practice once a fortnight who offers occupational
health...he started a few months ago but its not really taken off that well. He probably only
sees, maybe three people. He fedls that if he saw the doctors and got more referrals from the
doctor then he would be able to help but the problemis the doctors say in 7% minutes they don’t
have the time...I’'m aware that he could do so much to help but he's sat there and nothings
being done. (Sheffidd Practice Manager)

I think in the primary care setting there's certainly a place for this [occupational health
provision for patients]. My take on it is, | see the occupational health adviser as a bit of a
halfway house, rather than seeing the GP about something, the worker at our practice is a
specialist in what he advises on. (Sheffield Practice Manager)

The doctors chose long ago to buy in services for patients like occupational health. | genuinely
think that, overall the doctors think they get good value for money in terms of helping to lighten
their workload in that people will be seeing the occupational health worker rather than taking
consultation time. It's another resource. (Sheffidd Practice Manager)

Just getting occupational health workers, it's not just about funding, it's the supply of people
coming through. (Sheffield Practice Manager)

It was suggested that there could be PCT rather than practice based occupational health
provision; preferably one centre that a number surgeries could access, within easy traveling
distance for local population. Manchester practice managers suggested a service not dissimilar
to that currently provided in Sheffidd by SOHAS - an occupational health drop in
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centre/service with an independent occupational health service, accessible through multiple
avenues (e.g. phone; drop in; internet).

I think these services [ occupational health provision for patients] should be more PCT based.
They should have one centre that several surgeries can access rather than having 3 hours, | day
a week. He [occupational health adviser] should be there for all practices. Its brilliant if
you've got it in your surgery but if the surgery next door doesn’t have it, its unfair. (Sheffied
Practice Manager)

10.3.7 Occupational health provision for primary care staff

Practice managers did identify some improvement in occupational health provision for staff in
primary care. However, it was also clear that there are variable levels of awareness of available
provision. Some of the managers from Manchester regard their occupational health service to
be under staffed and difficult to access due to location. Manchester practice managers
mentioned that the PCTs had recently funded occupational health provision, but they fet the
provision could have been better.  The provision they were aware of included checking the
immunisation status of staff, and flu and hepatitis injection services.

When it [occupational health service for primary care staff] was launched there was a great
deal of interest and somehow it never really evolved, for our practice anyway. Because it was
physically based in North Manchester we didn't feel it was close enough to send people for
injections. We used to just do the injectionsin our surgery. (Manchester Practice Manager)

Managers indicated that they would like to be better informed of new deveopments (eg.
updates on new health and safety legislation) and where to get information on specific issues for
staff (eg. violence). The need to consider privacy issues was raised in relation addressing
occupational health problems for staff in primary care. Thereis a desire for local provision but
this needs to ensure confidentiality.

If they [ occupational health service for primary care staff] could send out updates of health and

safety regulations that are coming into force to help keep people up to date, as they are
changing all thetime. (Manchester Practice Manager)
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11 APPENDIX 7: QUESTIONNAIRE RESULTS

111 DEMOGRAPHICS
The questionnaire respondents had worked in General Practice for a mean of 16 years (range
from 2 years to 40 years). 57% of respondents were male and 43% female.

11112 Occupational Health qualifications and information

Table 11.1a shows the breakdown of how many of the GPs surveyed had any Occupational
Health qualifications. Seven of the GPs had achieved a Diploma in Occupational Medicine (Dip
OM), one an Associate felow of Occupational Medicine qualification (AFOM), one had a
certificate in occupational medicine, and one GP had stated that they had a Institute of
Occupational Medicine training course certificate. The remaining four GPs did not state which
qualification they had achieved. The questionnaire asked GPs, where they obtained information
on occupational health (table 11.1b), and most GPs responded that information was obtained
from colleagues

Table 11.1a Demographics of occupational Health Qualifications held

Do YOU HAVE ANY OCCUPATIONAL |ARE YOU PURSUING ANY OCCUPATIONAL
HEALTH QUALIFICATION OR HEALTH QUALIFICATION OR
MEMBERSHIP? MEMBERSHIP?
COUNT % COUNT %
No| 282 95.6% 289 98.3%
YES 13 4.4% 5 1.7%
TOTAL 295 100.0% 294 100.0%

Table 11.1b Source of information on Occupationa Health

OBTAINED
OCCUPATIONAL HEALTH
INFORMATION FROM

OBTAINED
OCCUPATIONAL HEALTH
INFORMATION ON THE

OBTAINED
OCCUPATIONAL HEALTH
INFORMATION FROM

OBTAINED
OCCUPATIONAL HEALTH
INFORMATION FROM
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COLLEAGUES JOB TRAINING PUBLICATIONS

