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An Overview of Attitudes in Portsmouth General Practice ,Primary Care
Teams and related Primary Care Services  to a Partnership Transitions to
Work Programme ( Switch on to Success) March 2002-2004.
Partners: Portsmouth City Council, Portsmouth Primary Care Trust and
Disability Matters Ltd ( DML)

 Dr Miranda Whitehead    GP Advisor to the project

1.0 Preface

Switch on to Success” ( SOTS) A programme which  rehabilitated the long term sick
and disabled back into work, ran in the Portsmouth area from
March 2002- March 2004.
This report  was commissioned by the Portsmouth City Primary Care Trust  and
looks at the programme  from the perspective of Primary Care in the city.

1.1 The basis of the report

Large ,and increasing, numbers of Incapacity Benefit claimants of working age are
presenting a significant challenge to the individual and to society in the United
Kingdom . 2.7 million people claim contributory Incapacity Benefit, Income Support on
the grounds of incapacity or severe disablement allowance, and around 700,000
people flow into these benefits each year.( DWP Pathways to Work Cm5830)
The individual leads a physically, mentally and socially impoverished
life ,and the cost to the economy can be counted in reliance on  Social
Services and Health budgets and in the reduction of taxable income.
Portsmouth has over 7000 people of working age claiming long term Incapacity
Benefit , some of whom could benefit from a supported return to work programme.
The Switch on to Success Programme (SOTS) ran for two years, and during that time
the Portsmouth Primary Care Trust commissioned a report into the way that the
Primary Care services interact with the jobless sick, the employment services and
other health services.

1.2 Questions to be considered

• How is Primary Care involved in the claiming of Incapacity Benefit and what are
the links around it?

• Is it the benefits system that puts people in the position of claiming Incapacity
Benefit ,or is it other things as well?

• Is there a system and if so , is it a joined up system ?
• Do Health Systems support a person returning to work or do they encourage

people to stay on Incapacity Benefit?
• Is the Health Service actually keeping them on Incapacity Benefit?
• What are the links with other organisations that deliver?
• What are the links between Health and Employment?
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2.0  The GP Advisor  Dr Miranda Whitehead MB BS MRCS LRCP.
 has had eight years experience as a hospital doctor in London and the South of
England ,followed by a years work as a generalist in the Far East.
She did her GP registrar year living and working  in the inner city ( off The Old Kent
Road in London) and  has eight years experience as a principal in a dispensing rural
general practice.
She has six years experience in local government ,as a district councillor in a rural area,
where she majors  on health. She also has personal experience of the benefits system
and of long term incapacity and is now a consultant to Disability Matters Ltd.
( see below)

3.0 The Partnership that created SOTS

3.1 The Switch on to Success ( SOTS) programme was introduced to Portsmouth as
the result of a collaboration between the Portsmouth Primary Care Trust, Portsmouth
City Council Social Services and Disability Matters Ltd.( DML)

3.2 In July 2001 the then Portsmouth Primary Care Group (PCG)and Social Services
were approached by DML. DML asked if they would be interested in bidding for
joint funding to deliver a Transitions to Work programme for disabled people ( later
named Switch on to Success ( SOTS)).

3.3 Disability Matters Ltd is a commercial consultancy whose stated aim is to
“ help organisations profit from the potential of disabled people.”
DML had been involved in developing the Hampshire Welfare to Work Joint
Investment Plan (JIP) ; and were aware of the  Portsmouth PCG and Social Services
Plan for people with physical disabilities.

3.4 Disability Matters had written a bid for Single Regeneration (SRB) money, and
were looking for partnership. The PCG and Social Services realised that a joint bid
would enable them to deliver the newly developed Welfare to Work JIP for which
there was no mainstream funding available.

3.5 The Portsmouth Primary Care Group had by this time become the Portsmouth
City Primary Care Trust (PCPCT), and they applied for  SRB funding which covered
the heart of Portsmouth and Paulsgrove.
Social Services subsequently applied for European Social Fund (ESF) funding,which
enabled the project to be delivered across Portsmouth , South East Hampshire and the
Isle of Wight.
This collaboration enabled the PCT and Social Services to deliver
The Switch on to Success Programme, which fulfilled  the obligations that Portsmouth
City Council had to disabled people under the Welfare to Work JIP.(2001-2004)

(Taken from report into Switch on to Success July 2003 Jackie Charlesworth
Head of Inequalities Portsmouth City Primary Care Trust)
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4.0 JIP’s and HAZ’s

Portsmouth City Council Welfare to Work Joint Investment Plan (JIP)
( April 2001-March 2004)
Portsmouth City associate Health Action Zone
( aHAZ Jan 2000- March 2003)

4.1 A Joint Investment Plan (JIP) was a three year plan for re-shaping services.
It was thought that the documenting and sharing of a plan would enable several
partners/agencies who have a common interest, to plan and work together in a co-
ordinated and co-operative way.
In Hampshire ,under” The Importance of Partnership Working” , key elements
highlighted were partnership with Social Services, JobCentre Plus, Transport,
Education, Housing ,Employers and  The Health Service

4.2 In the context of the Welfare To Work for Disabled People JIP,
the Government wanted services that related to the employment status of disabled
people to be co-ordinated and linked together.
Services should also have the express aim of supporting those people who wished to
work ; so that they could  move nearer, enter, or stay in employment more easily.

4.3 For the purposes of the JIP “work” was defined as
“ Any effort directed towards an end” The Chambers Concise Dictionary
“This could take the form of full time or part time paid employment, self employment,
voluntary work, temporary work, supported work, home work or  otherwise defined
as purposeful activity” (The Portsmouth JIP 2001-2004)

In addition the term “disabled people” was used to include all people who would be
considered within the legislation of the Disability Discrimination Act (1995)

 4.4 In 1998 Government launched Health Action Zones ( HAZ)

 The aim was similar to the JIP but with a health emphasis, in that it was to facilitate a
way of joint working  across traditional boundaries to promote solutions to long
standing health and social care problems in areas of deprivation.
There was no new money for the South East (as an area of relative affluence,) but in
recognition of  pockets of severe deprivation Portsmouth was awarded associate HAZ
status ( aHAZ) which attracted some government funding to support its development

4.5 In fact Portsmouth attracted £3.3 million of new money into the city ,and 29
individual projects were delivered of which SOTS became one.
The Portsmouth City aHaz made a difference to local and national targets, supported
partnerships , individuals and communities  and developed new ways of joint working
to solve common problems.
It also won 5 local and/or national awards.
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4.6 The timing of the SOTS programme meant that it became part of the Portsmouth
City aHAZ programme. With its two streams of funding (ESF and SRB,) it ultimately
saw 400 people taking part in the programme .
By the closure of the programme 60 people had entered  full time work, 25 part time
work, and 27 volunteer work.
61 took  up full time or part time education or training courses;and approximately 40
people are now working towards a qualification

As this report is funded by SRB money it will be concentrating on the SRB
beneficiaries coming from the heart of Portsmouth and Paulsgrove areas.

5.0 Changes to Employment Benefits  and Disability Rights
during 2002 - 2004

5.1 DWP and JobCentre Plus
 Job Centre Plus was launched in April 2002 as a combined agency delivering
employment support and the majority of benefits.
This creates a single pathway to claiming benefit with the possibility of gaining
work at the same time.

In June 2001 The Department of Social Security was replaced by the newly formed
Department of Work and Pensions( DWP).
The DWP is now responsible for  social security benefits, and the management of
employment and disability .These last two were previously under the former
Department for Employment and Education ( now the Department for Education and
Skills)

Benefit is claimed through compulsory attendance at Job Centre Plus and
participation in a work focused interview (WFI)with a personal advisor.
People with incapacities and disabilities are then referred on to a Disability
Employment Advisor.(DEA)

5.2 JobCentre Plus
Job Centre Plus replaced the Employment Service and Benefits Agency in Portsmouth
in March 2003 ; operating from new offices across Hampshire and the Isle of Wight.
The idea is that people have one point of contact for benefits advice and help to get
back into work.
Job Centre Plus offices offer
• Advice on work, training and benefits under one roof
• Advice on benefits in or out of work
• Help to claim benefits and extra support
• Touch screen job points to search for country wide job vacancies
• Newspapers, job hunting advice and Internet access
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• Support from personal advisors
• Help from New Deal if you haven’t been working for some time
• Specialist help if you have a medical condition or disability but want to get back to

work.( NDDP)

( Taken from Back to Work published by The Department for Economic Regeneration and Tourism for
Portsmouth City Council and Job Centre Plus)

5.3 The New Deal for Disabled People (NDDP)
 Is aimed at enabling people who are receiving Incapacity Benefit to remain in or re
enter work. NDDP focuses on achieving sustained employment and Job Brokers are
paid on an outcome related basis.

The Select Committee on Work and Pensions, House of Commons,2004
described the NDDP as designed “ to help the Government learn more about
supporting people with health conditions and disabilities into paid employment.”
A number of pilots were run from 1998 to June 2001 , and then extended across the
UK  from July 2001. NDDP Job Brokers were introduced to provide services and give
support to people, who claim disability and health related benefits ,but who want to
work.

Qualifying benefit recipients were offered an interview with an advisor
( Disability Employment Advisors( DEAs) which signposts them to Job Brokers. In
Job Centre Plus NDDP information is issued to customers as part of their mandatory
Work Focused Interview.(WFI)

Job Brokers are made up of private, voluntary and public sector organisations or
combinations of these in partnership. They agree with each beneficiary  what is the
most appropriate route into employment for them and work closely with providers of
training and other provision where the beneficiary  needs additional help.
They are constantly developing their expertise and using different ways of helping
people with health conditions and disabilities to progress into work. Job Brokers also
work with local employers to identify their needs, match these with the skills of their
customers ,and  support the customers during their first six months of employment.

 (taken from written evidence 22 Jan 2004. Joy Kabungu)

 Job Brokers covering the  Portsmouth  area were
Portsmouth Craft and Manufacturing Industry ( PCMI)
The  Shaw Trust, Southern Focus Trust,  Mencap and the Enham Trust

“ The role of the job broker is to help and support people on IB and other sickness
related benefits  to go into, and sustain, work,
The scheme is voluntary and people refer themselves.
DEAs and personal advisors can provide information on job brokers but cannot
recommend a particular one”



7

7

Information from PCMI Portsmouth

5.4 Other schemes available

Job Introduction Scheme
Allows a job trial. Employers are helped with wages and costs until both parties are
sure about the job

Access to Work
Gives practical help for people with disabilities.
(For example : a communicator for the hearing impaired, a reader at work for the
visually impaired , alterations to premises or the working environment, or help
towards the cost of getting to work)

Workstep
For those with a significant disability. This is a tailored service with support for
individual requirements.

Permitted Work
From April 2003 Therapeutic Work rules were abolished and a doctors approval is
not needed. People claiming benefits for ill health or disability are allowed to earn up
to £20 per week . However they must be paid the minimum wage and cannot work for
more than 16 hours a week.
Higher limit permitted work allows people to claim up to £66 per week
However If means tested benefits are claimed ( Income Support,
Housing Benefit or Council Tax benefit) benefits will be reduced

Tax and Benefit Reforms  which were introduced as tax credits for disabled people
in work. In October 1999 the Disabled Persons Tax Credit replaced Disability
Working Allowance, this  was administered by the Inland Revenue and was more
generous Further integration of the tax and benefits system with increasing
responsibility for the Inland Revenue to deliver benefits was introduced in April 2003
as Working Tax Credits. This is an attempt to help people with health conditions to
start or return to work, or remain in their existing job.
It is a non contributory tax credit which is tax free.

Learning and Skills Council  became operational in April 2001 and replaced the
Further Education and Funding Council, and the 72 Training and Enterprise councils.
The LSC’s are responsible for the planning, funding and quality assurance of
all training and support for people of all ages, including disabled people.
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Disability Rights Commission The new Commission became operational in April
2000. This brought disability rights issues alongside the Equal Opportunities
Commission and the Commission for Racial Equalities
During 2000-2001 (the Disability Rights Commission’s first year )its helpline handled
more than 65,000 calls.
In 2003 the Disability Rights Commission said that 1 million more disabled people
would like paid work, and 400,000 believe that they could work, given the right
support ( www.drc-gb.org)

5.5 Disability Discrimination Act (DDA)

The initial DDA was passed in 1995 to introduce new measures aimed at ending the
discrimination which many disabled people face.It protects disabled people in the
areas of employment, access to good facilities and services, the management , buying
and renting of land or property and education.
The complete DDA has been implemented in stages
Since 1996 it has been unlawful to treat disabled people less favourably than other
people for a reason related to their disability.
Since October 1999 employers have had to make reasonable adjustments for disabled
people , such as providing extra help or making changes to the way that they provide
their services
From September 2002 the Act required school ,colleges ,universities and providers of
adult and youth education to ensure that they do not discriminate against disabled
people.
Among other things  the complete 2004 Act will extend the definition of disability to
cover people with other illnesses : HIV , cancer , depression of longer than six months
or MS for example.
The definition of harassment within the DDA will be introduced, and discriminatory
job adverts will be prohibited. It  will also require service providers and employers to
make ‘reasonable physical adjustments ‘ to their premises to make their services
accessible to disabled people.

6.0 The Switch on To Success Programme March 2002-2004

6.1 Where did SOTS come from?
SOTS was a programme of training courses aimed at unemployed people with
disabilities or long term conditions; which enabled them to move closer to , or in to,
work, training or purposeful activity.
It was created and delivered  by Disability Matters Ltd.(DML)

The programmes were delivered by DML through a series of supported workshops.
DML are experienced providers and have a high proportion of disabled trainers with
personal experience of disability, and with varying histories of previous benefits
dependency , working with them.
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The company was set up, and is run, by Dr Stephen Duckworth, an international
expert on disability and rehabilitation . Dr Duckworth , himself a wheelchair user of
some twenty years, has identified the need for disabled individuals to focus on
improving their self esteem . He feels that this is the essential first step in order for
them to progress through the problems caused by their  impairment, and into work.
(Duckworth.S. 2001 The Disabled Persons Perspective.A Symposium on Disability UNUM
Ltd)

“ There are two principal difficulties that any individual has to face when they become
incapacitated. The first is the functional and /or intellectual limitation caused by the
specific impairment. The second is the psychological impact. Many non  disabled
people would presume that the hardest thing to cope with would the functional
limitation. However , it is often the psychological impact and  the related social
circumstances that are more significant determinants of how the individual responds to
the substantial changes in their life”
( Duckworth S. Getting out of the Ditch. EWS Winter 2004)

6.2 What is SOTS  ?

“ We aim to get people back into work in order to get them better, rather than get them
better in order to get them back to work “
 Nick Edwards Project Director

The programme was offered through a series of workshops given by the Trainers,
followed by intensive one to one support ,mentoring and motivation from Personal
Advisors.
However the support starts from the beneficiaries’ first enquiry ,
The idea of the programme  is to encourage, and then enable people to take
responsibility for themselves.

6.3 Introductory Day (Workshop 1)

It has been found that a no strings attached Introductory Day ,with an opportunity to
see how the programme works, and time to consider joining the programme, has been a
successful way to invite beneficiaries to participate.
During the Introduction Day they heard about the programme, met the trainers and
personal advisors at the Introductory Workshop , participated in some group
activities, and were encouraged to ask questions .
At the end of the day the beneficiaries were invited to sign up to the course and  the
workshop programme .If they signed up they were assigned a Personal Advisor , so
that following the first workshop each beneficiary had a appointment for a one to one
interview with their own Personal Advisor .
At the initial interview Goals and Action Plans were discussed ,and formal sheets
were  filled in and signed by the beneficiary and their Advisor, as a way of monitoring
progress.
The Advisors managed a case load ( 0n average 28 beneficiaries ) providing them with
appropriate advice, guidance, counselling and mentoring  through their return to work
journey ,always on a one to one basis.

6.4 Workshop 2 ( 4 days)
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The second workshop session is where the personal development element of the
programme (that is central to the SOTS process)comes into its own.
Activities are centred on developing self esteem and confidence, managing barriers and
change,and  goal planning in a lively group setting.
This format allows people to understand the possibility of work and how
 to start ;and they feel safe in the environment created by the SOTS team.
They also really appreciate the involvement of trainers with personal experience of
disability. The SOTS staff and trainers have obvious physical impairments, such as
wheelchair use or blindness, to less obvious impairments such as mental health
histories, about which they are very open.

“Beneficiaries  feel that they have taken a supported risk”
Janine Hunt Project Manager.

