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Preface

The central finding of this evaluation, supported by parallel project fieldwork
(Seymour 1998) and quantitative research (CHKS 1998) is that effective workplace
health interventions are possible in the changing world of the National Health
Service.

This apparently bland conclusion is nonetheless a very significant one. We con-
ducted this research in the context of a growing body of evidence that workplace
health across the NHS is deteriorating — particularly for key groups of senior man-
agement and clinical staff (Williams et al 1998 and Patterson et al 1997). This finding
is echoed by the new Human Resources Strategy for the NHS Working Together: Se-
curing a Quality Workforce for the NHS (Dept of Health 1998b). Attrition within a
highly committed, skilled workforce is not what is needed at a time of major policy-
led change!

This emerging contradiction — between the need for substantial change, well led by
these same key staff groups, and evidence that they are suffering high levels of or-
ganisationally induced stress — has led us to ask: ‘What do you do if you really
want to improve something in your organisation?’ This question is directed at the
leaders and managers of NHS organisations. Key colleagues in the trusts in which
we worked made their own considerable attempts to address this challenge. At one
level this document reports on the outcomes of their efforts and our evaluation of
the factors which helped or hindered. We also offer our reflections on a national
programme of work, commissioned and supported by the Health Education
Authority, which has begun to open up the workplace health agenda as an organ-
isational and leadership development agenda.

From a complex, collaborative research and evaluation strategy we have established
that:

e Workplace health interventions supported by highly skilled teams, focused on
priority needs, can make a positive difference to workforce health and even in
some circumstances realise a high financial return on investment

e Leadership style and management culture can have a positive effect on work-
place health where they are characterised by openness, rigorous support for the
Health at Work Team, and a willingness to tackle poor and dysfunctional man-
agement

vii




Preface

e Leaders and managers who do not do this are bad for the NHS workforce; and
even open and aware executives can miss emerging staff health needs and be-
come over-zealous in their management of the change agenda

e ‘Stress’ is code for over-work (running up an accelerating down escalator); lack
of investment in supporting staff through change; ignoring real needs (e.g. vio-
lence against staff); and plain abuse (bullying and discrimination in all their
forms)

¢ Investment in support for individuals wishing to change their personal lifestyles
(smoking cessation help, staff gyms, healthy eating/catering, etc.) is appreciated
as a means of valuing staff. However, so many other factors influence individu-
als’” physical health that we found no significant quantifiable impact on sickness
absence in our cost/benefit analysis of the impact of the staff gym in one of the
trusts studied

¢ Sickness absence systems can be improved; but the causes of staff sickness are
not addressed by this systems’ improvement. Our interpretation is that the in-
ternal market reforms have created a damaging context for the health of the
NHS workforce and that it will take a new, much more inclusive approach to
leadership and management to create circumstances whereby professionally led
workplace health interventions will make a sustainable positive difference. The
best practice described in this report ‘signposts” the way forward. The will to re-
flect on and learn from this is the next key requirement.

viii




Summary

1. Policy context

We report at time when a series of major reforms introduced by White and Green
papers are having an impact across the NHS — The New NHS, Modern, Dependable
(Dept of Health 1997a) and Our Healthier Nation: A Contract for Health (Dept of Health
1998). Workforce health connects the two internally for the NHS, linking the work-
place health focus of public health policy to the major change agenda of The New
NHS. We assumed from the outset that there was and is a continuously evolving in-
teraction between the management of workplace health, and the leadership and
management of change, which has potentially profound implications for local
workforce health in NHS trusts.

2. Basis for our findings

Our findings are principally based on work with two Demonstration trusts and two
Reference trusts over nearly three years. They also reflect our close collaboration
with our research partners (the HEA itself, IES, CHKS"™ and Linda Seymour) cover-
ing a wider group totalling fourteen trusts, as well as related work on a broader
front.

Our methodology was grounded in a complex systems view of the changing organ-
isational world, designed to enable us to work with and within these trusts as they
responded to new external and internal forces (see Chapters 2 and 3).

Implementing the Evaluation

Working in complex changing local health systems necessitated the use of a “toolkit’
of methods. The use of each tool provided different evidence in relation to our initial
research questions:

How are we doing at becoming a health promoting trust?

What are we learning about learning to become a health promoting trust?

*

Institute for Employment Studies
™ Originally our work was with CASPE, now part of CHKS (CasPE/Health Care Knowledge Systems)
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Findings emerged from this fieldwork which began to illustrate the challenge of
sustaining workforce health in a context of growing resource pressures, technologi-
cal, epidemiological, and politically-driven change. The significance of organisa-
tional circumstances and culture, of management style, and of the approach to
workplace health interventions all become much more apparent during this phase of
the evaluation. Throughout this period we also addressed the continual tension be-
tween our eclectic, reflective approach to evaluation and the ‘cause-effect’ thinking
that tends to characterise programme evaluation in the NHS.

3. Diversity and confusion about the meaning of HaW is widespread:
the HEA could help to clarify it

What people mean by or see as included in Health at Work in the NHS (HaW.NHS)
can be very different. Several groups and individuals said they wished there were a
clearer and more widely accepted view, and there may well be a role for the HEA in
developing and promulgating a more inclusive description. It became increasingly
clear that there are dichotomies — between the central and local perspectives, and
between staff and management perceptions of what HaW means.

Interpretations cluster into three overlapping groups in a rough hierarchy (see
Chapter 6):

e Prevention of harm to health
¢ Promoting individual healthy lifestyles

¢ Integrating HaW with trust strategy.

4. The emphasis nationally needs to shift and broaden to recognise the
importance of organisational as well as individual factors affecting staff
health

Until recently, the HEA has placed most emphasis on promoting individual healthy
lifestyles in its Health at Work programme. By contrast, staff reported to us, and to
other researchers in the last couple of years, that their main concerns about Health at
Work were to do with organisational factors: the pressure of work, the pace of organ-
isational change, and most particularly how that change process is managed locally;
and the prevention of harm to physical health.

Levels of individual stress in the NHS (as measured by the proportion of staff scor-
ing more than 3-4 on the GHQ12 mental health scale) are high relative to those in
non-NHS organisations studied. In the NHS, 27% of staff reported this level of stress
compared with 18% in non-NHS organisations (Borrill 1996). There is a 2:1 range
between trusts and between different staff groups, with the highest proportions re-
ported (at about 40%) for female managers and doctors.
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In health and safety and manual handling, for example, some trusts were not yet
seen as even complying with basic legal requirements, in spite of strong external
sanctions for non-compliance.

Because staff report that they pay attention more to what managers do than to what
they say, this means that the manner in which organisational change is carried
through (and not just how it is talked about) makes a huge difference to people’s
ability to handle it well and constructively, and hence to their mental health.

If managers neglect even legal requirements to prevent harm to physical health, how
can they be trusted to have concern for less tangible but equally important aspects of
mental health, especially in times of major change?

5. Confusion also arises because activities take place on widely varying
scales, located in different parts of the organisation

Different scales of HaW activity cover a wide spectrum, including (see Box 6.1 in
Chapter 6):

¢ Individual (time limited) projects

¢ Individual ongoing activities

e Generic processes to foster health at work in particular areas of the trust
o Linked programmes of activity across the whole trust

e Strategic consideration of HaW connected with the overall priorities and strategy
of the trust.

Activities might be centred around one or more of the functional departments of oc-
cupational health, health promotion, health and safety, and human resources, or be
part of broader management initiatives such as team briefing. The extent to which
activities were seen as linked explicitly to HaW, or even connected organisationally,
varies widely both between trusts, and within them. This variation largely reflects
the degree of ownership of HaW at a strategic level.

6. Management must choose how to respond to HaW concerns — and
aftempt to move from a marginally compliant to a strategic and inte-
grated response

Our research partners, CHKS, developed with us a typology of trusts’ responses to
HaW ranging from marginal, through instrumental, to integrated (CHKS 1998).

Marginal trusts tend to be minimally or even incompletely compliant with legisla-
tion, and to have a low level of HaW activities, mostly towards the individual project
end of the spectrum described above, not necessarily explicitly identified as con-
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nected with HaW. (More trusts in the CHKS sample were in this group than in the
others).

Instrumental trusts see HaW mainly as an ‘instrument’ for reducing sickness ab-
sence, and will tend to have a somewhat broader mix of occupational health, health
promotion, health and safety, and management activities directed towards that end.

Integrated trusts will be striving towards a better connected and principled response
to staff concerns about health, will have a wider range of activities identified with
HaW at most points along the spectrum, and be developing a strategic sense of the
links between HaW and the overall priorities of the trust. One each of the demon-
stration and reference trusts were making significant if still partial “integrated” and
strategic responses to HaW.NHS.

Given the constant or increasing pressures on most trusts from long term health and
demographic trends, financial constraints, and central policy initiatives, attempts to
improve workplace health will do well merely to prevent deterioration — trusts
are running up the down escalator (Chapters 1 and 6). Trust boards and manage-
ment which take on board the importance of staff health to the successful delivery of
(intensely personal and individually provided) health care services will find it in-
creasingly helpful to build consideration of HaW into their overall strategies. With-
out that, they run growing risks of failure to sustain their own and the staff’s ability
to continue to perform under pressure (Chapter 5, and Fig 5.4).

Yet the range of potentially useful interventions to sustain workplace health is too
large for even most of them to be followed by any single trust — so trusts have to
choose their strategic priorities in the light of locally determined HaW needs.

7. Trusts can learn how to improve HaW, and need to do so to deliver on
the government’s white and green papers agenda
The findings from our evaluation can help trusts to improve HaW, or at least pre-

vent staff health from deteriorating. Three inter-related processes combine to influ-
ence workforce health improvement (Fig 7.1, reproduced below)

Minimal action Maximal development
Change management

Proactive
Transitional

Workforce health improvement

Sustainable
Developmental

HaW intervention

Strategic
Integral

Marginal — Instrumental —— Integrated
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Helpful learning points include (see Chapter 6, section 6.8):

set realistic expectations, and explain ‘HaW’ consistently and widely in the trust

establish an ethical basis for action on HaW — and acknowledge and respond to
the emotional blockages which make it difficult for NHS staff to look after their
own and their colleagues’ health: avoidance — ‘patients always come first’;
denial — ‘that’s occupational health’s responsibility so I don’t need to do any-
thing’; and collusion — ‘we have a multi-disciplinary HaW group so it must be
being dealt with’

recognise the current shifts in the HaW agenda in setting overall organisational
priorities — and acknowledge that new elements of the agenda will continue to
emerge

use a systematic and analytic method of identifying local HaW needs and priori-
ties — for example, using the CHKS Self Assessment tool — and continually
adapt it to recognise newly emergent needs

develop organisational capabilities and relevant skills to support a wide range of
HaW activities, and progressively connect them organisationally

use the frameworks described throughout this report to help you see where you
are now, and to plan for improvement — this is about how you are as much as
what you do

establish a reflective approach to learning from your own, your colleagues’ and
your organisation’s experience.

Above all, we offer in this report different ways of thinking about managing the pro-
cess of sustaining or improving workforce health. We describe some insights into the
relationship between the development of change management capabilities in health
organisations, and the planning and implementation of HaW interventions in the
workplace.

Our principal message is that the evidence from the research and the evaluation,
taken together, demonstrates that organisations can (and must) positively influence
sustainable workforce health provided that they focus on those factors over which
they have direct control:

Leadership style - how change is addressed throughout the organisation
Management culture - what managers do with staff
Workplace health - the investment in and support for those with a lead re-

sponsibility (both corporately and within service units)

Staff development - a continuous open process of learning and involvement.
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The new HR Strategy for the NHS makes workplace health a central, essential ele-
ment of trust boards’ responsibilities towards their staff. This report offers some new
ways of thinking about and engaging with this fundamental principle of good man-
agement.




Chapter 1

An ever-changing context

The purpose of this chapter is to explain the challenges of delivering workplace
health in the modern NHS, and of evaluating it during a period of major change.

‘Change has ﬁc‘pme%ery,;ﬁery

‘Little things can mean‘a lot’ — Clerical Officer
“We have got to get away from the ‘unit of productionapproach to

managing and delivering health services” — Chief Exec;é_t_'ive

National drivers for change

Since the beginning of 1998 the new Government has launched a White Paper, A
New NHS — Modern, Dependable (Dept. of Health 1997a) and a Green Paper Our
Healthier Nation: A Contract for Health (Dept. of Health 1998). The former is designed
to reform the NHS by building on principles of co-operation, continuous service im-
provement, clinical governance and rigorous stewardship of public resources. It is
intended to remove the bureaucracy and conflict perceived to have been created by
the reforms of the late 1980s and early 1990s, by replacing the ‘internal market’ sys-
tem with locally negotiated agreements between Health Authorities, Primary Care
Groups, and NHS trusts. The Green Paper identifies key targets for health improve-
ment and infer alia initiates ‘a contract for Healthy Workplaces’ (para. 3.78):

Our aims in developing the healthy workforce are twofold. First, to improve the overall
health of the workforce; and second to ensure that people are protected from the
harm to health that certain jobs can cause (p.51)

The document goes on to propose a tripartite contract for Government, employers
and employees which indicates how these aims might be achieved. Thus, an initia-
tive promoted and supported by the Health Education Authority (HEA) entitled
Health at Work in the NHS has the potential to contribute much to the development of
NHS organisations as they address the new policy agenda while endeavouring to
sustain and improve workplace health. This agenda is considerable and is at the fo-
cus of a set of forces that offer a mounting challenge to the diverse groups that con-
stitute the NHS workforce.




. g i

The continuing impact of regional and Jocal socio-economic inequali
; ' k] . T S

ties N : :

A growing proportion of the ‘Health £.(65% +) is absorbed by people;
with long-term complex, chronic conditions

The potential for epidemics/pandemics of communicable diseases is
increasing globally (e.g. HIV/Aids; TB) @? S

Public expectations of health care systems far exceed possible im-
provements — on an increasingly informed basis

Scientific advance and technological innovation will continue to drive
up revenue and capital costs in health systems

Indeed, the workforce itself is changing (Schofield et al 1996) and the White Paper
will create a context of continuous structural and functional development — let
alone cultural development — across the NHS, for the next ten years. The
"Workforce Agenda’ is the ‘hidden’ strategic agenda for the health and social care
sector.

Strategic HaW needs of NHS staff

The critical forces noted in Box 1.1 all have implications for people who choose to
work in the NHS, resulting in an almost continuous set of demands for staff devel-
opment and support.

Box 1.2 The strategic needs of NHS staff

Personal development: growing the capacity to anticipate and respond
to significant change ' &

Work practices: acquiring and developing new skills as patient/client-
needs change and as services are reconfigured

Generic and specialist: developing the adaptability to work generi- w:“’-r
cally within services and/or as a specialist within a team (e.g. in cancer
care) ‘

Leadership: learning to facilitate others in responding to change

Partnership: working collaboratively across traditional professional
and organisational boundaries




Chapter 1: An ever-changing context

This agenda is evolving at a time of skill shortages, redundancies, reorganisations
and service reviews, mergers and closures, and — at a national level — continuing
uncertainty about pay and the funding of training and professional development.
Throughout the evaluation we saw evidence of the impact of all this change working
its way through in different ways for different staff groups in the trusts. Concur-
rently, these organisations were achieving significant improvements in performance
— one trust treated fifteen percent more patients with five percent fewer staff in one
year alone — in a climate of attrition and mistrust as the pressures of the internal
market resulted in an increasingly adversarial approach to contracts management.
Anxiety and fear were characteristic of this climate.

How change is managed has the biggest impact on staff health

Tremendous determination and enthusiasm are displayed in support of service in-
novations and local initiatives. Thus, one of our primary, and almost self-evident
findings, was that in this context any new intervention had an impact on staff
health, especially their mental health. This finding echoes the focus in the Green
Paper on the workplace and its significance not only in the prevention of harm to
health in relation to safety and known health risks but also in respect of the reduc-
tion of stress (The Healthy Workplaces Contract).

We shall return to this theme later and, in noting the changing circumstances of the
focus of our evaluation, it is also worth reflecting on the changing role of the HEA as
the originator and ‘owner’ of Health at Work in the NHS (HaW.NHS).

The central desire for measurable results from HaW.NHS interventions
cannot be met at a whole-organisation level

Central agencies, including Special Health Authorities like the HEA, face a particular
challenge when investing in the development, implementation and evaluation of
programmatic interventions such as HaW, NHS. The goal, over a given period of
time, is to achieve measurable improvement:

Performance
Criteria

A
High

Low

> Time

For a return on investment in HaW.NHS to be measurable in this way, a trust would
have to be seen to raise its overall level of performance in relation to workforce
health from status A to status B.
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We found that the extremely dynamic, ever changing context in which many unpre-
dicted factors affected NHS trusts and their staff, means that the impact of interven-
tions made under the HaW.NHS scheme cannot easily be measured at the whole-
organisation level, although some assessment could be achieved at the level of a
carefully specified project. (See our analysis of the local Cost Benefit Analyses in
Appendix A, and the correlation between our work and the CHKS quantitative
findings, Chapters 5 and 6.)

Preventing staff health from deteriorating is a substantial achievement in
this context

Our second contextual finding, strongly affirmed by colleagues in the trusts, was
that to sustain the health of staff in the current level of organisational change is in
itself a substantial success. The notion of workplace health promotion is unrealistic
and even a disincentive to hard-pressed staff. (Workforce health promotion is an-
other matter which is addressed below in Chapter 2.)

The research partnership approach of the HEA was much valued

Finally, in this review of the context in which the evaluation was conducted, we
wish to note the changing role and style of the HEA (as the previous government’s
‘internal market’ values are dissolving across the NHS). We very much value the ‘re-
search partnership’ approach adopted by Errol Walker and Julie Bull of the HEA re-
search management team. It has enabled us to work constructively with our other
research partners and the four participating trusts.

Our research partners, in addition to Errol and Julie of the HEA, were Linda
Seymour (the HEA’s ‘field” worker) and the CHKS team of Linda Howard, Ian
Campbell, John Smith and Andrea Williams. This has been a demanding collabora-
tion — not always comfortable — and it afforded triangulation of findings from
three very different arms of the research. This interactive research strategy has much
to offer the HEA as it repositions itself in relation to the modernising NHS.

Four trusts participated in the main evaluation programme

After an aborted attempt to begin the evaluation with a single trust, which later
withdrew from the project through other pressures on senior management time, we
engaged with a wider group of four trusts (referred to later in this report as A, B, C,
and D), in two groups.

Trust A is a semi-rural community and mental health trust offering a range of serv-
ices through an increasingly devolved structure.

Trust B is a city centre acute trust and teaching hospital serving socially diverse
communities

10
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Trust C is a semi-rural acute trust serving a county town and a widespread rural
community

Trust D is an inner urban acute trust in one of the most economically disadvantaged
areas of the UK.

The first two acted as ‘reference sites’ with which we had interactions limited to se-
lected interviews and meetings with a reference group near the beginning, middle
and end of the evaluation period.

The second two constituted ‘demonstration sites’, with which we had more substan-
tial involvement. In addition to our interview and reference group processes, the
sites engaged with the HEA's field worker, initially to assist in making some of their
HaW.NHS interventions. We too had more involvement with these sites than with
the reference sites: through a wider range of interviews; a series of focus group
meetings with those affected by particular local HaW.NHS initiatives of various
kinds and scales; and greater involvement in local self-evaluation and reflection with
the local HaW.NHS team. This approach was highly congruent with our philosophy
of Developmental Evaluation (see also Ovtretveit 1998) which placed reflection and
sharing learning at the centre of the project.

During the lifetime of this Evaluation a number of key reports have been published
which focus on the health of the NHS workforce. These are reported in the new HR
Strategy for the NHS (Dept. of Health 1998b):

There is now research evidence from the NHS itself that poor staff management con-
tributes to factors which damage the delicate infrastructure and networks that deliver
patient care and in turn exacerbates staff turnover, low morale, and workbased stress
and exhaustion.

We welcome the acknowledgement of these findings and hope that the evaluation
report which follows contributes to improved health for the many committed NHS
colleagues with whom we worked and their peers in the trusts and in the local net-
works of partner authorities and agencies.

11







Chapter 2

Background and rationale for the
evaluation

In this chapter we explain the emerging rationale for the complex evaluation meth-
odology and the reasons for choosing particular workplace health issues.

2.1 Initial assumptions

Our original proposals to the Health Education Authority rested on the following
main assumptions:

e A centrally originated programme like Health at Work in the NHS (HaW.NHS)
would encounter significant local sensitivities which would be different for every
trust or health authority

e ‘Hard’ and ‘soft’ measures of input, process and outcome would be needed for an
effective evaluation

e Trusts would face immediate/short-term needs in respect of workforce health
which might conflict with the complementary goal of producing transferable
learning for the longer term (and that this was an ethical issue)

e The vision (and rhetoric) of workplace health promotion can appear to contradict
trusts’ needs for focused, concrete deliverables

e The NHS is changing rapidly at all levels: paradigmatic, structural, systems,
working practice and contextual (see Chapter 1)

e Itis valid to treat trusts as open, complex systems (Morgan 1984)

A developmental evaluation approach fitted the context

In preparing ourselves for this work, we were very clear that we should develop an
approach which took account of these factors by ensuring that the participating
trusts and their staff experienced an evaluation which was intrinsically develop-
mental. That is, we were explicitly not proposing an evaluation which attempted to
provide an ‘objective’ cause and effect analysis of HaW.NHS. Instead, we developed
— and are continuing to develop — a method which encouraged reflective practice

13
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within workplace health interventions. The design was also intended to complement
the research strategy of IES (Institute of Employment Studies), later replaced as re-
search partners by CHKS.

Central to the design were two questions posed from the point of view of
the trust and its HaW team:
How are we doing at becoming a health promoting trust?

What are we learning about learning to become a health promoting trust?

These questions were themselves later challenged, and modified, by the participat-
ing trusts themselves (see Chapter 5).

2.2 Evaluation in a complex environment

Our original King’s Fund proposals assumed that NHS trusts can be treated as open,
complex and adaptive systems existing in an increasingly turbulent environment
(Wheatley 1995, Stacey 1996). This view, as opposed to the dominant structural-
functionalist model which ostensibly underpins most trusts’ organisational ar-
rangements, enabled the team to identify the three key concurrent processes whose
interactions need to be researched and understood if the impact and effectiveness of
HaW.NHS locally was to be evaluated.

Local health system

Responsiveness
to external change

More-or-less é Health
healthy ——> : Ktorce ' > promoting

system system

Fig 2.1 Interaction of factors affecting workplace health (theory)

We needed to develop evaluation practices which enabled us to work within this
complex, changing system. However, as our colleague Eva Lauermann pointed out,
the nice symmetry depicted above is in reality replaced by a very unbalanced picture
in which the reality of organisational change dominates the other two elements by a
large margin.

14
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Local health system

More-or-less Health
healthy — > T>> sustaining
system system?

