Royal College of Psychiatrists PSYCH
Consultation Response

DATE: 20 February 2017
Submission of: THE ROYAL COLLEGE OF PSYCHIATRISTS

Submission to: Improving Lives. The Work, Health and Disability Green
Paper

The Royal College of Psychiatrists is the professional medical body responsible for
supporting psychiatrists throughout their careers, from training through to
retirement, and in setting and raising standards of psychiatry in the United
Kingdom.

The College aims to improve the outcomes of people with mental illness, and the
mental health of individuals, their families and communities. In order to achieve
this, the College sets standards and promotes excellence in psychiatry; leads,
represents and supports psychiatrists; improves the scientific understanding of
mental illness; works with and advocates for patients, carers and their
organisations. Nationally and internationally, the College has a vital role in
representing the expertise of the psychiatric profession to governments and other
agencies.

We are pleased to respond to this consultation. Our response was approved by Dr

Adrian James, Registrar.

For further information please contact the Policy Unit on 0203 701 2546 or e-mail
Masood Khan Masood.Khan@rcpsych.ac.uk



mailto:Masood.Khan@rcpsych.ac.uk

Roval College of Psychiatrists

Response to: Improving Lives. The Work, Health and Disability Green
Paper

Introduction

The Royal College of Psychiatrists is pleased to have the opportunity to respond
to the present Green Paper on Work, Health and Disability. This is a valuable and
ambitious document which invites careful scrutiny.

We are aware of the importance of work and its relations to health, and
acknowledge the need for close liaison between government departments to
improve the quality of working environments and to offer valuable opportunities
to people with all forms of health conditions and disabilities. We welcome the
creation of the Work & Health Joint Unit which acknowledges the need to closely
ally the two departments of Health and Work and Pensions for the benefit of these
groups of people.

The Royal College of Psychiatrists has supported the need to ensure that people
with mental health conditions and those with intellectual disabilities are given the
opportunity to live full and satisfying lives, which may include the benefits of
accessing and remaining in employment or engaging in other valued activities.
We have also supported the need for parity of esteem between the availability of
resources for people with physical and mental health conditions, as well as the
need to counter prejudice, discrimination and for them to avoid the vicissitudes of
poverty and exclusion.

In addition to providing this submission we have also contributed to a joint
response from the main mental health charities from across the United Kingdom.
The joint response represents a consensus of views from all these organisations
and we have not repeated all the details of that joint submission in our individual
response set out below. Our individual submission has focussed on areas of the
Green Paper that have particular relevance to the work of psychiatrists and the
people they see.



Tackling a significant inequality — the case for action

Needs and costs

The Green Paper is ambitious and offers a range of comprehensive proposals for
the reform of the way people with mental health problems and other health
conditions may be supported into work and to remain in work. Our overall concern
is the reality and availability of funding to meet these goals. For example, the
funding for the Work and Health Programme is £130m (Mirza-Davies et al, 2016),
a small proportion of the £2.2 billion paid to Work Programme providers until
December 2015 (Dar, 2016). In addition, there will be an estimated saving of
£640m from the cut to the ESA-WRAG as a result of the Welfare Reform and Work
Act: we would like know if this will be fully recycled into the services outlined in
the Green Paper. (Department for Work and Pensions, 2015a).

Recommendation 1: We recommend that the government provides clarity on
the availability of funding for the Green Paper’s proposals

Disability Employment Gap

We are aware that the Disability Employment Gap is large and enduring; people
with disabilities are more than twice as likely as non-disabled people to be without
work. (All Party Parliamentary Group on Disability, 2016). People with mental
health conditions and those with intellectual disabilities are disadvantaged in the
open employment market. People with psychoses have particularly low levels of
employment, lower than those with physical disabilities. People with common
mental health conditions have significantly lower levels of employment than the
general population (Marwaha & Johnson, 2004; McManus et al, 2016; Meltzer et
al, 1995). In moving to close the Disability Employment Gap we need to be aware
of the need to achieve a parity of esteem in both the health and employment
sectors.

Overarching points

We wish to make three general points in our response to the consultation
questions for this chapter which should be considered to apply to all other
chapters. They can provide a set of principles and values that may underpin the
measures used to improve the health and employment outcomes for those with
disabilities.

1. Supporting principles.

The supporting principles of developments in work, health and disability should be
based on those of fairness and justice. We need to develop a system of social
security whereby people can receive out of work benefits when they fall ill and are
unable to work, and disability benefits for those with long-term disabilities. This
system needs to be supported by other opportunities to receive payments and
exemptions to cover other essential living costs, such as housing. The assessment
systems for these payments should be accurate, effective and fair to ensure that
people who are eligible for benefits receive them on time and have access to a fair
appeals process. The payments and exemptions should be sufficient to enable
people to live above the poverty threshold. These principles acknowledge the
historical experiences of many people with disabilities, including those with mental
health conditions, who have lived in poverty and the current excess of people with
disabilities who live in low income households (Elliott, 2016; Tinsonet al, 2016).
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In addition, we are aware that over recent years there has been a deterioration in
public attitudes towards people who receive benefits which has been reflected in
the media. This has led to increasing prejudice and discrimination towards people
with physical disabilities, mental health problems and intellectual disabilities,
including physical and verbal abuse (Disability Rights UK, 2012).

Providing access to work opportunities for people with mental health conditions
and intellectual disabilities should be consistent with the above, necessitating a
fair and effective support system for people when they are ready to access work,
return to work and remain in work. Any movement from social security payments
to regular wages should allow for a transition that supports a return to work and
which lowers the risk of a benefits trap. Establishing a fair and effective system
should have an emphasis on a voluntary process of support that is personalised,
pays attention to individual preferences and is adapted to the needs of the
individual. The aim is to improve both the process and outcome of work support
which avoids punitive sanctions and increases the awareness of the needs and
value of people with mental health problems and intellectual disabilities, alongside
those of people with physical conditions.

One form of Supported Employment system is that of Individual Placement and
Support (IPS), which this response will discuss in more detail later. One key
feature of IPS is its set of eight principles, which guide its approach:

Focus on competitive employment as a primary goal

Eligibility based on the individual’s choice — no exclusions

Use of rapid job search (minimal pre-vocational training)

Supported employment is integrated with the work of the clinical team
Attention to client preferences. Job finding and support tailored to individuals’
needs

6. Proactive job finding — emphasis on building relationships with employers

7. Support available for unlimited period

8. Benefits counselling should be provided to support transition

arwNPE

These principles directly tackle the need for coordination of mental health care
and employment services within an integrated system. These principles can be of
use in planning and developing all employment support services and point to the
need for a fair and effective system of social security benefits to back up
employment support. They are consistent with other trends and policies in the
NHS and social care including personalisation, person centred care and recovery-
orientated services.

These principles could also assist in the training of staff who assess people for out
of work benefits and who provide work advice and support. The principles could
underpin many of the Green Paper proposals.

Recommendation 2: We recommend that the government utilises the principles
of fairness and justice, those of person centeredness and of Individual Placement
and Support (IPS) as a means of guiding their welfare and employment policies.