Nearly all beneficiaries report that they find the first 2 days quite difficult but by the
end of 4 days  changes in people are already  beginning to be visible.
During the gap between the workshops the Advisors, together with the Trainers ,
kept in touch with beneficiaries by telephone  or correspondence. They helped to
keep the beneficiaries motivated, and resolved any issues that arose  that could have
prevented them from completing the programme.
Beneficiaries were aware that they could telephone or write for help and support at
any time.
They were also aware that they could leave the workshop programme at any time and
that they could also return at any time if their circumstances changed.

6.5 Workshop 3 ( 2 days)

A further 3 day workshop looks at skills and career profiling, developing CVs and
interview skills, resolving barriers and discrimination and learning of the
government support that is available when entering work.

Benefits were not affected by participation and this was made clear to the
beneficiaries at the outset  All meals and tuition were free. Travel and support
workers were arranged as necessary
There was no set length of time that a beneficiary could stay on the programme. Goals
that were set could be adjusted by mutual consent as the beneficiary passed through
the process , and as these were reached some found that they could set their sights
higher than they had originally realised.

This is a dynamic process, so that people also felt able to refuse to progress and leave
the course if that is what they wanted.
They could also rejoin at any time.

( Annex record of activities SOTS)
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6.6 Results from the first approaches made

60% of people from the SRB area who telephoned and made enquiries turned up to
the Introductory Day , but 74 % of those signed up after the Introductory Day and
attended all or part of a SOTS course.( This was 44%  of all those enquiring or
referred).The programme worked very hard at encouraging the beneficiaries from the
moment they made the first approach.
The most successful route was a referral to the project from another person or agency
with the client themselves making the call.

(  From Evaluation of SOTS data Janine Hunt Project manager August 2003)

6.7 Why did beneficiaries sign up and stay?

“It’s the only positive person that you speak to”

If the beneficiary  felt able to sign up, they were then assigned a specific Personal
Advisor who remained with them to the end of the SOTS two year programme , or
until the beneficiary was comfortably settled in work or training.

“The beneficiaries on the last course didn’t want to be there, didn’t want to mix, didn’t
want to present anything. At the end of the 4 days they had mixed up, stayed and all
presented something ( with 2 exceptions)
 It did them a lot of good”

“Remember the beneficiaries are expert in the field in which we are working”
Trainer Peter Bailey ( August 2003)

However for some people this is the first significant activity that they will have
involved themselves in for many years and by the end of the day they are very tired.
The team’s experience of the Introduction Days suggests that the objective to engage
and gain commitment may well have been met by the lunchtime break.

One interesting and encouraging aspect of the programme was the amount of support
that the beneficiaries gave to each other. Informal networks sprang up in the groups
,between the beneficiaries, who offered each other support , advice and
encouragement.
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“People around you(at home etc.) haven’t been on the course so that you are
changing; but they are not. This can be a problem”

Celebrating Success days were held at the end of each SOTS year in a high profile
venue. ( the first at The Royal Marines Museum, on May 15th 2003 and the second at
The Guildhall on December 18th 2003 ) At these celebrations all beneficiaries were
celebrated and awarded certificates by the Mayor of Portsmouth. At the first ,larger
event Portsmouth Television were invited and made a short feature for the local news.

6.8 How did people find out about SOTS?

The SOTS programme was advertised widely through a variety of media.
Local television advertisements, newspaper advertisements, posters in social services
departments, in GP Surgeries ,In hospital outpatient departments, in JobCentre Plus.

 People referred  themselves by telephone. The beneficiaries could be referred by other
agencies, We found that self referral increased  the chances of attendance at the
courses.but we found a wide source of referral. from solicitors to job brokers.
( referral  appendix)

6.9 What was SOTS trying to do?

“ DML trainers on the programmes were not only challenging the beneficiaries.
They were also challenging the  Government , health professionals and other agencies
into moving away from the concept of inability to work.”
The belief of the beneficiaries coming onto SOTS is that they had been judged unfit for
work.
The whole health and benefits system supports  that belief from diagnosis and
treatment to rehabilitation and then into claims for benefit..
Rehab is often not rehabilitation back into work, it is often rehabilitation  into using the
health services less.”

Nick Edwards Project manager SOTS

6.10 What has made SOTS so different and successful?

 We have tried to concentrate and move the beneficiaries into thinking about having a
job.
The concept of” I can’t work because....” is ditched.
We ask....What are your ambitions? What can you do?
 We look together at what people are able to do, to tasks for a specific job. When you
start doing that you have the potential to really move people”
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Nick Edwards Project Manager SOTS

6.11 The Expert Beneficiary versus The Expert Patient

An observation noted with concern  by the DML trainers after the first year of SOTS
was a phenomenon that could  be termed “ Community Institutionalisation” which
had to be confronted.
Community Institutionalisation  manifested itself as inertia, alienation , lack of
engagement and an acceptance that things will be done to ,and  for, the beneficiaries by
“organisations”, including  affinity groups based in the local community.
This could be viewed as the production by society of The Expert Beneficiary.
(For example almost everyone who came onto the course knew their national insurance
number by heart.)

6.12 The Expert Patient Programme

Research over the past 20 years has shown that self management significantly
improves the quality of life for people with long term health conditions. When done in
partnership with committed professionals.
self management reduces the use of health and social care services
The Expert Patient programme is an attempt to empower people with chronic
conditions by using self management techniques.

7.0 Results from SRB beneficiaries ( ie Heart of Portsmouth and Paulsgrove)
( Results from the whole programme followed a similar percentage path.
600 people made enquiries, 400 took part in all or opart of a SOTS programme and
56% made a positive change to their lives by the end of the project.Either in full
time/part time paid work,Volunteering or Retraining)

• There were 235 enquiries in the SRB area
• 5 already found jobs through PCMI before the courses they had asked about

started
• There were 230 people who could have gone through a SOTS programme
• 139 did all or part of a SOTS programme
• 36 simply did the Introduction Day and did not sign up for the full programme
• 91 people did not attend  a SOTS course

Of those 139 people

• 32 had found work by the end of the two years ( 23%)
• The average length of time unemployment was between 3-5 years
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• At the end of the 2 years 30 were still in work ,
• 2 had lost their job (one had walked out) 3 of the jobs were part time.
1 temporary and 2 were contract work
• 17 people were volunteering (12%)
• 24 were in retraining or had undergone retraining ( 17%)
• 3 were self employed
• 12 were too ill to continue (8.6%)
• 15 still had active files and were referred to PCMI/ Social Workers/DEAs
 ( 10.7%)
• 3 had moved away
• 2 were being encouraged by In Biz and Business Ability
• 2 had moved abroad
• 2 had died( both men who committed suicide)
• 27 had not kept in touch  or did not want to continue the programme
 ( 19.4%)
• The most common incapacity  was a mental health problem, with a greater

preponderance than the govt IB figures ( 46% rather than 36%)
• The next commonest incapacity ( about 10% each)were musculoskeletal problems ,

injury and cardiovascular complaints ( mainly strokes)

8.0 Two Employment Advisors and a GP Advisor worked in conjunction with the
programme .

8.1 Employment Advisors aimed to provide advice and guidance to a range of
employing organisations on the running of the SOTS programme in  Portsmouth
.They advised on the advantages of employing people within incapacities.They also
gave free advice on the requirements of the Disability Discrimination Act.

8.2 The GP Advisor

The medical advisor role was an attempt to understand and report on the way that
various primary care strands related to unemployed people claiming Incapacity
Benefit

9.0 General Practice and the Unemployed sick

9.1 The situation of General Practice nationally
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Doctors in General Practice have a  heavy and increasing work load which is generally
felt by doctors  to be unsustainable.
The British Medical Association and the Royal College of General Practitioners have
been warning of the dire situation with regard to recruitment and retention( General
Practitioners Committee Annual Report 2003)
 Nationally General Practice is suffering a crisis in recruitment and retention so that
many practices are short of their full complement of doctors.
With many doctors over 50 ,and I in 5 GPs planning to leave in the next five years
,this situation will only get worse. (BMJ  Jan 2003 )

A GP vacancy survey by the BMA concluded that the UK has a shortage of General
Practitioners .
 In 2000 it had 1.8 practising physicians per 1000 of population compared with an
average of 3.29 among European countries reported by the OECD that year.
The 2003 survey showed that vacancy rates among British GPs are rapidly increasing.
It also showed that the number of unfilled GP posts is still growing, resulting in the
remaining GPs struggling to cope with the needs of extra patients.
 Each GP looks after 1800 patients on average. For every missing full time GP 1,800
patients have to be shared out among the remaining doctors.
In the NHS plan for England the Government said that there would be 2,000 more
GPs by 2004.Together with the Royal College of GPs the BMA  has calculated that
(with a need to maintain and improve services )the realistic need would be five times
as great.
(BMA January 2003/ General Practitioners Committee Annual Report 2003 )

10.0 Portsmouth General Practice and Portsmouth City Primary Care Trust

When SOTS started in March 2002 there were twenty nine general practices in the
city.  98 doctors served the community and were united first as the Portsmouth
Primary Care Group and then from  April 2001 as The Portsmouth  City Primary
Care Trust. (PCPCT).
There was a shortage of 9 _ full time equivalent doctors  in the PCPCT and ten
practices were looking for doctors in Jan 2003.
By March 2004 the situation had , if anything, deteriorated There are now 95 doctors
in the city, with resignation letters from a further 4 arriving in 2004 so far.
30% of the GPs are over 50. In one large group practice all the GPs are over 50. There
are still 10 vacancies for GPs and long term vacancies are increasing. The Trust has
been using the GP returners scheme which has not been entirely successful in
Portsmouth’s case.
There are 3 salaried GPs  employed by the Trust and of the 14 practices that
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chose PMS ( Personal Medical Services) status 13 obtained  funding for _ time GPs,
but they have not been successful in employing anyone.
There are adequate numbers going through the GP registrar scheme but they don’t
chose to stay and work  in Portsmouth. There are large numbers available for locum
work . It is thought that this is because they can cherry pick the better jobs and
dictate when they work and how,.
Nationally 24% of potential GPs now prefer to work as locums rather than as
principals in general practice.
It appears that GPs don’t want to be managers of practices and object to the
increasing burden of paperwork.

11.00 General Information on Portsmouth and Employment in Portsmouth

Portsmouth is a large naval port on the South coast of England with a
population of 187,000 .It is the most densely populated unitary authority in
the UK., and the most densely populated local authority outside London.(46.9
persons per hectare  (2000 Office Nat Statistics / Census 2001)
There is a proud naval tradition still  visible in the dockyards and the heritage
museums
There are areas of deprivation . Four wards are among the most
deprived  in the country.( Charles Dickens/ Paulsgrove / Nelson and
St Thomas). They  have the highest level of unemployment and
incapacity benefit claimants in the city.
The South West  corner of the city, Dickens,St Thomas,St Jude and Nelson wards
account for 40.2% of unemployed benefit claimants. (75% of children aged 15 years
and under living in Charles Dickens ward live in families that are claiming means tested
benefits.  )

The majority of the 99,100 jobs in the city are in public administration/
education and health( 33,700) e.g. Portsmouth City Council and the NHS.
 Distribution, hotels and restaurants account for  26,800 ;and  banking finance and
insurance 14,300.

12.00 National and Local Profile of Incapacity Benefit Claims

12.1 There are more than 2.6 million unemployed men and women of working  age
claiming sickness related benefits in the United Kingdom, ( almost three times the
official  unemployment figure ).
This has risen from 570,000 since 1981. This represents a four fold increase in
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long term incapacitating illness apparent among the working population in the last
twenty years, despite an increase in living standards in the country.
Throughout the UK 3000 people per week are flowing on to Incapacity
 Benefit  ( IB) with little or no prospect of ever returning to work.
Indeed, the  benefits system  creates an incentive to claim IB rather than job
Seekers Allowance (JSA) as IB is not means tested and is paid at a slightly
higher rate than JSA .On IB and Income support there is no requirement to    look for
work or be available for work .
In addition 300,000 people receive Severe Disablement Allowance and
there are also more than 200,000 short term ( less than 6 months) IB
claimants of working age nationally
(Hidden Unemployment ....C Beatty et al.CRESR Sheffield Hallam University June 2002)

12.2  However although there is some evidence that it is in a government’s political
interest to move people from unemployment benefit to  sickness benefit and thus
massage the unemployment figures, it would be surprising if this was the sole factor
that has caused such a huge rise.
Changes in personal and public perception of disability , the increasing length of
existing awards and the increase in the number of women who have paid full National
Insurance contributions have all paid their part in the increase.
“ There is no evidence of a link between increasing incapacity benefit claims and
increasing unemployment and no direct evidence of significant numbers deliberately
choosing to live on disability benefits”
( Walker R and Howard M  The Making of a Welfare Class? Benefit recipient in Britain
.The Policy Press. Bristol)

12.3 In a speech in 2002 the Prime Minister gave a stark breakdown of the figures.
Of those claiming benefits ,40% will still be claiming 6 months later, and of those
people most (80%) will still be claiming after 5 years.
The price to the UK economy is  high, an estimated £11 billion cost each year to
employers, 6.5 million working days lost to work related stress or depression, and one
in six adults off work for at least six months due to illness or injury ( report People
Management 3 April 2003 Zoe Roberts)

12.4 Locally there are over 7000 people of employable age claiming Incapacity Benefit

In Portsmouth a higher proportion of leavers from JobSeekers Allowance
leave to start claiming Income Support or Incapacity Benefit than the UK. average . A
lower proportion leave to start re-training
( ref www.portsmouth.gov.uk Stats news Spring 2002  )
 The unemployment rate is not high at 3.2%  ( April 2002)( Appendix
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The 2001 census lists the number and percentage of people of working age who claim
they have  a limiting long term illness.
In Charles Dickens ward it is 24%, Paulsgrove 15.1% , St Thomas 14% ,  and Nelson
ward 13.9%
The Portsmouth average is 12.9%

12.5 The gatekeepers determining access to IB are the doctors, initially the
claimants own GP, and for claims over 6 months doctors working on behalf of The
Benefits Agency.

In  theory to qualify for IB a person must be unfit for work. In practice tests applied
by The Benefits Agency assess ability to undertake certain basic physical tasks,
rather than inability to do different kinds of works in different circumstances.

13.00 The process by which someone ends up on Incapacity Benefit:

The General Practitioner Committee receives many queries from GPs and Local
Medical Committees about the provision of medical certificates and reports. Guidance
is provided and the BMA website( www.bma.org.uk)  sets out answers to the most
common queries.

 In general for the first 6 working days absence claimants self certify
with form SWC2 which is available from the Post Office or from the local benefits
agency

After 7 days away Med. 3  is required by consultation with a GP on that day or the
day before. Initially for 4/52 and up to 28/52

A patient previously seen by another Dr ( GP or hospital)  is given a
 form Med. 5. This must be issued by a registered medical practitioner. The patient
does not have to be seen but the doctor must have documentary information satisfying
the diagnosis. This can be for up to one month from  date of being previously seen

Med. 4   Requested by Benefits agency. This is long term incapacity, often
      required prior to benefits agency assessment. Must be from medical
      practitioner and can be indefinite/lifelong

14.00 General Practitioners Committee (GPC) Advice

14.1 The General Practitioners Committee receives many queries from
GPs about their role in the provision of certificates and reports. and many are
ambivalent about signing certificates
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GPs must provide reports requested by a medical officer about a patient to whom
they have issued or refused to issue a certificate. They must also answer a medical
officer’s inquiry about prescriptions ,certificates or reports provided under their terms
of service
Patient consent is usually required for disclosure of confidential medical information in
a certificate or report.
The Access to Medical Reports Act 1988 gives patients the right to see reports
written about them for insurance or employment purposes.
Only a registered medical practitioner can issue official statements of a person’s
incapacity for work. (The Social Security ( Medical evidence) regulations 1976(2) ( as
amended) .)The certificate should clearly identify the name address and speciality of
the practitioner

14.2 The GP panel of the Cabinet Office Regulatory Impact Unit  and The
Department of Work and Pensions (DWP) has attempted to streamline  Incapacity
Benefit medical procedures over the last two years .They have tried to ensure that a
factual medical report is only requested in a new IB claim where there is no other
reasonable option
The volume of IB reports requested by the Department has fallen from 30 per GP per
year in 1995/1996 to fewer than 15 per year in 2000/2001
( General Practitioners Committee Medical certificates and Reports.
 Guidance for GPs. Feb 2002)

14.3 Many doctors appear to have little direct contact with or knowledge of the
workings of the Department of Work and Pensions.(DWP) For example The results of
the survey into the green paper Pathways to Work showed that
80 % of Portsmouth GPs had not heard of it or knew what it was about.
(SOTS  survey April 2003)

14.4 Example of advice regarding requests for occupational health reports on
patients relating to sickness absence from work

“ We are receiving increasing requests for occupational health reports on patients
relating to sickness absence from work,...I am not qualified in occupational health and
do not feel happy about giving such opinions...” Question from Pulse GP Magazine April
26th 2004

Answer given in the magazine:
“The GMC states categorically that doctors must recognise the limits of their
professional competence and that they should work with colleagues in ways that
serve the patients best interests.
Companies should provide a proper occupational health service by employing a
trained occupational health physician , by using the private services of a GP with
appropriate expertise ,or by using a company specialising in the provision of
occupational health services.”