Fig 2.2 Interaction of factors affecting workplace health (reality)

2.3 National external stakeholder group

In order to test this model from the outset we established and facilitated a National
Stakeholder Group process. This brought together colleagues from the HEA with a
heterogeneous group of senior NHS colleagues whose roles gave them an overview
of the challenge of workplace health in the contemporary context. They ‘unpacked’

the model identifying aspects of its complexity.

Box 2.1 The national external stakeholder group analys1s of impor-
E v\

S

Relationships: confhct resolu‘aon, déversﬁy, (in)congruence; . iance
or ‘tribalism’; horizontal/ vertlcal teams and individuals =~ ¥ g

Preventable Ill-Health; Sickness Absence policies and practlce, phy51-
cal and ergonomic envu‘onment roles of Health Promotion and Occu-
pational Health; mental health and staff (dis)stress; direct services and
on-site facilities; response to dysfunctlon and injuries ] \L§ &
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Members of the Group saw a great deal that could be done to ensure that the organi-
sations took responsibility for ensuring workplace health and that this goes well be-
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yond health promotion events and preventive projects. As a result they produced a
complex ‘web’ of key contributing factors.

All contributing to a
i positive sense of well-being
Environment
Organisational (-~ Organsaional =, oy
_~culture :

Fit in organisation

. I.Iprofl A

Haw \
project ‘
staff/patient
% relationships -~
) -

Organisational
boundary

Fig 2.3 External stakeholder group — key constructs

Thus, they clearly took a view that workplace health could and should be managed
and that it was a strategic responsibility. (In this they anticipated the new HR Strat-
egy for the NHS by over three years — see Chapter 7.)

2.4 Methodology of our approach

The complexity that emerged from the above model justified the methodology we
had originally proposed and, as Errol Walker noted:

Workplace health in our [original HEA] context may only be possible for organisations
that are in a stable environment or where staff are really so vital they have to be re-
warded...

Reflection on a Reference Group report, November 1996

Such instability as that experienced in NHS trusts during the period of the Evalua-
tion — such continuous and discontinuous change (Handy 1991) — provides a rich
environment for a methodology grounded in reflective practice. By encouraging
colleagues in the trusts to ‘reflect in action and on action” (Schon 1984), during and af-
ter their planning and implementation of HaW activities, we anticipated achieving
significant insight into the processes and practices of workplace health interventions.

A complex evaluation design was developed to fit the complexity of the
context

To achieve this we developed a sophisticated design for the work of the evaluation
which sought to engage relevant trust staff in the reflective process. This was to be
achieved both by positioning a complementary set of methods within the complex
adaptive system that is an NHS trust; and through regular reviews with our research
partners. We shared our findings on an ongoing basis, both to aid reflection and to
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ensure validation by the participants. This resulted in a complex implementation
model which had to be negotiated with the two ‘demonstration’ trusts and the two
‘reference’ trusts.

The model summarised in Table 2.1 below sets out the framework and, unsurpris-
ingly, evokes our third broad finding: that — while an approach based on reflective
practice is rich and helpful — simplicity, clarity, utility, and legitimacy are key cri-

teria for the design of an evaluation process utilising this principle.

Table 2.1 The evaluation methodology

Phase Method(s) * Participants Key Questions/Outputs
I Preparatory Local HaW. NHS ‘What are the key factors and requirements for
stakeholder Group + in- HaW NHS in this trust?’
KF team + . . .
HEA Field process ternal & ex- What is the most feasible and relevant focus for
1 . ternal HaW NHS in this trust?’
worker Local audit takehold:
SLakeROIerS  Identification of HaW NHS priorities and imple-
mentation plans.
II Planning Reference Diagonal mix  ‘What is the current relationship between
Group I3 of staff workforce health, workplace health activity, and
change in the trust?’
HEA Field- Learning Di-  Core HaW As above, and “"What factors are helping and con-
worke_rI assists  ary I team ¢ straining our planning?’
Z slxsznmng proc Initial analysis of trust baseline position before
planned HaW interventions
III Imple- Local Data HaW Team ‘What is relevant, useful and measurable in rela-
mentation Collection KF Team tion to our interventions?’
Focus Groups ‘What is working well, not so well, not at all, and
why?’
Learning Di- ‘How are we doing? What are we learning? How
ary can we improve? What happens next?
. Observation/ ‘What are we learning?’
HEA Field- . . in to identifv kev impl .
worker acts as Reflection Can we begin to identify key implementation
(with HEA requirements and constraints?’
a resource to X
support fieldworker)
implement- Reference ‘How is the relationship between workforce
ation (See sec-  Group 113 health, workplace health activity and change in
tion 5.4) this trust evolving? How do we know this (evi-

dence?)?’

Analysis of Haw NHS in action
(Chapters 4 and 5)

Cont. next page...
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Phase Method(s) ° Participants Key Questions/Outputs
IV Review Learning Di-  Core HaW As above (implementation)
ary Team
Interviewers Key HaW ‘What is our experience of HaW. NHS in the
NHS team trust?’
members “How is it working and how can it be improved?’
‘What are we learning?’
Cost Benefit Core HaW ‘What is our assessment?’
Analysis Team, ‘What have we learned?’
KF Team
Reference Diagonal Mix ~ ‘What is our assessment of the HaW NHS ‘jour-
Group III 3 of Staff ney’ and its relationship to change in the trust’
Learning Di-  Senior staff ‘What is our progress?’
ary debrief with ‘How do we know this?’
the Core HaW
NHS team
Debrief with Executive de-  Trustboards / ‘What have we learned?’
HEA Field- brief executive As above
1
worker Evaluation Findings
(Chapters 5 and 6)
Notes

1. The HEA fieldworker's action research is described elsewhere (HEA 1998). This tabulation indi-
cates where the KF team reviewed progress and consolidated findings with her.

2. There were pre- and post-staff surveys conducted by IES then CasPE/CHKS (HEA 1995 1998) to
assess the evaluation and impact of HaW.NHS in all fourteen pilot sites and the two demonstra-
tion sites and two reference sites.

3. Reference Groups were also run in the two reference sites.

4 The Core HaW Team consisted of those taking principal operational responsibility for
HaW.NHS. in each trust.

The next chapter reviews the implementation of this methodology. We wish to ac-
knowledge the high degree of co-operation and forbearance of colleagues in the

trusts.

While we received a great deal of positive feedback on much of the work, we also
acknowledge that it was an imposition in tough times and that our shared experi-
ence raises serious ethical questions about the negotiation and implementation of
external interventions, their timing and project management.
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Implementing the evaluation

In this chapter we focus on the positioning and implementation of the evaluation
and our use of qualitative and quantitative methods, including Cost Benefit Analy-
sis.

3.1 Establishing the evaluation process

The initial phase of the evaluation — in which the first trust we had hoped to work
with decided to withdraw from its intended role as the sole demonstration site —
helped us to create the opportunity for a more developed research and evaluation
design. We were able to ‘signpost’ the key issues and create a conceptual framework
for our analysis. This learning was shared with the HEA’s Advisory Group (Febru-
ary 1996) and we were encouraged to take this forward through the phased pro-
gramme of work described in the previous chapter (Table 2.1).

In the two reference sites the relationship between HaW.NHS and organisational
change was being monitored through a minimal intervention of a reference group
process and limited interviews.

In the demonstration sites we were engaged in a continuous and much more signifi-
cant process entailing negotiation about the substantive focus of the local HaW
work. Internalisation of learning resulted both from Linda Seymour’s support (the
‘animateur role’, see below) and the evaluative feedback. This formative process char-
acterised our approach which clarifies evaluation as an intervention within negoti-
ated terms of reference in specified local contexts. The use of Local Stakeholder and
Local Audit processes in the preparatory phases both helped to clarify local work-
place health priorities and to consolidate the scheduling of the evaluation activities.
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—— Changing Local Contexts

e e L2 0 R £

Working

on HaW
Stakeholder, Feedback
Audit — Negotiation Internalisation «—  from
Processes Evaluation

Leaming Work

Fig 3.1 Evaluation as intervention

This mutual exploration was often uncomfortable as well as helpful, requiring con-
stant attention to communications and co-ordination which, in an ever-changing
context, are never perfect! We also knew from our initial work that behind this sim-
ple model lay a much more complex process, linking input (explicit use of resources,
time, expertise, internal analysis, etc.) with desired outcomes: the tangible, and
where possible, quantifiable changes that resulted from the HaW. NHS interven-
tion(s).

This model acknowledges that at a trust level there is both a rational and an emo-
tional process that have to be gone through if resource commitment is to be realised
to support the programme.

Emotional .-
- engagement
« acceptance «

care interface

Source: This model is developed from Prochaska and Di Clemente (1984)

Fig 3.2 The intervention process

Prochaska and Di Clemente’s model has been adapted from their work with people
who are addicted or habituated. Their recognition of the importance of the emotional
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dimension of sustainable change - for the whole service team not just for the ad-
dict/habituee - applies just as readily to workplace health interventions and related
organisational development work.

In the early phases of the evaluation it soon became apparent that while rational en-
gagement with the proposed HaW.NHS programme was achieved in all four trusts,
the emotional commitment was far less evident - especially outside the local
HaW.NHS group. Thus, while a schedule of tasks might be developed (for example,
relating to limited lifting) much less attention was paid to the emotional dimension
of the work as it affected key internal groups and stakeholders.

In every case, as the work of HaW.NHS unfolded, it impacted at a number of levels :
e work practice

e management priority

e organisation culture.

Each project, programme, or initiative could be seen to achieve a degree of integra-
tion that could be mapped in relation to the health outcomes. These would be later
clarified (see next chapter) but the initial framework helped to provide a basis for
assessing the ‘direction of travel’ of workplace health in the trusts:

avoiding harm to health

meeting legal/regulatory obligations

infrastructures that support implementation
e proactive health promotion
e effective communication and dissemination of learning.

We later refined this framework and we also took account of the HEA’s Advisory
Group's advice to develop this model as a potentially useful model.

The risk in the NHS is to limit the use of this matrix by concentration on the “Work-
practice’ element of each workplace health intervention. As we will show in the next
chapter, the degree of management priority is critical if trusts are to embed practices
which begin to characterise a healthy organisational culture — that is, a culture
which positively values staff health through its management and leadership style.
Such organisations constantly ask the question: ‘What shall we do if we really want
to improve things round here?’ Our reflective approach was designed to prompt this
question in a variety of ways — particularly through the focus groups, interviews,
and learning diaries — where the findings were shared with and validated by the
participants. There is no a priori reason why trusts and their management cannot
do this for themselves.
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Potential
impact
Organisationa)%
culture

Management—]
priority

(Degree of Integration?)

Work practice—|

T T % Criteria

Avoid harm Infrastructures Effective
to health which support communication
implementation | and dissemmination

Meet legal/ Proactive ©f learning
regulatory health
obligations promotion

NB. The simpler, refined, model is presented later in Chapter 5
Fig 3.3 Assessing the ‘direction of travel’ of HaW.NHS

From the initial phase we also identified a set of constructs relating to the internal
perceptions of HaW.NHS and its immediate organisational context. We used these
later to interpret our findings — particularly from the two demonstration sites — as
the evaluation project was implemented.

In all four trusts we noted behaviour that tended towards one or other end of the
above spectrum which enabled us to begin to characterise the cultures in which we
were working. The Reference Groups in particular helped us to build a cultural as-
sessment and clarify the influence of significant external or internal change.

The above frameworks were put to use in analysing the material generated by the
evaluation methods noted in Fig 3.4. Before we discuss these findings we reflect on
the work of the evaluation itself and how well, or not so well, the various methods
worked and what we learned from this experience. Again, we commend this frame-
work for use in NHS organisations. Broadly, a shift from the left towards the right is
typical of the shift from a traditional professional bureaucracy towards a learning
organisation underpinned by reflective practice and open communications.
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Motivation

Organisation

Meaning

Perceived outcomes
stained/

Measurement

Fig 3.4 ‘Mapping’ the Response to HaW.NHS

3.2 Implementing the evaluation

We discovered fairly early in our work with the trusts that our design was over-
sophisticated and demanding, particularly for the two demonstration sites. Our goal
was both to generate data for the evaluation and to stimulate and enhance reflective
practice in the trusts. In this we complemented Linda Seymour’s role as ‘animateur’
which focused on the substantive detail of HaW.NHS, while we were concerned
with the processes of change and learning. (see Figs 2.1 and 2.4). That is, our inten-
tion was to understand how good practice in workplace health becomes embedded
practice through the ‘double loop” of learning:

How are we doing at becoming a health promoting (sustaining) trust?

What are we learning about learning to become a health promoting (sustaining)
trust?’

As we explore in the next chapters, the reflective basis of our approach appeared to
ensure that one of these fundamental questions was also challenged and rephrased!
Indeed, a ‘double loop’ for us was that we learned about reflective learning in the
NHS, and that our presumption of a culture that would engage fully with the pro-
posed methodology had to be modified.

This adjustment of our working principles emerged as the evaluation progressed
and as our relationships with the trusts evolved. We were nowhere near as inten-
sively involved as Linda Seymour, so our collaboration and debriefing with her
proved to be a rich source of material too (see Chapter 5).
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The trusts’ evaluation of the evaluation was mixed, critical and developmental. A
number of key factors in sustaining this approach are important to note for those
wishing to take reflective, developmental evaluation further in relation to workplace
health.

Box 3.1 Key factors in sustaining HaW activities -
Basic administration. Ensure that the ‘contract’ is clear in establishing
responsibility for setting up groups, interviews, etc.

Communications and Co-ordination. Clear, open lines of communica-
tion and verification are essential when working with and within busy
trusts.

Language and Meaning. Key words and phrases (e.g. health promo-
tion; occupational health) have different meanings for different people.
Internal and external stakeholders may use the same words differently
... as might evaluators!

Competence and Capacity. Some people are not ‘natural’ reflectors,
and in an over-stretched target-orientated system colleagues often lack
the time and energy for reflective work.

‘Box-Thinking’. The NHS culture encourages staff and managers to
think in terms of structural and functional labels — ‘Health at Work is an
HR issue ... not my problem’. We were fortunate to work with some col-
leagues who thought in terms of processes and who were culturally
sensitive. Yet even they were often labelled and ‘boxed’. Our approach
fundamentally challenged this traditional paradigm.

Listening and Adapting. Responding sensitively to the realities of col-
leagues’ working lives and ensuring that some measure of reciprocity
is retained throughout the evaluation seemed to us to be a fundamental
ethic of the work, which, often because of pressures in the trusts, we .
sometimes struggled to sustain.

At the outset of the project we had hoped to utilise a simple process — OARRs
(agreeing Objectives, Agenda, Rules and Roles) — with the demonstration sites. In
the circumstances such a concerted approach was not feasible. Instead we relied very
heavily on the local managers who had taken (or been given?!) responsibility for
HaW.NHS and its evaluation. These two individuals and their close colleagues were
critical to the ultimate success of the work. (Yet the over-reliance on ‘project champi-
ons’ can be ultimately dysfunctional for workplace health ~ especially if there are
fundamental challenges to be addresssed within the wider organisational culture
which require the attention of the board. The difference between delegation and
‘dumping’ is often marginal!)

24




Chapter 3: Implementing the evaluation

We believe that our evaluative approach was ultimately successful because it culmi-
nated in a set of key findings which make good sense. These findings ‘triangulate’
with the two perspectives offered by the other research partners and they have
helped us develop some frameworks which support a more integrated, organisa-
tionally focused approach to developing workplace health. This learning forms the
body of this report and it is worth reflecting on how the constituent elements of the
evaluation contributed to this emerging ‘picture’.

Elements of the evaluation in practice

We noted in Chapter 2 that a national stakeholder process enabled us to map out the
wider context in which the evaluation was taking place. This process did entail use
of the OARRs process (see above), as did the initial internal stakeholder process in
the two demonstration sites.

Participants in the national group commented very positively on this process and its
wider applicability. Essentially it can help any diverse group come to an agreement
on priorities, goals, responsibilities and how they wish to work well together.

In the trusts the process did not work quite so well, principally because achieving a
good mix of participants is difficult in busy trusts. People don't always turn up
when they don't have to! The level of participation was sometimes a problem for the
focus groups and reference groups also: especially where these depended on ob-
taining a ‘diagonal’ mix of staff from across corporate functions and direct patient
services.

Our approach was, and is, explicitly participative and therefore risky in the current
context. We did have to adjust to a falling off in participation over the life of the
project: including last minute cancellation of interviews. However, we produced a
substantial amount of data, all of which was validated by participants in the various
methods deployed.

An overview of this data gives a picture of the structure and progress of the evalua-
tion (Table 3.1).

All this work was conducted within the time frame of two staff surveys: the first
conducted by IES; the second by CHKS. These studies provided a quantitative an-
choring for our highly qualitative approach.

Feedback from the trusts reinforced our view that the methods were appropriate and
helpful (with the exception of the observations and, to a certain extent, the focus
groups where participation was uneven). Two powerful examples illustrate the
positive points.

First, the writing up and sharing of the strategic level interviews facilitated an open
dialogue about the deeply complex leadership challenges facing trust executives.
Several interviewees commented on the inherent healthy value of this two-way pro-
cess.
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Table 3.1 The evaluation process model

Phase Focus Methods' Data
1 Induction and nego-  Trust priorities and Stakeholder Group Local Priorities Base-
tiation inputs Local Audit line and Csrltena
. . HaW Team® Review
Learning Diary and Reflection
HaW Project Team
2 Implementation and  HaW process and ac- Focus Groups ‘HaW Users’ Experi-
monitoring tivity Observation ence
Learning Dia Interest Groups* Per-
g biary ceptions
HaW Team Monitoring
3 Review and analysis  Reflection and out- Interviews® Key stakeholders in-
comes dependent analysis

Learning Diary®
HaW Team Assess-
ment

(N.B. Table 2.4 sets out the full schedule objectives and participants)
Notes

1. Reference Groups, involving a mix of staff, were run in all four sites and covered phases 1 and 3 in
all sites, and phase 2 in three sites.

2 We endeavoured to include senior and operational staff, clinicians and support staff. Availability
varied considerably as work pressures became more intense (see Section 1, above).

3. The ‘project team’ was the two or three key individuals who took responsibility for the HaW.NHS
work.

4. Observations were almost impossible to organise, principally due to staff sensitivity to any per-
ceived ‘management agenda’. Where they were possible they provide a particular view.

5. ‘Weighted' to obtain strategic management perspectives

6. The formal written recording by trust colleagues was not sustained, but regular review processes
were held and written up.

Second, the reference groups were acknowledged to help staff in all four trusts shape
an analysis of their own organisation and its change processes that was revealing
and constructive.

In sum, we believe we began to develop an approach to evaluation that is inherently
healthy. Next time we will improve it by paying greater attention to project admini-
stration, communications and the ‘OARRs’ in order to respond more effectively to
the inevitable turbulence in NHS trusts.
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3.3 Cost-benefit analysis: the quantitative dimension

Running alongside this qualitative work we collaborated with the two demonstra-
tion sites on two Cost Benefit Analyses (CBA’s) (see Appendix A).

The project Steering Group felt it would be advantageous to be able to demonstrate
that HaW interventions can be a cost effective use of limited resources as well as im-
proving staff health. One of the things we were therefore asked to attempt was a cost
benefit analysis of at least one Health at Work initiative in each of the principal sites
where we were working.

We expected this part to be difficult, and it was — not to do in principle, but to dem-
onstrate anything conclusive in practice. A review of the literature showed few pre-
vious successful examples of cost-benefit analysis of health promotion interventions
in general, or of HaW ones in particular.

CBA played little or no part in initial decisions on investments in HaW

We also found that the decisions to invest significantly in HaW in the two trusts did
not seem to have been very much influenced by expectations of cost-effectiveness.
Decisions in both the cases where we have attempted CBA had already been taken
before any solid information was available about likely quantifiable benefits, and with
only limited information about costs.

Local skills to conduct CBA are patchy

We also found that local capability to undertake CBA is variable. In trust D, the
Health and Safety manager completed a post-implementation audit for the Audit
Commission of the trust’s Lifting and Handling approach, which included most of
the features of a cost benefit analysis, although that was not its major intent. We
have extended it into the form of a CBA, with only limited additional need for in-
formation or analysis — mainly the ergonomics adviser’s assessments of the
amounts of staff time used, and its costs, in the training programme.

In trust C, where staff gym use was the subject, there was no one on site with the
skills to design and implement a cost-benefit analysis, and no one could be identified
in any local or related organisation with the skills, interest and time available to per-
form it. We provided most of the design input, and some more detailed sample de-
sign and questionnaire design advice, to enable the local personnel officer and the
gym manager to implement the data collection, and we performed the data analysis.

Initial decisions were based on other considerations than CBA

In trust D, the decision to proceed with major investment was driven by a combina-
tion of a principled response to the legal requirements of the Manual Handling Op-
erations Regulations 1992 and the determination of several senior managers to im-
prove staff working conditions. The trust had themselves compiled most of the in-
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formation about benefits retrospectively — mainly savings in litigation costs and
claims for damages — and about the capital costs of equipment to support the pol-
icy. We have added an estimate of the staff training costs, based on information sup-
plied by the lifting and handling advisor about the pattern and frequency of formal
training programmes. Training was intensively developed, extremely well ‘mar-
keted’ internally, and has become part of general and nursing management respon-
sibility, and self sustaining. Overall, the investment will have paid for itself in finan-
cial terms in a very few years.

In trust C the subject of our cost benefit analysis was the provision of the staff gym.
Again, the decision to invest in the gym was taken more on principled grounds of
likely benefit to staff well-being, than of expectations of financial payback. It was
(and remains) important that the net cost to the trust is largely covered by the mod-
est membership fees charged (a fraction of the fees for equivalent private facilities).
Space was donated and fitted out, and equipped initially, by a ‘free’ capital contri-
bution from the trust. Ongoing fees should cover the cost of re-equipment when it
becomes necessary.

We hoped to be able to demonstrate improvement in physical fitness indicators, and
a reduction in sickness absence, for a random sample of gym attendees following
their joining the gym. We were in the end unable to obtain ‘after’ figures to match
the ‘before’ fitness indicators collected as part of the induction programme.

Variability in sickness absence rates was also very high between individuals and
over time, so that such differences as there are have no reliable statistical signifi-
cance. It would now be possible to design a larger sample which would provide a
useful degree of statistical significance, but it is not something which attracted great
interest in the trust, and seems unlikely to be attempted locally following the conclu-
sion of our evaluation.

3.4 Implications of the evaluation design:
catalysing reflective practice

A Hawthorne effect for all the fourteen pilot sites

It is important to recognise that from before the outset of this evaluation the HEA
had, quite legitimately, been creating a ‘Hawthorne Effect’ across the NHS. By
agreeing to be pilot sites the fourteen trusts involved altogether in the Research and
Evaluation programme reinforced this effect for themselves. Linda Seymour’s role in
the two demonstration sites further amplified the effect.

We welcomed this on ethical and practical grounds. Our original proposals pre-

sumed that the evaluation would itself be an intervention: both for the trusts and for
HaW.NHS programmes themselves.
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The initial phase of our evaluation helped us to develop the models described above,
and began to surface the issue of reflective practice in the trusts — the HaW.NHS
“learning loop’.

