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Background: HSE’s existing health surveillance (HS) guidance (HSG61) was last edited in 1999 and is in
need of review.
Workshop Aim: A workshop involving key stakeholders aimed to provide a process by which key areas for
improvement in HSG61 could be identified along with workable solutions.
Main Outputs: Delegates were assigned to one of three syndicate exercise groups. The primary output of
the workshop was a set of ideas for improvement and solutions. These were captured in the contributors’
own words and are shown in the report in twenty-six tables.
Conclusions: The common themes that emerged across the three-syndicate groups were the need to:
n
n
n
n
n
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n
n

clarify HSE’s definition of HS and how it will enforce on HS;
define the streams of competency for delivering HS;
connect HS with a risk assessment (RA) process;
publish clear and targeted guidance;
improve models of communication;
develop a ‘learning cycle’;
include ‘cost benefit’ information; and
use and validate appropriate tools to conduct HS.

Next Steps: The primary workshop outputs will be utilised in the selection and prioritisation of proposals for
future workstreams for consideration in HSE’s planning process and in further engagement with stakeholders.
This report and the work it describes were funded by the Health and Safety Executive (HSE). Its contents,
including any opinions and/or conclusions expressed, are those of the authors alone and do not necessarily
reflect HSE policy.
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EXECUTIVE SUMMARY
Background
HSE’s existing health surveillance (HS) guidance – known as HSG61 – was last edited in 1999
and is therefore in need of review and update. As part of this process, HSE’s Corporate Medical
Unit (CMU) initiated a stakeholder engagement process to provide important external input
into HSE’s decision-making process and to identify priority areas for improvement of HSG61.
A Discussion Paper was circulated for input from technical experts in the HS field, along with a
workshop invitation. A workshop was organised to bring together a group of key stakeholders,
and elicit their viewpoints and opinions. Delegates’ ‘ideas for improvement’ of HS and a set of
workable ‘potential improvements’ would also be captured.
Workshop Aim and Objectives
The workshop aimed to provide a process by which HSE could engage with key stakeholders to
identify key areas for improvement in HSG61 and to contribute to the development of workable
solutions.
Main Outputs
Delegates were assigned to one of three syndicate exercise groups and each syndicate group
discussed the following four themes:
•
•
•
•

Theme 1: The policy and regulatory framework
Theme 2: Competency issues
Theme 3: Enablers and barriers to effective communication and change
Theme 4: Gaps in scientific knowledge

Within these groups delegates took part in two exercises. In the first exercise – the challenge
exercise – delegates challenged what was already known and discussed what they considered to
be the main issues and questions facing a review of HSG61. In the second exercise – the
potential solutions exercise – delegates converted the key issues/questions into suggested ‘ideas
for improvement’ and also made recommended solutions that could support the implementation
of the ideas. The primary output of the workshop was a set of flip chart posters containing ideas
for improvements and solutions. The posters have been faithfully translated into twenty-six
tables for this report and the ideas and solutions have been captured in the contributors’ own
words. The tables are supported by summarised commentaries of the Syndicate Chairs’
feedback presentations, which were delivered at the workshop. An in depth summary of the
delegates’ challenge exercise discussions is also provided.
Conclusions
To conclude the workshop, the Chair summarised the primary recommendations from the three
syndicates’ workshop outputs. In addition, exercise 2 outputs were compared across the threesyndicate groups and the common themes are listed below.
•
•
•
•
•
•
•
•

The need for HSE to clarify it’s definition of HS and how it will enforce on HS
The need for HSE to define the streams of competency for delivering HS
The need to connect HS with a risk assessment (RA) process
The need to publish clear and targeted guidance
The need to improve models of communication
The need to develop a ‘learning cycle’
The need to include ‘cost benefit’ information
The need to use and validate appropriate tools to conduct HS
i
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Next Steps
HSE’s vision of HS is that employers, workers, service providers and other stakeholders will be
clear when HS is needed, what it is, how it protects health and who can deliver it.
The HSE team plans to utilise the primary workshop outputs in the establishment and
prioritisation of future work streams. The team intends to integrate the eventual proposals into
HSE’s science planning process (2010 – 2013). The HSE team also expressed its wish to keep
stakeholders involved and informed of progress regarding HSE’s overall aim to improve HS.
Delegates were encouraged to keep in touch with the HSE team and send any further comments
to John Osman and the team members who were present at the workshop.
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1
1.1