15.0 The Medical Model of Disability

15.1 The Medical Model of Disability is one that many health care professionals
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 work with, particularly those over 50 years old. This old fashioned model assumes
that people with disabilities have to adapt to the  demands society places upon them.
The medical  model tends to confuse disability with incapacity. It uses medical
solutions for the problems of the disabled and can encourage the belief that disabled
/chronically  incapacitated people don’t work because they are seen as patients by
their doctors.

15.2 The medical model makes the following assumptions.
It assumes there is an objective state of normality
Disability is defined as a disease state and purely in medical terms. It is essentially a
problem and a deviation from  the norm.
If people with disabilities are inferior biologically or psychologically then they do not
have the competence to make decisions for themselves. The medical model imposes a
presupposition of inferiority, both physical and intellectual , upon disabled people.
The role of the medical and paramedical professions is to cure or manage the problem
so that the disabled person can become as normal as possible. This gives the
professions a dominant role, with little scope for the person with a disability to
participate in decision making.

( Editorial Raymond Lang  The Asia Pacific Disability Rehabilitation Journal Vol9,No1.1998)

 “The medical model has influenced an emphasis on disability as a status and
therefore something permanent. Confusing it with incapacity has led to the situation
that someone who is disabled but who works is considered “less disabled” than
someone who is out of work”
“Policy changes( 1995) have reverted to  medical model assumptions such as tighter
functional tests of incapacity .”

( Marilyn Howard IPPR 2003)

16.0 The Social Model

The Social Model of Disability is centred around the way society and community
views disability  rather than  individual incapacity.
Inaccessible buildings and transport systems for example are barriers that society has
placed in front of  a disabled person. Prejudice, prevailing attitudes and
institutionalised discrimination are the disabling factors in a persons ability to live a
full life ,and these have to be addressed.
The incapacity suffered by a particular individual only becomes disabling as the result
of societies failure to provide adequate services.
It is the world they live in that is disabling, rather than the incapacity they suffer
from, and this world mitigates against disabled people being able to exercise their full
rights as citizens. As such, disability is seen as a human rights issue, and progress is
made through disabled people collaborating to achieve their common objectives.
Personal independence is key to this model.



21

21

17.0 The Incapacity Trap

“ Incapacity benefit is the gateway to many other benefits”
 DEA Portsmouth

17.1 Doctors can get caught in a “benefits trap” as well as their patients.
If they do not certify people with health problems and poor prospects of a  job as
incapable of working ,they can affect their patients income and hence their health.
Anecdotally the GPs in Portsmouth have said that they do not want to certify people
as unfit for work, but that these people return from JobCentre Plus with requests for
certification because the DEAs have asked them to do so.
 It is also possible that GPs whose patients develop chronic health problems and
disabilities feel that they are best served by claiming Incapacity Benefit and other
related benefits rather than failing to get work and staying on Jobseekers Allowance
( JSA)

( cf : what GPs say about certification.)

17.2 People can only gain access to various New Deal programmes if they are claiming
Incapacity Benefit, If you lose the benefit, or don’t wish to claim it,
you are not eligible to  get on to a programme. This is particularly hard for people
with fluctuating chronic conditions. ( e.g. mental health)
This has been an observation made by many beneficiaries ,GPs and Disability
Employment Advisors during the SOTS programme
The New Deal for Disabled People ( NDDP) and the latest Pathways to Work Green
Paper highlight the problems that arise between benefit and employment policies even
though The Disability Discrimination Act (DDA) assumes that impairments can be
accommodated in the workplace.

17.3 People have to prove incapacity to claim their benefits, but they have to prove
capacity when they try to get a job or employment support.

17.4 The incapacity trap can be seen as a conflict between two different perspectives on
disability ( Medical and social).Attempts to tackle this have essentially involved
grafting active measures onto the passive incapacity benefit, but the dilemma is likely
to become more acute as active measures are introduced into benefit administration
( Marilyn Howard IPPR  Jan 2003 )

17.5 People who qualify for incapacity benefits do not have to look actively for work
in return for those benefits.But many clients misunderstand this point ,believing that
they must therefore do nothing to suggest that they might be able to work
Pathways to Work DWP 2002
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17.6 “Once labelled as “incapable” people do not want to jeopardise their entitlement
and may come to believe that they are incapable of all work, compounded by a
continual pressure to prove incapacity in order to retain financial support.”
Marilyn Howard
( Grewal , I ,et al, 2002.’ Disabled for life? Attitudes towards , and experiences of,
disability in Britain.’DWP 173)

17.7 And GPs also have other problems because disabled people are more likely to
lack qualifications than non disabled people at all ages.(Smith A,& Twomey B, 2002
“Labour market experiences of people with disabilities” labour market trends August
2000)

17.8 Four in ten people on incapacity related benefits had no qualifications, twice as
many as non disabled unemployed people (DWP 2002 “ Pathways to work: helping
people into employment ,Cm 5690 ).

17.9 In cases of a previously poor education coupled with an incapacity there is little
prospect of a job paying a good wage and  such people can find that their best option
is to  make the  most of the benefit system .In some cases their journey through a
benefits system (seen to be of Byzantine complexity) can  become their ‘work’

17.10 “The fundamental structure of the benefits system where a claimant must prove
that they are incapable of all work, or prove that they are capable of and actively
seeking and ready for full time work has not been addressed. There is still very limited
opportunity to engage in part time work while on incapacity benefit without the threat
of benefit review”

17.11 To quote ( Witton D Communicating Welfare benefits Manchester Salford and
Trafford HAZ Research Fellowship Report Jan 2002
People who could do a few hours work a week as a prelude to recovery are
discouraged from doing so because it  could adversely affect their IB
appeal . People who are on the borderline for IB disability points are at a
particular disadvantage

17.12 From our experience at SOTS with long term benefit claimants it  appears that
there is a culture  among IB claimants that they will probably have to appeal at least
once before their IB claim is successful. (There also appears to be a family culture of
claiming Incapacity Benefit.)

17.13 As a method of trying to counteract these problems the introduction of the 52
week linking rule offers the ability to reclaim benefits at the previous rate if for some
reason the work ends within 52 weeks.
However due to strict time limits ,considerable administrative obstacles , and poor
information on these rules people are not taking advantage of this protection.

As a Portsmouth Job Broker said
“ They have to write a letter to the benefit agency for the 52 week linking rule, before
they start work.
If they don’t they‘ll lose the opportunity and they can’t do it retrospectively
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18.0 Exclusion from work as a disabling process (Marilyn Howard page 8)

18.1 Exclusion from work can be seen as part of the process of creating or maintaining
working age disability. About 3% of workers become disabled every year; but people
in manual occupations have three times greater risk of losing jobs than those in non
manual, and the differential is twice as large for disabled people (T Burchardt,
2000.’Enduring economic exclusion. Disabled people income and work.’ Joseph
Rowntree Foundation

18.2 In the first year after becoming disabled one in six workers lose their jobs.
Leaving a job was not always within the individuals control, as fewer than four out if
ten left of their own accord; the rest were dismissed or advised by a health or other
professional to leave.28% said that they could have stayed in their job had
adjustments been made.(Meager, N et al, ‘Employment of Disabled People : Assessing
the extent of participation ‘DfEE RR69)

18.3 Debbie Witton (Senior Welfare Rights Officer Salford Welfare Rights Service) states
in her report into the barriers that benefits can create for people trying to get back into
work  “benefit entitlements were rarely well communicated to users, either by
government announcements or by the benefit agencies. Fear and uncertainty
surrounding  the claiming of both benefits and their rights ,are experienced by  users
and by those that are supporting them.”( D Witton  Communicating Welfare Benefits
Manchester Trafford and Salford HAZ Research Fellowship report January 2002 )

18.4 ‘Pathways to Work’ suggests that people making a claim for benefit are already
partly detached from work. In the two years before their ONE claim, a third had not
worked at all.
Once out of work, disabled people were six times less likely to get employment than
non disabled people; a third of disabled people who do find employment are already
out of work again by the following year compared to a fifth of non disabled people ( T
Burchardt 2000 Enduring economic exclusion: disabled people , income and work

19.0 Rehabilitation and General Practitioners

19.1 Many GPs have felt uneasy about assessing fitness for work, and lack the
expertise to encourage rehabilitation
(Hiscock J & Ritchie.J,2001 “the role of GPs in sickness certification” DWP research
report 148 from M Howard )

19.2 GPs are not occupational health specialists, and few have sufficient knowledge of
the basic issues around fitness for work and occupational health. They may not
always encourage work retention and rehabilitation when this is appropriate, with
significant long term consequences.
Offering quality advice on whether an individual is fit enough to return to work is
made more complex by the need for GPs to maintain a positive relationship with
their patient.
(Pathways to Work DWP 2002)
( see  Portsmouth GPs comments on certification)
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19.3  40% of economically inactive disabled  people who had left work had been
advised to do so by a health professional. (Meager, N et al, “Employment of Disabled
people : assessing the extent of participation” DfEE RR69)

Having advice from a doctor not to work is a powerful disincentive to try to return to
work.(Marilyn Howard IPPR  2003 )

19.4 Many long term unemployed are able to claim IB rather than JSA because of
injuries they have picked up over the years, and the process of ageing itself. About
three quarters questioned have said they could do some work: It just depends what
type of work it is , and how much.
      ( C Beatty , S Fothergill (1999) Incapacity benefit and unemployment)

19.5 Ill Health or disability does not mean that someone is necessarily incapable of
holding down a job. The Labour Force Survey shows that in 2001/2002 no fewer than
3.4 million people with jobs had a self reported disability
The difficulties faced by those with long term health problems may start
with the attitudes of their own doctors who unconsciously reinforce a
negative attitude to work.

19.6 Patients don’t go to their doctors with the idea of getting back to work, they are
presenting as patients and fit the medical model perfectly.

 “Incapacity ” , that is inability to work because of a health problem, tends to become
what the patient and the doctor agree that it is

20.0 Methods employed to contact the GPs in Portsmouth

The GPs were being offered a free return to work and retraining service
  for their benefit dependant or chronically sick patients of employable age
   which did not affect their benefits.

 They were approached by an advertisement in their magazine PCT Pulse
( July  2002))followed by a letter to the senior partner of
every   practice.
Those practices which responded were visited and given a
talk about the programme. The visit was followed up by a letter responding
to any issues  raised ( 6 practices responded 21 doctors)
The non responders were then re-targeted with a letter ( September
    2002)to the senior partner and the responders again visited
 ( 4 practices responded  20 doctors)
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In the meantime local television and the press were running advertisements for the
SOTS  programme
After the September letter the Practice managers of every practice were
contacted by letter and poster (November 2002) and a request for a visit
was made. There were no responses to this approach )
A meeting was arranged with the practice managers but this was cancelled
without notice as they felt that they had had enough material on the project
Letter to all GPs individually (106 )  giving the first six months figures of
      the programme and an A4 sheet giving a breakdown of the employment
      services available for disabled people  January 2003
Questionnaire to all GPs ( 106) January 2003, on the Pathways To Work Green Paper
proposals  ( response was brisk with useful comments attached  )

 Any Doctor who wrote anything on the questionnaire was telephoned and
      reminded about the project, and asked for their views on IB claimants and
      the system. All were extremely helpful and pleased to be contacted.

20.1 By January 2003 100% practices had been contacted individually at least 4
      times and 76% had responded in some way
By the end of the SOTS programme  85% GPs practices had responded in some way.
Some practices never responded to any efforts to communicate with them

20.2 By the end of the SOTS programme the 97 GPs were individually contacted by
post and asked to return a form to see if SOTS had made any impression.
After an initial 53% response a second form was sent to the non responders.
There was a 62% final response to the form.

20.3  47% of all GPs in Portsmouth had heard of the SOTS programme by
December 2003

They had heard of it from various sources, but the main sources were
by post (16%), from a colleague( 10%) and from a talk in the surgery ( 22%)
Interestingly several GPs could  not remember where they had heard about the
programme from although they had been present at the surgery talk and had a letter
afterwards.
No GPs had seen anything in a newspaper or on TV. ( the main media  that attracted
beneficiaries)
Most GPs who had heard of the programme knew what the aims of the programme
were (To help the unemployed disabled back to work)(46.3%) but even with all this
information only 18% had referred patients to SOTS, which is only just
above the 14% who know about DEAs and use their services.
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Analysis of introduction recruitment in August 2003 showed that only 5% of the
beneficiaries had been referred by their GP, and only 10% had come from other health
agencies
GPs in Portsmouth have a target training day on one Wednesday afternoon every
month .This is a training period when they can brush up on their medical knowledge
and hear about new research. SOTS tried many times for a target training day slot,
starting with a request for a slot in March 2002,but was not successful.

21.0 Filling in Certificates  Some comments from GPs

“ I don’t see it as the role of GPs”

 “It is often beyond our control to ensure that certification does not continue
unnecessarily”

   “ I haven’t got the time”

“I’m not paid for it”

  “ I don’t understand what they want sometimes”

If I don’t fill it in properly then they might stop bothering me”

“It would be helpful if the staff at the benefits agency did not suggest to my patients
when they mention any illness to  “go to your GP who will sign you off work” as the
patients then present to me and say the staff have told them I must  write them a
certificate and get extremely upset if I don’t”

“Patients intimidate their doctor into signing sick notes”

“Some patients  insist that they can’t work but I cannot find a reason why not. It is
sometimes difficult not to upset the doctor/ patient relationship without issuing a
certificate”(These last three from two doctors in one of the poorer areas of
Portsmouth)

“The culture has to change. The patients need changing, not us.”

“Unless the rules change I can’t see any improvement”

“We all have a lot of patients on our books who need help like this  (SOTS)”

“Certification gives me the chance to discuss issues of work and sickness, but I
am hampered by lack of resources at the level of rehabilitation”
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(lack of resources was mentioned frequently)

“No time for on line training…Target Day?”

21.1 One doctor sent a few sentences which are worth reproducing in full

“ The certification system at present allows the GP the opportunity to discuss issues of
work and sickness, but back up services e.g. Physiotherapy, counselling, ergonomics
are poorly resourced with poor accessibility. This is the main limiting factor in return
to work
Secondary care services are often a main rate limiting step in return to work.
Improved rehabilitation both medically and vocationally would make a significant
difference
Motivation is everything! Some cognitive behavioural therapy may be helpful in some
cases but again clinical psychology services are poorly resourced”

In view of those comments about resources which were echoed by many GPs  this
quote from DWP seems appropriate

“In addition even where GPs have looked to ensure appropriate help is available they
have been held back by either the absence of suitable NHS provision or the lengthy
delays before it become available,”
DWP Pathways to Work Nov 2002

21.2 One doctor in Buckland said

“If someone is too unwell to work according to the Job Centre and I refuse them a
certificate they become abusive and defensive.
 It is not the GPs job to tell them whether they can or cant work, a  third party to do
that would be great.
There is a culture of incapacity benefit claims among  predominately young men with a
history of substance misuse and  a poor educational background The mental health
workers are not keen on them working.,.
The Occupational Therapists are fine about them not working if they are on a
treatment programme but this seems to legitimise their addiction.
If someone is Hep C + or HIV + should they be on IB ? Perhaps they would be better
off  working.
There is an occupational therapy gap at primary care level.
I have signed three long term sickness certificates in this mornings surgery.
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That  is average.”

Recent research from the University of Aberdeen ( BMJ  Dec 2003) has highlighted
the problems that GPs have with the process of certification, even going to so far as to
hand out certificates on demand for spurious reasons.
A survey in the GP magazine “Doctor” in October 2003 found that more than 80% of
GPs wanted to stop being involved in issuing sick notes. This may indeed be coming.

22.0 The new GP Contract ( 2004) and sickness certification

“....The contract proposals also make a welcome start on developing and supporting
valuable demand management initiatives that will educate the public in the appropriate
use of health services , make better use of the skills of other health care
professionals and potentially end the GP’s role in sickness certification.”

 ( General Practitioners Committee. Message from the chairman J Chisholm 2003)

“The negotiations for the new GP contract have resulted in a huge increase in the
investment in Primary Care that reverses the historic underfunding of general practice.
UK investment in Primary Care will increase from the current £6.1 billion to £8 billion
in 2005-2006. Substantial extra money is guaranteed for meeting the needs of the
patient within the community and primary care settings”.