COUNT % COUNT % COUNT % COUNT %

Ng 146 49.8% 78 26.6% 246 84.5% 247 85.2%

YES 147 50.2% 215 73.4% 45 15.5% 43 14.8%

TOTAL 293 100.0% 293 100.0% 291 100.0% 290 100.0%
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11.2 PATIENT CONSULTATIONS

The questionnaire asked two questions regarding whether GPs asked about the patients
occupation in consultations, and whether the patients occupation was recorded in the medical
records. Table 11.2a shows the breakdown to the question ‘How often do you ask about a
patients occupation’ and table 11.2b whether this information is recorded. In total 81%
(239/294) of respondents ‘always’ or ‘often’ asked about a patients occupation, and in total 79%
(228/288) recorded the patients occupation in their records.

Table 11.2a Frequency of GPs asking about patient’ s occupation

How OFTEN DO YOU ASK ABOUT A PATIENTS OCCUPATION IN CONSULTATIONS?
COUNT %
RARELY 3 1.0%
OCCASIONALLY] 52 17.7%
OFTEN 219 74.5%
ALWAYS 20 6.8%
TOTAL 294 100.0%

Table 11.2b Frequency of GPs recording patient occupation in medical records

HOw OFTEN DO YOU ASK ABOUT A PATIENTS OCCUPATION IN CONSULTATIONS?

RARELY OCCASIONALLY OFTEN ALWAYS

Do YOU RECORD Do YOU RECORD Do YOU RECORD Do YOU RECORD
PATIENTS OCCUPATION IN | PATIENTS OCCUPATION IN | PATIENTS OCCUPATION IN | PATIENTS OCCUPATION IN
YOUR MEDICAL RECORDS?|YOUR MEDICAL RECORDS?|YOUR MEDICAL RECORDS?|YOUR MEDICAL RECORDS?|

COUNT % COUNT % COUNT % COUNT %
NO 16 30.8% 40 18.7% 4 21.1%
YES 2 100.0% 36 69.2% 174 81.3% 15 78.9%
ToTAL 2 100.0% 52 100.0% 214 100.0% 19 100.0%
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FREQUENCY OF OCCUPATIONAL HEALTH PROBLEMS
ENCOUNTERED

11.3

Table 11.3a and b shows the frequency of the occurrence of occupational health problems. The
main health problems encountered at least once a week were musculoskdetal (50% of
respondents 145/293) and mental health problems (48% of respondents 140/291). Occupational
respiratory, skin, hearing and visual problems were usually encountered less than once a month.
Other occupational conditions (as free text) included, bullying, irritable bowe syndrome,
farming injuries (including farmers lung), accidents and injuries at work, repetitive strain injury,
trauma, tumours and horse related injuries.

Table 11.3a Frequency of occurrence of occupational health problems

TOWHAT EXTENT DO YOU | TOWHAT EXTENT DO YOU | TO WHAT EXTENT DO YOU

ENCOUNTER WORK ENCOUNTER WORK ENCOUNTER WORK
RELATED RELATED SKIN HEALTH RELATED RESPIRATORY
MUSCULOSKELETAL PROBLEMSIN PATIENT PROBLEMSIN PATIENT

PROBLEMSIN PATIENT CONSULTATIONS? CONSULTATIONS?

CONSULTATIONS?

COUNT % COUNT % COUNT %
LESSTHAN ONCE A 15 5.1% 153 52.4% 194 66.4%
MONTH

ONCE A MONTH 58 19.8% 68 23.3% 49 16.8%
ONCE A FORTNIGHT 75 25.6% 35 12.0% 28 9.6%
ONCE A WEEK 84 28.7% 29 9.9% 7 2.4%
DAILY| 61 20.8% 7 2.4% 14 4.8%