INTRODUCTION

Background

Health surveillance (HS) has strategic importance and a statutory role in the prevention of work
related ill health. In HSE’s view, improved delivery of HS will bring about improved and
sustained health of workers and will therefore reduce the burden of work related ill health in
Great Britain. HSE needs to ensure that employers are able to provide suitable occupational HS
when they are required to.
‘Health Surveillance at Work’ (HSG61) gives guidance for employers on HS (HSE, 1999). It
describes what HS is, why employers should carry out HS, what to take into account, what the
principles and good practice of HS are, and how to keep and use HS records. However, HSE
believes that this existing HS guidance is in need of review and update to ensure that it is clear
for duty holders and is consistent and compatible with other publications.
Therefore, in order to improve standards of practice in HS and to provide duty holders with
appropriate guidance, HSE recognises the need to consider what is ‘good’ HS, where there are
gaps in the supporting evidence base and what are the best ways to resolve these issues.
Furthermore, there is a need to gain access to both ‘hard’ and ‘soft’ evidence and improved data
sources that will support this. In order to gather this knowledge and evidence, HSE’s Corporate
Medical Unit (CMU) initiated a process of stakeholder engagement with technical experts in the
field.
A Discussion paper was developed by CMU (Appendix 6.1). This Discussion paper set out four
discussion themes and required input from stakeholders to agree how best to develop ideas for
improvement. The next steps in this process were to capture stakeholders’ input and opinions to
influence HSE’s decision-making process and to identify priority areas for improvement of
HSG61. A workshop was chosen by HSE’s CMU as the best method to bring together a group
of key stakeholders and gain their expert opinions on HS and HSG61.

1.2

Workshop Aims and Objectives

The workshop described within this report formed part of a process of stakeholder engagement
by HSE. The workshop aimed to provide a process by which HSE can engage with key
stakeholders to identify key areas for improvement in HSG61 and to contribute to the
development of workable solutions.
Objectives:
• Consider if the messages in HSG61 are current and evidence-based
• Identify where there are gaps in HSG61 and other relevant guidance on HS
• Gain the experience and opinions of expert stakeholders
• Use the opportunity to identify partners for the ongoing work by HSE on HS

1
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2.1

METHODOLOGY

Methodology Stages

Figure one provides an overview of the methodology stages. These are described in more detail
in the following sections.
INPUT
Discussion Paper

Stage 1: Workshop Design

Stage 2: Workshop Delivery
Including Syndicate Exercises
and Plenary Discussion

Stage 3: Circulating Interim Outputs (Syndicate
Feedback Slides)

Stage 4: Collation of Workshop Outputs

OUTPUT
Report of Proceedings

Figure 1. Outline workshop stages

2.2

Discussion Paper and Pre Workshop Exercise

Prior to the workshop, delegates received a copy of the Discussion paper ‘What is Good Health
Surveillance?’ (see Appendix 6.1). Based upon expert opinion within HSE’s CMU, the paper
set out a series of questions detailed under 4 themes which were intended to inform HSE’s
review and update of HSG61. The pre-workshop exercise invited delegates to:
•
•
•

Highlight their priority questions/issues
Note any further questions that were not listed but which were considered to be
important.
Note any potential ideas for improvement.

2

The pre-workshop exercise invited delegates to consider the Discussion paper and submit
feedback to HSE in advance of the workshop. The HSE team reviewed this feedback as
preparation for the workshop discussions.
2.3