2. Work as a health outcome.
We are aware of the relationship between employment and health (Waddell and
Burton 2006). Whilst, in very general terms, we acknowledge that work can have



a beneficial effect on health and well-being, we nevertheless believe that the

statement ‘work is a health outcome’ is an oversimplification of the evidence

linking health and work and that this needs to be given clarification and nuance.

Our contention is based on the following:

a. Justification for acknowledging the health benefits of work mainly comes from
the understanding that unemployment is bad for health. Unemployment is
detrimental to people and bad for health, reducing their social networks and
social functioning; and motivation and interest. People with mental health
problems are especially sensitive to these negative effects of unemployment
and this highlights the importance of structure and valued activity in their daily
life (Bennett, 1970). In general, it is correct to suggest that employment
provides a monetary reward, but also non-financial gains. These additional,
‘latent’ benefits include social identity and status; social contacts and support;
a means of structuring and occupying time; activity and involvement; and a
sense of personal achievement (Boardman, 2003).

b. However, jobs with poor psychosocial quality can be as bad for a person’s
mental health as unemployment (Butterworth et al, 2011) Poor quality jobs
include those with high job demands and complexity, low job control, job
insecurity and unfair pay. There is also a need to recognise that poor health
and poor work outcomes are also determined by other social disadvantages
(Marmot, 2015; Dorling, 2013). Many people with mental health problems tell
us that good and appropriate work can be good for their mental health — this
message may be more appropriate.

c. From the point of view of rehabilitation and inclusion in their communities,
work can be an important part of a person’s recovery journey and contributes
to their opportunities to participate in their communities (Shepherd et al 2010;
Boardman et al 2010). For mental health services, the key message is that
helping people to gain or retain good and appropriate work is a valid recovery
goal and that health services should play a role in facilitating this. Supporting
people into employment or other valued activities can improve their sense of
hope and agency as well as offering them important opportunities, all of which
are key components in personal recovery (Shepherd et al, 2010).

d. In addition, stigma and discrimination play a significant role in producing the
low employment rates seen in people with mental health problems (Manning &
White, 1995). The workplace provides a useful environment for tackling stigma
and public education on mental health.

e. Whilst open employment can be an appropriate goal, other related goals may
also be appropriate. Many mental health conditions begin in adolescence or
early adulthood and thus interfere with a young person’s education, training
and early attempts to enter the employment market. For these groups
entering education or training may be an important first step. In addition, we
need to recognise that some people with long-term mental health problems
and intellectual disabilities may be too unwell to work and face complex
barriers to achieving employment. For these groups important recovery goals
may not include open employment but are better focused on achieving valued
activities which allow them to lead a more satisfactory life. These may be
facilitated by improving the rehabilitative and recovery foci of health and social
services, which have often been overshadowed by our concentration on acute
care. It is worth remembering that it is often difficult to predict in these who
may be able to work at some point, thus implying that open employment
should not be a closed opportunity in these cases.



The Green Paper pays particular attention to the need to reduce the size of the
ESA Support Group in order to reduce the disability employment gap. The
Government must ensure that the focus on health and work does not lead to a
culture within healthcare and employment services where people with mental
health problems are pressured to find unsuitable work at the expense of their
mental health.

We recommend that:

Recommendation 3: The Government clarifies its use of the term “work as a
health outcome” to take into account the present evidence relating work to health,
personal worth, stigma, recovery and rehabilitation.

Recommendation 4: The Government works with healthcare professionals’
organisations to develop a common understanding of approaches to work and
health.

Recommendation 5: The Government review current NHS services relating to
the rehabilitation of people with long-term mental health problems.

3. Clarifying disability.

In some aspects of medical practice we often rely on an ‘illness model’ which
assumes that an episode occurs for which treatment is available and a cure
achieved. This model may be useful when applied to acute mental illness,
especially in the context of acute in-patient services, but may be inappropriate for
many with long-term conditions. In contrast, the ‘disability model’ makes no such
assumptions. People with long-term or relapsing conditions cannot normally
expect a ‘cure’, but can adapt to changed circumstances and can increasingly
expect adjustments in the world around them to enable them to participate. They
can expect contributory action from others, rather than waiting to ‘get better’.

Disability can be understood to mean the interaction between an impairment
(being blind, unable to walk, or having long-term cognitive difficulties as a result
of schizophrenia) and the social structures and barriers that exclude the affected
individual from full participation. In this sense, ‘disability’, unlike ‘illness’, brings
into focus the need to remove barriers in social attitudes, practices, policies and
the built environment. This ‘social model of disability’ sees disability as an
interaction between a person’s impairment and the social barriers that he or she
faces (Oliver, 1990). It offers a helpful conceptual basis for understanding and
promoting employment opportunities for people with mental health conditions and
offers more hope of recovery of social roles. It helps to capture the experience of
discrimination and exclusion central to the lives of many mental health service
users and addresses the barriers to employment. It is consistent with the views
of users and people with disabilities and may assist in achieving dialogue between
a range of people including clinicians, employment workers and employers. It is
also consistent with current the Disability Discrimination components of the
Equalities Act.

One aspect of this approach is its focus on functioning. In the World Health

Organisation’s International Classification of Functioning, Disability and

Health(World Health Organisation, 2001),functioning is seen as a continuum

covering:

e Bodily functions and structures e.g. energy and drive, motivation, appetite,
sleep, attention, memory, psychomotor difficulties, agitation, depressed mood,
worry and anxiety, stress, making decisions, pain, sexual activities;



e Activities, and participation e.g. communication, walking, washing oneself,
independence in everyday activities, looking after one’s health, informal
relationships with friends, family and intimate relationships, education/work
and employment, managing money, joining in community activities

Functioning is seen as being determined by the interactions between the health

conditions and contextual factors, which consist of:

¢ Environmental factors, such as technology, the natural environment, support
and relationships, attitudes of others, services, systems and policies;

e Personal factors, such as socio-demographic characteristics, position in the
immediate social and physical context, personal history and biography,
feelings, thoughts and beliefs, motives and patterns of experience and
behaviour.

Here the WHO is providing a social model of disability which is particularly useful
in the context of the Green Paper. It provides a useful heuristic device for people
working across the health, social and employment sectors as it is readily
understandable and offers a means of understanding the psychosocial difficulties
experienced by people with mental health conditions. It offers a clear structure
that can underpin the assessment of peoples’ psychosocial difficulties in relation
to their ability to work and their eligibility for out of work and disability benefits.

This WHO approach also provides a common link between mental health conditions
and physical disorders. Work comparing psychosocial difficulties and their
environmental determinants between people with mental health conditions
(Depression, Schizophrenia, Substance dependency) and neurological conditions
(Epilepsy, Migraine, Parkinson’s, Stroke, Dementia) shows considerable overlap:
57 of the 64 psychosocial difficulties examined were experienced across the
neurological and psychiatric disorders, and 17 the 20 environmental factors were
common influences of psychosocial difficulties across the conditions(Cieza A et al,
2015; Sabariego et al, 2015; Hartley et al, 2014)

These commonalties have been examined between people with neurological and
mental health problems, but they are likely to be seen across other physical
conditions.  This offers the possibility of bringing together the combined
assessment of physical and mental health conditions in the Work Capability
Assessment for ESA and assessments for PIP.