Essentially, by establishing evaluative processes which potentially closed the loop
between strategic intent and HaW.NHS implementation, the trusts were obliged to
reflect on what they were trying to achieve and how they were proposing to do it.

Existing HaW.NHS
Activities & Structures

d \f’
. ’_- 0 0 .

Implementation Priority setting
(Substantive programme (Internal Stakeholder
+ Evaluation processes) Process + audit)

e . © 17
Reflecting : Plan
(informal, ad hoc) ' ' © (negotiated agreement)

Fig 3.5 The HaW.NHS learning loop

Our involvement in the reference and demonstration sites helped staff to
clarify what HaW meant for them

By explicitly working with the local HaW.NHS teams and the HEA’s “animateur’ on
steps (A) and (B) (see Fig 3.5), we ensured that everybody knew what was to be
evaluated, how, when and — most importantly — why. This inevitably stimulated
reflection in the trusts (C), and the point of the evaluative work which followed was
to catalyse a shift from informal, ad hoc reflection, to a more explicit, positioned ap-
proach. Despite the practical and cultural difficulties noted earlier, we recognised
that by the end of the evaluation process as a whole, those who took part in the vari-
ous activities expressed a sense of forward momentum. In particular, the reference
groups (on three sites), the learning diary process, and the key interviews all con-
tributed to a deeper process of clarification which is central to achieving and articu-
lating the embedded learning that underpins shared understanding and changed
practice.

Key factors in the evaluation process
Four factors clearly contributed to the effectiveness of these processes in stimulating
the process of clarification and the consequent learning :

e The organisational context and orientation towards workplace health. (NB See
the CHKS typology which establishes a framework by which this can be as-
sessed.)
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e The skills and perseverance of the local HaW.NHS group

e The substantive contribution of the HEA: through their ‘animateur’, resources,
and wider influence of the facilitation provided by the evaluations

¢ The sensitivity, flexibility and perceived relevance of the facilitation provided by
the evaluation.

While we all learned to develop and improve as circumstances in the trusts changed,
it also became apparent that the evaluation design had begun to catalyse greater re-
flection among the trust staff involved. This enabled a sharpening of focus, particu-
larly through the means of the interviews with key managers and staff, and the ref-
erence groups. The themes which emerged and which were explored during these
later stages of the work are addressed at length below (Chapters 4, 5and 6).

Our baseline picture emerged from the initial phase of the evaluation

The initial work also enabled us to produce a baseline picture of the trusts which be-
came central to the evaluation and grew in significance, both in our minds and in the
thinking of key colleagues in the trusts. These can best be summarised according to
the framework of Fig 3.6, which helped us to tease out the nature the relationships
between changes going on in trusts and local HaW interventions. We have used it to
develop the analysis of our findings from the four trusts (two reference and two
demonstration sites ) described in Chapter 5.

3.5 Using these evaluation tools in your own organisation

During the reviews of this evaluation and our draft reports we have been invited to
make clearer the practical implications of our (highly conceptual) approach. Echoing
Kurt Lewin on the usefulness of good theory, we would venture to suggest that the
models contained in this particular chapter offer a great deal to those wishing to
prepare for, plan and implement workplace health interventions in NHS trusts.

Indeed the recent Nuffield Trust report, Improving the Health of the NHS Workforce
(Williams et al 1998) identifies the importance of addressing the factors we have
noted above, particularly management culture, style and skills:

Our findings reveal the important influence of management style on staff heailth. The
old competitive management culture has begun to change and must continue to do
so. This will require action at all levels: leadership, commitment and investment from
central government... For trust boards, commitment at board level is especially im-
portant. (p30)

30




Chapter 3: Implementing the evaluation

Dimension

Trust response

HaW.NHS implications

External factors

Organisational change
model

Organisational leadership
& learning style

Capacity/positioning of
HaW.NHS programme

National agenda

»
¥

Local priorities
Transformational (radical)

»
v

Transitional (incremental)
Tactical — dependent

Tactical — pragmatic

Strategic — developmental

Professional model
(subfunctional — marginal)

’Ad hoc’ model
(functional — instrumental)

Partnership model
(integral — multicultural)

Structural/programmatic
(and/ or)

Personal & cultural

Dominated by change
agenda

(and/ or)
Pragmatically adapted to
context

‘Leave it to Human Re-
sources’

‘Focus on deliverables’

‘What are we learning & how
can we improve?’

High dependence on spe-
cialist group (e.g. Occupa-
tional health)

Dependence by default on

willing (available) interdis-
ciplinary team

Interdependence achieved
through cross-organisation

teamwork.

Fig 3.6 The ’baseline’ framework

The CHKS Self Assessment Tool (to be published by the HEA in early 1999) will
provide trusts’ management with a helpful baseline picture and an opportunity to
clarify priorities internally and with their local health commissioners. Beyond this
workplace health - recently prioritised by the Government who have clearly noted
the above report - cannot be left reactively to small, committed local teams. Each of
the models described above can be deployed to support the self-management and
organisational learning processes that will begin a sustainable approach to work-
place for local workforces:-

Figure 3.1: Evaluation as intervention

How will the trust, on the basis of evidence provided through stakeholder processes
and application of self assessment, create a cycle which embeds learning from work-
place health interventions?

We recommend that an internal network of workplace health facilitators, reporting
independently to the Chief Executive or her/his nominee, provide regular feedback
from cross-directorate focus groups of staff (say quarterly). These facilitators should
be independently supported.
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Figure 3.2: The intervention process

How will the trust board engage with this process and encourage its use to support
the trust-wide workplace health programme? Try it, with a trusted external facilita-
tor - then take the learning forward.

Figure 3.3: Implementing the evaluation

How can the local workplace health team use this matrix to monitor progress and
take appropriate action? Each ‘box” in the matrix can be given meaning, purpose and
measurable criteria by use of the OARRs process and the outputs of the diagnostic
processes. For example, take a sensitive issue like bullying. In the first ‘box” -
avoiding harm to health and work practices - a number of practical requirements
emerge. First, identifying staff who are at risk in a safe and appropriate way. There is
a growing body of literature available on this subject and about helpful methods -
e.g., the use of a network of ‘confidential friends’, or a staff helpline.

The matrix does become more challenging vertically: ‘What is there in the organisa-
tional culture that fosters bullying?’ ‘How can we address these needs?’ But, if they
are not addressed, the ‘legal regulatory obligations’ are increasingly likely to be
costly (the next lateral ‘box’), let alone the loss of good staff who experience harass-
ment, discrimination and plain abuse. Each box in this matrix is worthy of analysis,
assessment and, where necessary, investment.

Figure 3.4: Mapping the response

What does this framework tell trust management that it does not yet know about it-
self? Where does it wish to position itself in relation to this set of options? What are
the implications for the workforce of such choices? Use of this framework will itself
be a test of leadership style! Starting with a staff perception survey, or with a confi-
dential stakeholder briefing, will help a trust to learn to see itself as others see it.
Powerful and risky..... an essential for a healthy, health sustaining organisation.

Figure 3.5: The HaW.NHS learning loop.

Who owns these reflective process, and how will it connect with the trust business
and strategic planning processes? Very simply, without this work being connected
explicitly to the trust board’s deliberations how will it achieve the workforce capa-
bilities needed in an increasingly demanding context? This ‘loop” was already in
place in three of the trusts in the Health at Work study - out of fourteen.

Figure 3.6: The baseline framework

Where does your trust sit? In the next chapter we shall elaborate the meaning of this
baseline analysis. Readers are encouraged to reflect on it in relation to their own or-
ganisation, and in relation to the CHKS classification of Marginal, Instrumental or
Integrated approaches. This is a new kind of language for trusts in relation to work-
place health.

32




Chapter 3: Implementing the evaluation

Essentially,

Marginal trusts adopted a narrow programmatic approach to workplace health,
barely addressing their legal compliances, and leaving the work to a few isolated
professionals without any consideration of the cultural, leadership and management
dimension of workplace health.

Instrumental trusts ensured that they met statutory obligations and focused on what
could be reported about workforce health on the basis of professionally managed
tasks and activities. They wrongly assumed a causal relationship between workplace
health and reducing levels of sickness absence.

Integrated trusts had begun to relate workplace health to their organisational change
strategy and management development. But, in trusts where a major (transforma-
tional) change programme was in process then there was an increasing risk of the
HaW.NHS team becoming detached and marginalised.

Trust approach had nothing to do with resource pressures. Two with the most “inte-
grated’ approach were among the worst resourced, according to national figures.
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Chapter 4

The evaluation in action: learning from
experience

The purpose of this section is to describe the learning from the use of the different
methods applied during the evaluation in order to tease out the practical experiences
of the four trusts.

4.1 Introductory comments: evaluation, reflection and
action

In the next chapter we provide an analysis of our findings and relate the outcomes of
our work to the CHKS research and to the fieldworker’s role. This chapter attempts
to help readers to develop a ‘feel’ for HaW.NHS in action in the four evaluation sites.

We offer three perspectives:

e That of the local HaW.NHS teams and their contribution to the workplace
health interventions (sourced from the local audits, the learning diary process,
interviews and Linda Seymour’s work).

e That of staff and their sense of workforce health improvement within their local
changing context (sourced from observation, focus and reference groups, and
parallel CHKS work.)

e That of trust management with their responsibility for organisational strategy
and staff development in a complex and rapidly changing context (sourced from
interviews and debriefing with Linda Seymour and CHKS colleagues).

We want to acknowledge at the outset that all four trusts were well managed by any
reasonable standard and each of them had achieved a measure of national recogni-
tion in respect of their performance or aspects of their performance. Also, we found
exceptional and inspiring individuals throughout our work. Yet we were left won-
dering why workplace health was struggling for an appropriately significant place
on the leadership agenda and why, despite growing national concern about
workforce health, the system still relies so much on such individuals and small,
committed, relatively marginalized teams?
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4.2 The workplace health team perspective

The research and evaluation colleagues’ introduction to the local HaW.NHS teams
was negotiated through the process of clarifying local workplace health priorities
and confirming that the implementation of local programmes was both feasible and
capable of being evaluated in the available timescale. The notes of these meetings,
including the local stakeholder process, and the subsequent correspondence, suggest
a number of useful indicators for future work in all trusts.

Managing scope: Although an initial long ‘shopping list” of candidate HaW activi-
ties was produced, once trust colleagues worked co-operatively towards clarifying
priorities an initial consensus on which few should be evaluated quickly emerged.
Our independent facilitation process engendered a sense of corporate responsibility
which really helped to ease the tensions between internal interest groups, each with
their own preferences.

Differential awareness and engagement: However, these initial processes also
demonstrated a range of commitment that went from antipathy (based on mistrust),
through apathy and lack of interest, through token engagement, to sincere, energised
involvement. The local HaW.NHS teams have to live with the reality of this distri-
bution and facilitate participation from increasing numbers of staff and managers.
Making this analysis explicit, and quantifying the distribution - however crudely - is
an important baseline setting activity.

Signposts: Even at this early stage organisational development, cultural and con-
textual factors were being identified. We all could have made more of this through
an open, safe and confidential dialogue. It would have certainly aided process plan-
ning and risk management in support of the local programmes.

Trust: The mutual confidence and professional respect of the HaW.NHS team mem-
bers, both internally and externally, was a key ingredient in getting started. This
work cannot be given to just anyone, and in one trust where confidence in the
HaW.NHS team was failing (for whatever reason) the momentum was rapidly lost.

Finally, it became clear at this early stage that trusts had adopted very different ap-
proaches to assembling and supporting their HaW .NHS teams. We reflect on this in
the next chapter and we believe the choices faced by trusts in respect of the leader-

ship, structure, positioning and recognition accorded to the HaW.NHS team is
crucial to their longer term effectiveness.

Leadership of the team was delegated in all four cases, but the team led by an ex-
ecutive director clearly had the most coherence and influence at all levels in that
trust. Where trusts left things to professional leadership alone (e.g., ‘leave it to occu-
pational health’) the work was marginalised and made relatively ineffective.
Equally, where the trust relied on relatively junior and non-expert leadership, even
with direct accountability to a board director, the HaW.NHS process remained vul-
nerable throughout the period of the evaluation.
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Structures based on tight, multidisciplinary working, that brought together expert
members with committed senior managers, created a sense of commitment and pur-
pose that ‘underwrote’ the work programmes.

Positioning, both in relation to internal communications and senior staff awareness,
was critical to sustaining momentum. In the two trusts that made the most progress
the HaW.NHS agenda was supported by excellent dissemination which continu-
ously linked the programme to trust priorities. In these trusts the Chief Executive
and the project leader developed a shared appreciation of the workplace health
agenda and the trust strategic priorities.

Recognition: Credibility and pride in an important job to be done shines through:
even in very hard-pressed organisations.

As the programmes progressed in the demonstration trusts so we noted new indi-
viduals being drawn into the work. For example, as ‘stress” and “violence and ag-
gression” emerged as issues, so occupational psychology and security staff had a role
to play. This was an uneven, ad hoc process which added to the pressures on the
core teams. The intensity of work pressures and the usual functional boundaries
made it very difficult for the core team to retain an overview. The evaluation process
was both a positive and a negative for HaW.NHS teams at such times: positive be-
cause it helped to sustain focus on agreed priorities; negative because it required the
local team to rebalance in light of new perceived needs.

Quite apart from us the HaW.NHS teams had much more to deal with.

e The impact of structural change which often resulted in a change of manage-
ment style in key directorates. Team members who really know the organisation
and carry high legitimacy are critical in such times because they gain rapid ac-
ceptance in such times. ’

¢ Uneven communications were a real issue - each trust had its “black box" areas
where managers were resistant to workplace health, including matters of legal
compliance.

Health and Safety is worse than in the bad old days of the Unions.

o The lack of strategic organisational and management development created a
highly task-focused culture where staff needs and responses to change were seen
in terms of targets and numbers.

The ‘tick box’ mentality of our trainers is not helping us to get to the managers we
need at the coal face.

Who is left dealing with the people who have genuine problems...?

Does our organisation really have a conscience?
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e Energy and risk are in continuous tension. The HaW.NHS teams were, and are,
in effect, change agents caught up in a demanding work programme, where they
had to be continuously sensitive to the risks to staff and to themselves. This is
potentially energy sapping, despite the real job satisfaction gained as key projects
and activities were completed. However, a shared perception of the degree and
nature of risk was largely missing at the top of trusts. The team’s risk was that
their energy and credibility would both run out and that they would fall victim
to the ‘blame culture’.

Indeed, by the end of the evaluation period it is fair to say that these teams, who had
been pivotal, were in need of a break. One had been effectively disbanded for local,
structural reasons; one had been restructured and was under review as the trust
moved into its next phase of development; and two were reflecting on their next
phase of development in the context of further major structural change.

HaW.NHS has a fragile future in such circumstances and we are drawn to the con-
clusion that too much is expected of such small teams, especially when they are
not empowered to address some of the fundamental factors which impact on
workforce health.

4.3 The staff perspective

Time and again in our work with staff we were struck by their relatively low, rea-
sonable expectations; and by the gap between what they experienced as good prac-
tice and some of their appalling experiences. Trusts are multi-cultures housed in fa-
cilities of very variable quality. Staff know when they are valued and supported in
their workplace, and they know the managers and professionals who recognise this
and respond positively.

The CHKS survey has provided an analysis of shifts in staff awareness and our
qualitative analysis clarifies some of the significant underlying issues that mattered
to the people we observed and worked with in confidential groups.

Several issues stand out.

The impact of HaW.NHS

CHKS have shown that there has been a differential impact across the fourteen trusts
involved in the whole study. Our qualitative assessment in the four sites reflects
their detailed findings on a site-by-site basis. Where there was real measurable pro-
gress the staff we worked with acknowledged evidence of improved workplace
health. They were much more ambiguous in the trusts which had been uneven in
their implementation - reflecting many of the characteristics of the variable experi-
ence of the local teams described in the previous section.

In all four trusts staff appreciated visible, accessible investments in their future
health at work. For example, staff gyms which were professionally run and eco-
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nomically priced were seen as a symbol of good intention. (The CHKS work shows
that actual take-up and use of such facilities was inconsistent across staff groups).
The most effective interventions acknowledged by staff were the highly focussed,
professionally supported projects addressing particular expressed needs: the ‘team
briefing” and lifting and handling’ projects that we debriefed.

The meaning of HaW.NHS

In Chapter 6 we address the different meanings of workplace health that surfaced
during the evaluation. It is fair to say that the programme as a whole had little direct
meaning although, as we have noted above, some constituent elements of the pro-
gramme were highly valued. More important by far was the workplace as a healthy
context, particularly:

e The physical environment. Clear, well-lit, reasonably spacious, and safe were
the basic criteria that really meant something to staff. The range of experience
was enormous: from the up-tuned box in a dirty, narrow and dark corridor
which formed the only space for a break for medical records staff from their over-
crowded office; to the spacious, clean and airy private dining room for consult-
ants .... Staff really appreciated regular cleaning, ‘a lick of paint’, natural light -
‘Little things mean a lot’.

¢ Investment in equipment and facilities. Examples included the installation of
floodlighting in staff car parks; comprehensive deployment of hoists and other
lifting aids; refurbishment of ageing offices and wards; and the use of CCTV. All
these all meant a great deal to staff. Yet their experience was uneven:

The lifting and handling programme is running into the ground because we have to
share equipment. So, in practice it's never there when you need it.

(Our cost benefit analysis shows how short-sighted this particular financial strat-
egy was and is!)

They have really thought about our new buildings, although it's hard to get time to
yourself in these smaller more dispersed units.

e Being recognised, informed and involved. For staff this is all about change,
anxiety and even fear. It really meant something to be continuously and reliably
informed in a context of constant restructuring, rumour and media hype (espe-
cially in the local press), and insecurity about jobs.

For a while everyone felt at risk, then it turned out that no jobs would be lost ... this
time.

We really appreciate all the efforts made to keep us properly informed; but some
managers just don'’t bother, especially when it comes to feeding back our views into
the system.
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The need for an effective, objective, two-way process of informed communication
which enabled staff to assess their situation and their contribution was substanti-
ated throughout all our work (see also Lloyd 1998).

Patchy experience of management. Even in the ‘best managed’ trusts, staff expe-
rience in relation to their health at work was profoundly affected by examples of
poor management practice and behaviour. Staff also recognised that this was of-
ten a ‘two-way street’.

Some individuals and groups just do not want to change no matter how hard our
managers try to help them.

We believe our managers really care about us so we want to work with them, but
some managers in this place are only interested in their own empires and that makes
it really hard for us to work with them. It causes all sorts of problems.

These quotations came from staff from different trusts but they could have come
from any one trust. Staff clearly felt that management style was a critical factor in
the maintenance of their own health at work. How managers enabled them to
deal with change was central to this, including their capacity to deal with staff
who were disruptive and/or resistant to change. The staff perspective surfaced
those key tensions concerning the management role in workplace health.

The manager as facilitator or ‘boss’. As the evaluation progressed so staff ex-
pressed the need for more involvement and dialogue, really appreciating manag-
ers who helped them to manage themselves through change. However, other
staff wanted their managers to make decisions for them and retain the hierarchi-
cal, dependent relationship that inevitably results in “win or lose’ situations. For
example, in one trust HaW.NHS was seen by one group as an opportunity to
blame ‘management’ for lack of progress while, at the same time, other groups
were acknowledging improvement and offering advice on further development.
Many managers appeared to prefer to be ‘the boss” and remain appropriately
distanced from staff and from the HaW.NHS programme. This clearly led to a
‘stand-off’ which blocked workplace health developments. Yet concurrently, staff
talked about managers who acted on a range of workplace health needs treating
it as integral to service delivery and development.

The manager as ‘friend” or “foe’. Change is very, very personal and it was very
clear that some fortunate staff experienced managers who were empathetic, in-
formative, sensitive to personal and workplace needs and the relationship be-
tween the two. These counted as ‘friends’. There were also some managers who
plainly dumped their own fear and anxiety on staff, who were (understandably?)
task and target-focussed, and who appeared to have no awareness of the effect of
their behaviour on others’ health. These were more like ‘foes’.

Over the two-year period the beneficial effect of the former and the deleterious
effect of the latter was evident. We found little evidence that this duality, with its
contradictory effects on staff, was being addressed as a workplace health priority.




Chapter 4: The evaluation in action: learning from experience

e The ‘open manager’ and the ‘manager in denial’. While openness was appreci-
ated by staff it was also clearly perceived as weakness by at least some members
of the diverse trust sub-cultures. Being open by sharing the ambiguity and un-
certainty created by constant change appeared to make staff feel valued and inse-
cure at the same time. Their need for a measure of certainty and direction and for
a sense of a better future could not always be met by managers who were trying
to be open and honest. Staff recognised that such managers tended to work ex-
traordinarily hard in order to try to achieve their objectives and address col-
leagues’ needs. As the evaluation progressed so did stories about ‘burn-out” and
chronic over-working among valued managers. Their denial about their own
health and well-being gave - and continues to give - a confused message to staff
about workplace health as a priority. It was also evident that managers who were
closed and who avoided working with staff on the consequences of change
caused even more concern and anxiety. Their level of denial was pre-emptive
and prohibited dialogue.

In sum, our work with staff revealed the deeper challenge of workforce health im-
provement. NHS staff are only just managing to cope at work. The benefits of well-
managed workplace health interventions can be risked by critical contextual factors,
such as the quality of the physical environment, and plain poor management. Staff
themselves can contribute to the problems by adopting a dependent and negative
stance to change.

Traditional health promotion activities which focus on personal lifestyle change are
peripheral to these deeper organisational and cultural challenges. A good baseline
can be set by focusing on key ingredients:

e Planned, supported and sustained interventions that are capable of measurement
and improvement

e Continuous audit of the conditions that staff work in which result in straight-
forward practical improvements

e A shift towards a communicative management culture which fosters increasing
staff involvement.

This is not a complex agenda. It requires no new knowledge and it certainly would
meet the reasonable expectations of most trust staff. Yet as the previous section indi-
cates, the local HaW.NHS teams faced a considerable challenge. In the next section
we offer insights into the managerial challenge and the uncomfortable perspective of
senior staff.

Certainly, we were left as independent evaluators asking the seemingly naive ques-
tion:

If ‘merely’ sustaining workforce health is such a tough challenge in the work-
place, how much harder will it be to achieve an NHS workforce that is thriving?
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4.4 The management perspective

First, a reflection on process. All the managers with whom we worked commented
that they valued the opportunity to reflect constructively with someone acting as an
independent listener. They were all, without exception, over-occupied and over-
preoccupied. With the exception of the local ‘champions’ of HaW.NHS and work-
place health in general - usually the same person - and despite good intentions, the
programme and its evaluation were continually forced to the margins of their
thinking and energies. One senior colleague has talked of ‘time deprivation’ and an-
other reminded us ‘you need to understand the difference between who is managing and who is
controlling this trust’.

We observed and/or heard about the personal strategies that individual executives
adopted in dealing with the triple pressures of work intensity, time management,
and leadership ambiguity. All were working in a climate of mistrust and damaging
personal history resulting from recent conflicts about contracts and internal market
restructuring:

! do not know if | can be part of the solution because | am very much part of the
problem too.