Workshop Design

The workshop was planned, organised and delivered by an experienced project team consisting
of CMU representatives (HSE) and senior scientists and technicians from the Centre for
Workplace Health and the Ergonomics and Work Psychology Unit (HSL). The workshop ran
over a 24-hour period (lunchtime to lunchtime).
The workshop consisted of two exercises that were conducted in chaired syndicate sessions:
1.) Group exercise 1 – Challenge Exercise
2.) Group exercise 2 – Identifying Solutions
The delegates discussed a wide range of issues/questions in group exercise 1 allowing for
individual and collective recommendations about which issues/questions should be taken
forward to group exercise 2. These recommendations were rated on the basis of importance and
practicability. The workshop activities enabled free-thinking based around a purposive
framework of enquiry. Delegates were led through an iterative process where issues/questions
surrounding HSG61 were proposed and debated by delegates, and then converted into ‘ideas for
improvement’ together with a range of workable ‘potential solutions’. The primary outputs of
the workshop were generated during ‘Group exercise 2’ and were captured in the delegates’
own words on flip chart posters which have been tabulated for the purpose of this report.
Elements of consensus based qualitative methods (Fink et al., 1984) were incorporated into the
design to provide a mechanism for delegates to reach consensus on their suggested
improvements to the HS guidance. Aspects of nominal techniques, such as those described by
Potter, Gordon & Hammer, (2004) were also harnessed in this design. This technique allowed
delegates to gauge the relative importance of different issues under discussion and arrive at
consensus-based ratings.
2.4

Workshop Delivery

2.4.1

Introduction, workshop format and syndicate group allocation

John Osman, HSE Chief Medical Adviser and Head of Epidemiology chaired and opened the
meeting. HSE’s new Strategy 1 was outlined in his presentation, together with the workshop
aims, see Appendix 6.2. To set the scene for the syndicate discussions, Dil Sen, Principal
Medical Inspector (CMU), delivered a presentation ‘Health surveillance – let’s blow the myths!’
see Appendix 6.2.
The HSE team assigned the delegates to three syndicate groups to provide a balanced mix of
expertise and knowledge within each group. The introductory slides in Appendix 6.2 show the
syndicate groupings and the workshop agendas.
The two group exercises were conducted in parallel across three syndicates to allow the external
stakeholders, irrespective of their professional discipline or syndicate allocation, to have the
opportunity to discuss each of the workshop themes.

1

http://www.hse.gov.uk/strategy/
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2.4.2

Syndicate Exercise 1, Challenge Exercise (Day 1)

Technical expert members of HSE’s CMU chaired the syndicate groups with an HSL facilitator.
The aim of Exercise 1- Challenge Exercise - was to allow delegates to engage in free-thinking
and to explore in depth, their main goals for the development of HS guidance. Delegates
explored and challenged questions set out in the Discussion Paper (Appendix 6.1) and were also
invited to note where there was a lack of objective evidence or compelling ‘grey evidence’.
After sharing their initial thoughts about HS, delegates were led by each chair into discussions
based on the 4 themes outlined in the Discussion Paper (Appendix 6.1). Each syndicate group
discussed the themes in a different order to ensure all themes were discussed appropriately.
Group 1

Group 2

Group 3

THEME 1: The policy and regulatory framework

1

2

3

THEME 2: Competency issues

2

3

1

THEME 3: Enablers and barriers to effective
communication and change

3

1

2

THEME 4: Gaps in scientific knowledge

Overarching

Delegates were asked to consider theme 4 when discussing themes 1-3, therefore this was not
addressed separately.
The delegates completed the exercise by identifying specific issues/questions to take forward
into to Exercise 2 – Identifying Solutions. Each delegate assessed each issue/question on the
basis of importance and practicability, using a colour code as outlined in the ratings grid (see
figure 2). Issues that received majority Green and Amber ratings were progressed to Exercise 2 Identifying Solutions - for further discussion.

Rating grid for
issues/questions

How practical is
it to
successfully
address this
issue/question?

How important is progress on this
issue/question to improving HSE’s HS
guidance
High

Moderate to low

High

GREEN

AMBER

Moderate to
low

AMBER

RED

Figure 2: Rating grid
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During the Challenge Exercise, HSL facilitators captured the main viewpoints of the delegates
under each theme on PowerPoint slides, as guided by the syndicate chair and delegates. These
slides (Appendix 6.3) were used for each syndicate chair to feed back to plenary. As shown on
appendix 6.3, the title box colour of each slide indicates the rating of the issue/question.
The workshop discussions were audio recorded, independently transcribed (post-workshop) and
summarised by the HSL study team (Sections 3.2-3.4 and Appendix 6.4). Please note: the
summarised commentaries contain comments and viewpoints expressed by workshop delegates
drawn from both within and outside HSE and HSL. Therefore, the content reflects the views
expressed at the workshop by a range of stakeholders and not the HSL study team.
2.4.3

Syndicate Exercise 2 - Identifying Solutions (Day 2)