In addition, we need to take into consideration the assessment of functioning in
people who have both a mental health and a physical health condition. People
with mental health conditions experience significant physical co-morbidity (Naylor
et al, 2012). The effects of this co-morbidity should be considered in further
detail. We know from past research that mental health problems are at least as
disabling as common physical conditions (Moussavi et al, 2007) and that mental
and physical disorders are known to co-occur at greater than chance levels (Scott
et al, 2009; Buist-Bouwman et al, 2005). There are two main ways of considering
the effects of co-existing mental and physical disorders: first that their effects are
additive i.e. that the individual components of these coexisting disorders have
independent effects on functioning and thus the total effects are equivalent to the
sum of the parts. The second view is that this co-existence is interactive and is
associated with significantly greater levels of dysfunction than predicted by a



simple sum of the main disorders, i.e. the total dysfunction is greater than the
sum of the parts.

By contrast there is no evidence that mental health and physical health problems
add up to less than the sum of their parts, yet in the operation of the Work
Capability Assessment (WCA) this is often how they are interpreted. There is
evidence for both additive and interactive effects when mental and physical
disorders co-exist. A large international survey (Scott et al, 2009) found that
people with depression and anxiety are more likely to be severely disabled than
those with physical disorders and that those with combined physical and mental
disorders are more likely to be severely disabled than those with one condition
alone. Those with combined disorders also had higher levels of disability than
predicted by the sum of the disability attributable to the individual disorders.

Recommendation 6: We recommend that the Government utilise the Social
Model of Disability and the World Health Organisations approach to functioning in
the training of staff working across the benefits and employment services and in
their approach to assessment of people for benefits.



Supporting people into work

Evidence-based support with treatment

Individual Placement and Support (IPS) is the approach that has the best evidence
for its use in supporting people with serious mental health problems into open
employment. There are now 17 international trials which provide positive
evidence for the success of IPS (Modini, et al, 2016).

Individual Placement and Support schemes are cost-effective, have low drop-out
rates and generate positive outcomes across several employment outcomes (into
work quicker, work more hours per week, longer job tenure), give good personal
outcomes, fewer hospital admissions, quicker recovery (Drake et al, 2012; Knapp
et al, 2013). The IPS approach is based on a set of eight principles which this
response has outlined above. It has been shown that working in line with these
principles (‘fidelity’) results in better employment outcomes (Drake et al, 2012).

We are pleased to see the Government’s intentions to support trials of IPS for
people with common mental health problems and other back to work support
trials. We would like to see the development of a series of evidence-based
approaches to providing back to work support that may be developed into a model
for supporting people with mental health conditions into work. We would like to
see a system where evidence-based interventions of varying degrees of intensity
are available to people with mental health conditions.

We are aware that IPS services can be successfully used in secondary care
services, but that they are not widely available across the United Kingdom and
that this is the result of their implementation being hampered by clinician and
societal attitudes and the lack of awareness by commissioners (Boardman and
Rinaldi, 2013).

We recommend that:

Recommendation 7: The Government consider developing a clear evidence-
based model for supporting people with mental health problems into work which
is based on the principles of the IPS approach and offers people a variety of
interventions depending of their needs and the barriers that they face obtaining
employment.

Recommendation 8: IPS services are regarded as a standard intervention for
vocational support and are developed in all NHS Trusts.

Though the Government’s current trial of in-work support focuses on increasing
hours, for many people with mental health problems returning to work this may
be inappropriate. Support should instead help people stay well and have in place
any reasonable adjustments (such as reduced hours) they might need for their
job.

Currently, the Access to Work Mental Health Support Service is intended to provide
in-work support for people with mental health problems. Yet applicants are
required to be in employment before they can access it.

To improve employment interventions for people with mental health problems the
Government should:



Recommendation 9: As recommended by the Five Year Forward View, greatly
expand the provision of IPS.

Recommendation 10: Continue to develop the evidence-base for IPS for people
with common mental health problems.

Recommendation 11: Commission back-to-work support based on IPS
principles, which provides intensive support to employers and people with mental
health problems as they return to work.

Recommendation 12: Refrain from extending in-work conditionality to people
with mental health problems.

Recommendation 13: Review the current structure of the Access to Work Mental
Health Support Service and explore ways it can better connect with back-to-work
support for people with mental health problems.

Training of staff

Following the end of the Work Programme and Work Choice in April 2017, more
people with mental health problems will be supported directly through Jobcentres
rather than through specialist provision. We are aware that Jobcentre staff,
including Work Coaches do not currently have the training or skills to provide
tailored and personalised support for people with mental health problems. We
acknowledge that some effort has been taken to improve the Work Coaches’
knowledge and understanding of mental health. Work Coaches require more than
general mental health awareness training, and need a clear understanding of the
relationship between health and work, a clear model of disability, the principles of
IPS, a practical understanding of how to support people with mental health
problems and how to respond sensitively to people who are experiencing distress

We recommend that:

Recommendation 14: The training of Work Coaches should be improved and
extended to include a clearer understanding of the needs of people with mental
health conditions and the practical help that they require.

Recommendation 15: This training should be evaluated in relation to the
behaviour of Work Coaches and the experiences of people with mental health
conditions.

Recommendation 16: This should be extended to the training of all staff who
assess people for benefits and support people to find work.

Recommendation 17: Commission trials that will allow the Department to
understand how this training affects Work Coaches confidence and people with
mental health problems’ experiences.

Integrating healthcare with back-to-work support

The right environment to join up work and health

It is useful to re-emphasise that the essential principles, and subsequent success,
of IPS are that they integrate employment and health services. Good and
appropriate work can be good for people’s mental health. In order to halve the
disability employment gap, ‘health’ needs to be carefully listened to in order for
‘work’ to work. A key barrier to smoother joint working between work and health
is the need for local authorities and healthcare services to align themselves around
Jobcentre Plus processes. The narrow focus on paid employment outcomes,
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sanctions and conditionality and the physical set-up of Jobcentres are current
challenges in the pursuit of integrating healthcare and employment support.

Many people with mental health problems find their experience at the Jobcentre
stressful and often say that their engagement with support can make their mental
health worse through pressure. For that reason we support the Government’s
aspiration that Work Coaches should be able to advise where to get help and
signpost them to local voluntary provisions. However many of these people are
fearful that they will be mandated to seek treatment, and we know from past DWP
programmes that Work Coaches can fail to make clear when a suggestion is a
voluntary one.

To encourage greater joint working between work and health, the Government
should:

Recommendation 18: Encourage Jobcentres to build trusting relationships with
local healthcare services and voluntary sector organisations without the threat of
conditionality and sanctions for people with mental health problems
Recommendation 19: Give Jobcentres greater flexibility in how they use staff
resources.