If | open up about these issues | worry that staff will lose confidence in my capacity to
lead the trust.

| really worry that the latest ‘strategic plan’ will do real harm; but most of my col-
leagues are too tired to address it ... they have just left it to the X’ director and he is
not up to it.

We have just spent 95% of the total negotiation time on 5% of the contract value. |
was here nearly all weekend.

Some of our consultants are great. Others still run things the way they have always
wanted to...

| am ashamed of our lack of progress (on workplace health);, but we are making
enormous strides elsewhere.

Bringing Occupational Health, Health Promotion, Health and Safety, and Health at
Work together in one directorate gives us a better chance for the future.

We are monitoring; we are practical and responsive; we are doing some excellent
work; we will continue to invest in the health of our people; but how much more can
we ask them to do?

These quotations, and our experience, did not reveal a defensive out-of-touch gen-
eration of senior managers - far from it. However, they did reveal a leadership cul-
ture that remains encumbered by real, serious historical constraints.

‘Box Thinking’

First and foremost, ‘box thinking’: the relentless attachment to organisational re-
structuring based on functional and clinical specialisation is at the root of many of
the problems and constraints that we observed. All the trusts we were working in
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were trying to address this cultural impediment with varying degrees of success. So,
why was workplace health so ‘boxed in’, even where a more integrated approach
was being developed?

Preoccupation

Secondly, executives are legitimately preoccupied. The new reform agenda is of such
a scale and scope that untangling past constraints, and creating new, better futures
in an over-stretched present is an inevitable challenge. How can they also implement
workplace health as part of the strategic human resources agenda that is now called
for?

Overload and lack of support for top managers

Finally, who takes care of the health (not illness) of senior managers? We observed
the effects of overwork and anxiety in many senior colleagues. A national pro-
gramme such as HaW.NHS inevitably creates a sense of exposure among senior
staff. Some (a very few) delegated and ignored the programme, the majority ac-
knowledged its importance and tried to fit it in to their ever lengthening ‘horizontal
priority lists’; and a few took the responsibility very personally and exhibited a raw
sensitivity to external evaluators and researchers.

We address the issue of leadership on the final chapter. Here we note the signifi-
cance of personal style and the tension between openness and denial that senior staff
exhibit in relation to their own health and the effect of their behaviour on the health
of others. Some executives appeared to be entirely unaware of the effects they had,
others were extremely sensitive to these issues and ensured that they were ad-
dressed, in confidence, at executive away-days. In the latter cases, and despite ex-
traordinary workloads, workplace health remained a strategic priority and the
HaW.NHS programme was much more connected to the wider change process being
managed in the trusts.

So, to respond to the three issues identified:

The challenge of “box thinking’ relates to the systems of incentives (financial rewards
and career recognition) that exist in the NHS. The high performance ‘high anxiety’
trusts identified by CHKS were completely re-ordering these frameworks and asso-
ciated structures by restructuring the work of staff in accordance with patient/client
processes and pathways. In these transformational organisations the top team were
beginning to invest significantly in transitional leadership development. Traditional
HaW.NHS suffered as a result of serious long-term investment in clinical and service
leaders. This was a brave choice which resulted in significant short to medium term
pain. The next step will be to develop workplace health as an integrating process
enabling staff to work with managers on the continuous improvement of working
practices, communications, physical amenities and personal developments. Will
boards adopt this approach too? Certainly this emerging model of a process-oriented
organisation creates the potential to position the skills of the workplace health team
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to support programmes based on principles of continuous improvement (see also
Dunphy and Griffiths 1998).

Herein lies the response to our second issue. Several trusts were completely reap-
praising their investment in leadership and management development. Traditional
management qualifications and competence-based, assessment-driven programmes
were and are beginning to be challenged. In-house, independently facilitated, action-
learning programmes focusing on intra-personal and inter-personal development,
and on constantly reviewing the changing context of the trust will begin to create
cadres of change facilitators who will support legitimately over-preoccupied strate-
gic managers in sustaining their trusts.

This is long-term, fragile work more akin to community development than tradi-
tional change management (see also Beaty and McGill 1996).

We have partially addressed our third issue. Unless and until boards work reflec-
tively on their own health (not illness) and consider, as they learn, the effects of their
style and styles on workforce health, then successful implementation of HaW.NHS
will remain blocked. We acknowledge the courage and openness of those who had
started down this road, and (in common with many people we interviewed) we re-
main frustrated and deeply concerned by those who are not even aware that this is
an issue. This poses a real dilemma for those charged with delivering the new Hu-
man Resource Strategy for the NHS. Workplace health improvement is essential but
it cannot be imposed. The best management action that we found during this
evaluation does help us all see the beginnings of a way forward. This path-finding
work is as much a matter of will as it is a matter of skill and expertise. The will to be

open, personally and professionally, to feedback and the search for incremental im-
provement.

4.5 Signposts for the future

In the remainder of this report we step back from the immediacy of these findings
and begin to develop some models and frameworks intended to underpin future de-
velopment. The next chapter explores the four trusts as case studies and elaborates
our observations on the importance of the independent external help provided by
the HEA's fieldworker. Then we reflect on the HaW.NHS programme as a whole,
and finally offer our own suggestions and ways of thinking about the challenge of
delivering workplace health. All of this is grounded in our experience of the evalua-
tion described above.

As we have reflected and synthesised from this experience and all the primary data
we obtained we have begun to see the inter-relationship between the three central

processes:

» the HaW.NHS process itself championed and supported by small multidisciplin-
ary teams.
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the trusts’ change processes emerging in very diverse contexts

potential workforce health improvement supported (or not) by the people, prac-
tices and material resources available to management and the HaW.NHS teams.

As our exploration of these processes and their inter-relatedness has progressed,
three straightforward messages have emerged.

A great deal can be done to improve the quality and inherent safety of the staff
experience of the workplace. This is a matter of assiduous, practical day-to-day
monitoring where small improvements are constantly sought - ‘a lick of paint’,
‘better lighting’, ‘clean tables and comfortable chairs’, ‘regular health and safety
checks’. To reiterate: little things do mean a lot and everyone can be given per-
mission to take action.

Openness to change goes along with an open management culture that fosters
dialogue and genuine two-way communications. Audit from the bottom-up and
unblock the blockages.

Workplace health cannot be left only to the HaW.NHS team. They are a rich re-
source to be supported in choosing and addressing meaningful priorities while
everyone else continues to share responsibility for the fundamentals. If staff are
not evidently thriving in their work ... ask “Why?’
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Chapter 5

How are trusts doing at improving
health at work?

This chapter provides an assessment of the findings from the evaluation fieldwork
focusing on the four sites.

5.1 Improvement in the face of the ‘almost intractable’

In Chapter 1 we identified the complex, seemingly intractable agenda facing NHS
trusts. Yet throughout this evaluation we had the opportunity to work with NHS
colleagues who retained an unfailing ability to demonstrate that much could be
achieved despite the growing pressures. Indeed, they demonstrated a talent to turn
the intractable into the ‘almost intractable’ and used that latitude to achieve some
measure of success in relation to workplace health.

Just to sustain workforce health in the current context is a success and any evaluative
commentary which follows must be seen in this light. To do otherwise would be to
devalue the endeavours and integrity of colleagues from the four trusts. There has
been too much unhealthy ‘blame” around the NHS culture in recent years.

This section echoes Ian Cunningham’s helpful evaluative framework drawn from his
work on ‘strategic learning’ (Box 5.1).

Box5.1 %Leeii:nihg to Ii?iprove

What have we ac,hieved?,

e

‘What have we learned?%.
° W

How can we improve?

What shall we do next?

Source: adapted from Cunningham 1994
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Before we move onto an analysis of the work in the four trusts, it is important to of-
fer a general observation about the organisational — as opposed to the systemic —
context of NHS trusts.

The ostensible goal of the ‘internal market’ reforms was to create organisations
which would compete for purchasers’ (Health Authorities, GP Fundholders, etc.)
business within a contracts management culture. Performance would be judged
against criteria of price, activity, and quality. Central government regulation of the
market would ensure public accountability for NHS resources, principally through
the regional offices’ performance management functions. We found that a change of
Government does not cause this to be swept away overnight. Indeed the ‘internal
market’ culture has created significant barriers to workplace health in the NHS.

The pressure cooker effect

We found that, in all four trusts, it has resulted in a general sense of embattlement
and anxiety: what we came to call the ‘pressure cooker” effect. The objective causes
of this effect are easy to identify: cash-limited budgets; compulsory efficiency gains;
ever-increasing activity levels; built-in unfunded cost increases (e.g. salary scales);
and mounting capital costs. Add to this the wider systemic context (see Chapter 1)
and, most significantly, the local style of contracts management, and there emerges a
sense of attrition with little or no hope or remission.

We have got to get away from this ‘unit of production’ model of management
Chief Executive

Relationships (with the purchasers) have been so damaged that there is little or no
basis for trust and cooperation

Trust Director

Fundamental tensions for NHS trusts

Any evaluation of workplace health interventions must take account of this immedi-
ate organisational context. Rumours about mergers, further cuts and reorganisations
pervaded the climate in all four trusts — with good reason, given recent experience
and media ‘hype’ (local and national). For local management this also reflected an
uncomfortable set of tensions between their legitimate source of authority, where ex-
pectations of significant local autonomy were increasingly disappointed as central
control grew; and their adherence to the values of public service as they come into un-
comfortable tension with internal market values as they have been interpreted within
the NHS.
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Central control
Traditional NHS T Highly regulated

Public service > Internal market

>
Social entrepreneurs l Competing entrepreneurs

Local autonomy
Fig 5.1 Fundamental tensions for NHS trusts

These tensions are reflected in staff groups too, and the reference group process was
particularly helpful in identifying a residuum of “traditionalists’. While the days of
the competitive entrepreneur are numbered, managers and professional leaders, in
particular, enjoy social entrepreneurship; yet a high degree of regulation is emerging
with the new White Paper and its proposed centralist institutions (see New and
Klein 1998).

Learning to respond to both social entrepreneurship and regulatory
pressures

In reviewing the local organisational context in this way we found that these recent
changes have created a highly ambiguous situations for a centrally initiated pro-
gramme like HaW.NHS and for the HEA as a Special Health Authority. In commer-
cial terms this could be seen as a complex, shifting market segmentation. But over-
simple commercial concepts are no longer viable.

What we found in broad terms was that the trusts were learning to respond to both
the social entrepreneur model and the regulatory model. The latter is being given
increasing emphasis by the proactive work of the Health and Safety Executive. Cer-
tainly, the animateur role developed by Linda Seymour worked very well in situa-
tions where the former model pertained and, through her substantive expertise, she
could help significantly with the latter. This surfaced another dilemma for the trusts
in setting reasonable priorities within constrained resources and available energy: to
which should they give priority?

49




Chapter 5: How are trusts doing at improving health at work?
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Fig 5.2 The HaW dilemma

‘Social entrepreneurship’ was being (and is still being) demonstrated by individual
practitioners, local multidisciplinary HaW groups, senior managers, and so on. But
Chief Executives can be sacked for failures in compliance. This is a dynamic and
highly context specific dilemma and we hope that the preceding two models will be
of value in helping others to “map’ priorities within a deeper understanding of local
cultural tensions. They can also aid monitoring of the otherwise implicit choices
trusts often make in relation to their investment in workplace health. We believe that
energy is a key human resource that will require sustaining and nurturing as central
to both workplace and workforce health in the NHS.

For example, in one trust there was (and is) a concerted attempt to link the regula-
tory compliances of the Health and Safety Act and the day-to-day practice of opera-
tions managers. In other words, as risks to staff health emerged, so there was an explicit
attempt to share leadership responsibility throughout the organisation: at a corporate level,
through the HaW.NHS group, and through management development. (This energising of

the whole system was responded to positively by staff surveyed in the later CHKS
work.)

Inevitably, this is an uneven process. Trusts are ever-changing multi-cultures and
the overall process of improving/sustaining workplace health takes time. The CHKS
research (HEA 1998) maps out staff perceptions of this change over the period of the
evaluation, and our work has begun to clarify the constraints and opportunities that
managers and professionals must address as they engage with this challenge.

Above all, we want to make it clear that we found no right or wrong answers and no
magic remedies. Each trust started from an historically defined position which cre-
ated its own limitations and potentials for development. Every management team
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faced a ‘horizontal priority list’ in the face of growing demand for direct patient
services.

Our role, together with the other research partners, is to offer some frameworks and
principles that help trusts become the best employers they can be in relation to
workplace health. In relating this to the self-improvement of trusts as they learned to de-
velop sustainable workplace health interventions we identified four key areas of devel-
opment that were critical.

e oy ot B & » ~.§’ i e
i . ‘WBOX 5.2 Four key areasfor devel?ément of HaW
[ S i i [ W % ? % %

‘Organisational ‘desy and%%elopment

Capacity for reflection and self evaluation

Intervention planning and monitoring

Each trust (reference and demonstration) contributed significantly to our findings, so
the analysis which follows is not comparative but affirmative, and to an extent chal-

lenging.

5.2 Trust characteristics and direction of travel

In Fig 3.3 we provided a generalised framework which elaborated the four trusts’
responses to change and the implications that this had for the local implementation
of HaW.NHS. These responses are valid within the reality of local conditions and
available resources. They also demonstrate the choices (explicit and/or implicit)
made by management in relation to sustaining workplace health. Through triangu-
lation with the work of Linda Seymour and CHKS, we are fairly confident of the
analysis and prognosis of ‘direction of travel” that we have identified for each of the

four trusts.

In particular, our analysis mapped directly with the CHKS typology of Marginal/
Instrumental/ Integrated approaches to HaW by trusts.

Trust A has for some considerable time seen workplace health as integral to its or-
ganisational development strategy and had built a multidisciplinary approach to
HaW.NHS involving both specialist staff and line managers. However, during the
evaluation, the need surfaced to develop an even more sophisticated approach as the
pressures of the trust change programme intensified. This was acknowledged by
senior staff, including the Chief Executive, during the final review of our work. It
will entail a detailed assessment of the management development and workplace
health implications of the next phase of the trust’s programme.
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Table 5.1 Trust characteristics and direction of travel
on four important dimensions

Organisational design and development

Characteristics

Direction of travel

Trust A

Long-term, transitional mode! sensitised to lo-
cal conditions

Trust B

Transformational model in response to national
agenda

Trust C

Predominantly structural response to local and
national factors

TrustD

Strategic-structural response in tension with
more tactical-cultural approach

Increasingly strategic and addressing more
persistent organisational needs

Need to address tactical-functional limitations
in face of new needs

Reactive, pragmatic response mediated by in-
ternal process champions

Increasingly process-orientated and integrated

Workplace health capability

Characteristics

Direction of travel

Trust A

Partnership model linking HaW professionals
with line management and range of interven-
tions

Trust B

Potentially blocked by historic structural-
functional arrangements

Trust C

Enriched ‘ad hoc’ model restricted by ‘box-
thinking’ in key areas placing limitations on
available skills

TrustD

Professional model linked explicitly to a strate-
gic-developmental approach

Increasing focus on middle/operational man-
agement development to ‘unblock’ deeper
cultural tensions

Integrated approach to encourage shift from
professional model to more responsive inter-
nal partnership approach

Perseverance resulting in shift towards more
integrated team approach and greater strate-
gic emphasis

Extending awareness and training into man-
agement development agenda
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Capacity for reflection and self-evaluation

Characteristics

Direction of travel

Trust A

Highly aware, reflective approach linking as-
sessment of personal needs (whole life) to
organisational strategies and processes

TrustB

Highly reflective at a strategic level, but patchy
at an operational level; especially where
change is resisted

TrustC

Significant at strategic level, but capacity for
assessment and monitoring limited in opera-
tional management

Trust D

Considerable tactical capability linked to grow-
ing capacity for self-monitoring and assess-
ment

Recognition of need to enhance and extend
self-improvement philosophy to tackle resid-
ual dependency culture

Use of internal contracting to make perform-
ance requirements and monitoring explicit

Cross-organisation working and external regu-
lation (HSE) stimulating recognition of need to
improve, especially in relation to management
development

More reflective, less task orientated approach
emerging: remains blocked in certain areas of
the management culture

Intervention planning and monitoring

Characteristics

Direction of travel

Trust A

Multidisciplinary approach linking three levels
of HaW.NHS (see Chapter 3) to other trust
initiatives

TrustB

Dominated by trust-wide change process

Trust C

At risk of being constrained by relatively iso-
lated position of HaW.NHS team

TrustD

Highly skilled respected team with considerable
tactical awareness

Increasing focus on integration with OD/MD
agenda and implications for ‘whole lives’ of
staff. (e.g. Modelling healthy behaviours).

Increasing focus on integrating HaW.NHS in-
tervention with service development proc-
esses

Create opportunity to work with cross-
organisation ‘change’ team and local muliti-
disciplinary team

Greater integration with strategic change proc-
ess and with management development pro-
cess

Trust B was and is engaged in a major transformational process entailing replanning
and redevelopment of all its clinical services. Concurrently, the workplace health ca-
pability, which was significantly externally ‘owned’, has been subject to radical re-
view. This has left trust B exposed in relation to workplace and workforce health -
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especially as the current tactic of relying on internal contracting is likely to continue
the relative marginalisation of the HaW.NHS professional capability.

Trust C has been feeling its way from an instrumental towards a more integrated
approach. The original motivation (‘reduce sickness absence significantly’) has been
increasingly replaced by recognition within the HaW.NHS that the dominant leader-
ship style tended to disrupt the priority given to workplace health ... until Health
and Safety Executive (HSE) compliance became an issue. Linking with a cross-trust
organisational development initiative offers the best hope of progress, provided that
the capacity to measure progress is strengthened.

Trust D was always determined not to be ‘marginal’. The values of the Executive Di-
rectors and the HaW.NHS team were very clear in this respect. The trust developed
an increasingly integrated approach, building on some highly professional ‘instru-
mental’ interventions. Evidence-based learning and a renewed commitment to
change management development characterised this trust, which made the most
progress in the perceptions of its own staff (as evidenced by the CHKS study).

In each of these trusts we identified a ‘point of departure” where the HaW.NHS in-
tervention risked becoming disconnected from the change management agenda:

Trust A was endeavouring to reconnect, through reflective evaluation
Trust B had created a real fracture that will take much to heal
Trust C was and is struggling to stay connected

Trust D is moving towards measurable integration, despite enormous
atypical pressures.

5.3 The four trusts in perspective:
key lessons for HaW.NHS

What did we learn from working with the four sites?

Each made its own significant contribution. The reference trusts helped us to achieve
a perspective on the impact of change across the “field’, and the demonstration trusts
enabled us to delve much more deeply into HaW.NHS as a process intervention.

TRUST A — Social entrepreneurial style

This trust provided remarkable insight into the management of change, and how a
deeper appreciation of workforce health can aid the management of change by
enabling local leaders to develop more appropriate responses to staff needs. In
this case the work of the HAW.NHS group can be seen as integral to the policies and
practices of sound change management. As the evaluation progressed it became
clear that the long-term service development programme of the trust was beginning
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to come into increasingly acute tension with the morale and motivation of some staff
— and that this was a health issue, at least in part. Even in a trust where change
management had been assiduous, intelligent and sensitive over a long period of
time, the members of the Reference Group recognised that the vulnerability and ill-
health of some colleagues indicated deeper problems:

Change has become very, very personal.

When you change your work-place, you also change your work-mates just when you
need them most.

Staff and clients are growing old together. Is that healthy?

It's hard to find time and space for yourself in the new services.

This was, and is, a trust characterised by ‘social entrepreneurship” and well used to
developing innovative services of acknowledged high quality and responsible effi-
ciency. It was also a trust where there is a culture of openness and honesty in a sector
which, when it comes to workforce health, is pervaded by avoidance and denial.
This culture had been threatened by fear and uncertainty which was felt more in-
tensely by those who were resistant to change and who had been more comfortable
with the dependent culture that had existed when the trust’s services were more
centralised. Also, in common with other trusts, all staff felt the pressures of the in-
creased workloads resulting from new demands and required efficiency gains. Anxi-
ety about the future added to this stress. This was reinforced by a highly troubled
local economy characterised by historically high levels of structural unemployment.

In this trust senior management had responded quickly and appropriately to these
needs by developing and improving information sharing and communications. But
the development of the trust will require a further shift in the transition from de-
pendence towards self-improvement among the increasingly dispersed work teams.
The complexity, intensity and sensitivity of the work will grow, requiring even
greater attention to the risks faced by staff in relation to their health and well being.
Working together, the Reference Group identified the key skills of management in
contexts where change has become “very, very personal.’
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difficult issuef
#Initiating appropnate conversatlons and actlons that are suppor’ave§
and that provide the opportumty tor make positive changes

Encouraging colleagues to be open and self-deternumng
Courage in facing deeply sensitive staff issues ‘square on’

k3
‘Growing’ staff by fac111tat1ng self-lmprovement %nd engagement with
health activities

Reflecting constructively on the consequences of their own actions for
others, including the behaviours they “‘model’

This is a management development agenda that the Chief Executive described as
‘honest’ ... and it is congruent with the culture of trust A; principally because it is rec-
ognised that this is an area for continuous learning and improvement.

TRUST B — High performing, high anxiety

This trust is beginning to develop a similar emphasis on continuous improvement
through the evolution of self-managing teams. This follows a period of considerable
transformational change, where every aspect of the trust’s performance was re-
viewed and reshaped — including the workplace health organisation infrastructure.
As in trust C, the Human Resources (HR) directorate is seen as providing leadership
and co-ordination in relation to HaW.NHS.

At trust B, we found that this set of inter-relationships was being reformulated and
re-established during the period of the evaluation. This coincided with what one
staff member described as the ‘after-shock’ of the major transformational change
programme.

This raised an important set of questions that are still being addressed at trust B:
e What process leadership capacity and competence is needed to support sustain-

able workplace health interventions in an organisation undergoing major struc-
tural and cultural change?
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Occupational health

Management/
organisational <1 "> Health
development promotion

Health and safety

Fig 5.3 HR department as the co-ordinator

How, in a developing organisation, will the appropriate balance between corpo-
rate authority and personal responsibility for staff health be clarified and imple-
mented? (i.e. how will the risks inherent in workplace health be clarified and
shared beyond the minimum legal compliances?)

Given the key role of HR as enabler, how will the transition towards a more inte-
grated approach be managed and resourced?

Our sense of trust B is of a high performing, high anxiety organisation. Transforma-
tional change has been largely successful, but inevitably uneven in its impact. And,
as new workplace health issues emerge — especially violence and aggression, and
stress — so the need to sustain the workplace health agenda and the associated
change management processes become more significant. trust B has initiated a series
of responses to this challenge:

Further development of a culture of multidisciplinarity, which will extend from
direct patient services into the corporate function

Leadership development of doctors and senior nurses based on principles of self
awareness, self-reflection and continuous evaluation and improvement

Growing sensitisation of senior managers to the need for open, two-way, ‘blame-
free’, communication

Collaboration with the network of external agencies who have the ability to con-
tribute to internal process improvement (e.g. the police, local authorities, GP’s
etc.), especially in relation to staff safety and security.