TOTAL 293 100.0% 292 100.0% 292 100.0%

Table 11.3b Freguency of occurrence of occupational health problems
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TOWHAT EXTENT DOYOU | TOWHAT EXTENT DOYOU | TOWHAT EXTENT DO YOU
ENCOUNTER WORK ENCOUNTER WORK RELATED ENCOUNTER WORK
RELATED HEARING MENTAL HEALTH PROBLEMS| RELATED VISUAL/EYE
PROBLEMSIN PATIENT IN PATIENT PROBLEMSIN PATIENT
CONSULTATIONS? CONSULTATIONS? CONSULTATIONS?
COUNT % COUNT % COUNT %
LESSTHAN ONCE A 227 78.3% 16 5.5% 212 73.4%
MONTH
ONCE A MONTH| 42 14.5% 60 20.6% 55 19.0%
ONCE A FORTNIGHT] 10 3.4% 75 25.8% 14 4.8%
ONCE A WEEK 9 3.1% 83 28.5% 8 2.8%
DAILY] 2 1% 57 19.6%
ToTAL 290 100.0% 291 100.0% 289 100.0%
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Respondents were divided into two groups. Group 1 was those individuals who ‘rarey’ or
‘occasionally’ asked about a patients occupation in consultations, and group 2 those who * often’
or ‘always asked. A Mantd-Haensze common Odds ratio estimate was calculated to determine
whether GPs who ‘often’ or ‘always asked about the patients occupation, were more likely to
encounter occupational health problems more than once a fortnight (table 11.3c). Individuals
who ‘often’ or ‘always asked about occupation, were twice as likdy (odds ratio = 2.11
[confidence interval 1.27-3.93]) to see patients with mental health once a fortnight or more, than
those ‘rardy’ or ‘occasionally’ asked. This exercise was repeated splitting the respondents into
‘those who do not record patients occupation in consultation’ and ‘those who do record patients
occupation in consultation’. Neither of these groups were more likely to encounter occupational
health problems more than once a fortnight.

Table 11.3c Odds Ratio and 95% confidence intervals for frequency of encountering
occupational health problems

Control ‘those who rardly or | Control ‘those who do not
occasionally ask about | record patients occupation in
occupation n= 55 consultation’ n=59
Cases ‘those who often or | Cases ‘those who do record
aways ask about occupation’ | patients occupation in
n= 237 consultation’ n= 227
Indices ORYt Cl* ORYt Cl*
Muscul oskeletal
Lessthan onceafortnight | 1 1
Once a fortnight or more 1.79 0.95-3.37 0.91 0.46-1.77
Skin
Lessthan onceafortnight | 1 1
Once a fortnight or more 2.03 0.91-4.53 1.29 0.64-2.60
Respiratory
Lessthan onceafortnight | 1 1
Once a fortnight or more 2.18 0.82-5.79 1.29 0.57-2.93
Hearing
Lessthan onceafortnight | 1 1
Once a fortnight or more 2.22 0.50-9.85 1.13 0.37-3.49
Mental Health
Lessthan onceafortnight | 1 1
Once a fortnight or more 2.11 1.13-3.93 0.67 0.33-1.35
Visual/Eye
Lessthan onceafortnight | 1 1
Once afortnight or more 2.37 0.54-10.48 111 0.36-3.43
Vaccinations
Lessthan onceafortnight | 1 1
Once a fortnight or more 2.61 0.59-11.46 131 0.43-4.0
T OR Odds ratio
CI* Confidenceinterval
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Table 11.3d and 11.3e shows the extent with which the frequency of the occurrence of
occupational health problems has changed in the last 18 months. Over 70% of respondents saw
no change in the frequency of which they encountered occupational musculoskeletal, skin
health, respiratory, hearing, and visual problems and vaccinations. Over half the respondents
however (58% 169/292), saw an increase in work related mental health problems.

Table 11.3d Change in frequency of the occurrence of occupational health problems

HAVE YOU NOTICED |HAVE YOU NOTICED ANY

ANY CHANGE IN THE

EXTENT TO WHICH YOU

PROBLEMS IN PATIENT
CONSULTATIONS?

LAST 18 MONTHSIN THE

TO WHICH YOU

ENCOUNTER WORK ENCOUNTER WORK ENCOUNTER WORK
RELATED RELATED SKIN HEALTH [RELATED RESPIRATORY
MUSCULOSKELETAL PROBLEMS IN PATIENT | PROBLEMS IN PATIENT

CONSULTATIONS?

CHANGE IN THE LAST 18
MONTHS IN THE EXTENT

HAVE YOU NOTICED
ANY CHANGE IN THE
LAST 18 MONTHSIN THE
EXTENT TO WHICH YOU

CONSULTATIONS?