Recommendation 20: Evaluate the devolved Work and Health Programmes with
a view to replicating successful approaches with core Jobcentre Plus support.
Recommendation 21: Expand the Work and Health Innovation Fund to include
a component dedicated to local innovation and partnership working.
Recommendation 22: Consider carefully how it communicates a signposting role
to Work Coaches and individuals. It is absolutely vital that no-one feels pressured
to receive treatment.

Recommendation 23: Examine means of promoting effective liaison between
secondary care, primary care and employment support services.
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Assessments for benefits for people with health conditions

Work Capability Assessment

Over recent years we have seen many publications that have detailed the
problems that people with disabilities face when going through the Work Capability
Assessment (WCA) and we are aware of many media reports and individual
testaments that reveal the inadequacy of the WCA process (e.g. Citizens Advice
Bureau, 2006; 2010; 2012; Hale 2014).

The process falls short of the principles that discussed above. There are many
reasons to suggest that the current WCA process is not fit for purpose. We are
aware that people with mental health conditions may be particularly
disadvantaged when applying for ESA. Reasons for this include:

1. People with mental health conditions may find it difficult to report the nature
of their condition or the way that this affects their functioning.

One reason may be the degree of acceptance or awareness that they have of their
mental condition (sometimes referred to as lack of ‘insight’). Many people seen
in secondary mental health services may be too unwell to work, but have limited
awareness of the nature of their illness and who may complete the self-
assessment ESA50 on the basis of this and thus not be found eligible for ESA
despite being unable to work. For others they may be unable to organise their
claim because they are too ill or because their life and behaviour has become
chaotic. These people require help to complete forms and may not be able to do
so even with support. In this particular circumstance, an appointeeship may be
appropriate. Such individuals are commonly seen in daily clinical practice, for
which the provision of written clinical evidence would be helpful as they are not
able to accurately explain their conditions and circumstances. Some of these
individuals may be subject to an appointeeship or be subject to a Community
Treatment Order, but these are relatively uncommon.

This self-denial of a person’s own condition or symptoms is a particular problem
for people with psychotic disorders, but an underestimation of one’s one
symptoms is a feature across all diagnostic groups. It is common for individuals
to under-report the degree of severity or impact of their conditions relative to a
third party or an independent clinical assessment. For example, research on
patient versus researcher or clinician assessment of needs shows consistently that
patients will assess themselves as having lower levels of need or severity of
disorders than the third party assessors when completing a reliable semi-
structured assessment (Slade et al, 1996).

Other features of people’s conditions may make self-reporting difficult. For
example, those who experience delusions of persecution may be suspicious of the
intention of official agencies and will therefore refuse to complete forms. Such
suspiciousness is not confined to people with psychoses and can occur in other
conditions. Some people have low self-esteem or confidence and will not feel
themselves worthy of benefits. This may occur in any mental condition but is
common in people with psychoses and those with depression.

People with mental health problems, particularly those with long-term problems,
are likely to be disadvantaged in several social domains and are more likely than
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the general population to have poor levels of education and literacy (Boardman et
al, 2011). In addition, may have some learning difficulties and a poor
understanding of formal procedures and written communications. All these factors
will impair their ability to complete forms accurately.

2. People with mental health conditions may find it difficult to attend interviews
or find it difficult to express themselves there.

A common complaint for many people is the difficulty they have attending
interviews and appointments. This applies across a range of diagnoses and may
be a result of anxiety (most clearly seen in people with agoraphobia), the presence
of persecutory ideas, and social withdrawal (commonly seen in people with
schizophrenia and depression). Many people with mental health conditions may
be able to cope with familiar people, routes and environments, but find novel
situations and people particularly anxiety provoking and avoid them. Attending
interviews may be possible for many of these people if they are accompanied and
it has become practice for a community psychiatric nurse, advocate, friend or
relative to accompany an individual to the WCA interview.

The presence of certain symptoms may impair co-operation and communication
with the assessor. The experience of anxiety or suspiciousness may present
problems. Many people with psychoses may have difficulty communicating owing
to their disorganised thinking or their idiosyncratic habits; they may not be able
to concentrate for sufficient time to complete conversations.

For people with mental health conditions participating in an interview with an
unfamiliar person can be a daunting experience. Given the symptoms and
impairments experienced by people with mental health conditions these
circumstances become hard to endure. In addition, many people will understate
their symptoms and impairments, as they do to questionnaires, often in order to
appear compliant or acceptable, or because they think the clinicians have access
to their doctor’s written assessments. This interaction of understatement of
symptoms with any difficult interview conditions is one reason why people with
severe mental health problems are being found fit for work. In addition, the
impact of mental health problems may also be underestimated in the presence of
coexisting physical problems, thus people’s mental health difficulties are
downplayed. The presence of a third party, for example an advocate or the
availability of accurate clinical evidence can help to rectify this. The availability of
further medical evidence in these circumstances would help to direct the
assessor’s attention to the nature, severity and impact of the mental health
condition.

3. The fluctuating nature of their mental health conditions, symptoms,
impairments and functioning may be difficult to describe or to assess.
Fluctuations of symptoms and conditions are a feature of all mental health
conditions. Fluctuations can be experienced in several ways: through relapses
and acute exacerbations; through less severe and lengthy exacerbations; and
through variations of symptoms day to day or week to week, or within a 24-hour
period. For example, some people may experience repeat acute episodes during
the course of a year and over several years. This is often seen in people with
psychotic conditions and this may be a central feature of their condition over
several years; it is often recognised that this may ‘burn out’ over the years. For
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people with affective disorders (depression and bipolar disorders) they may
experience sub-acute fluctuations of their conditions during the course of a year,
often related to the time of year, for example with low mood being experienced
during the winter time. Fluctuations of symptoms over shorter periods of time
are common and there may be an added complexity as some symptoms may vary
independently of others. For example, a person with a mental health problem
may find that 30% of the time their mood is low and at other times they cannot
concentrate or at other times they are irritable or have FOR COMPANY to withdraw
to deal with their auditory hallucinations. Day to day variations are common in
some conditions such as depression, when the individual may feel worse in the
morning and improve as the day progresses (this is often termed ‘diurnal variation
of mood’). Some symptoms may be reactive to environmental changes, most
obviously seen in people with agoraphobia whose anxiety symptoms worsen when
they leave the home. Others may vary in response to environmental stressors.
All these types of variations can occur in all conditions.

This complexity and the variable patterns can make fluctuations of symptoms and
conditions and their consequences for functioning difficult to assess. They are
difficult for patients to describe and it takes careful questioning and experience to
evaluate them accurately. This indicates a need to have competent assessors who
can collect and assess all the relevant facts accurately and then rate or categorise
them under relevant, clear and valid headings. Factors influencing the accurate
evaluation of fluctuations, and indeed any symptoms or impairments, include the
ability of the person being assessed being able to describe them, the quality of
the clinical interview and the availability of third party information. The third-
party information can be provided by a person accompanying the claimant to the
assessment interview or can be provided through clinical reports which clarify the
nature of the disorder and the symptoms and impairments experienced by the
individual.