Not all of this is ‘seen’ by staff members, who experience on a day-to-day basis “bas-
tions of resistance’ and ‘lateral disconnections’ between departments,/ patient proc-
esses. Also, the continuing unrelenting pressure of work create a sense of ‘flaky sta-
bility” and little time to stop and think. (Staff bringing their lunch into meetings is a
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very observable symptom). The new formal lines of accountability remain hard to
implement: colleagues are still learning where they ‘fit’, and some middle and op-
erational managers still adopt a “tokenistic” stance towards the change programme.
All-in-all, this reflects a trust undergoing a profound cultural change which reso-
nates with the wider transition of the NHS from a traditional ‘Acute’ model (func-
tionally specialised, reactive, fast and innovative) towards a ‘Chronic’ model (proac-
tive, process-orientated, adaptable, providing continuity).

. t”:j« o E- 4 .
Box 5.4 Five ele‘meﬁis of workplace health to sustain the transition
from ‘acute’ to “chronic’ management models

Invest in leadership development of clmgaansxgndprocess managers
B el R g

Ensure that compliance with all the basic Health andSaf%ty require-
ments really works — a responsibility for all managers -

Provide the resources that enable all individuals to take appropriate
personal responsﬂ;kility for health -

Pay attention to personal security, and to ‘little things” in the working
environment that demonstrate management attitudes to individual
working environments

Improve two-way communication as a means of sustaining commit-
ment and reducing anxiety; especially as the trust’s services continue to

devolve
E

N

This trust’s lack of “ownership’ of workplace health capability was historic and fun-
damentally impaired its ability to develop to integrate workforce health as a dimen-
sion in its transformational programme. It is at risk of remaining stuck in an ‘acute’
mindset when it needs to shift towards "chronic”.

Trust C — Becoming more two-way communicative under a charismatic
style of leadership

This trust focused, inter alia, on the issue of communication. This remained an issue
for staff throughout the period of the evaluation. Achieving effective, two-way,
communications in a large, complex, multi-cultural, ever-changing context is a sig-
nificant challenge, and our work showed that progress was uneven and the impact
was patchy within an overall sense of helpful improvement.

Trust C was, and is, characterised by a charismatic leadership style, where the
strengths of the local leadership are well recognised. But the beneficial effects of dis-
tinctive executive management are limited and, in this case, mediated by a tradi-
tional hierarchical structure and quite a strong sense of embattlement which had
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created a climate of disempowerment among operational staff and their immediate
managers. Consequently, despite an investment in substantive workplace health
needs and in improving two-way communications, the residual culture of depend-
ency on ‘strong leadership’ created an inertia that was hard to shift. Implementing
HaW.NHS surfaced risks and tensions which became more fully appreciated as the
evaluation progressed and as new staff health needs emerged. At the outset of the
work we identified a framework of desired outcomes and associated risks which
characterised trust C. (Table 5.2)

HaW led mainly by HR department

This “agenda’ was seen as primarily the responsibility of the HR team who continu-
ously facilitated workplace health at four levels (and all this in addition to the usual
HR agendat).

e Monitoring and assuring the Sickness Absence policy and processes across the
trust as it was devolved to line management (and having to take it back when
line management began to fail)

e Acting as integrator for the various substantive workplace health activities and
policies (as in trust B, above) including ‘Lifting and Handling’

¢ Providing leadership in relation to the development of two-way communications
across the trust

¢ Enabling change management at all levels in the trust through management de-
velopment, advising and participating in key groups (including those external to
the trust), and taking responsibility for internal change agentry.

Throughout the evaluation work (focus and reference groups, interviews and obser-
vations) we identified the critical significance of this corporate contribution. The
evaluation also identified a number of factors which exacerbated the risks noted
above:

e A persistent anxiety among staff about the future of the trust and, by implication,
their jobs

¢ Suspicion about the management agenda, including concern about the role of
HR, especially in relation to change

e Partial take-up of resources, such as the subsidised gym

e A constant feeling about the lack of attention to the working environment and
the physical conditions under which staff — particularly lower-paid grades —
worked. ’
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Table 5.2 Trust C risk assessment

Desired outcomes Risk factors

Line management ownership Lack of resources committed for implementation of
of Workforce Health as a pri- HaW.NHS

ority Constantly changing management structure
Deficit in people management skills

Limited range of management styles (dominant task ori-
entation)

Uncertain (volatile) external environment

Staff feel more valued Expectations will shift upwards and become unaligned
with goals of the HaW programme

Growing cynicism/scepticism

Morale dropping

Lack of interest/commitment

Impact of external perceptions and ‘politics’

Demonstrable relationship Pay seen by board as a more important motivator
between staff health activity  Not perceived as a workplace issue (boundaries)
and. quality of contribution to Absence of managerial leadership
patient care

Tokenism (another ‘add on’)

Perceived as taking resources from direct care (whose
subsidy?)

Targeted at interested groups only (divisive)

Executive level (and non- Preoccupation with politics, targets and the ‘Task List’
execs?) demonstrate that ‘Lip Service’
they really do value staff and . .
staff health Not an investment opportunity

You show us the ‘value for money’!

‘Little things mean a lot’ referred to the importance of cleanliness, fresh paint and half-
decent rest facilities away from crowded offices or busy wards. (In this trust, more
than in others, we were left with a sense of the “class divide’ in the NHS, with the HR
team facilitating inclusion as best they could.)

All staff directly involved in HaW.NHS also identified two persistent features of the
trust which inhibited progress: the ‘blockage’ at operational management level
which limited the value of communications exercises such as team-briefing; and the
insufficient awareness at board level of the statutory implications of the Health and
Safety legislation. HaW.NHS was being developed in quite a strongly ‘dependent’
culture whereby it was left to the committed few to focus on the priorities. Despite
this, there was recognition that in relation to the gym, healthy diet and other activi-
ties which supported self-help in relation to personal health, the trust was moving
forward as an employer that demonstrably cared about staff health. Similarly, the
lifting and handling and team-briefing exercises elicited much positive recognition.
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Thus, in relation to the first evaluation question, How are we doing at becoming a health
promoting trust?’, the answer was ‘Reasonably well’,

In relation to the second question, What are we learning about learning to become a health
sustaining trust? the answer would be qualified Not well enough ... yet.

The reasons for this are partly historical and partly to do with explicit management
choices about organisational approach and leadership style.

Limited substantive expertise available

Insufficient substantive expertise and senior management commitment was brought
to the key HaW.NHS activities. This was partly because of the constraints on staff
time, but also because ‘box thinking’ inhibited the development of a core team which
had both the knowledge of the organisation and the skills to sustain an integrated
effort. Thus, the HEA’s ‘animateur’ had a great deal to contribute to the design and
support of the work.

Ambiguity in the management culture

There was, and is, an ambiguity about the management culture in a climate of con-
tinuing anxiety and uncertainty. This is being addressed through the creation of
further opportunities for organisation and management development. However,
there appears to be no map indicating the ‘direction of travel.” This reflects, perhaps,
wider cross-county uncertainties.

In sum, trust C is learning about learning to improve workforce health. However,
while the leadership at three levels — corporate, process and operational — remains
only partially engaged with the challenge, the full potential of HaW.NHS will not be
realised. Workplace health is not yet perceived as a positive driver for change at
trust C — more a problem to be tackled. Where it has been tackled positively the rich
potential for the trust and its staff is becoming apparent.

Trust D — Social entrepreneurship in an ever-demanding environment

This trust is historically under-funded, yet has consistently met increasing perform-
ance targets while also achieving ‘efficiency gains’. The constant sense of pressure
experienced by the great majority of staff was captured in one of our group discus-
sions.

In effect this trust is never out of crisis.

Reference Group member

Throughout the period of the evaluation it was evident that senior management paid
constant attention to this intensity of pressure and its effects. They also responded to
new, emerging needs
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was a g'rowmg awareness of managers’ respon51b111t1es n momtorm
the effects of undue stress and in reflecting on their own behaviour
both as role model and as facﬂltator of others’ needs.
a% . ®
Communications were also key: especially style of communications
where ‘good’ managers listened a lot and held frequent useful meet- -
ings, ensuring that staff were kept up-to-date and ‘rumour-free’. They
saw communications as a clear, unambiguous, management priority. -
Others added to stress by relying on ‘trickle down’ of information or, -
worse, by holding onto information as a source of power. (NB. we
found a high level of awareness of ‘good and bad” managers and an in-
creasing willingness to address the challenge — especially where “bad’
amounted to intolerance or even bullying).

Security: the threat and/or incidence of violence and aggression to-
wards staff grew over the period of the evaluation, and the trust man-
agement responded helpfully in a variety of ways; CCTV; training; se-
curity staff, etc. It was recognised that the skills needed in dealing with
(potentially) violent patients and visitors were of a different order (e.g.
dealing with visitors endeavouring to bring drugs into patients who
were also addicts).

Thus, while the overall message was of a trust that was generally well managed and
which did a great deal to sustain staff health in demanding circumstances, there was
a general sense of pressure exacerbated by pockets of poor, uncommunicative man-
agement. In trust D, sound practice was also exemplified by the outstandingly well
managed ‘Lifting and Handling’ programme (see below).

As the evaluation unfolded, the issue of the persistent sense of crisis was addressed

in various ways in a number of the key interviews. There existed key factors which
made this difficult to unblock.

e Attrition in the setting of the trust’s contracts exacerbated by negative, or even
punitive, attitudes towards the trust by purchasers

¢ An uneven response to the new pressures from the doctors: some responding
positively; others resisting change. (Ironically, the most helpful consultants also

generated the most work as they toiled to meet both elective targets and rising
emergency admissions)

e A paper-driven contracts and performance management system which valued

activity and costs over people, and took up a very high proportion of senior
management time.
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* Deliberately ‘planted’ rumours about cuts and mergers in the local press, which
staff found constantly unsettling

* The discontinuities and dysfunctionality inherent in a split-site organisation

* The continuing willingness of staff and managers to over-work and carry ill-
health at work.

Sustaining HaW is becoming recognised as a top management priority

At trust D senior management were beginning to come to grips with these com-
plexities, and recognising their key role in creating a context in which staff could
sustain health. By working analytically (assessing trends and developing an evi-
dence-based approach) and by being prepared to be pragmatic/opportunistic, they
had begun to create an integrated approach which was exemplified by the ‘Lifting
and Manual Handling’ project.

Health and Safety is crucial in giving a positive impetus to workplace health because
it is so pervasive and so obviously focused on staff well-being

Executive Director

(This perception of H & S as being of value ‘beyond compliance’ was not shared by
all managers. In this trust the H & S manager was a valued member of the
HaW.NHS team, yet he had to address internal resistance in some directorates).

The programme of work at trust D is built from developing a set of compliances fo-
cusing both on personal responsibilities for health and on the employer’s statutory
obligations. In order to make this work for ‘Lifting and Manual Handling’ a number
of key elements were implemented (see box 5.6). This on-going programme demon-
strated the real benefits of such an integrated, strategic, approach.

Another project which was not so effectively integrated — especially with regard to
cultural sensitivity in respect of certain staff — was only partially successful, illus-
trating the concentrated effort and high level of skill needed to sustain any signifi-
cant HaW.NHS initiative in busy NHS trusts. This related to ‘Stress Management’
which had been asked for by some key groups of staff. In the pilot stage the pro-
gramme worked very well for clinical service staff, but failed almost completely for a
group of administrative staff. In the latter case it was clear that some members of the
project team were unaware of the sensitivities with which they were dealing. At Di-
rector level a great deal is now being done to remedy this situation.

The emergent cultural challenge

Nevertheless, we identified that trust D is at a key turning-point. The current man-
agement culture is not sustainable, despite its considerable merits, and the risk is
that further structural attempts will be made to address the challenge when a deeper
cultural challenge is emerging.
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A'budgeted plan%,vas created entailing capital and revenue expendi-
ture and including training and on-site monitoring of the newly
trained staff ¥ & . ¥

Cultural sensitivity to support cross-trust implementation in all di-
rectorates was seen as key

Measurement of costs and benefits was implemented, leading to a
shared, meamngful assessment of the return on investment was im-
plemented

Like trust B, trust D is struggling with the shift in emphasis from ‘Acute’ to ‘Chronic’
models of care: the latter being characterised by more process-orientated, whole
health system models of conceptualising care and treatment. For example, in the
‘Chronic’ model, ‘Rehabilitation” becomes a core integrating process, not a bounded
functional department. This emerging realisation raises more fundamental issues
than those originally noted at the commencement of the research and evaluation.

In trust D, senior management have begun to feel their way towards a more process-
orientated, integrated approach whereby workplace health is not impeded or con-
strained by traditional structural boundaries or by the ‘macho” management agenda
which was stimulated and sustained by the internal market reforms.

Management are beginning to admit to their own and others’ vulnerability

The phrase ‘managing vulnerability’ — of self, of others, of services, of contexts —
began to surface, facing senior colleagues with a conundrum. Would explicit atten-
tion to these issues be seen as a sign of weakness, thus increasing the vulnerability
felt by others? By beginning to model new behaviours (e.g. less ‘presenteeism’) and
by developing a more process-orientated internal management development pro-
gramme, it was hoped that a start could be made. An adaptation of the ‘Stress
Curve’ (Teasdale & McKeown 1994) helped to explain the problem.
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Performance Supported response
A Pressured - f) -
Normal response _ . ---""" ?
response

Unsupported
response

System/
personal
failure

Pressure x Anxiety

Fig 5.4 Performance under pressure

Our colleague, Eva Lauermann, points out that not investing in nurturing and sup-
port is equivalent to killing the geese that lay golden eggs — i.e. NHS staff. The
‘Lifting and Handling’ project at trust D was a good example of a well supported re-
sponse, leading to sustained improvement under increasing pressure. Will future
management development programmes be underpinned by similar principles? In
trust D the Chief Executive and Directors are struggling with this personal challenge
of shifting leadership style — despite resistance from some individuals and a con-
tinuing adversarial context locally.

5.4 The emerging role of the ‘animateur’

Central to the HEA's research and evaluation strategy was the appointment of a
field-worker to work with the demonstration sites’ HaW.NHS teams in support of
their implementation process throughout the period of the evaluation. The field-
worker Linda Seymour embodied the NHS-wide ‘Hawthorne effect’ of the HEA'’s
promotion of HaW.NHS. She was in effect an action-researcher with a substantial,
legitimate interest in the research project.

Linda's interest is also substantive. She is a highly skilled and experienced research
and development worker in the fields of health promotion and workplace health.
She also has significant insight into the NHS through her previous role as a health
authority non-executive director and her current responsibilities as a non-executive
director in a community trust.

Moreover, Linda collaborated with the evaluation team in both the national and lo-
cal steering groups and in the local audits, which together helped to define the terms
of reference of HaW.NHS interventions within the trusts. After all, we all had to be
sure that these programmes of work were realistic, appropriate and capable of being
evaluated. Linda’s own record is reported elsewhere (HEA 1998b). (In her report she
explains the evolution of her multifaceted role. “Animateur’ is our term - not hers -
describing the kind of change agentry we now perceive to be necessary in workplace
health.)
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The purpose of this contribution is to reflect on the learning from her role which we
shared formally and informally as the programmes progressed. We have chosen the
term ‘animateur’, which is taken from the community arts field, because it reflects
someone who brings life to a programme both through their expertise and through
their abilities as an enabler of others’ practice and development. This is fairly long-
term ‘catalytic’ work depending very much on the quality of the relationships estab-
lished in the field and the degree of legitimacy accorded to the role and its holder by
key protagonists.

Initially, as ‘animateur’ Linda brought a number of key skills to the local trusts.

Box 5.7 Key skills of the 'anil';\‘\x\?;f%ur

g o ,
»Expertise‘ in the methodologies required to achieve effective nnple—@;;%
mentation of organisationally based workplace health initiatives (e.g.
questionnaire design, running groups and interviews, planning activi-
ties, establishing monitoring and reporting processes)

¢

Information skills and access to up-to-date sources .

Educational skills (especially with regard to the design and dissemina-
tion of materials andﬁ“%ducajgonal programmes) %

Strategies and tac;gcal awareness in relation to the changing NHS
Excellent, relevant networks E

All these qualities were and are necessary, and complemented the available skills in
the trusts to a significant extent. The idea was that colleagues would learn from Linda
by working with her, and this did happen. Deep experience, an eye for detail, high
professional standards and genuine, evident commitment all enhanced the HEA's
contribution to the trusts. (This is a transferable model which could be much further
developed by the HEA by building on its current educational programmes.)

Moving on in the role presents challenges — of trust capability, and of style and in-
tegrity of the animateur

But there are two ‘Buts’. It also became evident that there were two opportunities for
learning that emerged as the work progressed. The first relates to capability and rec-
ognition; the second to style and integrity. They were not predicted. They raised un-

comfortable issues in the trusts for the HEA, and for Linda they created powerful
learning for the future.

Working as an external ‘change agent’ is hazardous at the best of times which is why
the big consultancies operate on the basis of their ‘brand’ and a ‘pre-packaged’ ap-
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proach to diagnosis and implementation. While the diagnostic process for the local
HaW.NHS projects was explicitly managed, the hidden ‘mutual diagnosis’ was on-
going and informal. By learning to ‘live’ with the trust’s culture and dominant style
Linda had to gain legitimacy in both trusts, both at the strategic organisational pro-
gramme (process) level, and at the operational (embedded practice) level.

While the initial stakeholder and audit processes conferred a degree of legitimacy for
the work, she had to establish her own legitimacy at each level as a change agent.
Thus, recognition of her substantive skills was important; but this directly contra-
dicted the other aspect of the animateur role — the need to facilitate ownership of
grounded workplace health practice at all three levels of the intervention. The ani-
mateur’s role is also to facilitate a transition from an organisational culture of depend-
ence through autonomy to self-improvement.

Animateur
role

Former
facilitator

Facilitator

Advisor
Subject
expert
Trust
culture

Dependence Autonomy  Self-improvement

Fig 5.5 Animateur’s changing role and relationship

Assessing progress within, between and beyond these phases is a challenge in itself.
Each can be a ‘long slow bake’ depending on the conditions in the trusts themselves
and the degree of support available to the animateur. We shared Linda’s concern at
the ‘reflector’ phase where it was not at all clear that anyone else recognised its sig-
nificance and long-term importance. (Linda has developed her own model to explain
this evolutionary process.) Anxiety about the need to do something — overempha-
sising the action in the action research model — was also a pressure that was experi-
enced at critical times. But Linda was very clear about the requirements:

Everybody has got to know the ingredients and there needs to be equal involvement
of the members of the internal team.

Forthrightness and clarity are also prerequisites in this messy environment. We all
found that while the ‘Resource’ role/ phase was demanding, facilitating and staying
with the ‘Reflector” role was even more so — both emotionally and in terms of en-

ergy.
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Some HEA colleagues found this considered, process-oriented approach difficult too
and the central pressures to move to ‘Closure’ and then ‘product development’ were
considerable. (This culture is changing — across the NHS and within the HEA — but
there is still widespread impatience with reflective practice.) There was no doubting
the animateur’s capability, but achieving recognition as the process evolved was un-
relenting hard work for the reasons noted above.

This inevitably put pressure on the integrity of the animateur’s contribution. It is
easier to give stakeholders, especially funders, what they want rather than what you
believe they need! In addressing this challenge the issue of personal style became
central.

Personal style, and support for the animateur role

There are as many personal styles as there are change agents and animateurs. We
have noted the following minimum requirements for support and development of
the animateur — especially one who like Linda in reflecting on her chosen style, de-
termines not to ‘feed the beast’ but to ensure that sustainable development does oc-
cur, within the constraints and opportunities of each local system.

In traditional professional hierarchies, change agents are always at risk of being
caught between cultures. When they are working with two or more such organisa-
tions these risks multiply. Yet they often are best placed to monitor congruence be-
tween the purpose of the workplace health intervention, its implementation, and
evaluation. Thus, Linda’s report forms an important connecting piece within the Re-
search and Evaluation as a whole. From observing the consequences of her work and
as a result of debriefing interviews, we were able to identify the critical support
needs for this role which are generic for this kind of ‘animateur’.

It is clear that this project would have been barely feasible without the animateur —
especially in one trust where her depth of experience and expertise was invaluable in
the first, resource, phase. Inevitably this created tensions as the initiative proceeded
and the shift from the safety of dependence took all participants into the really diffi-
cult challenge of delivering sustainable workplace health.

This is where the HEA's tripartite Research and Development strategy paid divi-

dends and offers an important model for future national interventions a workplace
health.
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Deahng with confhct avoidance and‘demal Workplac ‘health raises
s+ uncomfortable home truiths about local conditions and management

; ] ( , h 5] kindof 5z 4|
work). A safe, conﬁdenhal process ‘must be agreed and defined that

g,
enables the animatéur to hand on such issues and not hold th%}n
. %

Networkmg and shared 1earn1ng with other, similar “field
a key responsibility of the ammateur and her/ hl% sponsors

rkers’ is

2
Continuing professmnal 1 d personal development The opportunity
to conceptuahse and reﬂect on the learning ina structured way is val-
ued by animateurs.. (and was sustained in this case) P

Sl

At a local level the skilled use of change agents will become crucial. Linda demon-
strated that the traditional style of consulting can be reinterpreted to provide in-
formed, adaptive support and challenge in varying local contexts. Trusts will have a
responsibility to consider this role, the processes of negotiation and support, and the
way in which they use the OARRs process (see Chapters 2 and 3) to clarify and man-
age the phases of change agentry set out in Fig 5.5 above.
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Chapter 6

What is important to NHS Trusts and
their staff about HaW, and how could
they learn to improve HaW?

The purpose of this chapter is to clarify our overall learning and to link our findings
to those of CHKS in order to focus the key messages of the research and evaluation
programme. We raise some fairly fundamental questions about the meaning, pur-
pose and value of workplace health in the NHS.

6.1 Diversity and confusion about the meaning of HaW is
widespread

We found much diversity of view about what is meant by Health at Work, with sev-
eral groups and individuals saying they wished there were a clearer, and more
widely accepted, description. Because so many interpretations are possible, confu-
sion can easily arise when one person or group uses the phrase with one meaning,
and another person or group ‘hears’ their own meaning which can be very different.

Greater clarity about the meaning of HaW is important
We identified three partially overlapping levels at which HaW can be interpreted:

e Prevent harm: Prevention of injury or harm to staff health from the organisa-
tion’s activities (mostly felt to be linked to Health and Safety issues, but also re-
lated to the pace of work and pressures for change, and to the emerging and in-
creasing risk from violent and aggressive behaviour by members of the public)

e Promote individual health: Positive promotion of individuals’ understanding of
their own health, and influencing it for the better (mostly linked to “traditional’
Health Promotion ideas and actions)

» Integrate HaW with Strategy: Development of an organisational culture which
sees HaW increasingly as integral to the strategy of the trust (broadening much
beyond the established role of Occupational Health, to become much more
diversely influenced, particularly by Human Resources and senior managers
collectively or individually).
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Pictorially, these could be represented as:

Integrate HaW

with str
'"

Fig 6.1 Levels at which HaW can be interpreted

The meaning is rapidly changing to recognise issues of staff mental health, as well as
physical health — particularly as recognition grows of the high levels of stress
measured in the NHS as compared with other organisations, and staff concern about
it as an issue for them (Borrill et al 1996, Patterson et al 1997 & Williams et al 1998).