The aim of Exercise 2 – Identifying Solutions - was to generate potential ‘ideas for
improvement’ of HSE’s HS policy and then to suggest workable ‘potential solutions’. Each
syndicate group addressed their specific Green/Amber rated issues/questions by converting each
issue/question into one or more ‘idea(s) for improvement’. Delegates were advised to utilise the
phrase “HSE needs to…” as a starting point for suggested ‘ideas for improvement”.
Each Green/Amber rated issue/question (from Exercise 1) had been printed onto paper and
affixed to a blank flip chart poster. The delegates used this poster as a starting point for the
exercise and formulated one or more ‘idea(s) for improvement’ with their peers. These ideas
were captured on orange cards, which were affixed to the poster. In some cases the delegates
grouped more than one issue/question together on a single poster if they felt issues/questions
shared common ‘ideas for improvement’.
Each team progressed their ideas by formulating ‘potential solutions’. These were categorised
under Research, Communication, Legislation or Guidance categories and were similarly
captured on coloured cards (Figure 3). Additional comments were added using a blue card.
Any solutions that did not fit within one of the defined colour coded categories was added as
into an ‘Additional solutions’ category.

Idea for
Improvement

Legislation/Policy/
Research

Communication

Enforcement

Guidance

Figure 3: Colour coded cards used to capture ‘ideas for improvement’ and
‘potential solutions’

The delegates’ outputs for this exercise were captured in their own words on flip chart posters
(Appendix 6.5, Tables 1-26). Where possible, the delegates’ handwritten cards have been
faithfully reproduced, although minimal changes have been made to describe some
acronyms/abbreviations in full or to facilitate ease of reading. Each syndicate chair also
presented a summary of their group’s flip chart posters to all delegates (Section 3.4).

5

2.4.4

Circulating Interim Outputs

The workshop slides were circulated to the workshop participants by HSE’s CMU team via
email, less than a month after the workshop, and further feedback was invited. CMU collated
the responses for their consideration, alongside the primary workshop outputs.

6
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3.1

COLLATED WORKSHOP OUTPUTS

Reporting Format

The outputs of the workshop are presented in the temporal order in which the exercises took
place, as shown in Figure 4:

Section

Exercise

3.2

Exercise 1 ‘Challenge Exercise’ Syndicate Discussion Summary
(Day 1)

3.3

Exercise 1 ‘Challenge Exercise’ – Workshop Chair Overview (Day 1)

3.4

Exercise 2 ‘Ideas for Improvement’ – Syndicate Chair Feedback
Summary (Day 2)

4.0

Workshop Conclusions

Appendix 6.5

Exercise 2 ‘Ideas for Improvement’ and ‘Potential Solutions’ Posters
Figure 4 – Reporting format

The outputs from Exercise 2 (Appendix 6.5: Tables 1–26) were considered to be the principal
workshop outputs. The summarised commentaries (Sections 3.2-3.4 and Appendix 6.4) are
included to add rich contextual data and demonstrate the process that led to the Exercise 2
outputs.
Regarding the terminology used in these summaries, delegates made reference to “providers”.
When using this term, the delegates were generally referring to commercial organisations that
provide outsourced Occupational Health (OH) services (including HS) to workplace
organisations. Occasionally, delegates also made reference to ‘in-house’ providers, meaning
OH personnel employed solely by the workplace, as opposed to commercial providers. Where
possible, the authors have clearly distinguished the type of provider. Also, when delegates
referred to a doctor/nurse in the context of these discussions they were referring specifically to
an OH physician/OH nurse, unless otherwise stated.

3.2

Exercise 1 ‘Challenge Exercise’ Syndicate Discussion Summary (Day
1)

The ‘Challenge Exercise’ summaries relate to the presentation slides located in Appendix 6.3
and are reported for each syndicate discussion group in turn. For consistency and ease of
reference, the headings in inverted commas contain the exact wording used in the
corresponding slides. Some abbreviations or jargon have been explained in square brackets,
where considered necessary. The slide is cross-referenced alongside each heading. N.B. The
summarised commentaries contain comments and viewpoints expressed by workshop delegates
drawn from both within and outside HSE and HSL. Therefore, the content reflects the views
expressed at the workshop by a range of stakeholders.
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Individual delegates stated their primary issues and questions very briefly at the beginning of
each syndicate discussion. These ‘initial thoughts’ are listed at the beginning of each syndicate
summary and detailed more fully in the subsequent text, under relevant headings.
Each Syndicate Chair provided a summary of their group’s discussions in the plenary. These
summaries reiterated many of the points made in the syndicate sessions and are reported in
Appendix 4.
3.2.1