To evaluate fluctuations accurately any assessment needs to be sensitive to
mental health needs and accurately reflect the impact that mental health problems
can have on daily living. It is likely that there is no single way of taking account
of variable and fluctuating conditions but there are several methods that could be
taken into consideration. The assessment should be sufficiently robust to deal
with either the variation of the conditions, or the variability of symptoms. For
example, in the case of day to day fluctuations of symptoms perhaps none of the
symptoms, on their own, may be severely incapacitating, but together they are
sufficient to affect their overall functioning. Any assessment of functioning should
ask about severity, duration and frequency rather than simply trying to gauge an
impairment based on simple and one-dimensional proxy measures. For those with
variable conditions they may be less incapacitated on their better days, but on
their bad days they may function poorly. Symptoms may be so severe on the
minority of days that they need to be given greater weighting. A good assessment
should be able to evaluate variability in several ways and use these methods to
develop a judgement as to the combined effects of these fluctuations. These
multiple ways could include not only the assessment of a ‘typical day’, but also a
‘typical week’. A judgement should also be made of the claimant’s functioning at
its worst, which should include what they are like during an acute episode of their
illness. Whatever ratings are used could be assessed as to how often they apply,
and the worst-case scenario could be used to provide a reliable judgement. The
subjective components of their problems could be assessed in a similar way —
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subjective experiences potentially include: overall distress experienced; chaotic
thinking, difficulty organizing self or routine; feeling overwhelmed; tolerance for
frustration; self-confidence; fear of others’ expectations; debilitating side effects
of medication; and difficulty coping with stress. The use of a semi-structured
format to the interview as outlined above would facilitate this process.

Third party accounts supplied by the professionals who are providing ongoing
treatment and support to claimants gives important evidence to help assess
fluctuating conditions. A person’s medical history can be taken into consideration;
for example, information about recent hospital admissions is useful in capturing
the true impact of a fluctuating mental health problem. To improve accuracy of
assessment it is important to have a full understanding of people’s individual
circumstances. Useful further medical evidence may be obtained from a range of
specialists who are familiar with the claimant, such as psychiatrists, community
psychiatric nurses, occupational therapists who might see a claimant on a regular
basis and can help to build up a picture of the day-day impairments and needs of
the person. If the person is not in contact with secondary mental health services,
then the reports can be obtained from the persons General Practitioner.

4. The subjective nature of many mental health conditions.

Mental health conditions are notoriously ‘invisible’ and assessors may not be able
to rely on any obvious external features to assist their assessment. Itis important
that assumptions are not made about the person being assessed based on their
appearance and behaviour on the day of the assessment. People’s conditions can
vary dramatically and experience suggests that they are far more likely to act to
downplay their problems in an assessment than to ‘play-up’ their impairments.
This can apply to any mental health condition.

The Citizens Advice Bureau (2012) report indicates that there was a significant
level of inaccuracy in Atos medical reports and some of this may be accounted for
by the invisible nature of many mental health conditions. In addition, poor
interviewing may contribute to this and the tendency to ignore the personal
accounts of a claimant’s mental health problems and their impairment.

5. The presence of co-existing physical health problems.

There is also an increased likelihood that when people with mental health
conditions experience physical problems, the mental health problem is more likely
to be ignored in the WCA. This tendency to overlook the existence of a mental
health problem and give priority to the physical disorder(s) is also seen in other
clinical setting (e.g. general practice consultations) and is sometimes referred to
as ‘diagnostic overshadowing’.

The masking of mental health problems by physical ones during an assessment
deserves further mention. Earlier in our response we discussed the evidence for
levels of disability associated with physical and mental health conditions and their
likely interaction.

Decisions relating to making an appeal and dealing with it are difficult for many
people with or without mental health conditions. But the factors considered above,
particularly those relating to chaotic behaviour, low self-esteem and low self-
confidence can make this process particularly daunting and difficult. Some
examples of this can be seen in the quotations given throughout this report.
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6. The negative effects on a person with existing mental health problems of going

through the ESA claims process and/or the appeals process.
The day to day experience of patients who have to go through the ESA claims
process or appeals process suggests that they may find this stressful and
detrimental to their mental health. They find the process confusing and
threatening. This experience is reinforced by reports from benefits advisors and
from reports by the Citizens Advice Bureau (2010; 2012). More recent studies
have linked the WCA process to increases in completed suicide across England
(Barr et al, 2014).

Recommendation 24: We recommend that the Government undertakes a
comprehensive review and reform of the WCA. This should include the underlying
principles and evidence, and the nature of the descriptors. It should be modelled
on a clear Social Model of Disability and should be done in collaboration and carried
out with the involvement of clinicians, mental health and disabled people’s
organisations and charities.

The importance of obtaining clinical evidence

One means of improving the accuracy of the WCA would be to improve the
collection of third party evidence. We are aware that efforts to obtain written
evidence from clinicians has fallen in recent years and lack of such evidence has
hampered the WCA assessments, the conduct of appeals Tribunals, the recovery
process of individuals and the work of many clinicians.

The collection of comprehensive, accurate and timely medical evidence that
facilitates an effective Work Capability Assessment (WCA) to deliver the right
decision the first time would significantly improve this process. As well as assisting
assessors in identifying the most vulnerable clients in contact with mental health
services, it would also aid WCA assessors in complex cases and lead to fewer
unnecessary face to face assessments. The Green Paper considers how
information can be more effectively shared across health and welfare systems.
Good quality medical reports supplied by clinicians and team members who know
them best can help within more formal information sharing between NHS and
DWP.

Given the pressure and anxiety people with mental health problems experience in
face-to-face assessments, gathering high quality information is particularly
important. Often, any treating clinician will be in a position to provide evidence
that will significantly improve the quality of an assessor’s decision-making. Too
often this evidence is not collected, leading to poor decisions which are frequently
overturned at appeal.

The Government has previously said that collecting evidence in every instance
would place a heavy burden on healthcare professionals. However, we frequently
see cases where people with mental health problems have struggled and incurred
costs to collect evidence. This requires time from both the healthcare professional
and from the person seeking evidence. Yet without the use of the ESA113, the
evidence they collect is often generic and not taken into account as part of the
assessment process.
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We acknowledge how anxiety-inducing the process of completing detailed forms
and gathering medical evidence is for people with mental health problems. We
support eliminating the duplication of processes and energy, which would make
this process easier to navigate. Any system that allows people to share data
between assessments needs the full consent of individuals and their complete
control about what and how information is shared.

In addition, more support is needed for people with mental health problems to
secure an accurate assessment decision. A clinician’s generic description of a
condition does not often relate to the particular criteria on which ESA is awarded.
An effective information sharing system needs to clearly communicate how
assessments differ, and explain why someone might want to provide different
kinds of information in order to address differences in their respective criteria.

