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Work Foundation Expert Summit

2nd November 2011

6pm – 8pm

Committee Room 4, the Scottish Parliament, Edinburgh 

The Work Foundation Musculoskeletal Expert Summit was held courtesy of Jim Eadie MSP, member of the Scottish Parliament’s Health Committee and Parliamentary Liaison Officer to the Cabinet Secretary for Health and Wellbeing, at the Scottish Parliament on 2nd November 2011.  

The expert summit was called on the back of the Work Foundation’s report Fit for work? - Musculoskeletal Disorders and Labour Market Participation 
 which looked in detail at the impact that MSDs have on an individual’s working life, the adequacy of the treatment and support available, patients’ experiences at work and the human and financial costs involved.

The report noted that earlier intervention by both GPs and employers was crucial in the active management of people with MSDs and that greater joined up thinking is required to ensure that appropriate action is taken to allow people suffering from musculoskeletal disorders (MSDs) to return to health and move from a reliance on incapacity benefits and thus contribute to the economy. 

The Expert Summit, sponsored by Abbott, was called to enable experts from the NHS, the government, patient groups and politicians to come together to discuss what measures can be taken to minimise the effects of MSDs on an individual’s physical and mental health and on labour market participation throughout Scotland, how the quality and delivery of current services for people with MSDs could be improved and the current development of the Scottish Government’s National Musculoskeletal (MSK) Programme.

The objective of the Summit was to provide recommendations, to be submitted to the Scottish Government’s health directorate, outlining measures to ensure that people with MSDs are provided with appropriate care, service provision and treatment so that they can return to or remain in the workplace.

The priority actions endorsed by the attending experts for the Scottish Government and NHS Scotland are:

· To ensure that retention in / return to work is recognised as an outcome of successful patient care across Scotland’s health boards.

· To ensure that waiting time targets do not operate to the detriment of patients with conditions such as rheumatoid arthritis (RA) who require early intervention.

· To ensure that the successful measures identified in the evaluation of pilot schemes and projects are translated into the mainstream delivery of services.
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The objective of the Summit was to provide recommendations, to be submitted to the Scottish Government’s health directorate, outlining measures to ensure that people with MSDs are provided with appropriate care, service provision and treatment so that they can return to or remain in the workplace.

Summary of discussions:
· Early diagnosis and early intervention are crucial in the treatment of MSDs and helping people to stay in work. 

· Appropriate referral at the start of the patient journey can make the process more efficient and improve outcomes.

· Work status is not routinely used by clinicians within assessment tools or as an outcome in patient care.

· Scotland has several current or concluded short-term pilot schemes and initiatives which have shown good results in improving care for people with MSDs and supporting them to stay in / return to work.  The majority of good practice examples are not routinely adopted into mainstream services.

· The new MSK pathway, which is to be implemented in two health boards and in partnership with NHS24, will take forward the development of a national point of access to MSK services and aims to improve self-referral and self-management.

Conclusions  

The attendees at the Work Foundation Musculoskeletal Expert Summit reached the following conclusions:

· Early diagnosis and early intervention are essential in supporting people with MSD to stay in / return to work. The Expert Summit calls for an increased delivery of integrated services across Scotland’s health boards to ensure early diagnosis and appropriate treatment.

· A strategic and long-term shift in health spending is required to focus resources on early intervention measures and areas of proven success in the treatment of people with MSDs.

· The recording of MSD patients’ work status should become mandatory in all health records. Formalising the process from a discussion with patients regarding their work status to an official recording will ensure that MSD patients are referred to the appropriate services at an early a stage as possible.

· Retention in or return to work should be recognised as an outcome of successful patient care across Scotland’s health boards. 

· The NHS should increase its engagement with employability networks to ensure that health services take a meaningful role in discussions regarding employability services.

· There is strong evidence of high quality pilot schemes which include MSD and projects at a national level and across Scotland’s health boards. The Expert Summit calls on the Scottish Government and NHS Scotland to work together to mainstream such projects to ensure that best practice is rolled out across Scotland’s health boards.