Organisationally induced stress — from the pressures of work and the pace of or-
ganisational and service change — was widely felt to be important by staff, and ac-
tion should sit partly in the first level (prevention of harm) but can certainly be most

influenced by the third level. (This is now acknowledged in the new HR Strategy for
the NHS.)

Overlapping initiatives also could be interpreted as related — for example, the
Health Promoting Hospitals initiative, and to a lesser degree the Healthy Cities
movement — although some people drew clear distinctions between these and HaW
as they interpreted it. For every trust, their workforce is a key part of the local health
economy and of the local economy. As skill shortages become more critical, experi-
enced and potential new staff will re-assess their value in this wider context.

6.2 Implications for a new style of leadership and personal
responses

Because of the increased perception, and the reality, of the impact of organisational
change on staff health, we believe there are important implications for leadership
style at the top of trusts, for the HEA, and for the NHSE.

Top managers, professionals, and boards need to give careful re-consideration to
where responsibility and accountability lie, if they are to secure widely desired im-
provements in Health at Work. As the risk of harm to staff rises from organisation-
ally induced or organisationally preventable causes, the responsibility for action
needs to move away from the individual (with whom it is predominantly now as-
sumed to lie) towards a clearer management and organisational responsibility. And
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as the nature of the risk changes, the responsibility for action needs to move to where
it can best be dealt with — at individual, workgroup, trust, regional or national level.

We have seen this responsibility taken up and delivered exceptionally well in trust D
in relation to manual handling of patients (and more recently, extending into other
manual handling activities, and VDU use). After initial dependence on the manual
handling specialist, the approach has succeeded in making this a clear, continuing,
and effectively delivered responsibility of senior and middle managers throughout
the organisation. Accountability is discharged through the general and professional
management lines. It is taken seriously at the highest level of executive management,
and by the trust board. The same issue is taken seriously, but less successfully or
wholeheartedly implemented, in another trust.

Leadership styles which are more communicative and participative have been
shown to be associated with lower staff stress levels (Borrill 1996), and are gradually
becoming more widely accepted in principle. They are encouraged in training pro-
grammes and management development processes. However, rising day-to-day
pressures can cause ‘reversion’ to more centralist and authoritarian styles even if
that is not intended (see Chapter 4).

The HEA’s emphasis at policy level is already changing to recognise the developing
agenda. This will need to be carried through into a different kind of relationship
with, and practical help to, hard pressed managers and professionals in the field, not
just through provision of training and materials to health promotion and occupa-
tional health staff. The involvement in our study of an HEA funded ‘animateur’ or
field worker has provided some important pointers to how this might be done dif-
ferently in the future (Seymour 1999).

Given the pressures on senior staff from NHSE and political change requirements,
the NHSE too must be prepared to change its expectations and behaviour if seri-
ous damage to staff health is to be avoided. Implementation of their new HR
strategy will connect closely with the outcomes of this evaluation and the associ-
ated research (see Box 6.2).

6.3 Confusion arises because activities take place on
widely varying scales
We found (as did CHKS in a larger sample of trusts) many examples of HaW related

activity, on a wide range of scales. They could cover a whole spectrum from indi-
vidual projects to (still partial) strategic integration.

Staff or managers didn’t always see the first three sorts of activities as part of any
concerted ‘HaW initiative’, although their potential impact was appreciated, where it
was known about.
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gym, healthy eaﬁng op’aons in :the restaurant; no smokmg pohc1e§§“an

support for staff trying to give up smoking; alcohol and drug abuse g
policies; long-term sickness/ absence follow up, egular newsletter to,.
improve commumca’aons) i —

Processes which fostered 1mproved health at work in- parhcular areas
of the trust (e.g., improved security, and training for staff at rlsk from =
violence or aggressive behaviour in A&E department) y HE

Linked programmes of activity,(e.g., widespread investment in lifting
and handling equipment and training to reduce risk of staff and patient
injury; team briefing to improve communication)

Strategic consideration of HaW which connected with the overall pri-
orities of the trust, organisational and management development

On the whole, trusts corresponding to CHKS's marginal categorisation will be likely
to have activities mainly towards the project end of the spectrum, instrumental trusts
to have a mixed picture, and integrated trusts to have developed a more principled,
programme-linked and/ or strategic view of HaW (HEA/CHKS 1998).

6.4 HaW can be addressed functionally or strategically

Like many other activities in the NHS, HaW can be tackled with some success at a
tactical level, and we saw many worthwhile examples at that level. It is more diffi-
cult, but ultimately, even more successful, if it can also be addressed strategically.

Demonstration trust D and reference trust A were striving to make HaW an active
and more nearly integral part of their overall trust strategy, and beginning to suc-

ceed in that. It was much less clear that this could be the case soon in demonstration
trust C or reference trust B.

Making connections between initially separate activities which can be linked to HaW
can be a useful intermediate stage. It raises the profile of HaW in staff perceptions,

makes it easier for individuals with lead roles to feel supported, and can strengthen
management/ staff relationships.
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In part, our involvement as ‘developmental evaluators’ stimulated or reinforced
such conceptual links by our inclination to see things as connected, where sometimes
others did not, or had not previously. On one or two occasions, however, we were
brought up short when trying to take the connections too far. One sharply delivered
reminder was:

This [HaW] is not trying to turn us into a Health Promoting Hospital — stop using the
phrase ‘How are we doing at becoming a health promoting organisation?’

Project Leader

Changing the name, membership, and remit of steering group(s) or working groups
can signal significant shifts in organisational emphasis between the three levels of
HaW, and mark progressive ‘connectedness’ on the spectrum from individual proj-
ects to coherent trust-wide strategies. (‘Joining up solutions to connected problems’ - an
active, intellectual process which does overtly challenge ‘box-thinking’ such as: ‘leave
it to the Health and Safety Adviser.”)
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6.5 Mismatch between staff expectations and perceptions
of HEA HaW emphasis

Individual health issues are important, but not top of the list for staff

The HEA's role, if recognised at all by staff, was seen as emphasising the promotion
of individuals’ responsibility for their own health, and focused mainly on physical
health. Most activities for which HEA training and supporting materials were avail-
able were seen to be concerned with individual projects and ongoing activities, and
targeted for use mainly by health promotion and occupational health services. How-
ever, the involvement of the HEA field worker catalysed a shift in perception in the
trusts where she worked (see Chapter 5).

Staff welcomed the attention paid by their trusts to physical health matters such as
‘healthy eating’ menus in the restaurant; no-smoking policies and help for individu-
als trying to give up smoking; drug and alcohol policies designed to support staff
with those problems; and health check-ups offered either at ‘health fairs’ or as a rou-
tine activity. However, the CHKS “second wave’ analysis shows an uneven and in-
_conclusive response to such initiatives over the three year period of our work.

Employees valued other trust initiatives such as staff gyms and counselling services,
both for their own sakes and for their symbolic significance. Counselling services
were initially available to staff in hard pressed areas, but later their scope broadened
to all staff. ‘It shows the trust are trying to care for us, and we appreciate that’ (or some
variant of it) was a commonly expressed view in focus and reference groups in the
four evaluation sites. ‘In such turbulent times, even little things mean a lot’ — the effect
on wider perceptions could be much larger than the direct impact of particular ac-
tivities, even quite small scale ones. A sense of being really cared about was much

more important than specific initiatives which focussed on personal responsibil-
ity for health.

Health and safety matters concern staff as well as regulatory bodies

Staff expectations (as evidenced by our reference and focus group discussions, and
the staff attitude surveys done by IES and CHKS) were predominantly concerned
with health and safety issues in the workplace; and with the impact on their stress
levels and mental health of increasingly rapid organisational change, layoffs, and
other factors such as poor communication. These were all matters which boards and
line managers could reasonably be expected to address.

Communications and how organisational change is handled were top of
the list of staff concerns

When it came to issues of stress and general mental health, ‘improved communica-

tions” were high on people’s list of suggestions for improving (mental) health at
work.
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Organisational change was a significant inducer of stress and gave rise to a real con-
cern about how management were handling such sensitive issues. When it comes to
one’s own future role, let alone continued employment in the organisation, ’change is
very, very, personal’ said one respondent. It mirrors the sometimes intensely personal
interaction between a patient and the clinician involved in treatment or care-giving,
however “professional’ the relationship.

Staff told us that they paid more attention to what senior managers and profession-
als do than to what they say, especially if the two are perceived to be different.

This means that the manner in which organisational change is carried through (and
not just how it is talked about) makes a huge difference to people’s ability to handle
it well and constructively, and not see it as something that positively damages their
personal mental health and well-being.

If British Airways’ experience is anything to go by, staff who are treated well can in
turn treat their patients dramatically better (or their customers, in BA’s case). Being
‘treated well’ meant in BA that front line staff were given a strong, shared and ex-
plicit value base, clear leadership with a few firm rules, and wide discretion to act in
accordance with the espoused values. The reverse — asking staff to treat patients (or
customers) well, while they themselves are being treated badly — is not impossible,
but a lot harder. (Of course, even in BA’s case, ‘dirty tricks’ on Virgin could under-
mine staff belief in the reality of the value base. This example is very relevant to both
demonstration sites where a recent history of adversarial relationships characterised
the local context and continued to undermine staff confidence in a better, healthier
future.)

New issues emerged over the period of our study

Over the period of our study, this gap in expectation began to be closed at a policy
level, as the HEA took on board the importance of organisational behaviour on stress
levels and staff mental health, and as other ‘harm-prevention” issues emerged upon
which local management took action — for example, reducing the incidence and ef-
fects of violence against health service staff, and reinvigorating team briefing to im-
prove two-way communication and reduce staff uncertainty and stress about
change.

Organisations’ ability to respond not only to particular issues as they emerge, but
also to address the more general process of continuing organisational learning is cen-
tral. There is a need to learn to expect such change, and plan not only around each
individual issue, but also to plan how to recognise and adapt to continually emerg-
ing further new issues (see Chapter 7).
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6.6 A systemic, authoritative approach is a growing
priority for trusts

We found that preventing a deterioration in staff health was a significant and im-
portant achievement, and hard to manage even in those trusts which were doing
most to promote HaW.

A ‘force field analysis’ of factors favouring HaW and those opposing it would be
heavily weighted towards the latter — for example:

Favouring HaW Opposing HaW
Public and staff expectations Cost pressures
——— ]
Individual enthusiasm Pace of change
R L ——
—
Local champion ’ Communication gaps
h
Staff survey/requests —>
Top managers attitudes (some)/
Top managers attitudes (some) workaholic culture
Team approach > Traditional functional approach
Capacity to manage change <
— ™ Anxiety and uncertainty
«

Fig 6.2 Forces favouring and opposing HaW

Given that the future for trusts is becoming even more challenging than the recent
past, continuing in the same style may become unsustainable. One chief executive
recognised this in his reflection on the contrast between what he believes to be nec-
essary to meet central NHSE expectations of his organisation, and how his actions
are perceived by local staff.

The tension is becoming too great for me to ignore.

Undertaking such a force field assessment will greatly aid this Chief Executive
and his board in analysing their current situation, identifying serious imbalances,

and taking appropriate action. Engaging staff in such a process will help even
more.

Hindering factors need to be reduced for HaW to become a reality in
most trusts

A recognition seems to be growing that without modification of some of the hinder-
ing factors on the right of the above diagram, achieving the higher aspirations with
which we started for HaW will be difficult to achieve on any widespread scale. Trust
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managers cannot do much at present about some of the factors — for example, cost
pressures, the pace of change — which are driven by demographic and political
trends and national health policies (see Chapter 1). They can, if they choose, change
the approach to some of the others — and we saw examples where this has been
successful.

In some of the trusts we worked with, and others with whom CHKS have been
working, communication has been significantly improved through (for example)
better implementation of an existing Team Briefing process, with greater two-way
communication (not just top-down conveying of information from management).

Improving HaW is a complex dynamic with shifting emphases

Breaking down the barriers of too-restrictive demarcations between functions also
helps. We saw the beginnings of trusts using the term ‘Health at Work’ to draw to-
gether Occupational Health, Health Promotion, and Health and Safety work, and
connect it with general development of managers and senior professionals. HR de-
partments can use their influence to foster and sustain some of these connections. In
reference trust B this need had been recognised and the HR director was taking a
lead in recreating a more integrated needs-led system to support workplace health.

6.7 Links to key findings of the IES/CHKS surveys

Through our collaboration with IES and CHKS we identified five potential types of
indicators, relevant to staff perceptions of what matters to them in HaW:

¢ the organisational context

physical and psychological well-being

¢ sickness absence

¢ (changing the behaviour of) high risk groups
e stress.

These link well with our national external stakeholder group’s perceptions. A
healthy workplace, in their view, would have consistent:

e organisational policies

¢ individual perceptions (ideally, of a positive sense of well-being)
e activities directed to reduce preventable ill-health

e managerial / professional / staff / patient relationships

¢ (good) ‘fit" between workgroups and the organisation
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While there isn’t quite a one to one correspondence with the previous list, there is
strong congruence.

Communications and the culture of the organisation were also given high promi-
nence by the national external stakeholder group, with particular emphasis on re-
ducing stress through good communications, by congruence between words and ac-
tions, support of risk taking (vs. blame for failure), and by a reduction in workaho-
lism of senior staff (the last more an aspiration than a common reality). In this they
predicted some key findings from the Nuffield Report by some three years!

Sickness absence measures proved problematic for the wider group of 14 trusts, be-
cause meaningful figures were not obtainable at all in a majority of them. Even
where they were obtainable, they were often only for very recent periods, not wholly
consistent across different departments, or very limited in their analysis of causes of
sickness absence.

The trusts we worked with were selected, in part, because they had good sickness
absence records, actively reported and used. One trust had developed a coherent,
rigorous and supportive approach to managing and monitoring sickness absence,
run centrally by an HR manager, which was working well early in our evaluation
period. When the trust tried to devolve accountability for managing and monitoring
sickness absence to departmental line managers, they found that the reliability and
rigour of the process deteriorated over the period of the evaluation. The trust is now
having to consider re-centralising the process at least in part.

In some trusts, developing the capability to sustain effective workplace health inter-
ventions is not just a rational challenge, but also an emotional one (see Fig 3.2). ‘Re-
lapse’ can occur if the emotional commitment is not sustained. The unrelenting na-
ture of change in the modern NHS can readily result in marginalisation of HaW as
‘just another initiative’. As the pressures continue to build, and evidence from other
sources accumulates, it seems to us that workforce health is becoming the change
management issue.

This convergence — between change management and workplace health — is cre-
ating a new significance for HaW.NHS, suggesting that workplace health will not
only change the skills needed to sustain it, but also the will to address it as a stra-
tegic issue. This is a key message for those concerned with implementing Working
Together - the new HR strategy (Dept. of Health 1998b).

6.8 How could trusts learn to improve HaW:
running up a down escalator

In the present climate of rapid organisational and clinical service changes, for an
NHS trust to prevent its staff’s health from deteriorating is a significant achievement.
So realistic expectations and a more ethical base for action are two factors which can help
the organisation to respond constructively.
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Realistic expectations

Even the senior management groups in the trusts we worked with did not have a
wholly consistent view of what ‘counted” as HaW, so it is not realistic to expect staff
to see different strands as being connected, or to expect strategically directed action
connected to the trust’s overall strategy.

As one reference group put it

[We] didn’t know how much was covered by Health at Work... We learnt more from
the Reference Group meeting than from the [HaW] programme itself... but we need to
see something tangible to keep up momentum.

Given the continuing pressures on NHS management and senior clinical staff, it is
probably more realistic to promote a few projects or programmes really well than to
try to make a difference across the board. We also learned that achieving this level of
focus will continue to require constant board level attention and executive leader-
ship (see Chapter 7).

Ethical base for action

Principled action to respond to whatever are legal requirements or important local
staff concerns is more likely to have a real effect than ‘token’ actions on a wider
front.

Trust D (in our view, and the local staff’s) had done exceptionally well in imple-
menting manual handling improvements throughout the trust. Every part of the im-
plementation programme had had (after some minor initial setbacks) thorough and
motivated support from all levels of management and staff within the trust, under
the overall leadership of the ergonomics advisor. No single aspect was in itself ex-
ceptional, but it is still too rare to find such balanced, principled, and effective action
taking place so coherently, over a whole trust, and becoming so well embedded in
‘the way we do things here.” Plans are in place to follow this through and sustain the
return on investment (see Appendix A — Cost Benefit Analysis).

Recognise the shift in the HaW agenda in setting organisational priorities

As noted elsewhere, both the realities of the environment and staff preferences are
shifting the agenda beyond the traditional focus on Health and Safety, Occupational
Health, and Health Promotion. Emerging issues already include:

 reducing unnecessary organisationally induced stress by managing change more
sensitively, using multiple and frequent channels of two-way communication
with staff, and demonstrate by action that staff mental health matters

e complying fully, and not just in a token manner, with legislative requirements to
minimise risk of harm.
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e pay attention to improve staff security, and training to defuse potential physical
or verbal assault, and to other issues as they emerge, in addition to traditional ar-
eas such as manual handling, hazardous wastes and chemicals.

Use a systematic analytic method of identifying HaW needs and priori-
ties

With our research partners, the HEA and CHKS, and using concepts proven by
King’s Fund Organisational Audit (KFOA, now Health Quality Service, HQS), we
developed an approach and validated checklists which organisations can use to as-
sess their performance in addressing HaW issues. This, or some other systematic
method or methods of identifying the issues that matter, and taking action to ad-
dress the highest priority ones, may help both to give HaW a higher profile, and to
strengthen co-ordination between different and perhaps hitherto unrelated projects
or activities (see HEA 1999).

Develop organisational capabilities and relevant skills

We found three key areas where improved skills and organisational capabilities can
markedly contribute to improved HaW:

e substantive HaW skills
o reflective, evaluative, responsive management

e management development and people skills.

Substantive HaW skills

Subject knowledge in relevant areas is of great value, particularly in the more “tradi-
tional’ areas of HaW such as legislated health and safety matters, knowledge of what
has been found to be effective in promoting individual health for a workplace
population, and in managing occupational health hazards. Our research partner’s
tield work role brought some of these skills to her work in the participating trusts,

and enabled them to taken action with greater speed and confidence as a conse-
quence (Seymour 1998).

Reflective, evaluative, responsive management

The pressures and current culture of NHS management and senior professionals
tend to squeeze out time for reflective practice. The more successful practitioners
made sure at least in some important areas to make the time for reflection, and to
learn from both successes and mistakes.

Evaluative skills, particularly quantitative ones, were less in evidence. Trust D

regularly quantified and analysed progress on Health and Safety matters, and ex-
tended much of the same approach into managing and monitoring progress on
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manual handling policies. Both were accompanied by a successful style and prag-
matic approach which engaged with managers at all levels, and with a wide range of
staff, to ensure the transference of attitudes, approaches, and commitment through-
out the organisation. Unfortunately, the importance of such analysis, let alone the
availability of people locally with quantitative and analytic skills, is not now wide-
spread in the NHS. Recent calls for ‘evidence based management’ have highlighted
this need (eg. Peter Homa and Stephen Thornton at the ‘'NHS 50 Anniversary’ con-
ference).

We were happy to find managers willing to respond to the concerns of staff in all
four of the trusts with whom we worked. Serious attempts were made to frame ap-
propriate responses, even if they were not initially able to be applied everywhere, or
appeared fragile in some places. Strong differences of style did emerge, both be-
tween different parts of the same trust, and between trusts, in the degree to which
action was able to make the desired impact — ranging from substantial success, to
occasional staff reactions of

its just tokenism’ or ‘they say this matters, but when it comes to it, other things take
priority and [this activity — HaW or — usually — some more specific named topic]
gets squeezed instead.

In the next chapter we explore some more congruent and sustainable models for
managing workplace health as a response to this fragility and patchiness.

Management development and people skills

We met, and admired, individuals doing excellently in developing other people and
fostering HaW through strong personal example on particular projects and some
ongoing activities or programmes of work — in counselling people with recurrent
problems of sickness absence; in manual handling; in improving staff communica-
tions; in establishing and sustaining much welcomed staff gyms; in reducing haz-
ards from sharps, chemicals, equipment or the building environment, among many.
However, with the exception of manual handling of patients in trust D, we have yet
to see these become firmly embedded within mainstream management processes
and priorities, measured routinely, and linked directly to the trust’s overall strategy.

As CHKS found, the biggest single concern of staff, and our commonest observation,
was that the way change is managed currently has the biggest impact on staff per-
ceptions of their health at work. All the trusts we worked with were facing signifi-
cant organisational change in response to a whole range of (mainly external) factors
— clinical service reconfiguration, technological development, financial constraints,
professional practice requirements, site reconfiguration, and a whole host of others.
Dealing with this sensitively, or even adequately in current circumstances, needs a
significant increase in organisational as well as personal development. There are no
simple answers, but changing attitudes at the top, and diffusing different methods of
behaviour in organisations, can help. This evaluation has begun to clarify the ‘sign-
posts’ for this emerging agenda of personal and organisational development work.
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Planning for improvement using our emerging frameworks

The self assessment framework mentioned above, derived from work by CHKS and
KFOA (now HQS), can help trusts not only to see where they are now, but also to
plan for improvement. By highlighting and summarising the present pattern of ac-
tivity, it can help trust managers to see what they are doing more as a whole, and not
just as isolated fragments of the HaW jigsaw. By some of its more specific sugges-
tions for how organisational infrastructure to support HaW might be shaped, it can
stimulate change in the focus, linked membership and terms of reference of key
steering or working groups concerned with activities related to HaW.

The HEA is considering a development of the checklists which would link them
more closely with their ten priority areas. Together, the checklists and actions de-
rived from applying them could help to sharpen the focus and improve the trust's
performance on HaW.
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Evaluating the evaluation

In this final chapter we review our learning and identify signposts for future work.

' HaW.NHS can enablé trusts to clarify and develop interventions that - -
sustain workplace health and improve their capability to respond to
major change L I ' &

Failure to address workplace health, through initiatives like
HaW.NHS, is a riskiwhich'trust leaderships increasingly need to ad-
dress B ‘ -

7.1 A reflection on the approach to evaluation

Our role has been to develop and test an approach to evaluation of workplace health
which can act as a bridge between analysis and implementation. Our colleagues
from CHKS, through their analytic and quantitative work, have created and sub-
stantiated a framework and indicators that will enable trusts to assess their own po-
sition in relation to workplace health. Linda Seymour’s story provides a grounding
through two in-depth case studies which explore the challenge of implementation
over a significant period in the two demonstration trusts.