COUNT % COUNT % COUNT %
INCREASH 79 27.1% 22 7.6% 22 7.6%
NocHANGH 207 71.1% 259 89.9% 257 88.9%
DECREASH 5 1.7% 7 2.4% 10 3.5%
ToOTAL 291 100.0% 288 100.0% 289 100.0%

Table 11.3e Changein frequency of the occurrence of occupational health problems

HAVE YOU NOTICED
ANY CHANGE IN THE
LAST 18 MONTHSIN THE
EXTENT TO WHICH YOU
ENCOUNTER WORK
RELATED HEARING
PROBLEMS IN PATIENT

HAVE YOU NOTICED ANY
CHANGE IN THE LAST 18
MONTHS IN THE EXTENT
TO WHICH YOU
ENCOUNTER WORK
RELATED MENTAL
HEALTH PROBLEMS IN

HAVE YOU NOTICED
ANY CHANGE IN THE
LAST 18 MONTHSIN THE
EXTENT TO WHICH YOU
ENCOUNTER WORK
RELATED VISUAL/EYE
PROBLEMS IN PATIENT

CONSULTATIONS? PATIENT CONSULTATIONS?
CONSULTATIONS?

Count % Count % Count %

Increasq 6 2.1% 169 57.9% 9 3.1%

Nochangg 271 93.8% 123 42.1% 270 93.8%

Decreasg 12 4.2% 9 3.1%

Total 289 100.0% 292 100.0% 288 100.0%
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Respondents were again divided into two groups determined by the length of time they had
spent in practice (group 1 less than 16 years, group 2 more than or equal to 16 years). Odds ratio
estimate was calculated to determine whether GPs who had spent less than 16 years in practice
were more likely to encounter occupational health problems more than once a fortnight (table
11.3f). Nether of these groups were more likely to encounter occupational health problems
more than once a fortnight.

This exercise was again repeated splitting the respondents by gender. From the analysis it can
be seen than male GPs are more likdy to see patients with musculoskeletal, respiratory or
hearing problems than females, however the converseis true for mental health problems.

Table 11.3f Odds Ratio and 95% confidence intervals for frequency of encountering
occupational health problems

Control ‘those who have spent | Control ‘males’ n=166
less than 16 years in practice | Cases ‘females’ n=123
n= 137
Cases ‘those who have spent
more than 16 years in practice
n= 156
Indices ORYt Cl* ORYt Cl*
Muscul oskeletal
Lessthan onceafortnight | 1 1
Once a fortnight or more 0.99 0.58-1.68 0.48 0.28-0.82
Skin
Lessthan onceafortnight | 1 1
Once a fortnight or more 0.69 0.41-1.18 0.65 0.37-1.13
Respiratory
Lessthan onceafortnight | 1 1
Once a fortnight or more 1.07 0.58-1.98 0.33 0.16-0.67
Hearing
Lessthan onceafortnight | 1 1
Once a fortnight or more 1.45 0.58-3.62 0.21 0.06-0.72
Mental Health
Lessthan onceafortnight | 1 1
Once a fortnight or more 0.74 0.43-1.250 1.79 1.03-3.12
Visual/Eye
Lessthan onceafortnight | 1 1
Once a fortnight or more 1.56 0.64-3.85 0.59 0.23-1.5
Vaccinations
Lessthan onceafortnight | 1 1
Once a fortnight or more 1.84 0.76-4.45 0.51 0.21-1.28
T OR Odds ratio

CI* Confidenceinterval
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114

BARRIERS TO ADDRESSING OCCUPATIONAL HEALTH PROBLEMS

Table 11.4a and table 11.4b shows the breakdown of the barriers to addressing occupational
health problems.

Table 11.4a Barriers to addressing occupational health problems

DOESLACK OF
TRAINING MAKE IT
DIFFICULT FOR YOU TO

DOES THE
CONSULTATION TIME
MAKE IT DIFFICULT FOR

DOESLACK OF
REFERRAL ROUTES
MAKE IT DIFFICULT FOR

ADDRESS PATIENTS YOU TO ADDRESS YOU TO ADDRESS
OCCUPATIONAL HEALTH |PATIENTS OCCUPATIONAL PATIENTS
PROBLEMS? HEALTH PROBLEMS? |OCCUPATIONAL HEALTH
PROBLEMS?
COUNT % COUNT % COUNT %

Ng 117 40.5% 108 37.4% 123 42.6%

YES 172 59.5% 181 62.6% 166 57.4%

ToTAL 289 100.0% 289 100.0% 289 100.0%

Table 11.4b Barriers to addressing occupational health problems

DO WAITING TIMES FOR
SPECIALIST SERVICES

DOES CONFLICT OF
INTEREST MAKE IT

DOES CONFIDENTIALITY
MAKE IT DIFFICULT FOR

MAKE IT DIFFICULT FOR| DIFFICULT FOR YOU TO YOU TO ADDRESS
YOU TO ADDRESS ADDRESS PATIENTS PATIENTS
PATIENTS OCCUPATIONAL HEALTH |OCCUPATIONAL HEALTH
OCCUPATIONAL HEALTH PROBLEMS? PROBLEMS?
PROBLEMS?
COUNT % COUNT % COUNT %