· Collaboration between NHS Scotland, the Scottish Government and DWP is necessary to take up learning and best practice that support ‘stay in work / return to work’ initiatives. 

· The Expert Summit supports the establishment of a Clinical Network for MSDs across Scotland’s Health Boards to ensure that health professionals work together to ensure the equitable provision of high-quality and clinically-effective services for MSD patients.  A national clinical lead should also be appointed to drive forward service improvements.

Priority Actions

The priority actions endorsed by the attending experts for the Scottish Government and NHS Scotland are:

· To ensure that retention in / return to work is recognised as an outcome of successful patient care across Scotland’s health boards 

· To ensure that waiting time targets do not operate to the detriment of patients with MSD conditions who require early intervention

· To ensure that the successful measures identified in the evaluation of pilot schemes and projects are translated into the mainstream delivery of services 
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Present

· Steve Bevan, Managing Director, The Work Foundation and Chair of Expert Summit

· Jim Eadie MSP, summit sponsor, member of the Scottish Parliament Health Committee and Parliamentary Liaison Officer to Cabinet Secretary for Health and Wellbeing 

· Judy Gibson, Policy Advisor, Scottish Government’s Health and Work Unit  

· Jamie Hewitt, Government Affairs Manager, National Rheumatoid Arthritis Society

· Kenryck Lloyd-Jones, Policy Officer, Chartered Society of Physiotherapy

· Mick McMenemy, Project Lead, National MSK Programme

· Angela Donaldson, Chief Executive, Arthritis Care Scotland 

· Dr John Hunter, Honorary President of Scottish Society for Rheumatology and Consultant Rheumatologist at NHS Greater Glasgow 

· Dr Elizabeth Murphy, Council Member of Scottish Society for Rheumatology and Consultant  Rheumatologist at NHS Lanarkshire 

· Kathleen Houston, Development Manager, Scottish Centre for Healthy Working Lives

· Amy Hefford, Government Affairs Manager, Abbott

· Carol Bodwick, Abbott

· Mary Scanlon MSP, attending as Scottish Conservative health spokesperson and member of the Scottish Parliament Health Committee

· Richard Lyle MSP, SNP member of the Scottish Parliament Health Committee


Introduction and welcome

1. Jim Eadie MSP opened the meeting and welcomed all present to the Scottish Parliament.

2. Steve Bevan provided a short background on the focus and activities of the Work Foundation.  The key focus is on identifying the institutional and mindset barriers to supporting people with MSDs to stay in / return to work.

3. The Work Foundation has conducted much research on long term conditions which impact on people’s ability to work, such as MSDs, and has found that there is significant commonality between these conditions.

4. The common factors between long term conditions, such as MSDs, include the co morbidity they often share with mental health conditions, the value of early intervention in diagnosis and treatment and the challenges faced in getting the NHS, the welfare system and employers to work together to overcome barriers to an individual’s return to work.  Caring for patients with long term conditions requires more than a biomedical model of care.

5. The Summit noted the significant burden on the Scottish economy of MSDs, with the annual cost of rheumatoid arthritis alone estimated to be £666m.  Barriers to employment for people with MSDs are wide-ranging and include fatigue, pain, problems with colleagues and physical limitations caused by the condition.
Work question

6. The Summit discussed how work status is not routinely used by clinicians within healthcare assessment tools or as a desired outcome in patient care.
7. Those present discussed the impact of the Fit Note in Scotland.  NHS Lothian has undertaken specific work as part of its Working Health Service to encourage the use of the Fit Note programme.  GPs are encouraged to refer to the Working Health Service for accurate assessment of a person’s function and advice and support in relation to the completion of a fit note for a person who may be able to do some work.
8. The Summit agreed that the introduction of the Fit Note has been a positive development, which shifts the terms of the discussion from incapacity to capacity to work and encourages GPs to think about work as beneficial to the individual.  It was agreed that the Fit Note offers a significant opportunity, if its use becomes widespread, although it can be unpopular with GPs and encouraging take-up is challenging.
9. It was noted that work is underway to engage with GPs through the Quality Strategy to explore issues surrounding signing people off work and the potential harm this can cause.  
10. The Summit discussed the success of Glasgow’s Back Pain Service, which was considered by GPs to be reliable and efficient and became widely used.
11. The Summit noted that the new musculoskeletal programme will embed the work question within the service throughout the treatment process so that a meaningful discussion can take place around employment measurements and outcomes.