( GPC Annual report 2003.J Chisholm)

23.0 Impressions 2002-2004

23.1 There is difficulty in engaging GP Practices

It is difficult to get to see and talk to GPs about programmes which will
benefit them and their patients. Even the practice managers were not
interested enough to hear about the project directly.
The GPs told me that they are bombarded with leaflets and initiatives .They do not
have the time  to see everyone. Every practice I visited was busy. Some were short of
doctors. Most appointments I made were changed at least once,often twice. At one
practice the doctors were not there when I arrived (by appointment) and never
appeared due to pressure of work.
The questionnaire approach was well received in conjunction with surgery visits and
feedback.
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Doctors talk to each other and those who hadn’t heard of the programme heard about
it from colleagues.

Conclusion
If you want to approach doctors do it by a visit to the surgery,
 through word of mouth from colleagues or through a short one page questionnaire
which can be faxed back.

Target training days may be a good way of approaching doctors

24.0 What Doctors feel about Incapacity Benefit/ NDDP

24.1 There is ignorance about the benefit system and about the process of form
signing There is some resistance to form signing. There is no easy   interface between
GPs and Disability Employment Advisors at the Job Centres so it is difficult for
doctors and their patients to make the mental jump between ill health and disability
and the possibility of work.

24.2 DEAs were seen as inaccessible  and poorly resourced by some of the
few  GPs who used them,.
The DEAs say that they only work with the GPs who know about them and refer to
them.
From the SOTS survey done in December 2003 , only 14% of Portsmouth GPs had
used the services of a Disability Employment Advisor  although NDDP leaflets are in
the surgeries
Most of the doctors who replied to the survey  ( 75%) do not appear to know of, or
deal with, DEA’s at JobCentre Plus.
GPs were uncertain about the usefulness of online training into benefits ( “no time”)

Conclusion

There have been huge changes in the systems that deal with health social services
and social security in the past 3 years.
It would be worthwhile to use a target training day slot to let the doctors know about
all the recent changes in the benefit system.
They do not know that IB is the gateway to many benefits and they are resistant
and resentful about signing certificates for people who want to claim IB
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25.0 What GPs feel about the Health Service and Incapacity Benefit Claimants

25.1 GPs are  well aware of where  they consider that blocks in the health care system
that force people onto Incapacity Benefit are
The blocks they have identified are due to lack of resources e.g.

(a)  The time it takes for people to get their conditions fully diagnosed.(The waiting
list for MRI scans etc)

(b)  The time it takes for people to get their conditions treated.( mental health
issues)

(c)  The time it takes people to be rehabilitated and who is available to do it.

The perception that older people with chronic conditions who are on JSA and appear
to be unemployable might as well be certified sick in order to gain access to further
benefits and training programmes.

25.2 They felt that lack of resources in the Health Service itself  can create Incapacity
Benefit claimants .Some people end up on Incapacity Benefit because their illnesses
are not being properly addressed quickly enough by the Health Service. Some come
from chaotic backgrounds and ,with little education ,drift into either substance misuse
and the mental health services or both Some are believed to be playing the system and
their doctor is in  a poor position to accuse them of this.

25.3 There is anecdotal evidence from GPs in Portsmouth that in their experience a
proportion of their patients are accessing out patient departments in order to support
their claims for Incapacity Benefit.

25.4  One surmised that it was in the region of 30% of the outpatient appointments in
rheumatology and orthopaedics. Similarly one doctor felt that a diagnosis of
 Post Natal Depression was sought by young mothers who are living on very
restricted incomes. When this is gained they then have non means tested IB and
Income support and housing benefit.
 ( is there evidence for this?)

25.5 The doctors felt that the process of certification  actually worked  against the
rehabilitation of the patient .

 If people  fall sick while  they have a job, they need help at that point.
By the time the patient reached the level of requiring Incapacity Benefit  they had lost
their job.and the services of a Disability Employment Advisor  came rather late for
that patient who was then  entrenched in a “sick” role often with added depression
and isolation.
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 Cf (Disler.P,&Pallant J “.Vocational Rehabilitation” BMJ Volume 323 21 July 2001)

26.0 What GPs feel about SOTS

26.1 Those who have been seen are  interested in the programme but there was
      some cynicism about the usefulness of a project which may be” here
      today and gone tomorrow” What will happen to their patients then?
      Doctors also had  concerns about the way some of their patients
     appeared to use the benefits system.

26,2 The practices in the most deprived areas with the highest number of
      benefit claimants were  the least  likely to reply to the approaches made

26.3 Doctors have been referring their patients to the SOTS programme, but expect
feedback as if it had been a medical referral. This has caused a few
 minor problems because of data protection issues.

The GP who used SOTS the most was impressed
“Good scheme Well done” Dr P Dinnapala

27.0 What GPs feel about Rehabilitation

27.1 Rehabilitation is not a word that is used enough in the discussions that I have
had. If it is used the doctors feel that it is poorly resourced with long waiting lists.
Physiotherapy was used and appreciated as a service on the Back Care pathways
programme
GPs need  a system to be able to focus on rehabilitation back into work, something
like the back care pathway. That they could use.
They know there is a problem with many of their patients, but they have not been
given the tools to help their patients off benefit and into work.
However if doctors thought Employment when they saw their chronically unwell
patients they would have referred to SOTS, even if it didn’t make a difference.
Even though 45% knew about the programme by the end of the 2 years, only 18% had
ever refereed to SOTS.
Interestingly, the patients referred by GPs had a poor record of even turning up- to
the Introductory Day, although some people who referred themselves had seen the
poster in the doctors surgery.
Beneficiaries and sometimes their GPs  see getting Incapacity Benefit as a goal which
they aim for because they can see no other way to support themselves.

27.2 Quote from a GP in Paulsgrove
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“ There is a failure to deliver the  appropriate services at the right time.
E.g. After big joint surgery in Germany there is physiotherapy available in 10 days, in
Portsmouth it takes 6-8 weeks to get it organised.”

Example of failure to deliver services

“ I have a patient who had an above knee amputation 15 years ago. The prosthesis is
no longer appropriate so it was taken away while he was an inpatient for something
else. He was discharged from the ward without the occupational therapist (OT)
assessing him. He waited 5-6 weeks without his leg and became bed bound.
Because he was non ambulatory his health deteriorated  and  he then suffered 3 further
admissions in 2 months”

Quotes from GPs

“Occupational Therapists are thin on the ground. ( six week backlog)”

“GPs are sending patients  back into  hospital because they haven’t been properly
treated ( this was during the Iraq War). The hospital is under doctored and under
resourced. There is no continuity of care for the patients”

“Health Visitors: The positive impact  on the long term overall health and well being
of the  population by the work of health visitors  is grossly underestimated”

28.0 Example of sickness/ work process in a SOTS beneficiary
( during 2000-2002)

This hard working 54 year old female manager had experience of and responsibility for
managing large  retail stores and large amounts of cash flow.
An extremely conscientious person she suffered a breakdown following
prolonged harassment from a member of the senior ( London) management.
She was diagnosed by her GP as having Post Traumatic Stress disorder and became
agoraphobic
These are the “messages “she perceived from various organisations (as she understood
them )during her return to work journey

Message from GP( who she felt worked hard in her interest)

To have signed her off and get her on Incapacity Benefit was the goal
No messages about work or working

Work Message
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Oops! We’re sorry for screwing you up. Didn’t mean to. Don’t sue

Job Centre Plus message

Clear off we don’t want you. We’re not interested in you
This won’t be easy . No support

DSS Doctor

Thorough and constructive.
No advice on return to work
Practical health advice... he picked up her thoughts of suicide.
Go and see your GP

“Benefits agency” message

New Deal leaflet
may have taken advantage of this if she hadn’t seen SOTS first

Message from SOTS

You can do it
You are worth more than this

Current situation

Has been working full time for a year in a responsible post, not in retail.
Valued member of a team

29.0 The two main areas of Incapacity Benefit Claim nationally are
 mental health problems and musculoskeletal incapacities .

29.1 Introduction

Of the 2.5 million people of working age claiming incapacity benefit in England well
over half are suffering from mental health or musculo skeletal  illnesses. In the SOTS
programme 45% of the beneficiaries who presented with a physical problem
eventually admitted to a mental health problem which was their limiting illness. This
supports  the WHO findings of 1998 ( Mental disorder in Primary Care) which found
that the majority of primary care patients with mental health problems usually
present with physical symptoms.
It is stated that 75% of people with mental health problems are unemployed and
claiming state benefit ( Witton D Manchester Salford and Trafford HAZ Research
Fellowship Report Jan 2002)
If these two disabilities could be actively addressed it might be possible
to make a difference to the figures.
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 “ Looking at healthy lifestyles and stress, what can we as individuals
   and representatives of organisations do, which will impact on the
   top health issues ?”
Jackie Charlesworth Head of Inequalities  Portsmouth City PCT Portsmouth City
Community Strategy

29.2 Adult Mental Health And Employment Strategies in Portsmouth
Back to Mainstream Conference  27th Portsmouth March 2003

( Quote from Disability Employment Advisor at the end of the Conference Day
“I didn’t know that people with mental health problems got better”)

A day long conference was held on the subject of Adult Mental Health and
Employment in March 2003. This was convened and chaired by Sue Beynon, (Head
Occupational Therapist Adult Mental Health  Portsmouth City Primary Care Trust.)

The Keynote speaker was Dr Rachel Perkins, Consultant Clinical Psychologist and
Clinical Director Adult Mental Health Services South West London and St George’s
Mental Health NHS Trust .

Dr Perkins is also a user of mental health services, a trustee of the Manic Depression
Fellowship, a Specialist Advisor at the Health Advisory Service and a member of the
Disability Rights Commission’s Mental Health Action Group.
She writes and speaks widely on services for people who are seriously disabled by
ongoing mental health problems. In 1995 she established the Pathfinder User
Employment Project. This is a ground breaking  programme to increase employment
opportunities within mental health services for people who have themselves
experienced mental health problems.
( Social Inclusion and Recovery: A model for mental health practice.
R.Perkins & J Repper(2003, Balliere Tindall)

The other speakers at the conference had a broad experience of vocational
rehabilitation ; some as professionals in the field, ( e.g.Occupational Therapists,
Disability Employment Advisors) some as service users ,and some as employers.
 However there were no Portsmouth GPs or their representatives at the
conference.

29.3 Conference Outcome

At the end of the conference, which was felt to have been very successful in raising
awareness about employment and mental illness locally,  an Adult Mental Health
(AMH) Employment Strategy Steering Group was formed .This meets at Portsmouth
Clubhouse ( now re named Employment Works) every quarter. As a significant
provider of services to the users of the Clubhouse SOTS sent a representative to  this
group.



35

35

The strategy group intends to promote and raise awareness in Portsmouth of the
needs of people with disability in relation to employment, particularly the need of
people with mental illness.
It intends to map existing pre work, access to training schemes and initiatives for
people with mental health problems . and to work on breaking down inter agency
boundaries to promote a clear pathway to employment for people with  mental health
disabilities.
It intends to be representative of all stakeholders, highlight good practice locally and
nationally, and to assume the role of information exchange through newsletter and
website.
It will work to attract financial support for its work

29.4 Quotes from the  AMH Employment Strategy Group

There is a large issue with social inclusion and  education around mental health issues
“ we can’t do it on our own

It really only works when people form partnerships with each other.

 Motivation is the key ( rather than overskilling)

The group has to educate people that we are trying to help

We need to forge networks within mental health in Portsmouth

If you are off Incapacity Benefit you can’t use New Deal for Disabled People

Incapacity Benefit is a gateway to many other benefits.

There is a huge gap between learning and education, a Vocational Lead Worker or a
Job Coach is necessary. SOTS does this.

A big part of social inclusion is Employment

29.5 Mental Health and Social Exclusion Consultation Document May 2003

This document from the Office of the Deputy Prime Minister ( ODPM)
was issued in May 2003 for comment.

The Social Exclusion Unit has been asked to consider what more can be done to reduce
social exclusion among adults with mental health problems. The Unit is to look at the
full range of issues, including employment.

To quote from the ministerial foreword
 ( Barbara Roche : Minister of State for Social Exclusion ODPM and
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Jacqui Smith :Minister of State for Health .Department of Health)

“ Mental health problems are a common fact of life...around one in six people of
working age have a mental health problem.
Many people will be able to resolve these problems successfully, with few  long term
consequences.
But for some people mental health problems can be the catalyst for some of the most
entrenched forms of social exclusion
 Long term unemployment, homelessness, poor physical health, alcohol and substance
misuse and lasting social isolation......And research has shown that mental health
problems can also be the consequence of long term social exclusion. Such problems
can ...create serious barriers to achieving successful re integration back into society.”

29.6 The Portsmouth AMH Employment Strategy Group replied to the
consultation in some detail. ( Most of this document was written by Sue Beynon who has
given permission for edited extracts from her reply to be reproduced here.
Some of the wording has been altered and further examples given))

Mental Health causes and sustains social exclusion by the impact it has on the
individual in terms of the personal lived experience, loss of motivation, withdrawal.,
poor self confidence and esteem, and societies response to it.
We make mental illness special , with few services being offered in mainstream
hospitals.
The three problems The AMH Employment Strategy Group would like to see
addressed are:

Accessibility of education: Our local adult education college is keen to develop
opportunities for people with mental illness, but are impeded by their funding
arrangements.
Unless there are ten pupils in a group it is not deemed financially viable.
( Locally a class set up to increase confidence and self esteem was stopped after 2
sessions because there were only 6 in the class. It is a major achievement for such
people to motivate themselves to get to a class and sit with others , and a major
setback when the class is cancelled.)

( 29.6) A “Plain English” benefits system that does not require change /loss of
benefit the moment a user starts the slow process of recovery and rehabilitation.
The system can work against people who want to return to work.
If the job breaks down for any reason they have to go through the whole process as if
they were a new claimant.

• The Government could make significant changes  to the benefit
system for this group and then take stock and see how it worked before
making further changes.
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• It could increase the therapeutic allowance level on a national basis , maybe in line
with other national pay rises.

• It could reduce the frequency and number of health checks
• The Government could change Primary Care practice to facilitate and fund the

placement of Occupational Therapists in Primary Care to be responsible for
signing people off work rather than GPs

• Occupational therapists have the necessary skills and training to engage people in
early rehabilitation They have the skills to  analyse the activities and skills
necessary to do jobs and to support job retention schemes.

Launch of a national user led mental health publication
 (like the Big Issue) to raise awareness and to target stigma

In the view of the Portsmouth AMH Employment Strategy Group

The main barriers to employment are

1. Bureaucracy
the systems and processes are too lengthy and there is a marked lack of consistency in
benefit decisions.

“The needs of people with fluctuating mental health problems who move between
capacity and incapacity for work have not been addressed”
(Witton D Communicating Welfare Benefits. HAZ Research Fellowship Report Jan 2002)

2.Accommodation
Rights to certain types of supported accommodation can be affected by a change in
status

3.Lack of opportunities
To try new skills and to develop new skills

4. Attitudinal stigma
from Employers
from Disability Employment Advisors (DEAs )( Up to date training on mental illness
and treatment is urgently required)

( 29.6) Example:

One of our SOTS beneficiaries always explained a gap in his CV by describing a
fictitious prison sentence, because he had found that was more acceptable to
employers than the true reason ; section under the mental health act.
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A typical experience for a mental health service user is to have their skills, attitude and
ability under or over estimated ,and the impact of their mental illness overestimated.

Problems in the workplace

There is a lack of support in the workplace from the workers own
manager/HR/colleagues ( this includes pre and post illness)
Too many decisions re staff rehab/ graded returns to work are at the managers
discretion rather than national HR policy, so there is marked inconsistency

Work is not a healthy place to be : people cite a culture of long hours, of working
more hours to get the job done., of extra work at no extra remuneration .They cite
pressure in work, and lack of staff recreational facilities ( sport / leisure)

The Health Service as a major employer should look at these considerations.
However there are complex pressures on staff that have to be addressed.

For example:
It has been found difficult to write a risk assessment sensitive to the stressful
pressures that can be experienced by a worker in a particular job, because the
management are anxious about potential for litigation in that job.
So nothing is written in and the job remains a risk for vulnerable individuals.
Because of the stigma associated with mental illness/stress, people who have been
made ill by unsupported working  practices often are not in a position to be able to
change the practices that contributed to their becoming ill in the first place.