We recommend that the Government:

Recommendation 25: Set an expectation that assessors should always
proactively seek evidence from the healthcare professionals of people with mental
health problems.

Recommendation 26: Signpost people with mental health problems to the
ESA113 and explain its purpose, so that those who choose to collect their own
evidence can make sure it will be relevant for their claim.

Recommendation 27: Extend the ESA113 process to include community
psychiatric nurses, psychiatrists and other healthcare professionals.
Recommendation 28: Commission research with people who currently claim
both ESA and PIP, and assessment providers, to understand how the differences
in assessment criteria might affect the kind of evidence that people need to make
their claim.

Recommendation 29: Develop online systems that allow people with mental
health problems to access evidence they have submitted for previous benefits
assessments, and decide whether or not they would like to share that evidence
again for an upcoming assessment.

Recommendation 30: Allow people with mental health problems to receive
paper copies of previously submitted evidence by post, or in person at a Jobcentre,
in advance of an upcoming assessment.

Recommendation 31: Use any new online system to improve the way evidence
from healthcare professionals is collected and stored.

The problems of Conditionality and Sanctions

Encouraging people to return to work is a key objective of Government policy.
Most people with mental health problems want to work, but are aware of the
barriers and risks that this entails. However, there is no evidence that sanctions
are effective in bringing people with mental health problems nearer work. We
remain concerned that they impede people obtaining open employment.

The Secretary of State for Work and Pensions recently announced that he does
not “want sanctions to discourage those with mental health problems from
engaging fully with the welfare system” (Green, 2016). We also note that the
National Audit Office’s (NAO) recent analysis of the Work Programme sanctions
data found that for people claiming ESA, a higher rate of sanctions was associated
with poorer employment outcomes (National Audit Office, 2016).
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As opposed to mandating treatment, in health settings it is accepted that it is vital
to give people with mental health problems choice and control over their
treatment. This is an ethical principle but it is also important because it is the most
effective way of encouraging genuine engagement with and commitment to plans
for recovery (Shepherd et al, 2010). The Behavioural Insights Team have noted
that the anxiety caused by the possibility of sanctions may worsen people’s
attention, self-control and long-term planning (Gandy et al, 2016).

Work Coaches’ incentives for tailoring their support may be reduced by
sanctions. In a culture of compliance over meaningful engagement, mandation
can urge Work Coaches to ensure that people with mental health problems comply
with what they are being asked to do regardless if it is appropriate for their mental
health. This adds to the fear of benefit sanctions and drives mistrust and
disengagement with back-to-work support processes. It is notable that in multiple
recent DWP pilots, people with mental health problems believed that they were
being mandated to participate in programmes even where the Department
intended them to be voluntary (Department for Work and Pensions, 2015b;
2015¢).

We also know that Work Coaches’ skills and experience around mental health vary
considerably. In its recent investigation into benefit sanctions, the National Audit
Office (2016) notes that the current system of sanctions results in a postcode
lottery, where someone’s likelihood of receiving a sanction depends on the attitude
of the staff in front of them and the culture of their local Jobcentre. Giving Work
Coaches extra powers to set requirements on people who experience more
complex barriers to work and issues with their health will only increase the harmful
impact of poor, variable and inconsistent decision-making.

People with mental health problems frequently report that the fear of losing their
benefits makes them more unwell, less able to engage with support, and less likely
to trust the support that they are offered. The Government needs to rethink how
the current system affects people with mental health problems so that people are
not subject to inappropriate pressure. To allow Jobcentres to build trusting
relationships with claimants with mental health problems, local healthcare services
and voluntary sector organisations, we recommend that the Government:

Recommendation 32: Remove the use of conditionality and sanctions for people
with mental health problems and focus on developing a tailored, voluntary offer
of support.

Recommendation 33: Build on the existing ‘yellow-card’ trials in Scotland and
implement a true early-warning system. Unlike the current trials, this system
should mean that people do not receive a sanction referral the first time they fail
to comply with something they have been asked to do.

Recommendation 34: Introduce legislation to require Work Coaches to
undertake safeguarding activity before they impose a sanction referral. This
should involve establishing whether someone’s mental health was a factor in why
they were unable to do what they were asked.

Recommendation 35: Through training and guidance, equip Work Coaches to
understand the damaging impact of conditionality and sanctions for people with
mental health problems, and the need to build the trust through positive
engagement.
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Recommendation 36: Follows the call from the NAO for a wide-ranging review
of the sanctions regime as a whole, including a specific focus on how it affects

people with mental health problems.
Recommendation 37: Regularly publishes sanctions data broken down by health

condition.
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Supporting employment through health and high quality care for all

Improving discussions about fitness to work and sickness certification
The recent development of ‘Fit Notes’ has had some limited success. For future
developments we suggest considering the following:

e Partial sickness absence.

Partial sickness absence, which has some features of fit note, has been
successfully tested in some Nordic countries and appears to be an effective way
to improve a return to work (Kausto et al, 2014; Markussen et al, 2012). Unlike
the fit note, partial sickness absence involves legislation which encourages the
employee and the employer sign a fixed-term work contract for part-time work,
which includes work solution. The fit note is a weaker instrument because there is
no legislation to encourage employers to put recommended work solutions in
place.

¢ Inclusion of ‘occupation type’.
Inclusion of ‘occupation type’ on the fit note may facilitate conversations in
primary care about the specific challenges patients face in the work place.

e Further research on Fit Notes.

The evidence suggests that maybe fit for work is typically not completed (Shiels
et al, 2014; Shiels et al, 2013) and that maybe fit for work is less frequently
completed in people with mental disorders (Gabbay et al, 2016). The reasons for
these two findings are not known. There is an evidence vacuum about fit notes in
general and for mental health in particular. Given the scale of the problem this
lack of evidence is a matter of great concern. ldeally a new policy, such as fit
notes, would have been implemented with prior research to show that they
brought about the intended consequence — improved retention in the work place.
As the fit note has been incompletely implemented without such evidence, it is
still necessary that we demonstrate their potential efficacy through improved
implementation.

Recommendation 38: We recommend a cluster randomized control trial (RCT)
where GP practices are randomised to receive training and support to use fit
notes more effectively, compared with a group with no intervention, could lead
to improved return to work in the patients certified in this manner.

More generally for in-work health support, we note that there is a significant gap
in the evidence base for Employee Assistance Programmes. Currently the
evidence does not exist to show that EAPs are more effective compared to no
intervention, in improving employee well-being or job-related outcomes.

Capturing data from health systems to look at occupational outcomes:

We support the broad goal of clinical services capturing occupational outcomes.
However implementing this at scale across the NHS would be an immense task
and should not be undertaken in isolation. We suggest that existing
infrastructures which support the routine collection of patient reported outcomes
involve uploading these into health records that could be piloted for this purpose.
For example, the Integrating Mental and Physical Health: Research Training and
Services (IMPARTS) programme at King’s Health Partners uses e-tablets in waiting
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rooms to collect mental and physical health outcomes, and health behaviours and
functional/disability measures including occupational status for patients with long
term conditions attending clinics in physical healthcare. Such information can be
collected cheaply and at scale. Commissioners might in future require information
on functional improvements as (KPI) Key Performance Indicator for clinical
services.