NO 96 33.2% 229 79.2% 240 83.0%
YES 193 66.8% 60 20.8% 49 17.0%
TOTAL| 289 100.0% 289 100.0% 289 100.0%
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Odds ratio estimate was calculated to determine which groups of individuals were more likely
to perceive lack of training, consultation times, lack of referral routes, waiting times for
specialists, conflict of interest or confidentiality as a barrier to occupational health. Individuals
who recorded the patients occupation in their medical records twice as likdy (odds ratio 2.62
[confidence interval 1.07-6.45]) to consider ‘conflict of interest’ as a barrier to addressing
occupational health problems (table 11.4c¢). Individuals who had worked for more than 16 years,
were less likdy to perceive training (odds ratio = 0.49 [confidence interval 0.30-0.79]) or
conflict of interest (odds ratio = 0.46 [confidence interval 0.26-0.82]) as a barrier than those
who had worked for longer. Individuals who ‘often’ or ‘always asked about occupation, were
twice as likely (odds ratio = 2.13 [confidence interval 1.16-3.93]) to perceive ‘lack of referral
routes’ as a barrier than those who ‘rarely’ or *occasionally’ asked (table 11.4d)

Table 11.4c Odds Ratio and 95% confidence intervals for perceived barriers to occupational

health.
Control ‘those who do not | Control  ‘those who have
record patients occupation | spent less than 16 years in
in consultation’ =58 practice n=134
Cases ‘those who do record | Cases ‘those who have spent
patients  occupation in | more than 16 years in
consultation’ n= 224 practicé n= 155

Indices ORT | CI* ORt Cl*

Lack of training

No 1 1

Yes 0.96 | 0.53-1.73 0.49 0.30-0.79

Consultation time

No 1 1

Yes 0.83 | 0.45-1.52 0.7 0.43-1.13

Lack of referral routes

No 1 1

Yes 0.76 | 0.42-1.37 0.84 0.53-1.34

Waiting times for specialist services

No 1 1

Yes 1.07 | 0.58-1.96 0.85 0.52-1.4

Conflict of interest

No 1 1

Yes 262 | 1.07-6.45 0.46 0.26-0.82

Confidentiality

No 1 1

Yes 1.28 | 0.56-2.91 0.88 0.48-1.63

T OR Odds ratio

CI* Confidenceinterval
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Table 11.4d Odds Ratio and 95% confidence intervals for perceived barriers to occupational

health.
Control ‘those who rardly or | Control ‘males’ n=166
occasionally ask  about | Cases ‘females’ n=123
occupation n= 55
Cases ‘those who often or
aways ask about
occupation’ n= 237
Indices ORT | CI* ORt Cl*
Lack of training
No 1 1
Yes 0.83 | 0.44-1.54 1.10 0.68-1.78
Consultation time
No 1 1
Yes 1.05 | 0.57-1.95 1.26 0.77-2.05
Lack of referral routes
No 1 1
Yes 213 | 1.16-3.93 0.98 0.61-1.58
Waiting times for specialist services
No 1 1
Yes 0.97 | 0.51-1.83 1.31 0.79-2.16
Conflict of interest
No 1 1
Yes 1.32 | 0.60-2.88 1.89 1.06-3.38
Confidentiality
No 1 1
Yes 1.71 | 0.69-4.26 1.28 0.68-2.4
T OD Odds ratio

CI* Confidenceinterval
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115 STRATEGIES TO HELP GPS TO ADDRESS OCCUPATIONAL HEALTH

PROBLEMS

Table 11.5a and table 11.5b shows the breakdown of what GPs perceive would help address
occupational health problems.

Table 11.5a Frequency of what GPs perceive would help address occupational health problems.

WOULD TRAINING HELP|WOULD LONGER PATIENT| WOULD INFORMATION
YOU TO ADDRESS APPOINTMENT TIMES |SHEETS/LEAFLETSHELP
PATIENTS HELP YOU TO ADDRESS YOU TO ADDRESS
OCCUPATIONAL HEALTH|PATIENTS OCCUPATIONAL PATIENTS
PROBLEMS? HEALTH PROBLEMS? |OCCUPATIONAL HEALTH
PROBLEMS?
COUNT % COUNT % COUNT %
NO 110 37.9% 137 47.4% 123 42.4%
YES 180 62.1% 152 52.6% 167 57.6%
TOTAL| 290 100.0% 289 100.0% 290 100.0%

Table 11.5b Freguency of what GPs perceive would help address occupational health problems.