Strategies for keeping work

There should be ‘in house’ graded returns to work, or the possibility of changing the
job ‘ in house’
 A pathway to employment should be developed by creating interagency partnership
working
Adopting a 1:1 caseworking model.One client to one vocational worker.
Delivering mentoring external support for as long as necessary

“ Switch on to Success is a local initiative to assist anyone with a disability back into
work. However reliance on SRB funding means that schemes like these may stop at
short notice because of non recurring finance.”
(AMH Employment team)

30.0 Muscloskeletal problems

30.1 The increasing prevalence of musculoskeletal pain had been described as an
epidemic.
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Muscloskeletal  symptoms of various types are a major reason for consultation in
primary care. Complaints are usually self limiting but if they become chronic the
consequences are serious.
These include the distress of patients and their families and consequences for
employers in terms of sickness absence  and for society as a whole in terms of welfare
benefits and lost productivity.
GPs play a key role on supporting the recovery and rehabilitation of people who fall
or are injured
(DWP Pathways to Work  2002)

Quote from a Buckland Practice
“Up to 30% of orthopaedic appointments are people having repeat scans etc to allow
them to claim IB
Orthopaedic and rheumatology are overwhelmed by these people”

30.2 Back Care Pathways in Portsmouth
All back pain sufferers go to the GPs, then referred to the physiotherapist.
Then to a clinical specialist ( PCT has a clinical specialist in  physiotherapy)
Referral to clinician if necessary. Now called the chronic back pain group
The pain clinic is consultant led, referrals from GPs and a specialist within the
hospital. At the end of the pathway is rehabilitation.

The physiotherapists see a need for as SOTS type programme

“ We have a gap. We get them up  to a level and then they dont know where to go.
They start phoning us up for trivial symptoms. We really need something like SOTS”
Christine Hayward Senior Physiotherapist

31.0 Attitudes of Employers

“On every programme when we got to workshop 3 and we were talking about
interviews, completing applications forms and CVs one question / advice always
asked  from the trainer  was
 How do I  fill in the medical statement ?
I used to have a mental health problem but I’m all right now.
How do you get that over to employers?”
Nick Edwards Trainer
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Example
This was the result of a frank interview with a SOTS beneficiary who had been
involved in a senior capacity employing people for a large organisation.

31.2 How people are chosen for interview
“There are 300 applications for a job
You trawl through and select
Anything with a box ticked in the wrong place is rejected”
Mental illness never got further than his desk, “straight into the bin”
They did employ physically disabled people

The beneficiary then suffered a breakdown in his mental health ( severe
anxiety/depression) and was retired sick
.Only a few close friends knew what his diagnosis was.
 Some were very supportive, some disappeared
 After starting to recover he discovered that it was very difficult to get another job at
the age of 50
He could see potential  employers would look at him in the same way (as he would
have looked at them before his illness)  if he mentioned  ”mental illness”

 His thoughts
There is an issue with employers and disability, they don’t know about Access to Work
for a start.
How do we get through that prejudice?   I’m well now.
We need to increase the profile of mental illness
We need some high profile people to “ come out”

One of the biggest barriers in any organisation is employer inertia on the topic of
absence A recent well publicised DRC seminar on the impact of the DDA for small
businesses illustrated the point. Only four employers attended from the many
thousands due to be affected

 “ Our experience ( of long term sickness/ disability management by employers )
highlights concerns as wide as not wishing to be sued if the approach is wrong,
 embarrassment in dealing with disabled people ; a lack of time;
a plethora of confusing policies which conflict with each other ;
 a lack of support or  not knowing where to go for it.
Ultimately , especially where there is generous occupational sick pay, a “head in the
sand “outcome occurs, where the employee is not managed and is left on the books -
sometimes for years.”
( Disability Newsletter Jan 26th 2004 issue 61) WoltersKluwer Uk

“ I get the impression that they dont want to employ anyone with disabilities at work
Someone in a wheelchair is probably OK, but people who are a bit more  of an effort
They are a  problem..” Bernard   Disability Awareness trainer SOTS
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32.0 Attitudes of Employees

The Disability Awareness trainers had some interesting comments on the attitudes of
some employees they noted during their training sessions.

At some sessions they found employees hostile to the idea of employing people with
disabilities, to the idea of children with disabilities accessing main stream schools.
Their complaints were
• Why should we give a disabled person a job over the able bodied?
• Why should my child have to go to school with a disabled child?
• We don’t see why disabled children should get extra help at school when our

children cant
• We don’t see why a disabled person should arrive later for work than we do

The Disability Awareness Trainers felt that employers were afraid of employing
disabled people because
• They are afraid of the unknown
• They are afraid of having to help
• They are scared of upsetting the staff they’ve already got
• they are worried about staff jealousy towards the perceived benefits the disabled

person gets at work.

Quote from Portsmouth Community Strategy  2004-2009
Portsmouth Local Strategic Partnership

• Starting a job and coming off benefits can be a difficulty
• People need an understanding of the benefits that they can claim
• People need to have confidence and a belief that they can return to work

Health and Safety

The Disability Discrimination Act can be overridden by health and safety legislation.

“ This is the biggest let out clause. End of chance of the job”
                                                                             Beneficiary

33.0 Pathways To Work Green Paper DWP 2003

In 2003 the DWP issued a Green Paper on employment possibilities for those
claiming Incapacity Benefit. They invited consultation from interested bodies and
published their response Helping People Into Employment  in June 2003

Since that publication pilots have been rolled out across seven Job Centre Plus
districts *( see summary)  and the success has been such that further incentives for
those on long term incapacity are to be introduced.
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33.0 Pathways to Work Green Paper ( Consultation)  DWP  2003

33.1 Summary

• Opportunities for everyone on benefit to fulfil their potential and find work has
been achieved through the creation of   DWP, Job Centre Plus, the  New Deal
programmes and better in-work support through tax credits.

• One major group needs more help, the 2.7 million people of working age receiving
incapacity benefits( 7.5 % of the working population)

• The chances of leaving benefit for work decline rapidly after only a few months.
     Nearly 50% of those on IB have been receiving it for over 5 years.
• More than _ million people on IB would like to work , and around _ of new

claimants have a manageable condition such as back pain, stress and depression,
and mild circulatory disorders.

• Best evidence suggests that for these conditions a return to normal activity is likely
to enhance well being and improve long term recovery

• People coming on to IB report a wide range of obstacles to work that the
government want to address ( poor confidence, no financial incentive, poor skills,
employer discrimination, a belief that they cannot work because of their condition)

• Later work focused interviews risk being less effective because of declining health,
worsening skills, isolation and social exclusion

• People who have to move across to JSA as a result of “failing” an IB assessment
are much less likely to get a job than other group, with high numbers drifting back
to IB over time.

33.2 We need to improve the work focus of benefits by a better framework for
support in the early stages of the claim
• direct access to a wide range of provision
• improved visible financial incentives to encourage claimants to re-establish

themselves in  the labour market
• better support for people with health problems who move from an Incapacity

Benefit to JSA
• All within the context of improved support amongst employers and health care

professionals

33.3 How this will be done

• Provide a better framework of support by building on Job Centre Plus
• ensuring new IB claimants maintained  contact with skilled Personal advisors

through the early stages of a claim through Work focused interviews
• ensuring new claimants draw up an action plan with their PAs
• Develop a new team of PAs with broader skills
• link IB  medical assessment and the new Work focused interviews
• Direct access to a wider range of help
• Through improved work focused interview regime people on benefits

will be fully aware of the help available ( NDDP etc)



43

43

• New joint programmes will be established combining support to find jobs
delivered by Job Centre Plus PAs with health focused rehabilitation delivered with
the NHS. These will be short programmes in pilot areas

 
• Offer improved visible financial incentives
• by establishing a simple return to work credit paid at £40 per week for 52 weeks

where income is less than £15,000 pa
• PAs will be able to award up top £300 to clients for help with clothing an

equipment

• Better support for people with health problems on JSA
• ensuring  those transferring across from IB to JSA see a specialist advisor when

they first claim JSA and draw up a Job Seekers agreement
• automatically refer them to the tailored support available through the relevant JSA

New Deal;

• Employers and Trade Unions
• jointly need to promote an environment where as many employers as possible are

managing health at work positively
• occupational health support need to be encouraged  and employers with problems

need to be supported back into the workplace as soon as possible
• we will develop and issue best practice guidelines
• create a simple aid to recording sickness absence

Health care professionals
• Need a greater awareness of the importance of work resumption as part of the

most effective clinical management of many of their patients
• We will establish a website to provide on line train and advice for all GPs
• Undertake research into extending the responsibility for issuing sickness

certificates to other health care staff such as psychiatric nurses to help ensure that
fitness for work is considered at all stages.

Additional funds will establish six pilot areas across the country starting from
late 2003. After evaluation national extensions will be considered.

34.0 The Government’s response to consultation Pathways to Work.
Helping People into Employment  Cm 5830 June 2003

“Fundamental to our approach is the belief that many people on incapacity benefits
need not be at the end of their working life but can be at the start of a working future
.We need to ensure that the support we put in place properly reflects this and that,
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over time, we turn incapacity benefits around so that they help people to focus on what
they can do and not what they can’t. I am encouraged that so many of our respondents
share this view.”
Rt. Hon Andrew Smith Secretary of State for Work and Pensions June 2003

34.1 Summary
• There is clear evidence that when people first claim IB virtually all expect and want

to get back to work
• A significant proportion will be on benefit 12 months later, many will develop

chronic disability and suffer a decline in mental health as a result
• Most people moving onto IB do not report severe health conditions
• A return to some form of work is likely to improve health
• Low confidence, a belief that work will be harmful; and poor financial incentives

keep people on IB
• The longer someone remains on IB the less likely they are to get back to any work

34.2 Key features of the new system proposed
• Delivering a new team of specialist skilled personal advisors to support IB clients

giving more skilled advisor support and help to return to work,
• Clients and PAs draw up an action plan during the early stages of a claim
• Easier access to the existing range of specialist employment programmes plus new

work focused rehabilitation programmes, offered jointly by Job Centre Plus and
local NHS providers. The first  Work Focused Interview(WFI) shifted to  8 weeks,
followed by 5 monthly interviews.

• Closer linking of WFI and Personal Capability Assessment processes.
• Improved financial incentives for IB Recipients both to seek work and to move

into some form of employment
• Early, tailored support for those leaving to move from IB onto JSA
• Specialist advisors in the pilot areas  will offer an in work support service to IB

clients who have started working.
• Both awareness and take up of existing Job Centre Provision is low. There is

evidence of gaps in provision, so the eligibility and access criteria for all Job Centre
Plus programmes will be simplified. This means that the advisor can directly refer
IB clients on Day One of their claim. Closer links with NDDP job Brokers

• Engagement of other key stakeholders , particularly Employers and GPs through
employment focused rehabilitation programmes

Proposals start from  October 2003

34.3 New rehabilitation support to help people manage their conditions
• The consultation document identified a gap in the provision of employment

focused rehabilitation programmes for people coming onto IB
• It proposed working with the  NHS in pilot areas to establish programmes to

provide additional specialist support for people coming on to IB to support
clients back to work
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• The programmes aim to help people manage their pain, improve their physical
fitness and their mood, cope with uncertainty and fear about their illness

• Most people felt that there was a rehabilitation gap and welcomed the DWP aim to
promote additional rehabilitation services. Mental health clients were thought to
have the most to gain from rehabilitation

• Most responses expressed concern around NHS capacity to deliver the
programmes and expressed a need for partnership working with  all organisations
that could offer support services

“ We will therefore be establishing employment rehabilitation programmes that
initially cover at least three main conditions....non severe mental health,
cardiovascular and musculoskeletal conditions, and seek to build up an evidence base
on the effectiveness of this and other rehabilitation provision.”

34.4 Improving GPs awareness of fitness for work issues
• The consultation document recognised the critical impact of GPs in regulating the

flow onto and off IB through Med 3 statements
• There is good evidence that a client’s understanding of what their GP has told them

is an important factor in encouraging or discouraging a return to work
• Doctors recognise that lack of work is associated with poor health, but there is still

scope for improving understanding and clinical practice in this area
• An interactive  website will be established for all doctors to improve on line

interactive training and advice on sickness certification and fitness for work, this
will go live June 2003

• Feasibility study into extending responsibility for certification to other health care
professionals

34.5 The pilot studies
• £100 million will be spent on seven Job Centre Plus  districts for up to two and a

half years
• Late October 2003 Bridgend, Rhondda,Cynon and Taff,

Renfrewshire,Argyll,Inverclyde and Bute and Derbyshire
• April 2004 Somerset, Essex, East Lancashire and Gateshead and South Tyneside
• The pilots will cover 9% ( 60,000 clients per year) of the national IB flow
• Engagement with local employers in pilot areas has started
• Proactive engagement with General Practitioners  to strengthen support for and

awareness of the new rehabilitation provision will be undertaken
• Successful delivery of these pilots will be a significant challenge for DWP, Job

Centre Plus, The Departments of Health and local health service providers
Evaluation will be carried out by independent research organisations managed by
DWP

34.6 Summary of main proposals to extending the IB reform pilots to the stock
of existing IB claimants. ( April 2004) still in consultation

• The work focused interview to be extended to those who have claimed
from the 2 years prior to the start of the pilots

• All eligible clients to take part in 3 work focused interviews
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• We will provide full access  to all programmes and incentives available in an
enhanced Choices package

• Creation of a  financial incentive ( £20per week ) to encourage completion of an
action plan and participation in work related activity

• Ensure adequate safeguards for the most vulnerable clients.

35.0 Answers

35.1 Is this a system and if so is it a joined up system?

It is not a joined up system The benefits system and employment service have been
joined up as Job Centre Plus but the work and benefits system and the health service
are still separated
The health service is further separated into GP services and the hospital and
rehabilitation services
It is a series of separate systems.

Doctors don’t talk to or use Disability Employment Advisors (DEAs)
Why?
(i)  Because they don’t know about them ( 75% ignorance of DEAs in SOTS survey)
(ii) Even when they do know about a service ( as in the SOTS programme 45% GP
recognition ) they still don’t use  the service.(18% used SOTS versus 14% using
DEAs)
There is profound ignorance among GPs about the benefit system and the way it
works, and of its potential usefulness to their patients.

Occupational Therapists  from the rehabilitation social services team ( R.A.R) feel
that they  don’t talk to Doctors  enough or get a reply from Doctors when they write.
Doctors feel a lack of communication with Social Services and Occupational
Therapists.
Physiotherapists need somewhere to refer their clients who have reached a stage
where they need to progress without the aid of the physiotherapy department.

35.2 Is it the benefits system that puts people into this position or is it
something else?

These following  was  felt to be damaging

The pressures of proving and continuing to prove incapacity and disability were cited
as a source of fear and stress and held back opportunity for voluntary work, part
time work, study and training.
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Pressure to move on to Job Seekers Allowance regime, or forced into full time work
before ready to cope
The medical assessment experience was reported as upsetting and  demeaning
Strict part time work earning limits and severely restricted opportunities to take any
work that pays more than the minimum wage

( Whitton D Manchester Salford and Trafford HAZ)

Nationally there is significant underclaiming of benefit entitlement
Missing out on benefit income when unable to work had a negative impact on mental
health and held back the process of moving back to work
The risk of losing DLA was a major concern
Not having a bank account is a problem for people who haven’t worked for
a long time
There is a problem for people having to earn enough to compensate for the loss of
housing benefit and income support before they get on to tax credits.
People want to keep their benefits and don’t see the freedom that having a job will
give them
The current system is still a significant barrier to work

Example:

The  Portsmouth OT department recently ( 2003) employed someone on the Supported
Permitted Work scheme  earning £67.08 a week on top of the existing SDA and
Housing Benefits .As a result of being in work and earning over £66 per week they will
now lose the majority of their Housing benefit and pay Income tax, initially at the
emergency rate. These are not incentives to return to work.

Anecdotes about the benefits trap are widespread, but it does appear that people have
to earn more then the minimum wage to be able to bridge the jump between being
dependant on the state and being able to care for themselves financially.

Many people using SOTS programmes were unaware of their rights under the DDA.
Moreover many of them didn’t consider themselves disabled. The only reason that
they were there was the fact that the promotion included “long term health problem”
 ( I’m not disabled , I’m ill”) In fact the majority  of SOTS beneficiaries were not
involved in the disability debate. They had no links with  disability organisations or
activists.