Health and work indicators

The development of health and work indicators would support local commissioners
to make Dbetter-informed decisions about mental health and employment
provisions. This work can build on the current indicators under development
through the Five Year Forward View for Mental Health. These include the
employment rate of working-age adults in contact with mental health services, the
number of people accessing IPS services, and the net movement of people into
employment from IAPT (Improving Access to Psychological Therapies).

Investing in services that provide support to people with mental health problems
and their employers would be beneficial to both groups. The Government should
consider additions to the annual Employer Perspectives survey in order to establish
regional data on employer attitudes and confidence around supporting their
employees’ mental health. There is a real need for local commissioners to invest
in services that provide support both to people with mental health problems and
their employers.

The role of healthcare professionals

Through recognising and acknowledging their work aspirations and sign-posting
them to specialist services, healthcare professionals have a key role to play in
supporting people with mental health problems. However, it is crucial that any
new vocational training or programmes emphasise that work only brings health
benefits when it is appropriate to someone’s needs and circumstances.

We are concerned about recent reports of Jobcentre staff using ‘work as a health
outcome’ to encourage people to take a job regardless of how appropriate it would
be for their health. It is vital that both healthcare professionals and employment
specialists have a shared understanding of what it means to think of work as a
health outcome.

This should include clarity about evidence that shows the impact poor quality work
has on mental health that for some people work will not be an appropriate option,
and an appreciation of meaningful alternatives such as volunteering.

Access to mental health services

Within the last decade research has shown that the best job outcome results have
not been obtained from stand-alone employment support and standalone mental
health treatments. A robust combination of the two should be the goal. Therefore,
if the Government is committed to halving the disability employment gap, then
people will require appropriate treatment in tandem with employment support and
other rehabilitative efforts. Mental health treatment needs to be in parallel with
any work support. Government needs to take action to improve the provision of
broader mental healthcare services as well as employment-focused interventions.
The consequences of poor access to treatment are wide-ranging, and can often
include difficulty in retaining or moving into work. While it is important that people
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with mental health problems can make use of specialist employment support, this
is unlikely to be effective unless they are receiving appropriate interventions for
their mental health.

There is a significant treatment gap in mental healthcare in the UK, with about
75% of people with mental health problems receiving no treatment at all. Many
children and young people find it particularly difficult to get the help they need,
and most get no support for their mental health problem.

Within the context of a growing demand for care, unmet need and constrained
budgets, national leadership from the NHS and from Government is key to
improving the lives of people with mental health problems over the course of this
parliament. Yet mental health has been chronically underfunded for decades.

The Five Year Forward View for Mental Health has set out appropriately ambitious
plans to rectify this imbalance and improve mental health care in England. NHS
England’s accompanying Implementation Plan commits additional funding and a
timetable of action to ensure increased access to quality care. While repeated
announcements of additional funding for mental health services have been
positive, it is vital that this money reaches local services to achieve the turnaround
needed. All current indications suggest that, as yet, this is not happening. It is
essential that work moves to achieving a parity of esteem between mental and
physical healthcare.

We welcome the Government and the NHS’s commitment to investing £47.7million
in increasing the number of Employment Advisors (EAS) in IAPT. They predict this
to more than double the current capacity of EAs placed there. As we know from
the CMO’s annual report on public mental health, the majority of mental
healthcare takes place in primary care. However we strongly believe that
employment advisors should not be restricted to the IAPT programme. People
should be able to access employment support in the place they are receiving
mental health treatment.

We support NHS England’s Five Year Forward View for Mental Health and would
like to see its recommendations implemented to support the Green Paper.
Consistent with the Five Year Forward View for Mental Health, we recommend that
the Government drives:

Recommendation 39: To double access to IPS enabling people with severe
mental illness to find and retain employment.

Recommendation 40: To have at least 25% of people with common mental
health conditions access psychological therapies each year.

Recommendation 41: To design and deliver person-centred healthcare,
underpinned by evidence, which supports people to lead fuller, happier lives
Recommendation 42: To promote co-production between services and people
with lived experience of services, their families and carers

Also, the Government and the NHS Commissioning Board should work together
to:

Recommendation 43: Make it clear, including as part of the NHS Constitution,
that parity is expected between mental and physical health, in all relevant aspects
of the work of the NHS
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Summary of main points and recommendations

Introduction
The Royal College of Psychiatrists welcomes the opportunity to respond to the
present Green Paper on Work, Health and Disability.

People with mental health conditions and those with intellectual disabilities must
have the opportunity to live full and satisfying lives, including access to
employment and engagement in other valued activities.

Tackling a significant inequality — the case for action

Our systems of support into work and assessment for social security need
overhauling. We acknowledge that the Green Paper is ambitious, but are
concerned about the reality and availability of funding to meet its goals.

Recommendation 1: We recommend that the government provides clarity on
the availability of funding for the Green Paper’s proposals

The Disability Employment Gap is large and enduring and people with mental
health conditions have low levels of participation in the labour market.

We believe that three matters in require consideration and modification and should
guide further policy on access to work for people with mental health conditions
and their assessment for social security benefits: principles of fairness and justice,
clarification of ‘work as a health outcome’, and a social model of disability. After
considering these we recommend that:

Recommendation 2: The Government utilise the principles of fairness and
justice, those of person centeredness and of Individual Placement and Support
(IPS) as a means of guiding their welfare and employment policies.
Recommendation 3: The Government clarifies its use of the term “work as a
health outcome” to take into account the present evidence relating work to health,
personal worth, stigma, recovery and rehabilitation.

Recommendation 4: The Government works with healthcare professionals’
organisations to develop a common understanding of approaches to work and
health.

Recommendation 5: The Government reviews current NHS services relating to
the rehabilitation of people with long-term mental health problems.
Recommendation 6: The Government utilise the Social Model of Disability and
the World Health Organisations approach to functioning in the training of staff
working across the benefits and employment services and in their approach to
assessment of people for benefits.

Supporting people into work
Evidence-based support
Individual Placement and Support (IPS) provides a set of useful principles and an

evidence base that supports it effectiveness in getting people with serious mental
health problems into work. We recommend that:
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Recommendation 7: The Government considers developing a clear evidence-
based model for supporting people with mental health problems into work which
is based on the principles of the IPS approach and offers people a variety of
interventions depending of their needs and the barriers that they face obtaining
employment.

Recommendation 8: IPS services are regarded as a standard intervention for
vocational support and are developed in all NHS Trusts.

In addition, to improve employment interventions for people with mental health
problems the Government should:

Recommendation 9: As recommended by the Five Year Forward View, greatly
expand the provision of IPS.

Recommendation 10: Continue to develop the evidence-base for IPS for people
with common mental health problems.

Recommendation 11: Commission back-to-work support based on IPS
principles, which provides intensive support to employers and people with mental
health problems as they return to work.