Group 1 – Syndicate Discussion Summary

Delegates’ Initial Thoughts
For one delegate, HS was often thought to be a reactive rather than proactive process, with
organisations only considering it when an inspection visit has been carried out or is imminent.
It was suggested that often organisations will do the bare minimum with regard to HS. This
situation was perceived as a challenge to health professionals who need to be ethical and
evidence based. The issue of cost was also considered a barrier to HS for many businesses.
Conversely, very large businesses were seen to employ nurses or health professionals, and be
less concerned about the costs as long as HS is conducted. In this way HS is seen as a ‘tick
box’ exercise and not implemented for the right reasons.
Another delegate described how many companies now have the opportunity to use online HS
processes. These processes usually involve completing an initial online questionnaire that may
then lead to telephone or face to face screening, if required. Such processes were considered to
be cost effective and a good use of the skill mix of individuals, as an administrator can conduct
the initial screen and if no further action is needed the OH nurse only has to sign off the process.
This was considered to be a good use of OH nurses time. It was felt that this type of process
could be applied to all industry sectors and broadened to other areas of HS. The problems with
this type of process were also discussed, particularly in relation to statutory need and the weight
such a process would carry. It was also suggested that people might not be honest when
answering such online questionnaire if their job was perceived to be at stake.
One delegate felt that the workshop was focused on the ‘how’ to do HS, but that the focus
should instead be on ‘why’ do HS, as HS is perceived as a costly exercise, the value of which
was questioned. It was suggested that wherever possible companies will engineer out the need
for HS because it is more cost effective to make engineering changes and avoid the cost of HS.
The point was further raised that the cost of HS is not just the cost paid to the HS provider, but
also the cost of lost production time, managerial effort, setting up systems etc. It was further
commented that musculoskeletal health and mental health problems vastly contribute to work
related ill health, yet these are areas where HS is poorly equipped to help solve the problem.
Therefore it was felt that an enormous amount of time and effort is spent looking at issues that
are possibly irrelevant or, in the current UK economy are relatively small areas of interest.
Another delegate was of the opinion that whilst large organisations with in-house OH services
view HS in terms of an overall risk management approach, this is not the case for SME’s where
it is viewed as a ‘tick box’ exercise or in response to an HSE inspectors visit. This view echoed
the point raised earlier.
It was suggested that employers do not successfully manage their OH risks in terms of sickness
absence. Many do not record the reasons for absence, only recording the absence episode. This
raises the issue of cost benefit analysis. It was suggested that educating employers to
understand how much it is costing in terms of occupational ill health and absence would help
them to see the benefit in doing HS.
8

The view was put forward that the whole arena of OH, attendance management and other issues
dealt with by OH nurses and physicians e.g. alcohol and drug testing is perceived as
contentious. People are uncertain of the purpose of HS and are suspicious of it. Consequently
when HSE is looking to strengthen and develop new HS guidance, it should seek the assistance
of groups such as trades unions. This will help ensure that there is guidance for employers and
workers that clearly sets out the legal requirements, what employees can expect and what is
mandatory.
HS was described in terms of two forms. The first form of HS was considered to be where there
is a good evidence base and the results are meaningful for the employer and can be actioned (for
example HS for noise and asthma). It was thought that employers understand why this form of
HS exists, agree that it is important and understand what to do if a problem is highlighted. The
other form of HS, which was perceived as difficult, was where the evidence base is poor, for
example night workers assessments and VDU sight screening. Despite being obliged by law to
perform these, it was felt that such HS was perceived as a waste of time and effort and costly for
the employer. Furthermore, it was suggested that employers do not understand why there is a
need to conduct these types of HS.
Theme 1: Policy/Regulatory Framework
Issue/question: “What is Health Surveillance?” (Appendix 6.3, slide 6.3.2)
•

“Don’t think it really matters. More important – what they have to do and what
the results mean.”