The benefits system is almost a salary that is paid for you to be ill
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For the state to continue to pay me to be ill,I’d better make a good job of it

A number of SOTS beneficiaries had undergone an unsuccessful IB appeal but the
interesting problem they presented the SOTS trainers and programme with was that
they still believed that they were ill. Particularly people with fluctuating conditions
 ( cf Mental Health/ Back)

Incapacity benefit is the gateway to many other return to work benefits.
This is not helpful for people with fluctuating conditions who need help but don’t
qualify for IB or don’t want to apply for it.( I’m not disabled)

Working tax credit. The impact on disabled people has been to spread confusion
because they didn’t understand it. They didn’t think that it was for them. Any
transition or movement in their mind meant that they would lose benefit

35.3  How is Primary Care Involved in the claiming of Incapacity Benefit and
what are the links around it?

Doctors are asked to keep signing the certificates regardless of their medical opinion
They feel impotent and irritated. They abuse the system because they see no point  to
it.
They have patients who in their opinion do not need to be on IB but they are
apparently forced to sign them off sick or their patients are not able to  access
retraining programmes.. It is all a game. They are not involved,.

GPs are often are ignorant of the system and as the gatekeepers to Incapacity Benefit,
which is the only pathway into other benefits for the sick and disabled ,this is a
problem.

They do not use the Disability Employment Advisors in any significant numbers.
Links to Adult Mental Health Occupational Therapy Teams and  Occupational
Therapy Teams in Social Services are tenuous.

The Occupational Therapists  from RAR went to a Target training day on a
misunderstanding, they thought that it would be a workshop with GPs. They were
expected to sit and listen to some presentations so they  felt that their expertise was
ignored, left ,and no one noticed.  They did not follow this up.

Interestingly the Disability Discrimination Act  as described to GPs by their GPC
 ( General Practitioners Committee) describes the terms of the Act as dealing with
patients and not dealing with employed disabled people in health centres.

It would be interesting to find out how many disabled people are employed in
GP surgeries.( under Access to work?)
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The Employment Advisors ( Disability  Awareness Trainers)  reported  that
when they turned up to  the first  GP surgery to give a talk on Disability
Awareness and the DDA, they had to persuade the doctors to talk to them (The
disabled person who was giving the talk) and not to their carers who were there
to help them under the Access to Work scheme)

“Many GPs seem quite unaware of the resources available to their patients through
the local Disability Employment Advisor/Access to Work advisor( Shropshire County
Council, Occupational Health Unit. DWP Helping people in to employment June 2003
Cm 5830)

35.4 Do Health systems support a person returning to work or do they
encourage people to stay on Incapacity benefit ?

Health systems are not involved in supporting a return to work. The system
concentrates on stabilising a person’s medical condition.
Doctors are not good at knowing how long people should have  time off work or
giving them rehabilitation  advice, It’s not what they do.
People on Incapacity Benefit can  lead very restricted lives They don’t do much and
they don’t realise quite how little they do  Nor do their doctors.

“Years ago there was a nurse attached to the employment unit
One of her jobs was to help people with simple changes to their lives that made it
easier for them to work. Changing the times of their medication for example so that
they were in less pain, or not made dangerously sleepy early in the day. This worked
very well.
The service is now contracted out so that there is no resident nurse, no contracted
doctor, no educational psychologist”
NDDP Job Broker

35.5 Is the Health Service keeping them on IB?

Yes, along with the benefits system. They are not being helped off IB.
Why are people going back to see the GP?
I have to go back to the doctor to reinforce where I am
 i.e. that I am ill therefore I can still claim benefit

The NHS has two roles here.
• It stands as the role of the provider of health services, and rehabilitation
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• And it is a major employer in the UK (The NHS may be the reason that the person
is ill in the first place (stress and bad backs being the most common incapacity
claims.))

 
 The Expert Patient approach is being extended to NHS staff in Salford  with the
purpose of improving the quality of their working lives, reducing costs associated
with sick leave and supporting people within disabilities into employment in to the
NHS ( pilot April- May 2004 .  Dr A Robinson, J Pollock & C Dabbs.Salford Royal
Hospitals NHS Trust)
 The Health Service does not think in terms of  health and employment, it is  a sickness
service. ( see remarks from  Disability Awareness trainers)
 80% of health resources are fed into the acute sector.
 There is a culture of don’t overdo it, which mitigates against rehabilitation into work.
 It is not an enabling culture, It is a disabling culture
 The patient is disabled by it ;  and the doctor is disabled by it.
 
 
 
 
 
 
 
 
 
 
 
 
 35.6 What are the links with other organisations that deliver?
 
 Job Centre Plus
 
 Disability Employment Advisors.
 
 Following the introduction of JobCentre Plus at the beginning of the SOTS programme
DEAs had their own line management., and they had a regional management structure.
Now they are managed by the district and there is talk of a loss of direction. It would
be useful to know how long it takes to get to see a Disability  Employment Advisor
and how accessible people feel that they  are. People with mental health problems and
people who have worked and are not used to using these service find the process
particularly  intimidating.
 .The DEAs need more training in the care of people with mental illness.( Opinion of
the AMH Employment Strategy group)
 
 
 What training do the DEAs have?
 DEAs dont talk to NDDP Job Brokers Why ? They are in competition for bonuses
 DEAs aren’t career advisors.
 Under NDDP DEAs can only say” these are the job brokers in your area “
  DEAs are not allowed to suggest who a jobseeker should visit.
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  Performance related pay distorts outcomes. People with disabilities are awarded the
maximum points on the outcome system ( 12 points)
  They are known as “twelve pointers” in Job Centre slang.
 They have less chance of being referred to a DEA because the front line staff have a
financial incentive to try to place them themselves. The DEAs get the most difficult to
place people.
 ( see annex on NDDP)
 
 
 35.7 What are the links between Health and Employment?
 
 Work can make you ill.
 Large Employers such as The NHS need to look at their  workforce and consider what
steps are required to maintain their health  and what support they need.
 What support is there for the NHS staff in Portsmouth?
 Free Disability Awareness training  was given to only about 55 employees from  the
Portsmouth City Primary Care Trust over 2 years. They have 1800 employees.
 
 “ We were training NHS staff and  when we asked if there was anyone in the room
who knew about the medical model of disability there was complete  silence...
 They didn’t know anything about it”   Disability Awareness Trainer Edris Miller
 
 
 
 
 
 
 
 
 
 35.8 Social Services and the PCT?
 
 Social Workers have said that Health and Social Services are not joined up, and that in
Health there has been a lot of changes .Specific services for older people are better
organised than the services for the younger ( 18-65)
 Social workers say that rehabilitation programme and care packages that social
workers put together are more rehabilitation based than the health packages.
 
 Care management
 In the past they have thought of having some social work clinics in GP surgeries.
Social workers would like to involve GPs in assessment. They write to GPs but the
letters are not responded to.
 The GPs say that they answer letters that have to be answered. Older GPs remember
case conferences which are now a thing of the past. That in the past GPs used to deal
with social workers regularly but now they ( social workers)were too busy .
 
 35.9 Occupational Therapy ( O.T.) and General Practice
 
 The Referral Assessment Rehabilitation (R.A.R) team is composed of
occupational therapists and social workers. All health professionals are aware of this
and people are referred by anyone.
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 They rarely get referrals from GPs, and if they do the GPs don’t refer early enough.
Rehab groups never get referrals from GPs. They write to GPs but the letters are not
responded to,
 
  “ Information sharing would be so useful” RAR
 
 The OTs said that they do not get people with anxiety and depression from the GPs
and that their Adult Mental Health groups are not accessed by GPs
 
  “People aren’t referred to hospitals but managed by their GPs; it would be nice to get
them earlier.”
 
 There is a problem recruiting Occupational Therapists (OT) nationally .
 There is a pay differential , OTs in Health are better paid with better packages than
OTs in Social Services. The Portsmouth RAR recently advertised, there were no
applications.( See also lack of response to OT ad in London as described at the Adult
Mental Health Conference)
 
 
 “There is a major need for training of all health professionals in understanding the
importance of work to health, and the interrelationships between employment and
health. There is also a clear need for experts in the field of vocational
rehabilitation”
 
 British Society of Rehabilitation Medicine
 ( DWP Helping people into employment June 2003 Cm 5830)
 
 
 
 
 
 
 
 
 36.0 How the system is working/not working
 
 The interface between GPs , Rehabilitation Services, The Employment Service and the
patient is hazy and unfocused
  There is a significant gap between The Surgery, the Job Centre and the Employer.
 There is a feeling that Health and Social Services are not joined up (comment from
R.A.R.)
 GPs are too busy to concentrate on the job prospects of their patients,
  especially as the system seems to change frequently. GPs are not the people to run a
rehabilitation employment service, they are managing an acute service.
 
 At the very least Primary Care Health Workers, especially the GPs; Social Services ,
The Voluntary Agencies , Occupational Therapists, Physiotherapists and the
Employment Service (DEAs, Job Brokers, PAs) should meet and discuss their view of
the unemployed sick ( and meet some of those who have returned to work ?) and
to exchange views on the benefit system.
 Should this be done as a Target Training Day or a Workshop?
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 Employers should be aware of the work done through networking by the above
agencies (PCC/ PCPCT)
 
• In a Bristol pilot The DEAs and OTs worked together in the Job centres.
• There is a pilot in Bradford giving Welfare advice in GP surgeries
• In France and Warsaw Job Coaches work along side people and interface with

employers and employees
• In Victoria Australia, if an employee is off work for more than 20 days after an

injury at work, the employers is responsible for appointing a return to work co-
ordinator who must produce a written plan within 10 days.

     The employee must make reasonable efforts to comply with such a programme
    while insurers provide funding for rehabilitation, salary support, and modifications
     to the workplace. The final return to work figure is 77%.
( Disler.P & Pallant.J Vocational Rehabilitation BMJ 323 21 July 2001)

Should the NHS and Portsmouth City Council be targeted first to put their own
houses in order with regard to their working practices.
i.e. preventing bad backs , reducing stress levels, supporting their staff?
And are they giving work experience/ jobs/ support to people with disabilities?

How could practices (in Buckland for example )(1) control and (2) positively
encourage patients into work?
Teenage mothers need support to retrain and get into work ( ref aHAZ work)before
they become depressed and dependant on Incapacity Benefit
There are people who may never have worked, have low skills, and may have a
history of substance abuse.
( Employment Works and the Adult Mental Health Employment Strategy Group are
doing a lot of work on this)

37.0  Summary and Conclusions
 
37.1  Nationally there is a large and increasing problem with the claiming of incapacity

benefit and people who claim this benefit have a poor record of returning to work.
The return to work programme Switch on to Success ran in Portsmouth for 2 years
and rehabilitated a significant proportion of the long term disabled back into work
or retraining.( over 50% of 400 beneficiaries) This was achieved through a
workshop programme and one to one mentoring.

During this time the general practitioners in Portsmouth were approached and asked
about their experiences with their patients who claim incapacity benefit.
Two surveys were undertaken into the GPs opinions on certification and on the role
of Disability Employment Advisors in the Job Centres.
Other providers of rehabilitation services( in the broadest sense)  were interviewed,
the Disability Employment Advisers, the Occupational Therapists, the
Physiotherapists and Social Services community teams.
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The formation of the Adult Mental Health Employment Strategy Group led to further
useful knowledge .

Although the SOTS programme achieved a useful level of recognition with GPs
( 45% by the end of the programme) Doctors still did not refer their patents directly
to the programme ( 18% of the beneficiaries were referred by a GP). And they did not
use the DEAs either, of whom only 25% of the doctors had heard.( 14% had used a
DEA)

37.2 Conclusion
 Doctors have little or no expertise in rehabilitation into Work.
They are trained in  rehabilitation into using the Health Service less
There is a profound level of ignorance about the benefit system among doctors,
They have little idea of what could be done for their patients through the JobCentre
and a deep cynicism about the certification system and their patients motivation .
There is a lot of help available for people in the benefits system that is not being
accessed  through the Health Service.
There is a lot of help available through the NHS and Social Services that is not being
accessed by doctors.
The Government’s new pilot schemes to help rehabilitate the long term sick have
some positive ideas for people of which the GPs should be aware.
The  ideas for helping GPs improve their awareness of fitness to Work issues in
“Helping People into Employment “ ( page 42 para 34.4 of this document) do not go
far enough.
Doctors need to be kept up to date with what is happening in the benefits system, as
the current gatekeepers to Incapacity Benefit . The best way to inform doctors is by
word of mouth. Doctors and the other professionals in the NHS, Social Services and at
the Job Centres must meet and share their expertise in a regular  half day seminar.
The Voluntary Agencies and Employers should not be forgotten .
They should then formulate an action plan to keep themselves up to date with each
others fields. This could take the form of an annual half day meeting  and a web page
that flags up useful information in between the annual meeting date.
Could this be run under the auspices of the Local Strategic Partnership?

 “I am contacting you on behalf of my husband who has been attending your
workshops. He received a job offer for a quality Inspector on Friday and he
started today. He is very thrilled to have this opportunity and wishes to
thank you for all your help.
As his wife, I would like to personally thank you and your team for your
workshop...my husband and his illness for the past two years. I really notice
a change in him in the two weeks he has been attending. I have seen my
husband return to me, his .esteem and self confidence has built up, thanks
to your workshop I can only put down from both of us thank you for all your
help and hopefully you can use my husband as an example to others in your
group that good things happen”
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Appendix

Mrs S.     Post Office Cleaner  age 49yrs

Developed severe persistent sciatica  2 years ago
Unable to stand or sit for longer than 30 minutes

Her GP signed her off
Because she was signed off for six months she was assessed by the DSS doctor
He gave her 14 points She needed 15 to claim Incapacity Benefit
She needed the money so she went to the JobCentre
The young man there was not quite sure what to do. She had a certificate from her doctor
saying  that she couldn’t work and was told by the benefits agency that she could
He referred her to the Disability Employment Advisor
She waited two months to see the Disability Employment Advisor ( because of a long
waiting list and holidays)
She went on Job Seekers Allowance and went down to the JobCentre every two weeks
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 ( “worrying because I knew I wasn’t fit enough)
She went for interviews but could only contemplate part time jobs because if the state of
her back
She was still in a lot of pain. She was paying a private physiotherapist to do a group
exercise class once a week to help her back
She attended a SOTS course which helped her to consider a change in direction away from
cleaning jobs.
She was referred to PCMI ( Portsmouth Craft and Manufacturing Industries) where she
goes for 2-3 hours twice a week to learn about computing.She enjoys this very much and
is able to get up and move around as much as she needs to.
She went to a private doctor to get an opinion on her back  ( paid for by The Post Office
private scheme) but it was a waste of time because he didn’t tell her what was wrong or
give her much advice
She went for an appeal for Incapacity Benefit ( suggested by her DEA)and while waiting
for that did not dare to take work placements in case it affected her case

Current situation ( February 2003)
She won her appeal in February and now can claim Incapacity Benefit
She is very relieved because now she can concentrate on getting better without having to
worry about not having her stamp paid and not having a little bit of money.
She continues at PCMI and is considering short-term work experience.
Her back is still painful. She cannot sit for longer than about 40 minutes
She is wondering whether she should have an operation. Her physio says no, the doctors
say maybe.

Her Impression of the system

1.  My GP has been very kind and helpful. He told me that I couldn’t carry on with my
cleaning job and suggested medical retirement

2.  The people at work weren’t helpful . I thought that they might find me a different
lighter kind of work as I’d been there so long ( 16 years)  but they said that there
wasn’t anything for me.

3.  The Benefits Agency were helpful but it took so long to sort everything out.
      (about a year)

Appendix

Portsmouth Wards in order of Index of Multiple Deprivation (UK)

Note : Rank 1 is the most deprived. Rank 8414 is the least deprived

These scores combine Income/ Employment / Health / Education/ Housing
and Access to Services

(a)  Education and Skills    8 wards are in the most deprived nationally
(b)  Child poverty               Charles Dickens is 23rd most deprived in the UK
                                         80% of children live in families living off means
                                         tested benefits
(c) Housing                       6 wards are in the most deprived nationally
(d)  Position                       Charles Dickens, Paulsgrove, Nelson and

St
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                                        Thomas are in the most deprived  wards
                                         in the UK

Appendix

 Incapacity Benefit and Severe Disablement Allowance claimants in
Portsmouth by Ward August 2000 with unemployment figures 2002

Name of Ward IB claims SDA Unemployment
Nov 2002

Charles Dickens 840 120 349  ( 4.0%)
St Thomas 680 120 292  (4.1%)
Paulsgrove 605   75 199  (2.9%)
Nelson 560   95 218  (2.9%)

St Jude 485   85 300  ( 4.4%)
Fratton 430   55 191  (2.5%)
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Milton 420 100 126   (1.9%)
Havelock 385    40 217   (3.1%)
Hilsea 370 105 158   (1.9%)
Cosham 370    75 110   (1.9%)
Highland 365    80 184   (2.5%)
Copnor 295    40 118   (1.5%)
Drayton 235    45    84  (1.4%)

Total

Figures from
Hantsweb

6035

www.hants.gov.uk

  1040

Appendix

Summary of Areas SRB SOTS Beneficiaries (March2002-
2003)

Southsea                         10
Somerstown                   12
Hilsea                                2
Wymering                         2
Titchfield                            1
Milton                                 7
Portsea                             1
Tipner                                1
Paulsgrove                       5
Fratton                               5
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North End                        10
Buckland                          5
Cosham                             5
Stamshaw                          2
Drayton                              2
Landport                           5

                                          76

30 of these beneficiaries came from the most deprived areas in the heart of
Portsmouth

i.e.   39%    However 10 more come from
North End.adjacent to Buckland which brings the figure to 52%

The figures for Wymering and Portsea  need attention. The surgeries in that
area are

(i)  Wymering ( and Paulsgrove)Dr McKenning
(ii)  Portsea:  Dr MacConnell
nearby Drs Olford & Dr Shrivastva & Partners

Appendix

Service Framework for GP Advisor Role within Switch on to Success

1.Roles and responsibilities
1.1  Provide a service to the PCT, Primary care Teams and appropriate hospital
  departments with particular emphasis on GP’s and Rehabilitation Services.
1.2  To raise awareness of the SOTS programme for long term disabled people

among Primary Care Teams and Rehabilitation Departments
1.3  To research the links between primary care and the employment of people

with disabilities
1.4  To work with all general practices in Portsmouth city, but

work especially closely with practices in the Heart of
Portsmouth areas ( Buckland, Landport,Somerstown, Portsea,Paulsgrove
and Wymering)
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1.5  To support the work of the Employer Advisors
1.6  To provide advice and guidance as required to SOTS personal advisors and

other team members on specific beneficiary issues

2.  Objectives
2.1  To publicise the SOTS programme with health professionals in such a way

as to challenge the perception that long term disability could mean long
term unemployment.