Our approach, reflective developmental evaluation, provides some use-
ful frameworks

Our approach, reflective developmental evaluation, establishes some frameworks
which can aid thinking and planning of workplace health in the context of complex
and demanding change agendas within distinctive local environments. Because we
see evaluation as an opportunity to learn through reflection-in-action and through
reflection-on-action (Schon 1984); and because we firmly believe that summative
evaluation serves formative evaluation — that is, ‘what have we learned’ serves ‘what
are we learning’. We also believe that our contribution is to offer some frameworks,
principles and practices that aid process design. (For example, see Chapter 3.) By
process design we mean the thoughtful, collaborative and explicit choice of a way, or
ways, forward.
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Ethical, usmg ground rules wlruch are negotlated &gd momtored

*Respons1ble in Wthh the part1c1pants agree roles and contrlbutlons
through an inclusive process ® - ®

W
Resourced, to prov1de the means (time, energy, talent, facilities) to en— :
sure 1mplementat1on t 2 = #.

The implementation of processes is messy, ambiguous, uncertain and riven with
‘politics”. They cannot be pre-specified as pathways or protocols — but they do fa-
cilitate relationships, innovation, continuous learning and, hopefully, improvement.
Our simple, generic process model (OARRs — making explicit Objectives, Agenda,
Rules and Roles) underpinned all this work and enabled us to share the two evalua-
tive questions with a variety of willing participants :

How are we doing at becoming a health sustaining trust?

What are we learning about learning to become a health sustaining trust?

Note that the participants changed these questions from the originals we set out with
in Chapter 2.

Three key words — risk, emergence, and leadership

What we learned about workplace health and change ultimately boils down to three
words.

Risk  ®
Emergence

Leadership

All three are very current: risk (Giddens 1997); emergence (Stacey 1994); leadership
(Mant 1997). But until now, they have been loosely inter-related — through sociol-
ogy, organisation development and management development — and, in this case,
they are grounded in the experiences and reflections of our colleagues in the trusts.
Moreover, they have not previously been so explicitly connected to the sustainable
development of the health and well-being of the employees of large organisations —
let alone public sector healthcare organisations.
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Three inter-related processes

We initiated this work by proposing a structured exploration of three inter-related
processes — change management, workforce health improvement, and HaW inter-
ventions (see Chapter 2). By developing a qualitative and varied methodology, and
experiencing its strengths and weaknesses (see Chapter 3), we have shared a process
of learning began to clarify the links between these three processes, and the CHKS
framework:

Minimal action Maximal development
Change management

Proactive
“Transitional

Workforce health improvement
bad Sustainable

Developmental

HaW intervention

Strategic
Integral

Fig 7.1 Processes affecting workforce health improvement

At any time a trust’s mapping against each of these processes will reflect the current
stage of practice: by managers, HaW.NHS groups, and workplace health specialists
(see Chapter 5).

The principal contribution of the evaluation has been to tease out this framework.

This framework surfaces the choices faced by trust management and professionals.

How do we wish to position ourselves — minimal action, or maximal develop-
ment?

Or

What do we do if we really want to improve workforce health?
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Change management
’

|
i p
t

Maximal development

~

A

HaW.NHS
interventions

Workplacé/
health

Fig 7.2 The ‘3D challenge’ of workplace health

This highly conceptual framework sets up some important practical steps:

1.

88

An evidence-based approach will inevitably require some form of monitoring
process which extends well beyond the minimal, more-or-less reliable use of
sickness absence data. Regular (six-monthly?) monitoring from a baseline created
by the CHKS Self-Assessment Tool will provide managers and the HaW.NHS
team with the data they need to address persistent and/or emergent needs.

Staff involvement exercises focusing on communications, appraisal of manage-
ment style(s), responses to change and change management etc. will have the
double benefit of addressing key workplace health issues and meeting one of the
key requirements of the new HR Strategy for the NHS. Surveys, focus groups,
internal consensus conferences - all co-operatively designed with a degree of in-
dependent facilitation - offer well tested means of providing trust leadership
with information about the relationship between management capability and
emergent workforce health needs.

The HaW.NHS team can begin to develop their own force-field analysis (Fig 6.2),
and review it iteratively in relation to the outputs of (1) and (2) above, to provide
an on-going risk assessment of the priorities for planning and action. In support

of planning, in-trust responses can be developed using the guidance contained in
boxes 6.1 and 6.2 above.

Appraisal of the HaW.NHS team, its strengths and needs, can be achieved

through both a peer review process and a regular (say six monthly) debriefing
with the Chief Executive and other board nominees.
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As trusts engage with this evidence-based, reflective approach so they will develop
their own methodologies and tools in order to work incrementally towards an inte-
grated, maximal development approach.

7.2 Responding to emergent workplace health needs

Almost every decision and every consequent action in organisations has implications
for staff health ... and managers are staff too.

In Chapter 6 we identified the three levels of meaning for Health at Work:
e Prevent harm

¢ Promote individual health

¢ Integrate HaW with strategy.

In Chapter 5, we summarised the learning from the four trusts as they began to ad-
dress new and emergent health needs in the workplace. As the evaluation pro-
ceeded, so two issues emerged which have been substantiated elsewhere: ‘stress’
and “violence and aggression’. Both have significant physical and mental health ef-
fects, and both require attainment of a ‘direction of travel” as defined in Fig 3.3 if an
integrated, informed and strategic approach is to be achieved. Each trust was
achieving a measure of success in relation to sustaining staff health in the face of
considerable change. Each trust was also ‘blocked’ in its response and the mapping
framework (Fig 3.4) helped us to interpret our findings in this respect.

When asked ‘How?’ — "How can we more forward in addressing workforce health in such a
rapidly changing context?’, we refer to Figs 3.2 and 3.3, and note that, quite apart from
understanding the local context (the situational aspects), attention needs to be paid
to the emotional and reflective aspects of the intervention, not just its rational as-
pects. The challenge is multidimensional, but we have identified three issues which
put trusts at risk, if not addressed via their staff and accountable executives and non-
executives.

Workplace health skills are critical to longer term organisational success

In relation to working practice it is very clear that, at a time when occupational
health and health promotion are often marginalised in local health systems, the sub-
stantive skills of workplace health professionals are as important as the clinical
skills of other health professionals. There will never be enough ‘animateurs’ to go
around and the meaningful implementation of workplace health needs to extend be-
yond narrow functional interests.

The facilitation of substantive workplace health expertise within the structures of
trusts and the creation of valued inter-disciplinary teams is critical to longer term
success. All four trusts were endeavouring to achieve this from very different start-
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ing points. ‘Box thinking’ by management and by the health professionals them-
selves was the biggest blocker, creating an organisational developmental challenge
for the HaW.NHS teams and the “animateur” alike.

Managerial priority for workforce health is central

In relation to management priority we refer again to the growing substantial body of
evidence (Williams et al 1998) that indicates that “‘management priority’ is the issue.
The management development agenda identified within trust A was echoed by the
Reference Groups in all four sites, and confirmed by Linda Seymour and CHKS's
work.

Workplace health is fundamentally a personal development priority reflecting
person centred management values, and their impact on staff motivation. In the
trusts a degree of sophistication was emerging that helped colleagues identify and
respond to the effects of management behaviour. Two ‘blocks” — traditional hierar-
chical structures, and the sheer scale and complexity of the trusts — provide a per-
sistent challenge to this approach. We hope that the mapping tools provided in this
report can help colleagues to continue to develop their approach in an objective,
blame-free way.

Making the shift from an ‘acute’ mindset to managing ‘chronic’
conditions

In relation to organisation culture we have begun to establish and clarify the nature
of the relationship between the three processes identified in Fig 7.1 above (change
management, workforce health management and HaW intervention). This initial
mapping confronts senior management with the choices they face about the relation-
ship between managed change and workforce health and the risks they are prepared
to take with their own and others’ health and well-being. Behind this set of choices
lies a deeper crisis: that created by the contradiction between the inflexible hierarchi-
cal professional bureaucracies and the growing demands of a population whose epi-
demiology is increasingly characterised by complex, variable, disease processes. In
trust D the Chief Executive and his service directors worked at this tension con-
stantly as they began to unravel the tensions between their own acute and chronic
sectors of provision.

The role of leadership

We firmly believe that the leadership shown by colleagues in the four trusts offers an
insight into the way forward: a way forward that has been teased out by all three
‘arms’ of the research.

Leadership works at a number of levels within a trust, each of which is relevant, in
different ways to sustaining workforce health (see box 7.2).
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i Corporate leadership'est th contextm Wthh health at work:
\elth'er grows or become: margmahsed By ensuring that the basic legal
requirements are explicitly and authoritatively promulgated and by
investing in programmes and facilities which facilitate personal re-
spons1b111ty for staff (e.g., healthy diet, internal communications, staff

gyms) corporate leadership fosters a climate in which staff h%alth can
be seen as mtegral — 'the Way we do things round here’

T

Process leadershlp isa form of professmnal internal change agentry
whereby individuals become increasingly proactive in recognising and
-addressing staff health needs, to a point whereby they, become integral
to the responsible line management of staff groups and teams across
the trust’s functions and services. (€.g., rev1tahsmg two-way team’”
briefing) & &

Leadership for improvement and self-improvement, a desirable char-
acteristic of all managerial roles (functional, professional, medical, cor-
porate) which moves beyond just meeting legal requirements towards
self-managed improvement through continuous learning and devel-
opment (e.g., managers ensuring that the principles and training for
Lifting and Handling become embedded practice)

However, these are not panacea. Research and experience tell us that high levels of
performance are impossible to sustain indefinitely without support. This is why the
‘Health Promoting Hospitals’ initiative seemed such an imposition to our trust col-
leagues. In its own context each trust sustained a remarkable record and there re-
mains great willingness to learn and improve within high professional standards.
Sustaining workforce health and achieving some improvement in key areas is a ma-
jor achievement in the current circumstances. As the ‘Stress” projects in trust D indi-
cated, it is a fragile context in which to work, demanding a high price from those
who take on the risk of leadership, especially where the overlap between sustaining
staff health and managing change is so significant. Then workplace health leaders
begin to uncover both the comfortable and the uncomfortable truths about the effect
of colleagues’ behaviour on staff health. This is where the real test of managing for
improvement begins.

7.3 Beyond the Evaluation: A Contribution to Theory?

Context is (almost) everything

(Sang 1998)

Early on in the evaluation we shared with Linda Seymour a concern that our work
might have been expected to become ‘product development’ for the HEA. Working
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together with the animateur, we would have identified the ingredients of successful
workplace health interventions and reproduced them as generalisable, transferable
products for ‘sale” and use across the sector.

We knew that the trusts could not be treated as a ‘field” for positivistic investigation
and analysis. As we have explored in Chapters 2 and 3, our original design was both
naive and over-elaborate, but it did create the opportunity for significant learning.

First, Linda Seymour’s ‘story’ stands up in its own right and offers significant
learning to be shared with the future external and internal process leaders.

Second, each case study — including the CHKS case material — stands up within its
own context.

Third, in this summative evidence-based reflection, we have begun to develop a set
of frameworks that, with further intellectual work, will offer a fresh basis for ex-
ploring workplace health within rapidly changing and uniquely complex organisa-
tional contexts.

Fourth, others are already moving beyond the limitations of our frameworks and
have begun to address this challenge from a whole system (locality) perspective (e.g.
Kelly 1997). Thus, our contribution to theory, which will be developed collabora-
tively following this report, will endeavour to focus on the key findings from our
work about evaluating complex processes in complex organisations.

Conditions for the process to work

Reflective developmental evaluation can help trusts to create a sustainable set of
workplace health interventions... provided that:

* there is sufficient substantive Workplace Health expertise and reflective capacity
available within the trust

* senior management explicitly choose to share the risks associated with taking on
HaW.NHS in order to prevent relapse to prior conditions (see Fig 3.2 especially)

* the cultural/emotional dimensions of change are addressed as part of an overt
shift from traditional rationalist models of change.

The ‘three tiers” model of workplace health (Chapter 6) is sustainable if the work
practice, management development and organisational development implications
are articulated, analysed and addressed. Cost Benefit Analysis is a potentially help-

ful tool in this analysis when it is linked to all three levels of development (see Ap-
pendix A.)

Health at work is integral to our understanding of the ‘risk society’, and within

this managing emergence in creative, sensitive and meaningful ways is critical to
linking sustained staff health to change management.
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Three styles of leadership practice have been clarified which address the needs of
organisations undergoing the transition from traditional functional models of bu-
reaucracy towards process-orientated models mirroring the individual health jour-
neys of patients, and the personal transitions of staff (Bridges 1995).

Conclusion

This evaluation has created a platform for further research and development in part-
nership with the trusts, the HEA and the wider networks of colleagues who recog-
nise the fundamental importance of workplace health in the national agenda.

Our work has begun to explain the necessary convergence of the processes of pur-
poseful organisational change and workplace health improvement. The HEA’s pro-
gramme has stimulated this ‘healthy convergence’ in some trusts by chance; in oth-
ers by design. We believe that HaW.NHS research partners contributions taken to-
gether and developed further will continue this important systemic change.

Finally, three key questions:
1. For chief executives and their boards:

What is your risk assessment of the relationship between the state of trust workforce
health and the attainment of operational and strategic objectives?

2. For HR directors and their ‘allies’:

What is the relationship between your HR strategy and sustainable workplace health
in the trust?

3. For the HaW.NHS team and its champions:

What will you need most to continue your important work? And, depending on the
answers to questions 1 and 2, what is your prognosis for health at work in your
trust?
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Appendix A

Cost Benefit Analysis - Application

A1. Introduction

One of the often asked questions from hard pressed managers and professional staff
about Health at Work is some version of “Does it pay?”

Given the importance of this question, it is disappointing to find little UK-based
evidence in the literature, or from knowledgeable researchers, on Cost Benefit
Analyses (CBA) for Health at Work. (Some data is available for the US context,
which yields a qualified “Yes” answer for some traditional health promotion and
disease prevention subjects.)

We were asked to attempt to include topics for which it appeared in advance that
adequate data and useful results might be obtainable within the time and resource
constraints of this project, for subjects of potential interest to other Trusts.

A2. Topic selection

Topics selected had to meet several other criteria as well as the actual or potential
availability of data which would enable CBA. They had to be:

e on a significant enough scale so that the potential impact would be detectable,
and would affect a significant fraction of the Trust’s total staff

¢ have started since the launch of the HaW programme by the HEA

e have impacts that could be measured with little additional effort, based where
possible on routinely collected data supplemented if necessary by staff surveys

e have likely impacts on important dimensions identified by the External
Stakeholder group, such as induced stress levels affected by communications
with top management, perceived job insecurity, and physical well-being.

Two topics were chosen at the demonstration sites which seemed potentially able to
provide sufficient information to enable at least a roughly quantified cost benefit
analysis.
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They were:

¢ Lifting and Handling (Trust D)
¢ The impact on staff sickness absence of use of the Staff Gym (Trust C)

Our aims were:

e to define the conceptual basis for CBA for these topics, if possible in a
generalisable way for use on other topics

¢ to see if adequate data exist to enable CBA to be done on an individual Trust
scale, for these topics

e if so, to see to what extent the Trusts needed help in formulating and completing
the analysis

¢ to draw conclusions, if possible, on the balance of costs and benefits, and to
describe what would be needed to apply CBA more widely in Health at Work.

A3. Conceptual basis

The basic general concepts of CBA are well known, and in essence very simple. The
difficulty lies in putting them into practice in particular cases.

In general, one compares the ‘benefit stream’ over time resulting from an activity,
project or programme with the corresponding cost stream. To account for
differences in the timing of costs and benefits, one uses some form of ‘discounted
cash flow” to take account of the greater importance of immediate than more distant
future benefits and costs. It is also important to calculate the benefit and cost streams
relative to some “baseline” of what would otherwise have happened.

CBA should also be relevant to the organisation’s priorities, consider significant
benefits and costs, identify those which are measurable, and where possible translate
those measurements usefully into monetary values, and make them even more

meaningful by using ‘discounting’ to allow for the lessening importance of benefits
and costs further into the future.

Benefit stream
The benefit stream should be identified in a four stage process:

¢ describe qualitatively the types of benefit to be considered, and to whom they
are attributable
* decide which types of benefit are both important and quantifiable

e for these, estimate the quantitative amount of each in appropriate ‘natural’ units
(e.g., numbers of people, lengths of time affected, strength or severity of effect)

* where possible translate from ‘natural units’ into monetary values over a range
of time periods.

A-2
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Then ‘discount’ the monetary values occurring at different times to calculate a
‘present value’” which allows for the lower value of benefits occurring further into
the future than benefits achieved now.

Types of benefit and who obtains them
Benefits of interest will generally include

e improvements in individual or population health (care may be needed to define
the population benefiting), reduction in individuals’ risk of illness or injury,
levels of pain, discomfort, disability, stress, or fear of illness, which in turn may
lead to more directly measurable benefits such as

e Dbetter staff morale and productivity

e reduced time off work

e lower support needs from others (e.g., cover for staff off sick, reduced need for
statutory or unpaid carer support).

They may accrue to individuals or groups (sub-populations), organisations, or
society at large, and a choice needs to be made about which level is most relevant
for a particular analysis. In many cases (and in ours here) the focus will be on
benefits accruing to the employing organisation. However, for some purposes the
focus may more appropriately be on specific population subgroups (e.g., those at
risk of developing cardiovascular disease, or stress related psychiatric illness), and
in other cases on society at large.

Important and quantifiable benefits
Two filters can be applied to select which benefits to analyse in further detail - how
important are they, and how readily can they be quantified.

Deciding on importance requires judgement, and a sense of the relevant criteria to
apply. The criteria may include perceptions by different stakeholders of their beliefs
and values which define for them what is worth looking at. The sheer scale may also
be important - the more people are affected, and the more dramatic the impact on
their health, the more importance one is likely to attach.

Quantification is partly a matter of principle and partly a practical matter -- how
clearly can the identified benefits and beneficiaries be described and counted? -- and
how much skill and effort would be required to measure the effects reliably enough
to be useful? Again judgement is needed, balancing the availability and sources of
skills, and the effort to gather and analyse relevant data.

A4. Data availability and analytic capability in the trusts

Both trusts D & C had high levels of senior management commitment to improving
staff health at work. They differed significantly, however, in the availability and
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application of substantive expertise to both implementation and evaluation of the
impact of their interventions.

In trust D, both the intervention (a limited lifting and handling policy for patient
handling) and its evaluation benefitted from locally available expertise and staff
with substantial dedicated time for this issue.

In trust C, by contrast, there was very limited availability of management time for
evaluating the staff gym investment, and no locally available evaluative expertise.

Lifting and handling

Trust D had already completed the majority of data collection and analysis needed
for cost/benefit analysis after the introduction of its Limited Lifting and Handling
policy, and prepared a report for Trust Management and the Audit Commission (see
below for details of data obtained and used). However, the cost side of their analysis
did not include explicitly the time costs of the ergonomics adviser who spearheaded
implementation, nor the time costs of the very successful and extensive staff training
programme which she initiated. We have attempted to include approximate
allowances for these, based on judgement and notes from interviews and focus
groups about the nature, duration, and extent of these training events in the study
period.

Gym use

At Trust C, the management were concerned to provide the gym at minimal net
ongoing costs to the trust, after the initial donation of space, its refurbishment, and
initial equipment acquisition. In discussion with trust HR staff, we agreed to try to
supplement this with a special data collection exercise to assess the impact on staff
fitness indicators, and on their sickness/absence record.

We first selected a quasi-random sample of just over 50 gym users, then wrote to
them seeking their agreement to obtain data about their gym membership period
and initial fitness status assessment from the gym manager, and their sickness
absence record from trust personnel records. We had also hoped to conduct a second
fitness assessment at the end of the analysis period, but other pressures on the trust
at the time made this infeasible.

We were given very considerable assistance in survey implementation and data
collection by staff in HR, but it is noteworthy that the trust had no access to the
analytic skills needed to plan and design sample surveys, nor to analyse the results
of data collection. No one within the trust, nor in related or neighbouring
organisations (such as a local university), had the combination of skills, time
available, and interest needed, so we had to perform most of these tasks ourselves.
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A5. Balance of costs and benefits: case studies D & C

Lifting and handling (trust D)

Trust D is an acute trust with nearly 3,000 staff. For this trust, an extremely well
implemented programme of investment and training in patient lifting and handling
has paid handsomely - a return on investment of over 30% pa for the first four years
alone. The rate of return should increase further if the benefits continue at the same
rate, and after the initial investment, recurring costs to maintain the training and
equipment should remain relatively low, unless the present low staff turnover
increases markedly.

Broadly speaking, identifiable costs had been recovered by about three years into
the implementation of the trust-wide policy. Future costs will be much more than
outweighed by savings if the experience of the first few years is continued.

The main benefit has been the virtual elimination of serious injury to staff arising
from lifting and handling patients. Financially, this has resulted in dramatically
lower (almost eliminated) litigation costs and anticipated damage claims. Before
implementation of the policy, these were running at a (variable) level of around
£200,000 pa. Nearly £100,000 pa further savings resulted from staff needing less time
off work as a result of serious injury.

Initial capital costs of around £150,000 were incurred over two years for equipment,
the greatest part on patient hoists with an anticipated lifetime of many years, and
minimal annual inspection and maintenance costs. Other less costly equipment such
as drawsheets and patient slides will need replacement more frequently as it wears
out, but ongoing costs are relatively low.

Training costs are hard to estimate reliably, but we have calculated them as
approximately £107,000 for initial training of all relevant staff (mainly, but not
exclusively, nurses, porters, radiographers, and physios), spread over two financial
years. Now that all relevant staff have received initial training it is a matter of
maintaining expertise for existing staff, and providing training for newly recruited
staff, and this is now built in routinely to the trust's management and training
processes at an annual cost of around £47,000. Most initial and ongoing training was
and is provided by a pool of 180 ‘key trainers” who were in turn trained by the
ergonomics adviser. The pool is kept topped up by training replacements in a
similar manner (about 30 in one recent year).

It is particularly noteworthy that the ergonomics adviser was extremely successful
in generating enthusiasm and support from nursing management and ward nurses
themselves - a great tribute to her approach and attitude throughout a long process.

Had this not been the case benefits would not have been so great, nor so extensively
obtained as virtually to eliminate staff injury from patient handling. The trust’s
experience demonstrates the value of learning to ‘do it all the time, everywhere’.
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The calculations which follow demonstrate a real success which was underpinned
by highly effective leadership, executive commitment and substantial expertise.
Without those, the ratio of benefits to costs elsewhere cannot be so favourable, but
even a less dedicated approach should pay handsome dividends.
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Table A-1. Lifting and Handling Cost Benefit Analysis

All amounts in £000 Before After
No. Value No. Value  Annual saving

Benefits - reduction in outgoings
Staff injury claims - number

(note 1) 4 0

Staff injury claims - anticipated

settlement costs (note 1) 200 0 200

Cost of staff absence through

L&H injury (note 2) 100 10 90

Net annual benefit 290 290
Cost in year ...