•

“Need to go back to original meaning of HS, applied to known risks, evidence
based.”

When discussing ‘what is HS’, delegates were of the consensus that this question is not really
important. What is more important is what has to be done in relation to HS and what the results
mean. Delegates were of the opinion that whilst a definition of HS is important for OH
professionals, the priorities of industry manager’s/employers are with running the business and
complying with the law. Consequently they are only concerned with establishing exactly what
they have to do in relation to HS and how they can achieve this. There was a view that there is
a tendency by HSE and OH professionals to make HS too complicated and what is needed is
practical, evidence-based guidance for managers, particularly managers of SME’s. This
practical guidance was felt to be missing from the current HS guidance.
•

“HS guidance could follow stress guidance model – one for employers, employees.”

The need for HS guidance to target the correct audience was highlighted e.g. whether it is an
OH professional, a large organisation or SME, an employer or an employee. For each audience
the guidance needs to clearly state:
1. What is expected in relation to HS
2. How to achieve this
3.Where to obtain assistance
It was felt that the message would be more effective if conveyed simply. The HSE Stress
Management Standards and associated website was cited as a good practice example. It was
recommended that HS guidance should follow the same model. A final point made by one
9

delegate was that the revised guidance should also incorporate guidance targeted at trade union
representatives.
•

“Regulators and Employers need legislation.”

•

“Need to tidy up legislation”

•

“Don’t need to change legislation, need to change how we implement it.”

•

“Need more evidence, a lot of evidence is weak”

The delegates discussed HS legislation and were of the opinion that regulators and employers
need HS legislation. However, the point was made that few managers read the legislation. What
was felt to be relevant for managers was the guidance, because this is what they will read. The
need for HSE to clarify which HS regulations come from Europe was also cited. There was a
recognition that it is difficult to apply regulations to fit countries across Europe equally well due
to cultural differences. It was however recommended that the UK consider applying a model
similar to that used in France and Belgium, where every employee has a medical annually.
Whilst delegates were of the opinion that HS legislation did not require radical change, it was
felt that changes in how it is implemented were needed. The point was raised that the legislation
currently incorporates many different elements of HS expressed in different styles with different
evidence bases. Night worker assessments were cited as an example. It was pointed out that
these assessments are called HS and are in the guidance but there is not a good evidence base to
support them. One suggestion for elements of HS with a poor evidence base was to consider
changing the legislation and calling it Health Screening, which would be voluntary. A related
point was that because the evidence base is currently poor, HSE cannot know with certainty
whether the legislation needs to change.
•

“Continue to avoid cautionary approach to legislation”

One delegate made a final point related to UK legislation, to reduce the pressures for adopting
the precautionary approach to new technologies. It was felt that a ‘cautionary approach’ should
continue to be avoided. Otherwise, where there is no proven health hazard, a plethora of
controls (including HS) are implemented in the anticipation of a hazard emerging in later years.
Issue/Question: “What about enforcement?”(Appendix 6.3, slide 6.3.3)
•

“Need to change guidance/Approved Code Of Practice (ACOP) but not
legislation.”

The point made previously, that there is no need to change the legislation but there is a need to
change how it is implemented was reiterated. Changing how the legislation is implemented was
felt to correspond to changing the guidance.
•

“Low prosecution rate affects quality/quantity of HS.”

Delegates considered the issue of enforcement and whether improving the guidance would
result in HSE being able to regulate more in relation to HS. The point was raised that the
current low prosecution rates affect the quality and quantity of HS. This is due to employers
being of the opinion that they do not have to conform to the legislation.
Delegates discussed the perception in the UK that work is bad for health. Rather, it was pointed
out that most work is good for people and conducive to their good health. Work that is bad for
10

health was felt to only constitute a very small proportion and this is where delegates believed
HS should focus; work where there is a good evidence base that it is bad for health.
•

“OH needs to give guidance/parameters for managers.”

•

“Work has changed, peripatetic workforce, guidance pitched at 1980’s.”