  2.2 To design set up and deliver a research project relative to Primary Care
           its links to employment and [people with disabilities and SOTS

3.0  Means to Achieve
3.1  Contact all Primary care practices in the area by a variety of means, focusing

           on practices within the Heart of Portsmouth area
3.2  Gather and evaluate information an a quantitative and qualitative basis on the
     effect of long term benefit dependency on this people accessing primary care
3.3  Work with PCT, Disability Matters Ltd ( DML) and the Department of Work and

Pensions to design and deliver a research project to look at the links between
primary care and the employment of people with disabilities , and the effects of
the SOTS programme on this.

3.4  Meet with Employer Advisors, Personal Advisors, PCCT and DML as
necessary

3.5  Meet with Project manager on a monthly basis

4.0  Monitoring Arrangements
4.1  Produce a short monthly report detailing process, achievements, challenges,

way forward and submit with invoice to the project manager
4.2  Write and produce a quarterly newsheet detailing the progress of the

programme and send to all interested parties

5.0  Outcomes

            By thirty first of March 2003 to produce a report for the PCT, Social Services
             and DML on the outcomes of the research project to look into the links
             between primary care and the employment of people with disabilities and
             the effects of the SDOTS programme.

Appendix

A short note on  Transitions to Work Programme ( April 2002)
The aim is to move people on Incapacity Benefit closer to, or into work.

Work
• Full time / part time paid work
 self employment / voluntary
 temporary / supported work /home work
• There are a disproportionate number of disabled people out of work and a culture

that feels that  “disabled people do not work”
• People claiming  Incapacity Benefit do not always regard themselves as disabled,

they find themselves on the benefit as a result of  1990s Government policies
aimed at reducing the unemployment figures.If unemployed people are moved onto
sickness benefit they are classified as ill and unavailable for work, and thus
fall off the unemployment register.

• DSS Benefits Agency indicate 7600 people claim Incapacity Benefit in Portsmouth
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     ( DSS 2000: nationally 3000 people / week move onto Incapacity Benefit
       95% stay on it for life.)

• Government estimates that 16- 20% of people on Incapacity Benefit would like to
work provided that they have the right support and guidance ( New Deal for
Disabled people, Extension Document)

 
 Employment in Portsmouth
 
• The labour market in Portsmouth has undergone  major changes in the last 20 years
• There are opportunities for disabled people, but there is a mismatch between the

skills people have and the skills demanded by local employers
• Jobcentre states  there are unfilled vacancies while at the same time disabled people

are flowing onto benefits.
• While unemployment is falling locally the rate of Incapacity Benefit is rising

locally by 4% per year.

Welfare to Work Joint Investment Plan

• A City wide plan delivering a transition from benefit dependency  to work .
• This is a collaboration between PCT, Social Services and Disability Matters Ltd
• PCT ( Primary Care Trust) delivers the budget
• Social Services provide office accommodation, programme workers and support

team
• Disability Matters Ltd  provide training  programmes for unemployed people with

disabilities. They have stringent targets to meet by 2004.

Funding

• Single Regeneration Budget/ European Social Fund : £ 1.4m until March 2004
 
 
 
 
 
 Appendix
 
 
 
 
 Work as Therapy
 
 Nationally 3000 people begin Invalidity Benefit per week
  and 95% stay for life.  However 18 % would like to work,
 provided they have enough support.
 
 A  Transitions To Work programme encouraging those
  claiming Invalidity Benefit to move from dependency
 into work is current in Portsmouth and the South East
 until March 2004.
 The £1.4 million budget is administered by The PCT and
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  Social Services; and  individual  training programmes
 ( Switch on to Success) are provided by Disability Matters Ltd.( DML)
 DML helps to re-empower  disabled people who feel
 abandoned by the job market, and anecdotal evidence suggests that
 doing work reduces surgery visits by people claiming benefits
 Dr Miranda Whitehead , a former GP , will liaise with General Practices
  in Portsmouth  and she would like to hear from practices interested
 in helping research the therapeutic aspects of work. Final analysis
  will be passed to Government via the Dept of Work and Pensions
 Switch on to Success would  like to hear of patients suitable for
 the programme ,which is completely voluntary and will not affect their benefits.
 
 Contact  Switch On To Success or Dr Whitehead
 at The Horizon  Resource Centre
      Sundridge Close
      Cosham     PO6 3LP
                Tel  023 92 377 846
                Fax 02392 37 9083
 
 
 
 (205 words)
 
 
 
 Advert placed in PCPCT news sheet for GPs and Primary Care Health Team Workers
 
 
 
 
 
 
 
 
 
 
 
 Appendix
 
 Switch On To Success
 The Horizon Resource Centre
 Sundridge Close
 Cosham
 PO6 3LP
 Tel  02392 377 846
 Fax 02392 379 083
 
 July 31st 2002
 
 
 Dear Dr ,
 
 “ Because I haven’t got anything to do, I can’t be bothered to do anything”
 ( quote from a participant at the first introduction day held on April 16th)
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 I am writing to introduce a pilot project that is taking place in Portsmouth and the
South East  over the next two years. I think that you will find it of great value to those
patients who find themselves “stuck” on Incapacity Benefit but who you think could
be able to retrain and work again.
 
 The company Disability Matters Ltd ( DML) has been awarded substantial funds
 ( £1.4M) from Portsmouth City Council and the European Social Fund to run a series of
free transitions to work programmes for the long term disabled. Research
has shown that 18-20% of disabled people would like to get back to some form of
work.Sadly and wastefully, once on Incapacity Benefit 95% never work again.
 7,900 people are on Incapacity Benefit in Portsmouth alone and 3000 a month are
added to the national total. Portsmouth has had the good luck to be chosen for the
pilot, which if successful may be set up in other areas.
 
 The results from previous programmes run by DML have been heartening.
 Last year 17% went straight into full time paid work after completing the programme
of workshops and coaching.53% started retraining  and 10% went into voluntary
work. There is a skills shortage locally and DML is talking with the business
community so that jobs and skills match.
 
 The trainers, and indeed everyone who works for the company, are or have been
unable to work because of disability ; and from my own experience , I think that this
has a very positive effect on the students of the programme.
 
 As a  doctor, and as an ex GP, I know how very busy you are, and how paper floods
through the door ( which is why this letter is one page long!) but if you can  find some
time at one of your practice meetings I would be delighted to give you,  and your team
more information about this really excellent scheme.
 
 Yours sincerely
 
 
 
 
 Dr Miranda Whitehead MB BS
 
 
 
 
 
 Appendix
 
 Switch On To Success
 Horizon Resource Centre
 Sundridge Close
 Cosham
 Portsmouth
 Hampshire
 PO6 3LP
 
 
 Tel 02392 377 846
 Fax 02392 379 083
 
 
 September 18th 2002
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 Dear Dr ,
 
 It was a pleasure to come and talk with your Primary Care team on Monday,
and we look forward to welcoming some of your patients onto our SOTS
courses.
 Do please reassure your patients that their benefits will not be affected by
coming on the course. If they have travel problems, we can offer help, and all
food and teaching is absolutely free.
 All they have to do is to ring the SOTS number  02392 377 846 and either
speak to a member of staff or leave a message on the answerphone.
 They will then be sent an information pack and invited to the next
introduction day, which they can attend with no obligation to continue.It is
usually so enjoyable that people want to come back for the full course.
 I take the point that some people have very limited transferable skills , and
that re-education can sometimes mean basic education in literacy and
numeracy; but we have experience in accessing help for people who have
never been listened to before , and the results are speaking for themselves.
 We are very keen to welcome women and people from ethnic minorities
who are not coming forward yet.
 
 Thank you for asking me to speak to you
 
 With best wishes
 
 
 
 
 
 Dr Miranda Whitehead
 
 
 
 
 
 
 Example of follow up letter
 Appendix
 
 Switch On To Success
 The Horizon Resource Centre
 Sundridge Close
 Cosham
 Portsmouth
 Hampshire
 
 PO6 3LP
 
 Tel 02392 377 846
 Fax 02392 379 083
 
 
 September 24th 2002
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 Dear Dr
 
 
  “Switch On To Success “  Programme Portsmouth 2002 - 2004
 
 I  thought that I would write to you again about this returning to work
 
 programme which , as you may have read in the PCT Pulse, is running in
 
 Portsmouth at the moment.
 
 As you may know I have to visit all the practices in Portsmouth over the next
 
 few months to let them know about the programme, and my diary is
beginning
 
 to fill. It may have something to do with the fact that we are offering
something
 
   so positive (ie free and not affecting benefits) to the long term sick !
 
 As I haven’t heard from you yet, I thought that I would write to you again, and
 
 include a copy of my first letter in case it has gone astray,
 
 You will be able to contact me on 02392 377 846 to make an appointment.
 
 with best wishes
 
 Yours sincerely
 
 
 Dr Miranda Whitehead MB BS MRCS LRCP
 
 
 
 
 Appendix
 
 Switch On To Success
 Horizon Resource Centre                                              
 Sundridge Close
 Cosham  
 Portsmouth
 PO6 3LP
 
 Tel 02392 377 846
 Fax 02392 379 083
 
 November 20th 2002
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 Dear  (practice managers name)
 
 Portsmouth has the good fortune to be the pilot for a Transitions To Work
programme which is involving  the Primary Care Trust, the City Council and
Social Services. ( Switch on  to Success)
 
 The scheme is a series of workshops that support people back into work
from a position of benefit dependency due to poor health .
 
 The programme is very carefully designed to encourage and support these
vulnerable people and is already having considerable success .Their
benefits are NOT affected by joining the scheme.
 
 My job as GP advisor to the programme is to let every General Practice
Team in the area know about it .
 Of course it is much more likely to make in impact if I can have a few
minutes to tell them personally and I am very keen to do this.
 
  I also want to hear the views of your team on the research that we want to
do on the effect  of Work as Therapy on the person involved and their family.
Does working reduce the use of the NHS by disabled /incapacitated
people?
 
 Would  it be possible for you be able to arrange for me to speak to the
doctors on this programme? As an ex GP I know how pressured their time
is, but we are offering a service that will reduce their workload rather than
increase it.
 
 I enclose a short summary for your interest and a poster for the surgery.
 
 Thank you
 
 Yours sincerely
 
 
 
 Dr Miranda Whitehead MB BS MRCS LRC
 
 
 
 

 
 Health Problem or Disability?
 
 And Not Working?
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 And Live in Portsmouth, The Isle
of Wight or S.E. Hampshire?
 
 For a new start, telephone us on
 

 023 9237 7846
 
 to hear about the“Switch on to Success”programme
 
 
 This is a Portsmouth based project designed
to help you move towards fulfilling your
potential in the workplace. Taking part is free
and does not affect your benefits. The whole
programme is presented by people with
personal experience of overcoming disability
 
 
 
 
 
 
 
 
 Supported by The European Social Fund and the Portsmouth and South East Hampshire
Partnership.
 
 
 
 
 Appendix

 
 Summary of “ Switch on To Success “ Programme (SOTS)
 2002-2004
• The programme is enabling people with health problems and

disabilities to fulfil their potential in the job market
 
 
• 2.7 million people of working age claim Incapacity Benefit nationally
 
• 7600 people are on Incapacity benefit in Portsmouth
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• Without help 95% will stay on it for life
 
• 18-20% would like to work if offered the right support and guidance
 
 
• The essence of this programme is enabling people to take personal

responsibility
 
 
• The programme is a partnership between Portsmouth City Council, The

Social Services and The Portsmouth Primary Care Trust
 
 
• People  can refer themselves. This increases the chance of success
• They ring 02392 377 846

• Benefits are not affected by participating in the programme
 
 
• All tuition and meals are free. Travel can be arranged
 
 
• Personal advisors increase the chance of success with individual

support
 
 
• Links with local employers through Disability Employment Consultants

increase the chance of beneficiaries finding and keeping real jobs
 
 
 Switch on To Success
 Horizon Resource Centre
 Sundridge Close
 Cosham
 Portsmouth
 PO6 3LP
 
 Tel  02392 377 846
 Fax 02392  379 083
 
 
 
 
 Appendix
 
 Switch On To Success. Horizon Centre. Cosham. Portsmouth PO6 3LP
 
 
 SWITCH ON TO SUCCESS :  REPORT APRIL 2002-OCTOBER 2002
 
 Here is an update of our returning to work programme which is current in
the Portsmouth area from March 2002-2004
 
 This free series of workshops encourages the long term sick and
disabled to retrain and return to paid work while still receiving benefits
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 Patients self refer by ringing   02392 377 846
 
 Our April-October 2002 results are as follows
 
 150 people have attended an Introduction Day after ringing our number
 
 74 people have signed up and completed the course : 45 men and 29
women
 
 17 now have paid employment
 14 are retraining or in education
 6 are in voluntary service
 37 are still under the care of their personal advisors , considering retraining,
work options or with severe ongoing medical problems
 
 Categories of Disability
  45 have a physical disability
 8 have a learning difficulty
 16 have mental health problems
 2 have epilepsy
 The average length of unemployment is 6.4 years
 Over 30% of our beneficiaries have a dual disability, often not disclosed at
the onset of the course, usually a mental health problem.
 
 Any of your unemployed patients with a health problem are welcome on this
programme
 Please make sure that they have our number  02392 377 846
 
 We exclude no-one.
 
 With best wishes for the New Year
 
 
 
 
 Dr Miranda Whitehead  MB BS MRCS LRCP
 
 Supported by Portsmouth City Council. The European Social Fund and Portsmouth & South East Hants Partnership
 
 
 
 
 
 
 

 Appendix
 SUMMARY OF A GUIDE TO SPECIALIST SERVICES FOR DISABLED PEOPLE
taken from JOBCENTREPLUS booklet
 (ref: PFL DS2( Version 2) Jan 2002)
 
• The majority of disabled jobseekers who find work through Jobcentre

Plus are helped by personal Advisors (DEA’s)
• Disability Employment Advisers are supported by local Disability Service

Teams.
• DEA’s can offer (I) Employment Assessment

(ii)  Work Preparation (
Employment Rehabilitation)
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(iii)  Referral to an Occupational Psychologist
(iv)  Job matching and referral service
(v)  Information on employers in the area
(vi)  Referral to specialist Jobcentre Plus programmes for

disabled people  (a) Job Introduction Scheme
(b)  Access to Work
(c)  Workstep

(vii)  details about work based learning for adults
(viii)  details of where to find out more about the Disability

Discrimination Act
(ix)  information about local and national disability

organisations
• Job Introduction Scheme: Allows a job trial. Employers are helped with

wages and costs until you are both sure about the job
• Access to Work: Practical help for disability (i.e. a communicator for

deafness/ a reader at work for the blind/alterations to premises or
working environment/ a support worker/help towards the cost of getting to
work)

• Workstep: for those with significant disability.Support tailored to
individual requirements

• Training: Learning and Skills councils ( LSC’s) provide a range of
training

• Residential Training
• Further Education: Some colleges offer extra support
• Self Employment   Learning and Skills Council may offer financial help
• Disability Discrimination Act: has given disabled people  equal rights in

employment and access to goods and services A brief guide to the
Disability Discrimination Act 1995 available Disability Rights
Commission Helpline. Freepost MID02164 Stratford Upon Avon CV37
9BR

•  tel: 08457 622 633.
• Disabled Persons Tax Credit: Helps people with health conditions to

start or return to work or remain in their existing job. It is a non
contributory income related tax credit which is tax free.Paid by employer
through the wage packet. Includes Childcare tax credit, worth up to 70%
of childcare costs up to a max. of £ 135 (£94.50 per week )for one child
and £200 (£140 per week )for two or more children.To be eligible must
have received a qualifying benefit for one day in the six months previously.
Awarded for 26 weeks at a time and not affected by a change in
circumstances

• Tax credit helpline 0845 605 5858

Appendix

Switch on to Success
Horizon Centre
Cosham
Portsmouth PO6 3LP
Tel 02392 377 846  Fax 02392 379 083

January 17th 2003
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Dear  Dr

Switch on to Success is a programme encouraging those on long term sickness
benefit to get back into work.( 2.6 million  claiming Incapacity Benefit nationally
2003)
We are having success in Portsmouth and a senior team from The Department of
Work and Pensions ( the renamed benefits agency) are interested and are coming
down to see what we do at the end of February. I will be telling them what I have
found from my visits to general practices.
 I wondered if you would be able to fill in this short questionnaire to add to my findings
and send it back in the envelope provided (or Fax)  by Feb 15th please.
If you have any suggestions that I could take forward to the team please feel free to
let me know. This is a real opportunity to let the Minister know your views.
Thank you very much.