WOULD INCREASED WOULD SPEEDIER
REFERRAL ROUTES HELP| ACCESS TO SECONDARY
YOU TO ADDRESS CARE HELP YOU TO
PATIENTS ADDRESS PATIENTS
OCCUPATIONAL HEALTH| OCCUPATIONAL HEALTH
PROBLEMS? PROBLEMS?
COUNT % COUNT %
NQ 98 33.8% 76 26.3%
YES 192 66.2% 213 73.7%
TOTAL 290 100.0% 289 100.0%
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Odds ratio estimate was calculated to determine which groups of individuals were more likely
to perceive that training, longer patient times, information sheets, increased referral routes, or
speedier access to secondary care would help them address occupational health problems.
Individuals who had worked for more than 16 years, were less likely to perceive ‘training’ (odds
ratio = 0.49 [confidence interval 0.30-0.80]) would help address patients occupational health
problems than those who had worked for less time. Individuals who ‘often’ or ‘aways asked
about occupation, were twice as likdy (odds ratio = 2.66 [confidence interval 1.45-4.88]) to
perceive ‘increased referral routes would help address occupational health than those who
‘rarely’ or ‘occasionally’ asked. Interestingly, female GPs were more likely to find information
sheets useful than men (odds ratio = 1.63 [confidence interval 1.00-2.63])

Table 11.5 ¢ Odds Ratio and 95% confidence intervals for strategies to help GPs to address
occupational health problems

Control ‘those who do not | Control  ‘those who have
record patients occupation | spent less than 16 years in
in consultation’ =58 practice n=134
Cases ‘those who do record | Cases ‘those who have spent
patients  occupation in| more than 16 years in
consultation’ n= 224 practicé n= 156

Indices ORT | CI* ORY Cl*

Training

No 1 1

Yes 1.19 | 0.66-2.13 0.49 0.30-0.80

Longer patient appointment times

No 1 1

Yes 0.87 | 0.49-1.56 0.82 0.52-1.31

Information sheets/leafl ets

No 1 1

Yes 1.75 | 0.98-3.14 0.64 0.4-1.02

Increased referral routes

No 1 1

Yes 0.62 | 0.32-1.19 1.18 0.73-1.93

Speedier access to secondary care

No 1 1

Yes 1.09 | 0.57-2.09 0.92 0.54-1.55

T OD Odds ratio

CI* Confidenceinterval
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Table 11.5 d Odds Ratio and 95% confidence intervals for strategies to hdp GPs to address
occupational health problems

Control ‘those who rardly or | Control ‘males’ n=166
occasionally ask  about | Cases ‘females’ n=120
occupation n= 55
Cases ‘those who often or
aways ask about
occupation’ n= 237
Indices ORT | CI* ORY Cl*
Training
No 1 1
Yes 1.08 | 0.59-2.0 0.8 0.49-1.3
Longer patient appointment times
No 1 1
Yes 098 | 0.54-1.78 1.0 0.62-1.6
Information sheetsy/leafl ets
No 1 1
Yes 0.86 | 0.47-1.58 1.63 1.00-2.63
Increased referral routes
No 1 1
Yes 266 | 1.45-4.88 1.24 0.75-2.04
Speedier access to secondary care
No 1 1
Yes 0.89 | 0.45-1.77 0.91 0.54-1.55
T OD Odds ratio

CI* Confidenceinterval
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11.6

WHAT LOCAL SERVICES DO GPs USE FOR REFERRAL OF PATIENTS

Table 11.5a Frequency of services used for referral of patients with occupational health

problems

DO YOU USE SPECIALIST
PRIMARY CARE SERVICES
FOR PATIENTS WITH WORK

DO YOU USE SPECIALIST
SECONDARY CARE
SERVICES FOR PATIENTS

Do YOU USE
OCCUPATIONAL HEALTH
SERVICES FOR PATIENTS

RELATED WITH WORK RELATED WITH WORK RELATED
MUSCULOSKELETAL MUSCULOSKELETAL MUSCULOSKELETAL
PROBLEMS? PROBLEMS? PROBLEMS?
COUNT % COUNT % COUNT %
NO 179 62.8% 96 33.7% 236 82.8%
YES 106 37.2% 189 66.3% 49 17.2%
TOTAL| 285 100.0% 285 100.0% 285 100.0%

Table 11.5b Frequency of services used for referral of patients with occupational health

problems

DO YOU USE SPECIALIST
PRIMARY CARE SERVICES
FOR PATIENTS WITH WORK
RELATED SKIN PROBLEMS?