Costs - programme setup 1 2 3 4

Initial investment - equipment (note 3) 75 75

Initial training (from training cost analysis) 53 53

Additional equipment (note 4) _ 25

Costs - ongoing

Annual training costs (from training cost analysis) 47 47

Equipment replacement - not costed but small - say 5
Total

Total costs, by year 380 128 128 72 52

Net benefit 200 -128 -128 218 238

Annual multiplier

Annual discount factor (note 5) 8% 100% 92% 85% 78%

Discounted benefit (= benefit in year x annual multiplier) 245 226

Discounted costs (= cost in year x annual multiplier) 128 118 61 40
Total

Discounted net present value 124 -128 -118 185 185

(years 1-4 only - increases over longer period)

Return on investment 33% after only 4 years

Notes

1. Trust claims history, and legal service estimate of average settlement (just over £50K)

2. Trust Lifting and Handling Audit

3. Internal note and discussion with ergonomics advisor

4. Discussion with ergonomics adviser - mainly remedying gaps in initial cquipment coverage

5. Annual multiplier = (100% - Annual discount factor)**(No. of years after first year)
hence second year (100-8)% = 92%, third year 92%*92%= 85%; fourth year 92%*92%%*92% = 78%
Annual discount factor - taken as typical UK Treasury discount rate for public sector CBA
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Table A-1. Lifting and Handling Cost Benefit Analysis (cont)

Training cost analysis

Times

Number Days  per year Person
Staff time: of people each per person  days
Of ergonomics advisor (note 1)
Initial training of ward trainers
(first year only) 1 173 1 173
Specialist training (ongoing) 1 23 1 23
Selected new staff, agency &
temporary staff, and isolated
department staff 1 05 40 20
Of trainers (note 2)
Training of original ward trainers 180 4 1 720
Initial training for new trainers 30 4 1 120
Annual refresher 100 0.5 1 50
Of staff (notes 3 & 5)
Ward staff, physios, radiology, et 2150 0.4 0.5 430

Total, staff time at normal daily rate

Notes

1. Assumed payroll cost of £30,000 pa

2. Assumed payroll cost of £18,000 pa

3. Assumed payroll cost of £15,000 pa

4. Daily rates are calculated as (annual payroll cost)/(no. of workdays a year)
- assuming 230 workdays/yr

5. For some staff, the training is fitted into quiet periods, and does not directly result
in additional cost to the Trust, but we have not allowed separately for this
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3
3
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Impact on sickness absence of use of the staff gym

After the initial costs of setting up the gym in a disused linen room had been borne
by the trust, the net running costs have been managed to be near-zero.

Staff in focus groups report feeling better about themselves, and about the trust for
having made the investment in the gym on their behalf.

Have there been additional benefits to the trust in terms of reduced sickness absence
of gym users? Not measurably so, although this may be simply because of the high
variability of individual sickness absence patterns over time, and the practical
limitations placed on sample size.

The table Percent Absence Before and After Gym, by Individual on the following pages
shows by individual the pattern and percentage of sickness absence before and after
the gym opened, and in the period in between opening and individuals’ joining. The
individuals are grouped into six bands (labelled 0-5) depending on their total days
of sickness absence in the analysis period from 1 April 1994 to 31 December 1997.

There is no straightforward interpretation of the data. The lack of pattern is however
consistent with the CHKS finding that trusts can make a systematic difference to
organisationally induced staff ill-health, but 7ot on most measures of individual
lifestyle-influenced health indicators, including sickness absence. This is also
consistent with earlier studies of sickness absence in the NHS (for example,
Seccombe and Turner, 1995).
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Table A-2. Percent Absence Before and After Gym, by Individual

Absence

Band Total

(note 1) days Days Weeks %Absent Days Weeks %Absent Days Weeks %Absent
Age sick Absent Employed (note 2) Absent Employed (note 2) Absent Employed (note 2)

Before Gym Opened Before Joining Gym After Joining Gym

5
61 166 0 196 0.0% 0 3 0.0% 166 135 17.6%
51 183 0 196 0.0% 0 0 0.0% 183 138 18.9%
50 187 3 196 0.2% 184 44 59.7% 0 94 0.0%
37 209 80 196 5.8% 0 27 0.0% 129 111 16.6%
50 745 83 783 1.8% 184 75 41.1% 478 478 16.7%
4
55 94 86 196 6.3% 0 0 0.0% 8 138 0.8%
52 88 26 196 1.9% 41 10 56.2% 21 128 2.3%
42 71 67 196 4.9% 0 17 0.0% 4 121 0.5%
38 84 14 196 1.0% 0 1 0.0% 70 137 7.3%
47 337 193 783 4.1% 41 29 23.9% 103 524 3.3%
3
60 48 21 196 1.5% 0 6 0.0% 27 132 2.9%
57 32 14 196 1.0% 0 54 0.0% 0 84 0.0%
54 33 0 196 0.0% 31 43 10.3% 2 95 0.3%
42 29 8 196 0.6% 6 41 2.1% 15 97 2.2%
38 21 4 175 0.3% 16 63 3.6% 1 75 0.2%
35 21 11 196 0.8% 3 39 1.1% 7 99 1.0%
33 38 29 196 2.1% 0 0 0.0% 9 138 0.9%
26 23 3 175 0.2% 0 1 0.0% 20 137 2.1%
43 245 90 1524 1.0% 56 248 3.8% 81 858 1.6%
2
53 18 3 196 0.2% 12 56 3.1% 3 82 0.5%
50 9 0 196 0.0% 0 0 0.0% 9 138 0.9%
49 14 2 196 0.1% 0 6 0.0% 12 132 1.3%
43 20 4 196 0.3% 0 5 0.0% 16 133 1.7%
39 10 0 196 0.0% 5 61 12% 5 77 0.9%
36 8 1 196 0.1% 0 8 0.0% 7 130 0.8%
34 9 5 196 0.4% 0 1 0.0% 4 137 0.4%
34 17 5 196 0.4% 0 20 0.0% 12 118 1.4%
30 8 0 196 0.0% 3 68 0.6% 5 70 1.0%
28 18 7 196 0.5% 1 39 0.4% 10 99 1.4%
40 131 27 1957 0.2% 21 265 1.3% 83 1117 1.2%
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Absence L -
Band Total Before Gym Opened Before Joining Gym After Joining Gym
(note 1) days Days Weeks %Absent Days Weeks %Absent Days Weeks %Absent

Age sick Absent Employed (note 2) Absent Employed (note 2) Absent Employed (note 2)
1

50 3 3 196 0.2% 0 25 0.0% 0 113 0.0%

42 6 4 196 0.3% 0 0 0.0% 2 138 0.2%

41 7 5 196 0.4% 0 8 0.0% 2 130 0.2%

39 5 5 196 0.4% 0 2 0.0% 0 136 0.0%

36 5 0 196 0.0% 2 64 0.4% 3 74 0.6%

34 4 0 196 0.0% 2 57 0.5% 2 81 0.4%

28 3 0 196 0.0% 0 0 0.0% 3 138 0.3%

26 6 2 196 0.1% 4 64 '0.9% 0 75 0.0%

37 39 19 1566 0.2% 8 221 0.6% 12 885 0.2%

0

57 0 0 196 0.0% 0 2 0.0% 0 136 0.0%

52 0 0 196 0.0% 0 1 0.0% 0 137 0.0%

51 0 0 196 0.0% 0 99 0.0% 0 39 0.0%

47 0 0 196 0.0% 0 9 0.0% 0 129 0.0%

46 0 196 0.0% 0 0.0% 0 134 0.0%

46 0 0 196 0.0% 0 0 0.0% 0 138 0.0%

44 1 0 196 0.0% 0 68 0.0% 1 70 0.2%

43 0 0 196 0.0% 0 80 0.0% 0 58 0.0%

41 0 0 191 0.0% 0 0 0.0% 0 138 0.0%

41 2 0 196 0.0% 2 3 9.5% 0 135 0.0%

39 2 0 196 0.0% 0 20 0.0% 2 118 0.2%

39 0 0 196 0.0% 0 51 0.0% 0 87 0.0%

36 0 0 196 0.0% 0 21 0.0% 0 117 0.0%

33 1 0 42 0.0% 0 10 0.0% 1 33 0.4%

32 0 0 144 0.0% 0 1 0.0% 0 137 0.0%

26 0 0 126 0.0% 0 53 0.0% 0 74 0.0%

42 6 0 2852 0.0% 2 422 0.1% 4 1680 0.0%

Grand Total:
42 1503 412 9466 0.7% 312 1259 4.1% 761 5542 2.3%
Notes

1. Banded by total number of days off sick in whole analysis period (second detail column in table)
2. Based on 6-day "benefit week" - but note that short absences count work days only; longer absences spanning

weekends include non-working days as "absent"
3. Before gym opened - from 1 Apr 1994 (start of analysis period) or start of employment (if later) to 9 May 1995

(gym opening date)
Before joined gym - from gym opening or start of employment, if later, to date individual joined the gym
After joining gym - from date joined the gym to end of analysis period (31 Dec 1997) or end of employment if
earlier
4. "Weeks employed" are displayed to the nearest whole number, but stored as fractions to the nearest day.

Totals shown therefore may not agree exactly because of internal rounding
5. Lines in bold type are averages of the detail in each Absence Band above
6. The opening of the gym approximately coincided with a strong drive by the Trust to manage sickness absence

much more proactively
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AG6. Lifting and handling - specifics

Identify and attribute types of benefit
Types of benefits in lifting and handling could include:

For patients

¢ reduced risk of injury from inappropriate lifting and handling: (e.g., tissue
damage which could result in extra length of stay; pain and suffering; overt
musculo-skeletal injury or even death) *

For individual members of staff:

* reduced pain, discomfort, disability and time off work due to inappropriate
lifting and handling of heavy loads (whether people or - in later exetensions of
the programme in trust D - inanimate objects such as heavy boxes of patient
records)*

¢ reduced concern about lifting and handling

For the Trust

¢ reduced risk of injury to patients, and hence less time off work, fewer claims for
compensation**

¢ Dbetter working conditions for staff

¢ reduced time off work of staff affected by injury caused by inappropriate lifting
and handling, and also fewer claims for compensation**

* lower need for additional staffing to cover for staff off work due to lifting and
handling injury*

¢ less management time taken dealing with the consequences of the above*

¢ lower needs for legal services*

Identify important and quantifiable benefits

Items starred (* or **) above are in principle both important and quantifiable. Those
considered in practice in the Trust's own analysis have a double star (**).

Quantify in natural units

Patient time off work can be counted, and attributed a degree of severity (for
example, as a minimum, the duration of disability); or classified in various ways
beyond that.

Typical problems include inadequate or incomplete recording systems, missing or doubtful
classification details, and limited information about the severity or duration of disability.
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Staff time off work can be totalled by staff grade (and optionally, by department or
responsible manager)

Typical problems again are incomplete, unreliable, inconsistent, or unclassified data,
limited or inconsistent information about staff grade, department, or manager. For
example, in the twelve Trusts included in the CHKS research data, only four had
reasonably comprehensive and accessible sickness absence recording systems, all
introduced only in 1995 or later, precluding longer term analysis with any validity.

The need for staff cover for injured staff can be estimated using a combination of
quantification of the amount of time off work from this cause, records of the total
use of agency, bank, or replacement staff, and judgement about the extent to which
the former required the latter.

Data on staff absence may not be classified by cause in a way which makes it easy (or even
possible) to extract only that due to lifting and handling injury. Agency and bank staff
usage is usually available at least in total, although it may be harder to access from any
central source. Judgements by experienced staff for a selection of departments or
directorates may be needed to estimate what proportion of absence due to lifting injury is
in practice covered by additional staff, or absorbed by existing staff. Individual cases of
long-term sick leave, requiring replacement, may need to be analysed to uncover these
costs where a replacement ‘post’” is needed rather than temporary cover.

Cases requiring legal services can be analysed by cause and counted, the time
required from legal advisors can be recorded (for internal staff) or directly estimated
as monetary amounts paid to external legal staff employed.

If legal services are contracted internally, staff time records may provide required
information. If legal services are externally contracted in, accounting records or more
detailed departmental records may need to be examined to identify those relating to lifting
injury cases.
Claims for compensation from patients or staff can be counted and classified by
expected likelihood of settlement, expected cost of settlement, etc.

Usually, the number of such cases per Trust is small enough to allow manual analysis and
classification of individual cases.

Express in monetary values

Translating the quantified benefit stream into monetary terms involves making
some further judgements. First, what conversion rates should be used - how much is
each natural unit worth? Second, against what alternative is the cost to be estimated
- what is the baseline for comparison? In most cases, the baseline is the current or
recent past actual or estimated level of benefits and costs, and the comparison is with
the projected or now current level of benefits and costs following the introduction of a
Health at Work programme - in this case, to improve Lifting and Handling.

Patient time off work will not cause a cost to the Trust unless a claim for
compensation is made and paid. If it does result in a claim, its costs will be picked
up under that heading.
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Only if social cost benefit is being attempted will there need to be an estimate of cost made
directly under this heading, and in principle it should take account of the patient’s current
and anticipated income loss, for as long as the injury has an effect. For retired people, and
others not in paid employment, other and more difficult considerations arise, not covered
here.

Staff time off work can be valued either at the ‘worth’ of the time paid for but not

available, or by the cost of staff employed to do the work instead (see below), but not
both.

Minor variations in conversion rates will be caused by decisions on whether to value the
time at the average pay rates for the staff grade or actual pay rates for individuals, and
whether to include or exclude proportionate allowances for ‘normal’ levels of public
holidays, overtime, sickness, vacation, maternity leave, etc. Allowances need to be made
too for related employer’s payroll costs - National Insurance, pension contributions, etc.

Finance and payroll departments can usually provide helpful advice on reasonable
assumptions to make.

The need for staff cover when quantified using judgement can be valued similarly to
staff time, but the basic pay rate will usually be significantly higher.

Some of the same considerations apply as for costing internal staff, except that any
allowances for NI, holiday, sickness, and maternity cover are normally included in the rate
paid, as will commonly be an agency fee.

Cases requiring legal services can be costed either in total (based on analysis of
historical records of legal fees paid for legal services related to lifting and handling
injuries) or by counting cases of different complexity and estimating the impact of
reduced injury on the total number and proportions of future injury cases.

Compensation claims can be estimated historically, and compared with actual or

estimated reduced costs of claims after the introduction of the lifting and handling
programme.

Future estimates can be based on experience elsewhere of the degree of reduction expected
or experienced in claims of different severity. Estimating the likelihood of existing pending
claims being paid in future may require analysis of past settled claims, or even the services
of an actuary or legal expert. The Medical Defence Union may have estimates available of
the average compensation awards of ‘similar ’cases.

Cost stream

Principal elements in the cost stream are:

e equipment purchase
e staff training

¢ management and audit time
Equipment purchase

In Trust D, a wide range of equipment was purchased over two financial years, to
enable the present Limited Lifting and Handling Policy to be implemented.
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The biggest element of the purchase was patient hoists - one for each ward and
A&E, and for a few outpatient areas and other departments which were not close to
a ward from which a hoist could be borrowed quickly when required.

Other patient movement-enabling equipment includes patient slide sheets, draw
sheets, ‘banana boards’ and other slides/turntables (for moving patients e.g.
between bed/chair/wheel-chair/toilet seat etc.), support platforms for use at the
bedside, foot supports for bed-ends, and armrests for bed heads. Some
slide/turntable equipment originally designed for ambulance road-accident rescue
was tested, and acquired for in-hospital use (it is now being re-marketed as such by
the manufacturer). Some special sheet slides and drawsheets are being made in
existing hospital sewing facilities, for no more outlay than raw material costs
(typically £5-£15 per sheet, depending on design).

Staff training

Staff training has involved all nursing and some other patient-handling staff, and is
now a routine responsibility of departmental managers. The staff time taken can be
estimated, and costed in the same way as for staff time off work described above.
Initial training was provided by the ergonomics adviser, and a proportionate
amount of her time can be estimated and costed similarly.

Management and audit

The staff training programme, and the overall process of managing the Trust policy
on lifting and handling, is audited regularly. This involves annual documentary
review and audit, and a more frequent but less formal series of meetings of nurse
managers and key trainers to review progress, develop procedures for uncommon
or new lifting and handling requirements, and suggest improvements to the way in
which patient movements are dealt with.

In principle, the time involved could be estimated and costed. This has not been
attempted so far, as the information is not systematically or centrally recorded.
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A7. Use of staff gym - specifics

Identify and attribute types of benefit
Types of benefits in use of the staff gym could include:

For patients

e improved mobility, fitness, and reduced risk of cardiovascular disease or
symptoms (not the main focus of this analysis)

For individual members of staff:

e improved fitness and general health, leading to better quality of life, sense of
well-being, and less time off work. Possible reduction in perceived individual
stress levels, and improvement in physiological health risk factors such as resting

and exercising heart rate, blood pressure, lung capacity and peak airflow,
muscular strength, body mass index etc.

For the Trust

¢ reduced patient mortality and morbidity following treatment (the gym in one
trust is used for patient rehabilitation treatment, as well as by staff)

e better working conditions for staff leading to improved morale and
recruitment/ staff retention*

o fitter and healthier staff?**
o reduced time off work of staff**
¢ lower need for additional staffing to cover for staff off work**

¢ less management time taken dealing with the consequences of the above*

Identify important and quantifiable benefits

Items starred (* or **) above are in principle both important and quantifiable. Those
considered in practice in the Trust's own analysis have a double star (**).

Quantify in natural units

Staff fituess factors are assessed on joining, and could in principle be monitored
over time for a sample of members and perhaps non-members. This was not in the

end possible in this study, owing to time and resource constraints on the gym
managers.

Staff time off work can be totalled by staff grade (and optionally, by department or

responsible manager), contrasting gym users, interested potential users, and non-
users.
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Typical problems again are incomplete, unreliable, inconsistent, or unclassified data,
limited or inconsistent information about staff grade, department, or manager. For
example, in the twelve Trusts included in the CHKS research data, only four had
reasonably comprehensive and accessible sickness absence recording systems, all
introduced only in 1995 or later, precluding longer term analysis with any validity. In
practice, we were only able to obtain information for existing gym users, and analyses by
department or profession were possible, but not used owing to the high variability of
individual data and small overall sample size.

The need for staff cover for staff absent due to illness or injury can be estimated
using a combination of quantification of the amount of time off work, records of the
total use of agency, bank, or replacement staff, and judgement about the extent to
which the former required the latter. It would be useful if possible to contrast gym
users, potential users, and non-users for matched groups of staff, but in this study
only gym users could be surveyed.

Data on staff absence may not be classified by reason in a way which makes it easy (or
even possible) to extract only potentially relevant effects. Agency and bank staff usage is
usually available at least in total, although it may be harder to access from any central
source. Judgements by experienced staff for a selection of departments or directorates may
be needed to estimate what proportion of absence due is in practice covered by additional
staff, or absorbed by existing staff. Individual cases of long-term sick leave, requiring
replacement, may need to be analysed to uncover these costs where a replacement ‘post’ is
needed rather than temporary cover.

Express in monetary values

Translating the quantified benefit stream into monetary terms involves making
some further judgements. First, what conversion rates should be used - how much is
each natural unit worth? Second, against what alternative is the cost to be estimated
- what is the baseline for comparison? In most cases, the baseline is the current or
recent previous actual or estimated level of benefits and costs, and the comparison is
with the projected or current level of benefits and costs following the introduction of a
Health at Work programme - in this case, the availability of the gym.

Patient time off work will not cause a cost to the Trust unless a claim for
compensation is made and paid. If it does result in a claim, its costs will be picked
up under that heading.

Only if social cost benefit is being attempted will there need to be an estimate of cost made
directly under this heading, and in principle it should take account of the patient’s current
and anticipated income loss, for as long as the injury has an effect. For retired people, and
others not in paid employment, other and more difficult considerations arise, not covered

here.

Staff time off work can be valued either at the “worth” of the time paid for but not
available, or by the cost of staff employed to do the work instead (see below), but not
both.

Minor variations in conversion rates will be caused by decisions on whether to value the
time at the average pay rates for the staff grade or actual pay rates for individuals, and
whether to include or exclude proportionate allowances for ‘normal’ levels of public
holidays, overtime, sickness, vacation, maternity leave, etc. Allowances need to be made
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too for related employer’s payroll costs - National Insurance, pension contributions, etc.
Finance and payroll departments can usually provide helpful advice on reasonable
assumptions to make.

The need for staff cover when quantified using judgement can be valued similarly to
staff time, but the basic pay rate will usually be significantly higher.

Some of the same considerations apply as for costing internal staff, except that any
allowances for NI, holiday, sickness, and maternity cover are normally included in the rate
paid, as will commonly be an agency fee.

Cost stream

Principal elements in the cost stream are:

e building conversion and equipment purchase
o gym staffing
e running costs

e income - membership fees and grant used to offset running costs

¢ management and audit time.

Conversion Equipment purchase

In Trust C, which has around 2,000 staff, the gym was converted from a former linen

store, and equipped with a range of exercise and fitness measuring equipment by an
initial donation from the trust.

Gym staffing

A private company which operates a range of gyms and other leisure facilities in the
area was contracted to operate the gym and provide advice and guidance for
patients and staff using the facilities. Two salaried company staff members provide
on-site instruction and hands-on gym management. Eight trust staff members were
recruited as part-time instructors, and paid small salaries as part of the contract fee.

First year contract management costs were just under £39,000 for the 11 months of
operation.

Running costs

In addition to the staffing and management costs paid to the management company,
there are relatively small charges for maintenance and utilities, and minor
additional equipment purchases. Replacement and upgraded equipment will be

necessary from time to time. In the first year, total costs under this heading
amounted to £2,200.
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Appendix A: Cost Benefit Analysis - Application

Income - Membership fees and grants, other

Staff pay quarterly for membership, mostly by deduction from their wages or
salaries. Membership fees also entitle members to use some related private facilities
operated by the gym management company locally.

Other types of memberships include about 10% of members who are patients taking
exercise ‘on prescription’ by their local GP, and junior doctors who received free
membership in the gym’s first year. A £10,000 grant was made by the Region in the
first year to pay for the junior doctors. It ran out in the summer of 1996. Other minor
income is obtained from T-shirt sales and fitness testing fees.

Total income was just over £46,000 in the first financial year (11 months from
opening in May 1995 to the end of March 1996), including three quarters of the
regional contribution for junior doctors which covered only 9 months of the
financial year.

Membership peaked at nearly 600 members in the first year after the gym opened,
and about half of the members reported that they had not previously been regular
participants in physical activity. Drop out rates (at 15% in the first year) are said to
be well below half of the private sector industry average (30-50%). For various
reasons, including the loss of the regional grant for junior doctors, membership
subsequently (in 1997) fell to below 500. Very recently (1998) the management
company has been asked to explore ways of increasing membership back up to
around 500 staff. Effective capacity is around 550 active members.

Overall, the trust management have as a matter of policy set the fees and contract
costs to achieve as near as possible a ‘no net cost’ position, in which membership
and other income matches identifiable running costs. Fees are less than half those of
private exercise centres in the area.
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