Delegates felt that currently the guidance for HS is not clear enough for employers. A reason
suggested was the complexity facing managers/employers when having to determine if an
employee has sufficient exposure to require HS. Such complexity was considered confusing at
times for OH professionals. Consequently, there is a need to provide employers with simple
guidelines that clearly set out the parameters of work category, average exposure levels and
need for HS.
A further contributing factor to the difficulties faced by employers is that the nature of work and
the workforce have changed since the guidance was written. For example, fewer people work in
the manufacturing industry performing the same tasks every day where exposure levels can be
measured. Additionally, the nature of the workforce has changed to a peripatetic workforce
conducting a variety of tasks and jobs. Consequently, exposures have changed and the way
workers are exposed to hazards was believed to have changed in some cases.

•

“The measurement of the hazard is now more difficult e.g. newer physical
agents.”

The advent of newer physical agents was felt to have made measurement of the hazard more
difficult. An example was given of being able to measure fibres in air relatively easily, and to
establish the corresponding level of protection required. However, it was pointed out that this
was not the case for some of the newer physical agents where no safe level of exposure was
established.
Theme 2: Competency
Issue/Question: “Does it matter who does it?” (Appendix 6.3, slide 6.3.4)
•

“Doesn’t matter who does it, it’s the interpretation that matters.”

•

“Complexity of data type influences who interprets it.”

One delegate raised the point that in their opinion if the person is trained, and adequate training
can be demonstrated, then who conducts HS is not important. What actually matters was
perceived to be how the results are interpreted. The complexity of data was felt to influence who
was competent to interpret it. Additionally, rather than viewing HS as a test, it was felt HS
should be viewed as a process with someone overseeing the whole process, including
interpretation and explanation of results.
•

“At the moment, it matters, therefore need to make it clearer how to do it.”

For another delegate the nature of the current HS guidance meant that ‘who conducts HS’ is an
important issue. It was felt that if the guidance were changed in line with delegates’ suggestions
(e.g. making it clearer as to what HS has to be done, what the outcomes and results actually
mean) then it would only be important to have a competent person carrying out the test. They
will not need to interpret the results, as this should already be stated in the guidance, together
with the necessary actions related to those results.
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•

“Is there any research on competency? Very little if any!”

•

“In terms of stress and MSD who is competent to carry out HS?”

•

“Who says who is competent? Who regulates this?”

A further issue that delegates discussed was the lack of research on who is competent to carry
out HS. Key areas were considered to be musculoskeletal disorders (MSD) and stress. These
issues do not have quantifiable health informatics and cannot be readily measured. This
consequently makes it more difficult to conduct HS. Therefore, competency was believed to be
very important.
One delegate pointed out that the current guidance makes reference to ‘competent or qualified
to do’. However, it is unclear as to who determines or regulates who is competent.
•

“Two issues: Issue of the person doing the test and also of the person who has the
overall management of HS process (including the interpretation of data,
assessment, and decision e.g. return to work).”

•

“Who does the overall person have to be? Doctor or nurse?”

The question of ‘who is competent to conduct HS’ was perceived to split into two issues.
Firstly, the competency of the person actually conducting the test and secondly the competency
of the person overseeing the whole HS process. For the person doing the test it was felt that it
did not matter who this was, as long as they had the relevant training/qualification. For the
person overseeing the process delegates were of the opinion that this should be an OH
professional.
•

“The easier we make HS, the easier it is for business, minimises the need for highly
specialised advice.”

•

“Clear guidance makes it easier for employers and employees.”

Delegates discussed the complexity of the current HS guidance and legislation. They were in
agreement that the easier HS is to conduct and the clearer the guidance is, (e.g. regarding
exposure and cut off levels) the easier it will be for businesses to implement and comply. Clear
guidance was also perceived to be important for enforcers and employees. Noise exposure was
given as an example of a hazard where the guidance is clear and employers and employees
know the maximum exposure levels.
•

“Can’t carry out HS without a valid technique, therefore all we can do is health
monitoring.”

The point was raised that without a valid HS technique, all that can be done is health
monitoring. This point was considered particularly pertinent for MSDs and work-related stress
(WRS).
Issue/Question: “What is the most significant barrier to competency?”(Appendix 6.3, slide
6.3.5)

•

“Nurse education and training needs to change. Limited public health input at 1st
registration.”

•

“Need competent specialist practitioners in nursing.”
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•

“Not just nurses, also technicians and Occupational Hygienists.”