DO YOU USE SPECIALIST
SECONDARY CARE
SERVICES FOR PATIENTS
WITH WORK RELATED SKIN

Do YOU USE
OCCUPATIONAL HEALTH
SERVICES FOR PATIENTS

WITH WORK RELATED SKIN

PROBLEMS? PROBLEMS?
COUNT % COUNT % COUNT %
NO 228 80.9% 49 17.4% 267 94.7%
YES 54 19.1% 233 82.6% 15 5.3%
TOTAL| 282 100.0% 282 100.0% 282 100.0%

Table 11.5c Frequency of services used for referral of patients with occupational health

problems
DO YOU USE SPECIALIST | DO YOU USE SPECIALIST Do YOU USE

PRIMARY CARE SERVICES SECONDARY CARE OCCUPATIONAL HEALTH
FOR PATIENTSWITH WORK | SERVICES FOR PATIENTS SERVICES FOR PATIENTS

RELATED RESPIRATORY WITH WORK RELATED WITH WORK RELATED

PROBLEMS? RESPIRATORY PROBLEMS? | RESPIRATORY PROBLEMS?
COUNT % COUNT % COUNT %
NO 242 85.5% 44 15.5% 269 95.1%
YES 41 14.5% 239 84.5% 14 4.9%
TOTAL 283 100.0% 283 100.0% 283 100.0%
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Table 11.5d Frequency of services used for referral of patients with occupational health
problems

DO YOU USE SPECIALIST
PRIMARY CARE SERVICES
FOR PATIENTS WITH WORK

RELATED HEARING

DO YOU USE SPECIALIST
SECONDARY CARE
SERVICES FOR PATIENTS
WITH WORK RELATED

Do YOU USE
OCCUPATIONAL HEALTH
SERVICES FOR PATIENTS

WITH WORK RELATED

PROBLEMS? HEARING PROBLEMS? HEARING PROBLEMS?
COUNT % COUNT % COUNT %
NO 263 92.3% 27 9.5% 272 95.4%
YES 22 7.7% 258 90.5% 13 4.6%
TOTAL| 285 100.0% 285 100.0% 285 100.0%

Table 11.5e Frequency of services used for referral of patients with occupational health

problems
DO YOU USE SPECIALIST | DO YOU USE SPECIALIST Do YOU USE
PRIMARY CARE SERVICES SECONDARY CARE OCCUPATIONAL HEALTH
FOR PATIENTSWITH WORK | SERVICES FOR PATIENTS SERVICES FOR PATIENTS
RELATED MENTAL HEALTH WITH WORK RELATED WITH WORK RELATED
PROBLEMS? MENTAL HEALTH MENTAL HEALTH
PROBLEMS? PROBLEMS?
COUNT % COUNT % COUNT %
NO 188 66.4% 81 28.6% 241 85.2%
YES 95 33.6% 202 71.4% 42 14.8%
TOTAL 283 100.0% 283 100.0% 283 100.0%

Table 11.5f Freguency of services used for referral of patients with occupational health

problems

DO YOU USE SPECIALIST
PRIMARY CARE SERVICES
FOR PATIENTS WITH WORK

RELATED VISUAL/EYE

DO YOU USE SPECIALIST
SECONDARY CARE
SERVICES FOR PATIENTS
WITH WORK RELATED

Do YOU USE
OCCUPATIONAL HEALTH
SERVICES FOR PATIENTS

WITH WORK RELATED

PDF created with pdfFactory trial version www.software-partners.co.uk

PROBLEMS? VISUAL/EYE PROBLEMS? | VISUAL/EYE PROBLEMS?
COUNT % COUNT % COUNT %
NQ 233 82.3% 62 21.9% 265 93.6%
YES 50 17.7% 221 78.1% 18 6.4%
TOTAL 283 100.0% 283 100.0% 283 100.0%
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11.7 OCCUPATIONAL HEALTH FOR PATIENTS IN PRIMARY CARE

11.7.1 GP should be concerned with addressing occupational causes of ill
health
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Chart 11.7.1 shows that most of the respondents (82.9%) agreed (or strongly agreed) that GPs
should be concerned with addressing occupational causes of ill health.