Dr Miranda Whitehead

1.  Have you heard of the Governments green paper Pathways to Work ?

    YES                                          NO

2.  Do you know what Pathways to Work suggests that GPs should do to help the
long term sick back into work ?

    YES                                          NO

3.  Have you seen a summary of the main  proposals for General Practice from
Pathways to Work ?

     YES                                         NO

4.   Do you agree with these proposals for managing sickness certification
suggested in Pathways to Work?

a.  Improving training in the basics of assessing fitness for work       a  YES      NO
b.  Ensuring GP Registrars are assessed on their knowledge of
   fitness for work and certification before qualification                        b  YES      NO
c. Providing better information on evidence based recovery times
    to ensure certification does not continue unnecessarily                 c YES       NO
d.  On line training and advice  on sickness certification and fitness
    for work will be provided and will be part of revalidation                 d YES      NO
e.To look at the feasibility of extending responsibility for sickness
certification to other healthcare professionals ( Nurses/OTs/Physios eYES      NO

Appendix
Results of GP Survey on Pathways to Work as of February 5th 2003

1.  Have you heard of the Governments  green paper Pathways to Work?
Yes   18      No    23     4 sent back unfilled

2.  Do you know what pathways to work suggests that GPs should
    do to help the long term sick back into work?
Yes  8        No   33         4 unfilled



73

73

3.  Have you seen a summary of the proposals for General Practice
from pathways to work ?

Yes  5     No   36         4 unfilled

4.  Do you agree with these proposals for managing sickness
    certification suggested in Pathways To Work?
a.  Improving training in the basics of assessing fitness for work?
     -Yes    28      No   7      10 unfilled
b.  Ensuring that GP registrars are assessed on their knowledge of

fitness for work and certification before qualification
      Yes    31      No 3          11 unfilled
c.  Providing better information on evidence based recovery times to

ensure   that certification does not continue unnecessarily
      Yes    29     No  4           12 unfilled
One doctor wrote that it is often beyond their control ensuring that certification does not
continue unnecessarily
d.  On line training and advice on sickness certification and fitness for

work will be provided and will be part of revalidation
     Yes   20       No  11        14 unfilled
This produced the most comment and was the most evenly split question
“ No time for on line training. Use a Target day instead?”
“Not sure how this would work”
” As part of revalidation!!”
e.  To look at the feasibility of extending responsibility for sickness

certification to other health care professionals ( Nurses/OTs/Physios)
   Yes    28     No  6          11 unfilled

Comments were made on the forms
 “We all have a lot of patients on our books who need help like this”
“ We really need more resources”
One doctor wrote a very useful paragraph which I will quote in full
“ The certification system at present allows GPs the opportunity to discuss issues of
work and sickness, but back up services e.g. Physiotherapy, counselling ,
ergonomics are poorly resourced with poor accessibility. This is the main limiting
factor in the return to work.
Secondary Care services are often a main rate limiting step to return to work
Improved rehabilitation both medically and vocationally would make a significant
difference
Motivation is everything! Some cognitive behavioural therapy may be helpful in some
cases but again clinical psychology services are poorly resourced.

Appendix

Results of GP survey Jan/Feb 2003 on Pathways to Work Green Paper

1.    106 survey forms sent out
2.      98 GPs in Portsmouth
3.      45  survey forms returned
4.      45% response
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Question Yes No Not Answered

Have you heard of the Green Paper? 18 23 4

Do you know what it suggests?
8 33 4

Have you seen a summary? 5 36 4

Do you agree with

Improving training?
28 7 10

Assessing the knowledge of GP regs.
Before qualification?

31 3 11

Evidence based recovery times?
29 4 12

On-line training as part of revalidation?
20 11 14

Responsibility for certification
extended to other Health Profs.?

28 6 11

Appendix

Portsmouth City  Primary Care Trust
Figures taken from
Ordinary and Day Case Admissions Combined waiting list
 Quarter 2  (2002/2003)

Speciality
Code

Function Total no
of
patients
waiting
for

less than
3 months

3-5
months

6-8
months

9-11
months

12-
14months
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patients
waiting
for
admissio
n

999 All
specialitys

4,172 2.061 1.030 690 322 -

100 general
surgery

473 304 122 39 7 1

101 Urology 290 203 53 22 12

110 Trauma &
Orthopaed

1,217 494 306 239 133 45

120 ENT 529 214 113 145 50 7

130 Eyes 627 180 183 165 92 7

191 Pain
manage

105 75 11 14 5

320 Cardilogy 177 98 59 19 - 1

Waiting Times for Ist Out Patient appointments

Code Speciality GPwritten Other Wait in Weeks
0-<4 4<13 13<17 17<21

999 All 671 444 433 37 1 -

710 Mental
illness

305 61 10 12 - -

Appendix

Number of Claims of Incapacity Benefit at 31 August 2002 by Diagnosis
Group

All cases All IB Men Women
thousands

Mental and behavioural disorders 833 477.2 355.9
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Diseases of the musculoskeletal system &
connective tissue

521.2 314.1 207.1

Abnormal clinical and lab findings 272 168.0 103.2

Diseases of the circulatory system 179.1 144.2 34.9

Injury,poisoning,
external causes

150.2 106.6 43.6

diseases of the nervous system 122.5 67.5 55.1

Diseases of the respiratory system 66.4 43.9 22.5

Diseases of the digestive system 40.2 26.4 13.8

Endocrine nutritional & metabolic 35.6 24.5 11.1

Neoplasms 33.5 18.6 14.9

factors influencing health status 29.5 19.7 9.8
Infections/parasites 17.6 11.8 5.8
genitourinary 17.5 8.2 9.4
Skin 15.4 10.2 5.3
Eye 14.7 10.5 4.2
Ear 9.9 6.4 3.5
Congenital 5.1 2.8 2.4
others 13.5

TOTAL 2,377.0 1,466.0 911.0

Appendix

Surgeries visited or responded to the approaches made ( SOTS)

Drs Allcock and Wilson ( Cosham)    Wrote and said they were unable to see me but
asked for literature.Tape/leaflets and posters

Drs Barron,Tutte and Minay ( Somerstown)
Dr Barron is ill. The others answered the questionnaire
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Dr Dale ( Dr Sizer has left) ( Southsea/Somerstown)
Replied to the questionnaire

Dr Emerson, Foord and Prabhath ( Southsea) *
Visited .Send patients. Answered questionnaire
Interested to know about their patients progress

Drs Thornton and Evans( Copnor)
Answered questionnaire

Drs Hill and Laing ( North End)
Answered questionnaire

Dr Castilla ( Portsea)
Answered questionnaire

Drs McLaughlin,Wilkinson,Richardson,Causer,Whyte-Venables ( North End)
Visited ( no one returned questionnaire)

Dr Price ( Southsea)
Answered questionnaire

Dr Parkin ( Southsea)
Answered questionnaire

Drs Pearson,Preston,Harper,Giddens,Crawford*
( Southsea) Answered questionnaire with added
remarks. Phoned Dr Pearson and had a long talk.

Drs Pryce O’Donovan and Caiger (Southsea)*
Returned questionnaire. Dr O’Donovan interested in what happens to his patients and
has phoned SOTS
office and referred.

Appendix
Summary of GP activity SRB SOTS

Dr Williams( Somerstown) *
Has been visited and was interested Sent back questionnaire, Will arrange a surgery
of his patients on IB if possible
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Drs Rogers, Franks,Stoner,Crisp and Day
( Copnor)*
Visited.All  returned questionnaire

Drs Russell,Sanderson,Bagshaw,Gill,O’Rourke,
Egelstaff.
Visited. No one returned questionnaire

Dr Munro ( Buckland)*
Returned questionnaire with useful comments. Phoned.
Will see me in one of her surgeries in March

Dr Spolton ( Somerstown)
Returned questionnaire. Visited by appointment but both Drs held up and could not
attend

Dr Tyrell( Southsea)
Returned Questionnaire

Drs White and Winfield ( Southsea)*
Visited. Returned questionnaire

Drs Lalor & Klemenz ( Cosham)
Requested visit and then cancelled.
Practice 2 doctors down . Very busy.
Sent video

Dr Raw .Lewis,Oram,Tollast, Thompson, Loxton,Moss
Fratton *
Visited and given a talk.They send patients.
Dr Tollast refers by letter

Dr Hughes Buckland
returned questionnaire with remarks

Notes:

1.  25 Practices out of 29  ( 86%) have had direct contact at least once  with
SOTS programme either by visit, phone, returning questionnaire or
referring patients. Some have had more than one contact.(*)

GP Practices in areas of Maximum Deprivation (Appendix 17)

Drs Allcock and Wilson  ( asked for and received a video of the
programme
                                         and posters etc)



79

79

The Health House
1 Wootton Street
Cosham PO6 3AP
Tel 02392 381118
Fax  02392 326379

Drs Barron, Tutte,Minay ( returned questionnaires/ Dr Barron is  now retired)
Somerstown Health Centre
Blackfriars Close
Southsea
PO5 4NJ
Tel 02392 851199
Fax 02392 814626

Dr J B Bennett                         ( no response)
Somerstown Health Centre
Blackfriars Close
Southsea PO5 4NJ
Tel 02392 820500
fax 02392 876606

Drs Grindrod, Charlton, Galloway, Wernick, and Sawyer  (no response)
The Cosham Health Centre
Vectis Way
Cosham PO6 3AW
Tel 02392 381117
Tel 02392  783203

Dr Hughes,Smart,Morris,Gaught,Nessim,Thambu      ( Useful response from
Dr Hughes. )
2 Hanway Road
Buckland
Portsmouth PO1 4ND
Tel 02392 815317
Fax 02392 899926

Dr ST McKenning         ( personal letter as chair of LMC visited and long talk )
194 Allaway Avenue
Paulsgrove PO6 4HJ
Tel: 02392 377006
fax 02392   374263

GPs in area of Maximum Deprivation

Dr Riley , Kahn, Atchison              ( no response)
8 Queens Road
Buckland
Portsmouth  PO2 7NX
Tel: 02392 665134
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Fax   02392 655305

Dr Shrivastava,Patel, Randall,Munro ( visited twice)
Buckland Medical Centre
24 Gamble Road
Buckland
Portsmouth PO7 7BN
Tel 02392 660910
Fax 02392 678175

Dr C Williams and Dr Spolton (visited by arrangement but neither doctor
could attend(Traffic chaos due to RTA) Dr Spolton returned questionnaire)
Buckland Medical Centre
Blackfriars Close
Southsea
Portsmouth
PO5 4NJ
Tel 02392 851202
Fax 02392 296380

Dr M Lalor and Partner (arranged visit but they had to cancel due to work
                                     pressure . 2 doctors down in 4 doctor practice)
56 Northern Road
Cosham
Portsmouth
PO6 3DS
   Tel  02392 373321
    Fax 02392 327595

Transition to Work Programme (SOTS)March 2002-2003. Dr Miranda Whitehead.

• The job of the GP advisor was to advertise the SOTS programme to GPs and
Primary Care Teams and then to see how people with health problems were
treated by the Health Service in relation to finding and retaining work.

• General practice is undergoing a crisis in recruitment and retention, in
Portsmouth ten practices are short of their full complement of doctors

• Many GPs have little knowledge of the workings of the Job Centres
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• Doctors tend to use the Medical Model of disability, this tends to confuse
disability with incapacity “The incapacitated don’t work because they are sick”

• Doctors can get caught in a benefits trap with their patients .If they don’t certify
people as too ill for full time work this affects their benefits.They also feel obliged
to sign people off because the JobCentres have asked them to so.Clients/patients
are able to exploit poor communication between JobCentre and GP.

• Nationally 2.3 Million people claim Incapacity Benefits , over 800,000 with
mental disorders and over 500,000 with muskuloskeletal problems

• _ of these people say that they could do some work; it just depends  what type of
work it is, and how much

• 7000 people claim IB in Portsmouth .
• There is anecdotal evidence that claiming IB is becoming part of the culture among

some families. They also expect to have to appeal at least once before they get
their benefit

• The SOTS programme is part of a Joint Investment Plan for Portsmouth
     which concentrates on inequalities. It is a partnership with the Primary Care
     Trust, The City Council /Social Services and Disability Matters Ltd.
• SOTS has a success rate that is  more successful than NDDP( New Deal for

Disabled People) getting the long term sick back into work
• SOTS is a successful programme for many reasons. People are encouraged to be

responsible for themselves and supported throughout. The Personal Advisor
system is one of the strongest parts of the programme

• 76% of  general practices have responded in some way to the  SOTS programme

Impressions
1.  It has been difficult to get to see doctors and practices
2.  Those seen are interested in the project but cynical about change
3.  The doctors feel that if the Health Service was better funded that there

would be less people claiming IB
4.  GPs felt that certification worked against the interest of the patient
5.  Rehabilitation was not mentioned in the discussions except to mention the

fact that there wasn’t enough
6.  DEAs were seen as inaccessible and poorly resourced
7.  Doctors resented patients who had been to the Job Centre returning and

demanding certification .
8 .Future research will be to try to see if the SOTS programme makes a
    difference to the health and  well being of beneficiaries in relation to their
use
    of the  Health Service
              Switch on to Success  02392 377 846 / fax 02392 379 083 March 2003

Switch on To Success / NDDP   Record of Activities  ( reduced scale form)

Name...................................................................
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Activity Dates Hours
Initial activity: including
application form, telephone
liaison with SOTS
Introduction to SOTS
workshop 1
1st interview with personal
advisor
Review interviews with
personal advisor
Review interview with
personal advisor
Telephone contact Support
Review interview with
personal advisor
programme support
SOTS workshop 2
Activities include: Job
Scrapbook, Job Search
Activities. Personal
development Tool Kit,
Attendance at libraries,
other providers
Trainer contact between
Workshop 2 and
\workshop 3 Activities
included in personal
development tool kit
 SOTS workshop 3
Structured Job search
Activities after workshop 2
and personal development
toll kit
Goal review with personal
advisors and other team
members
Structured job search
activities after goal review
day
Attendance at NDDP Job
Seekers , Link 2 Learn etc
Work Preparation
Programme
Training programme
WBLFA
Celebrating Progress
events

Analysis of Introduction Recruitment  ( September 02-July 03)
Janine Hunt Project manager

• 25% from Job Brokers mainly PCMI and Mencap
• 13% from  Job Centre Plus including DEAs
• 12% from adverts in the newspaper
• 11% from Social services
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• 10% from Health agencies ( non GP)
• 10% from TV adverts
• 9% from other referral routes
• 5% from GPs
• 4% from careers exhibition
• 1% from client referral

• Others include Highbury College, South Downs College,MS Society,
 Southern Focus Trust, Community Centres, Princes Trust and private
agencies.
 
• The average amount that beneficiaries had been out of work was 3-4

years ( 49%) there is a significant group ( 27%) who had been out of
work for longer than 5 years.

 
 
• The most successful recruitment media for attendees of the employment

focus group ( ie people who had found employment and returned for a
focus group session) was adverts given to people from job brokers or
placed in the recruitment sections of the News or Southern Echo.

 
• The most successful route was referral to the project from another

person or agency with the client themselves making the call to sign up
to attend the introduction day.