Employers

12. The Summit agreed that the relationship between employers and people with MSD conditions is critical to their ability to stay in or return to work.  Research has shown that many people with MSDs have found their employers to be unhelpful or ill-informed about their condition.
13. It was noted that, while larger organisations may have occupational health services within the workplace, this is rarely the case for small or medium sized enterprises.  Questions were also raised over the extent of the knowledge of MSD conditions amongst some occupational health doctors.
14. Those present discussed how employers often have no training in managing health conditions and are concerned about legal ramifications of encouraging employees back to work if they are not in full health.  This can result in people with MSDs being signed off work for long periods of time, when with some simple support measures, they could continue to make a meaningful contribution to the workplace.

15. It was agreed that increased knowledge and flexibility of the employer regarding MSDs and increased awareness amongst patients of their rights at work would help people to stay in work longer.

Self-referral

16. The Summit agreed that patient services would be improved if patients were not required to see a GP before being referred, e.g. to a physiotherapist.  Allowing patients to self-refer would cut waiting times, free up GPs’ time and make it easier for patients to access treatment.
17. It was noted that rheumatology services would also benefit from improved referral processes, to ensure that consultants used their time seeing patients for whom they would be able to provide the most benefit. 
18. One of the benefits of the planned new MSK programme, delivered via NHS24, is that it will give patients access to information, advice and basic services at the earliest stage, without requiring a GP appointment.
19. It was agreed that this was a positive innovation in services that would improve patient outcomes, rather than a cost-cutting measure.

20. It was noted that early access to appropriate treatment, including biologic therapies, could help MSD patients contemplate a return to work more quickly by helping to stabilise their condition and, in some cases, helping people to achieve remission.

NHS capacity

21. The Summit agreed that early intervention depends heavily on capacity within the NHS.  Certain NHS systems and initiatives can result in unintended consequences, meaning that the system is not always compatible with patients’ needs.
22. One example is the requirement on health boards to meet the Scottish Government’s 18-week waiting time targets.  Pressure on NHS managers and staff to meet these targets can result in patients who would benefit from early intervention having their treatment delayed in order that other patients receive treatment within the set timescale.  It can also be difficult for patients to plan appointments far in advance, reducing flexibility and patient choice.
23. The Summit agreed that treatment for MSDs could be improved by creating flexibility in the system to allow health boards to deliver services better tailored to the needs of patients.  Processes should be designed so that they do not operate to the detriment of patients with conditions like MSDs who would benefit from early intervention.
24. The Summit also noted the need to include patients in the design of services so that they have genuine influence over the treatment they receive. 

25. The Summit discussed whether new HEAT targets on MSDs would be beneficial, given that the waiting times targets shows Government direction and target-setting to be an influential tool in seeking certain outcomes.  Two possible targets suggested were a treatment target for NHS Boards on the early diagnosis and management of patients with musculoskeletal conditions, and an access target on allowing people with musculoskeletal conditions to self-refer for AHP services within a set timeframe.  Views were divided, however, on the value of imposing new targets, with concerns raised that NHS managers were already under significant pressure to meet existing targets and needed to have the space to focus more on patient-centred care.

