Editorials

Helping patients with common mental health
problems return to work

INTRODUCTION

Sickness absence tells us much about
health and wellbeing at work. The two
largest causes of sickness absence are,
unsurprisingly, musculoskeletal disorders
and common mental health problems
(CMHP), that is, anxiety, depression, and
stress. Much research has postulated how
work and CMHP may be related. High
levels of overall work attendance, despite
the prevalence of CMHP in the population,
suggests that trying to determine cause and
effect may be futile — there being many
variables. However, given the importance
and prevalence of CMHP, we will consider
recent research to help determine the main
actions GPs can take to assist their patients.

BACKGROUND

In any year perhaps 1 in 4 people has a
diagnosable mental health condition and 9
out of 10 adults with a CMHP are supported in
primary care, with annual estimated related
economic and social costs of £105 billion:
about two-thirds of the NHS budget.! The
cost to employers alone was estimated to
be almost £35 billion last year.? Global data
indicate that CMHP will account for more
than half of the economic burden from all
non-communicable diseases over the next
20years and 35% of lost output?® In 2016
CMHP accounted for 15.8 million lost working
days: 11.5% of all UK sickness absence. In
England, of almost 6 million fit notes that
included a known diagnosis, more were issued
for mental and behavioural disorders (31.3%)
than for any other disorder, with certification
for anxiety and stress up by 14% in the last
year?® Certification for CMHP is also more
likely to exceed 12 weeks compared with all
causes of sickness absence (21.5% compared
with 14.7%).° The cost of presenteeism (being
at work while unwell) is estimated to be
about twice that of absenteeism,? but this is
difficult to confirm. Many factors are at play in
working life, such as diverse personalities and
perceptions, financial needs, relationships,
motivations, and frustrations.

STIGMA AT WORK

Only 13% of employers provide access to an
occupational health service (OHS). In part
this may be attributable to the belief that
work is safer, as many ‘heavy industry’ and
physically demanding manufacturing jobs
have been replaced by service sector jobs or
light industry’. However, employers should

appreciate that CMHP, work related or not,
are pervasive and represent a significant
source of avoidable people costs, business
risks, and lost productivity. With little access
to OHS it is unsurprising that only 28% of
employees feel able to involve anyone at
work, fearing a negative impact.® Only 13%
feel able to disclose a mental health issue
to their manager and, of those who did,
15% were subject to disciplinary procedures,
demotion, or dismissal — unsurprisingly,
they are more likely to turn to GPs, family,
and friends® Black, Asian, and minority
ethnic employees are even less likely to feel
comfortable talking about CMHP at work
or to consult a GP compared with white
employees (20% compared with 29%).¢

DOCTORS WHO HAVE A COMMON MENTAL
HEALTH PROBLEM

It is often reported that doctors have a higher
incidence of CMHP than other professionals.
An anonymous survey of 1954 UK doctors
indicated that 60% had experienced CMHP;
trainees, staff, and associate specialty doctors
and locums were most vulnerable. Doctors
were reluctant to disclose CMHP because
of concerns about stigma, confidentiality,
and not understanding available support
structures.” A multilevel regression study
reported that the incidence of work-related
mental illness between 2001-2014 increased
for doctors, whereas it decreased or was
static for other occupations, the difference
being statistically significant® A survey of
3695 UK medical graduates reported that
44% felt that working as a doctor had
adverse effects on their health or wellbeing
(GPs 47%; hospital doctors 42%). Of the
79.1% who answered ‘yes', they cited
‘stress/work-life balance/workload' GPs
as patients have reported issues related to
stigma, confidentiality, privacy, and difficulties
accessing good-quality treatment.™

RETURN TO WORK INTERVENTIONS

Generally, for people who are off sick, early
assessment, early rehabilitation, and work/
workplace adjustments have been shown to
be effective in helping return to work (RTW).""