Recommendation 12: Refrain from extending in-work conditionality to people
with mental health problems.

Recommendation 13: Review the current structure of the Access to Work Mental
Health Support Service and explore ways it can better connect with back-to-work
support for people with mental health problems.

Training of staff

Jobcentre staff, including Work Coaches do not currently have the training or skills
to provide tailored and personalised support for people with mental health
problems. We recommend that:

Recommendation 14: The training of Work Coaches should be improved and
extended to include a clearer understanding of the needs of people with mental
health conditions and the practical help that they require.

Recommendation 15: DWP should commission a trial that will enable us to
understand how training affects the behaviour and confidence of Work Coaches
when working with people with mental health conditions.

Recommendation 16: This should be extended to the training of all staff who
assess people for benefits and support people to find work.

Recommendation 17: Commission trials that will allow the Department to
understand how this training affects Work Coaches confidence and people with
mental health problems’ experiences.

Integrating healthcare with back-to-work support
We need the right environment to join up work and health. To encourage greater
joint working between work and health, the Government should:

Recommendation 18: Encourage Jobcentres to build trusting relationships with
local healthcare services and voluntary sector organisations without the threat of
conditionality and sanctions for people with mental health problems
Recommendation 19: Give Jobcentres greater flexibility in how they use staff
resource.
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Recommendation 20: Evaluate the devolved Work and Health Programmes with
a view to replicating successful approaches with core Jobcentre Plus support.
Recommendation 21: Expand the Work and Health Innovation Fund to include
a component dedicated to local innovation and partnership working.
Recommendation 22: Consider carefully how it communicates a signposting role
to Work Coaches and individuals. It is absolutely vital that no-one feels pressured
to receive treatment.

Recommendation 23: Examine means of promoting effective liaison between
secondary care, primary care and employment support services.

Assessments for benefits for people with health conditions

Work Capability Assessment

We are aware that over many years people with mental health problems and
intellectual disabilities encounter considerable difficulties with the Work Capability
Assessment (WCA). People with mental health conditions may be particularly
disadvantaged when applying for Employment Support Allowance and Personal
Incapacity Payments.

Recommendation 24: We recommend that the Government undertakes a
comprehensive review and reform of the WCA. This should include the underlying
principles and evidence, and the nature of the descriptors. It should be modelled
on a clear Social Model of Disability and should be done in collaboration and carried
out with the involvement of clinicians, mental health and disabled people’s
organisations and charities.

The importance of obtaining clinical evidence

The process of obtaining third party clinical evidence for the WCA is not adequate.
Lack of evidence has hampered the WCA assessments, the conduct of appeals
Tribunals, the recovery process of individuals and the work of many clinicians. We
recommend that the Government:

Recommendation 25: Set an expectation that assessors should always
proactively seek evidence from the healthcare professionals of people with mental
health problems.

Recommendation 26: Signpost people with mental health problems to the
ESA113 and explain its purpose, so that those who choose to collect their own
evidence can make sure it will be relevant for their claim.

Recommendation 27: Extend the ESA113 process to include community
psychiatric nurses, psychiatrists and other healthcare professionals.
Recommendation 28: Commission research with people who currently claim
both ESA and PIP, and assessment providers, to understand how the differences
in assessment criteria might affect the kind of evidence that people need to make
their claim.

Recommendation 29: Develop online systems that allow people with mental
health problems to access evidence they have submitted for previous benefits
assessments, and decide whether or not they would like to share that evidence
again for an upcoming assessment.

Recommendation 30: Allow people with mental health problems to receive
paper copies of previously submitted evidence by post, or in person at a Jobcentre,
in advance of an upcoming assessment.
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Recommendation 31: Use any new online system to improve the way evidence
from healthcare professionals is collected and stored.

The problems of Conditionality and Sanctions
The use of benefit sanctions is counterproductive and often punitive. We
recommend that the Government:

Recommendation 32: Remove the use of conditionality and sanctions for people
with mental health problems and focus on developing a tailored, voluntary offer
of support.

Recommendation 33: Build on the existing ‘yellow-card’ trials in Scotland and
implement a true early-warning system. Unlike the current trials, this system
should mean that people do not receive a sanction referral the first time they fail
to comply with something they have been asked to do.

Recommendation 34: Introduce legislation to require Work Coaches to
undertake safeguarding activity before they impose a sanction referral. This
should involve establishing whether someone’s mental health was a factor in why
they were unable to do what they were asked.

Recommendation 35: Through training and guidance, equip Work Coaches to
understand the damaging impact of conditionality and sanctions for people with
mental health problems, and the need to build the trust through positive
engagement.

Recommendation 36: Follows the call from the NAO for a wide-ranging review
of the sanctions regime as a whole, including a specific focus on how it affects
people with mental health problems.

Recommendation 37: Regularly publishes sanctions data broken down by health
condition.

Supporting employment through health and high quality care for all

Improving discussions about fitness to work and sickness certification

The process of fitness to work certification needs improvement. We suggest
considering the following: partial sickness absence; inclusion of ‘occupation type’;
further research on Fit Notes.

Recommendation 38: We recommend a cluster randomized control trial (RCT)
where GP practices are randomised to receive training and support to use fit notes
more effectively, compared with a group with no intervention, could lead to
improved return to work in the patients certified in this manner.

Capturing data from health systems to look at occupational outcomes:

We support the broad goal of clinical services capturing occupational outcomes.
Nevertheless, the scale of implementation implies an immense task and should
not be undertaken in isolation. We suggest that existing infrastructures, which
support the routine collection of patient reported outcomes involving uploading
these into health records, could be piloted for this purpose.

Health and work indicators

The creation of health and work indicators could use the current indicators under
development through the Five Year Forward View for Mental Health, such as: the
employment rate of working-age adults in contact with mental health services, the
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number of people accessing IPS services, and the net movement of people into
employment from IAPT.

The role of healthcare professionals

Healthcare professionals have a key role to play in supporting people with mental
health problems into work. Healthcare professionals and employment specialists
need a shared understanding of what it means to think of ‘work as a health
outcome’.

Access to mental health services

It is good practice to give treatment and support to work in parallel. To facilitate
this, we must improve access to mental health treatments. We support NHS
England’s Five Year Forward View for Mental Health and would like to see its
recommendations implemented to support the Green Paper. Consistent with the
Five Year Forward View for Mental Health, we recommend that the Government
drives:

Recommendation 39: To double access to IPS enabling people with severe
mental iliness to find and retain employment.

Recommendation 40: To have at least 25% of people with common mental
health conditions access psychological therapies each year.

Recommendation 41: To design and deliver person-centred healthcare,
underpinned by evidence, which supports people to lead fuller, happier lives
Recommendation 42: To promote co-production between services and people
with lived experience of services, their families and carers.

Also, the Government and the NHS Commissioning Board should work together
to:

Recommendation 43: Make it clear, including as part of the NHS Constitution,
that parity is expected between mental and physical health, in all relevant aspects
of the work of the NHS
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