11.7.2 I do not have time to explore occupational health issues in patient
consultations

50

40

Percent

Missing Agree Disagree
Strongly agree Unsure Strongly disagree

Chart 11.7.2 shows that there was roughly an even split between those respondents who did not
have time to explore occupational health issues in patients consultations (strongly agree 6.2%
and agree 35.1%), as those that did have time (44.3% disagree and 2.4% strongly disagree).
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11.7.3 | feel competent to explore possible occupational health problems in
patients

50

Percent

Missing Agree Disagree
Strongly agree Unsure Strongly disagree

Chart 11.7.3 shows that roughly 50% (4.1% strongly agree and 44.2% agree) of respondents
felt competent to explore occupational health praoblems in patients, whereas 34.2% were unsure,
and 17.5% fdt that they were not (1.4% strongly disagree and 16.1% disagree)

11.7.4 Further training would improve my ability to address occupational
health issues for patients
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Percent

Missing Agree Disagree
Strongly agree Unsure Strongly disagree

Chart 11.7.4 shows that over three quarters of respondents (12.3% strongly agreed and 71.3%

agreed) fdt that further training would improve their ability to address patients occupational
health issues.
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11.75 MED 3 sickness certification is a useful tool for communicating with
patients employers
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Chart 11.7.5 shows that over two thirds of respondents (51.4% disagree and 16.1% strongly
disagree) thought that the MED 3 sickness certification was not a useful tool for communicating
with patients employers.

11.7.6 MED 3 sickness certification should continue to be provided by GPs

40

30

20

10

Percent

Missing Agree Disagree
Strongly agree Unsure Strongly disagree

Chart 11.7.6 shows that nearly half of the respondents (34.9% disagree and 12.3% strongly
disagree) thought that the MED 3 should not be provided by the GP, whereas approximately a

third (29.1% agree and 1% strongly agree) thought that the MED 3 should be provided by the
GP.
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11.7.7 Occupational health physicians are more concerned with reducing
absenteeism than what is best for individuals

50
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Missing Agree Disagree

Strongly agree Unsure Strongly disagree

Chart 11.7.7 shows that approximately a third of respondents were unsure whether
occupational health physicians were more concerned with reducing absenteeism than
what is best for individuals, however over 40% disagreed with this.

11.7.8 Doctor patient confidentiality prevents GPs communicating with the
employer of patients
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Strongly agree Unsure Strongly disagree

Chart 11.7.8 shows that the majority of respondents agreed (13.4% strongly agreed,
45.9% agreed) that doctor patient confidentiality prevents GPs communicating with the
employer of patients.
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11.7.9 I do not have sufficient knowledge to assess ‘fithess to work’

40
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Missing Agree Disagree
Strongly agree Unsure Strongly disagree

Chart 11.7.9 shows that there was a roughly equal split between those respondents who thought
that they did not have sufficient knowledge to assess fitness to work (8.2% strongly agree,
36.6% agree) and those who thought that they did (2.7% strongly disagree, 30.5% disagree)

11.7.10 I tend to rely on the patients judgment regarding ‘fitness to work’
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Chart 11.7.10 shows that the majority (9.6% strongly agree, 60.8% agree) of respondents rely
on the patients judgement regarding ‘fitness to work’
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11.7.11 Long waiting lists for secondary referrals prevent patients from
returning to work earlier
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Chart 11.7.11 shows that the majority (36.4% strongly agree, 52.4% agree) of respondents agree
that long waiting lists for secondary referrals prevent patients from returning to work earlier

11.7.12 My workload has been increased by employers not accepting self
certification
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Chart 11.7.12 shows that the majority (36.5% strongly agree, 47.1% agree) of respondents agree
that their workload has been increased by employers not accepting sef certification
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11.7.13  GPs can only advise patients to speak to their employers about work
related health problems
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Chart 11.7.13 shows that the majority (7.2% strongly agree, 51.9% agree) of respondents agree
that GPs can only advise patients to speak to their employers about work reated health
problems

11.7.14 I am not aware of services to refer patients with occupational health
problems

60

50
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Missing Agree Disagree
Strongly agree Unsure Strongly disagree

Chart 11.7.14 shows that the mgjority (7.2% strongly agree, 48.5% agree) of respondents are not
aware of servicesto refer patients with occupational health problems
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11.7.15 I am not aware of any local occupational health provision for GPs
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Chart 11.7.15 shows that there was a roughly equal split between those respondents who are not
aware of local occupational health provision for GPs (11.6% strongly agree, 35.8% agree) and
those who are (8.2% strongly disagree, 34.1% disagree).

11.7.16  Occupational health provision for GPs in my practice has improved in
the past five years
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Chart 11.7.16 shows that approximately half of the respondents (11.0% strongly disagree,
37.5% disagree) thought that occupational health provision for GPs in ther practice has not
improved in the past five years.
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11.7.17  Thereis a need for improved occupational health provision for GPs
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Chart 11.7.17 shows that the majority (27.1% strongly agree, 50.7% agree) of respondents fed
that there is a need for improved occupational health provision for GPs
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