Mainstreaming success

26. The Summit agreed that across Scotland, there is political will to support the early intervention and preventative spending agenda.  The Scottish Government has produced substantive policy documents and frameworks on long term conditions, occupational health and adult rehabilitation. A number of successful schemes have been piloted across the country, with formal evaluations showing good results.
27. The Summit noted, however, that thus far, the successes of a number of pilot schemes have not been translated into the mainstream delivery of services.
28. Concerns were also raised that, while the Scottish Government’s overarching policy framework and stated aspirations for the treatment of MSDs are encouraging, the delivery of services on the ground could be accused of being somewhat disjointed.  It was suggested that more should be done to focus services on the outcome measures for MSDs and help to attach financial budgets to achieve these.

29. It was recognised that a significant problem with rolling out pilot projects more widely is a lack of long-term funding.  The Working Health Services pilots (see below) were initially funded by the Scottish Government for one year.  The first, in Dundee, was provided with two years funding.  Thereafter a successful Fit for Work bid for Scotland gained a further three years funding through the Department for Work and Pensions, with some further Scottish Government support.  Without greater certainty in funding for the long-term, staff are kept on short contracts and the projects’ development is constrained.
30. It was agreed that the MSK programme is intended to deliver interventions through routine working practices.  It is hoped that this will result in improvements in the mainstream delivery of services.
31. The role of allied health professionals (AHPs) was discussed.  AHPs are at the frontline of delivering vocational rehabilitation services for people with MSDs, in addition to other conditions, but are not regularly involved in the design and delivery of these services.  There are also limited opportunities available for AHPs and others to develop a career path in the domain of vocational rehabilitation.  In particular there appears to be a lack of specialised training in relation to work rehabilitation.
32. Services can also suffer from the perception that MSDs are not a priority area for investment when compared to diseases with high mortality rates.  More focus needs to be placed on increasing the understanding of the whole picture of cost associated with MSDs.
33. It was agreed that the Scottish Government’s strategies should be supported by long-term funding and clinical direction.  
34. The Summit agreed that a managed Clinical Network for MSDs should be established, with a clear national clinical lead.  It was felt that appointing an individual with the capacity to monitor progress and be held accountable for outcomes would be key to the improvement of MSD services.
 Good practice examples
35. The Scottish Centre for Healthy Working Lives delivered the Working Health Services (WHS) programme from March 2008–July 2010, which provided case management and access to therapeutic services for individuals with work related health problems who worked in small and medium-sized enterprises. It was successfully delivered in three areas – the Borders, Dundee and Lothian.  The project adopted a bio psychosocial model utilising case management, and access to physiotherapy, occupational therapy and psychological therapy/counselling services, with a strong vocational focus. The service was well received by clients, employers, GPs and other health professionals.  Altogether, 83% of cases who were absent from work on entering the programme were in work at discharge.
36. A key component of the model was the multidisciplinary team approach, with close liaison between clinicians.  Case management was delivered either through a dedicated function, or was integrated into clinical roles. All clinical staff involved with the projects attended and passed the NIDMAR (National Institute of Disability Management and Research) course. Client data was recorded on an electronic database, which facilitated record keeping and communication.
37. Working Health Service Scotland, hosted in NHS Lanarkshire, has followed the initial pilots with a national service run using a case management model accessed via a single helpline telephone number.  This service is joint funded by the Department of Work and Pensions and the Scottish Government and has secure funding until March 2013.

38. A Scottish pilot scheme on self-referral to musculoskeletal physiotherapy conducted between 2003 and 2005 showed positive results.  The aim was to determine levels of effectiveness and efficiency on which to base future service provision, and to determine the impact of differences in geographical settings or deprivation on the rate of self-referral to physiotherapy. The research was a multi-centred trial involving 26 general practices throughout Scotland. Over 3,000 patients participated in the research. 

39. The published findings included the following: 

· introducing self-referral did not lead to an increase in the overall referral rate, except in areas with a history of under-provision; 

· patients of all ages, genders and levels of deprivation used self-referral to access services; 

· 76% of self-referring patients completed their course of physiotherapy, compared with 69% of GP-suggested referrals and 72% of GP referrals;

· average costs per episode were lower for self-referring patients, owing to less GP use of prescribing and diagnostic tests; and

· levels of patient satisfaction and confidence were higher.
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