Adjustments might include, for example,
phased RTW, reduced hours, reallocating
some work, or providing additional support to
manage workload. There are few high-quality
studies of RTW interventions for CMHP,
which may explain the lack of consensus
between reviews."" However, evidence
relating to depression shows moderate-
quality evidence that adding either a work-
directed intervention or cognitive behavioural
therapy (CBT) to occupational or primary
care have the potential to reduce sickness
absence. However, the number of studies
evaluating these types of interventions is
limited.™

RETURN TO WORK BARRIERS AND
FACILITATORS

A systematic review reported strong evidence
that the following were barriers to RTW —
depression, comorbidity, previous sickness
absence, and older age; and moderate
evidence for anxiety, job strain, psychological
job demands, and exposure to violence or
bullying. There was moderate evidence that
supervisor/co-worker support, work ability,
positive RTW expectations, and higher
socioeconomic status were facilitators.”

A small qualitative study reported
additional barriers, that is, patients disliking
their work, fear of further illness, caring
responsibilities at home, employer’s sick pay
incentivising absence, and inability to contact
an occupational physician.” A small group
of GPs regarded facilitators as including
the demonstration of care and empathy,
motivational interviewing techniques, having
a RTW caseworker/coach, and collaboration
with an occupational physician."

THE ROLE OF PRIMARY CARE

In that study, GPs saw their responsibilities
to include early diagnosis; identifying the
cause; empowering patients to find their
own solutions; psycho-education; regular
review; advising regular contact with work;
and collaborating with an occupational
physician.™ Another small study highlighted
the significant role of GPs in preventing long-
term work disability in depression.” When
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steering patients towards psychotherapy

services, GPs preferred an Employee
Assistance Programme (EAP) because
of its focus on work issues, and private
resources for patients with insurance. Many
large employers provide employees and their
dependants with access to a confidential
EAP for personal advisory and psychological
support and/or counselling.

WORK VERSUS WORKLESSNESS

Although a patient should not return
to work that has caused their problem
without a workplace risk assessment (RAJ
or RA review, it is important to consider
adverse consequences of sickness absence.
Work can be therapeutic through activity,
distraction, social engagement, motivation,
structure, and self-esteem. NICE signposts
patients and clinicians to a decision aid
which advises that RTW is good for physical
and mental health, helps prevent relapses,
and jobs that match the patient's skills
and provide employer support are good for
mental health."

RECOMMENDATIONS

GPs who see a working patient who presents
to them with a CMHP should consider the
following:

e ask about
aggravators;

occupational causes or

e ask whether the manager and co-workers
are supportive;

e ask if they have access to an EAP/private
health care [for counselling); and

e ask about access to OHS and direct them
to this. If not:

e remind patients with disability about
Access to Work'” services’ support;

e advise that work is generally good for
physical and mental health, and being out
of work is associated with poorer physical
and mental health;

e consider whether a fit note is needed to
certify absence and/or to indicate possible
adaptations/altered hours or a phased
RTW, which may help with health and to
identify solutions; and

e if they are off sick, explore their beliefs
about health and work and return to work
expectations, and advise them to stay in
regular contact with work.

CONCLUSIONS

CMHP often affect work, and vice versa. The
data referred to suggest that most working
people with CMHP do not attend their GP or
seek GP fit note certification. It is always worth

considering the wider picture if a patient does
attend the surgery with a CMHP. Workload
or relationships are often blamed, but
things may be more complex and personal
accountabilities may not be volunteered to the
GP. Patients may use sickness certification
as an avoidance tactic so GPs should seek to
understand the cause of presentation as part
of assessment and management." Ongoing
sickness absence and potential worklessness
and related difficulties are likely to be harmful
and costly to all concerned.

GPs can help to offer or signpost support
and solutions in timely and effective ways. It
is always worth remembering to ask about
access to an OHS, because they can help
address patient/GP concerns and to an EAP
or private health care (for counselling or
CBT), which may be available to employees
and their families. Communication with the
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