The delegates were asked to identify important areas of competence and what they considered to
be significant barriers to competency when delivering HS. The importance of nurse education
and training was discussed. The point was made that the government are currently reviewing
pre-registration nurse education and the Nursing and Midwifery Council are reviewing the key
skills formula framework. It was anticipated that these changes to pre-registration training
would be reflected in post registration nurse education and specialist nurse training (such as
public health nurses and OH nurses). One delegate was of the opinion that there is a lack of
competent specialist practitioners in nursing. Additionally, the point was made that there is
limited public health and OH training within pre-registration nurse training. This was proposed
to limit the amount of nurses who want to specialise in the OH field. Similarly, there was felt to
be a lack of Occupational Hygienists.
Delegates discussed the standards for OH doctors that are currently being developed in
conjunction with the Faculty of Occupational Medicine. It was felt that these could be used as a
framework to enable other groups providing OH (e.g. OH nurses and hygienists) to raise their
standards.
•

“Lack of understanding of commercial issues by doctors, nurses, technicians etc.”

•

“MBA does not teach about knowledge of health and safety issues.”

Regarding the Faculty of Occupational Medicine standards and training previously discussed, it
was suggested that whilst these work well for NHS occupational physicians, they do not
necessarily translate to industry. Delegates were of the opinion that there is a lack of
understanding of commercial issues and corporate structures amongst OH doctors, nurses and
technicians. Conversely, delegates also discussed the prevalence of senior managers with
management training such as a Masters of Business Administration (MBA). It was highlighted
that such qualifications do not teach mangers about the health and safety aspects of business
such as how to run a business with a safe and healthy working environment.
•

“Some hazards already require a level of competency e.g. HAVS.”

•

“Statutory HS needs to be in a regulatory framework.”

•

“All HS if required should be statutory (operating to a standard).”

Delegates discussed the need for the regulation of Health and Safety Professionals. It was
suggested that there are a plethora of individuals with no OH qualification or training providing
OH at cheap rates. Until employers recognise the importance of standards and competency for
OH, delegates were of the opinion that they will continue to use the cheapest providers. Hence,
there is a need to communicate with employers and convince them of the importance of
obtaining competent OH provision.
The point was raised that in the context of HS some regulation currently exists in relation to
certain hazards where ‘appointed’ doctors must be used, e.g. Hand Arm Vibration Syndrome
(HAVS). These ‘appointed’ doctors have stipulated training set out by HSE and set protocols
for carrying out assessments. Training courses have been set up and HSE has worked with the
Faculty of Occupational Medicine to accredit these. Delegates therefore proposed that building
blocks and models already exist that could be used to develop a regulatory framework and
evidence-based protocols for other HS elements (e.g. periodic HS). This would provide quality
control for HS. However, one delegate requested that HSE consider making the regulation of
HS less bureaucratic.
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Delegates then discussed the standards that the Faculty of Occupational Medicine are currently
developing and the fact that these will be voluntary. The opinion was expressed that having
voluntary standards was ineffective. It was felt that if employers are legally obliged to conduct
HS then there should also be a legal obligation to conform to a certain standard. The view was
expressed therefore that all HS, if required and worth doing, must be statutory and within a
regulated framework.
•

“HSE needs to define competency.”

Delegates discussed the difficulties that OH providers encounter when trying to accredit their
organisation and the doctors who conduct HS medicals. It was suggested that the current
situation, where the company has to name the doctor, should be changed to only having to name
an accredited organisation. This accredited organisation will have corporate and clinical
governance and therefore will be competent to ensure that doctors work to the required
standards. One delegate also made the point that HSE consider accreditation on a regional basis.
Whilst this was felt to suit the majority of organisations, for national organisations the situation
was perceived to be more difficult.
Finally, delegates expressed the view that HSE appear reluctant to define competencies for OH
practitioners performing HS. It was suggested that a set of ground rules should be developed to
define what HSE would accept as competency. It was pointed out that whilst HSE have not
clearly defined competency, the situation sometimes arises where inspectors will tell
organisations when people are not competent. It was anticipated that the standards currently
being developed by the Faculty of Occupational Medicine would assist HSE in producing a
clear definition of competency.
Theme 3: Enablers/Barriers
Issue/Question: “Is there an issue with communication?” (Appendix 6.3, slide 6.3.6)
•

“There are cultural issues. Could adopt EU way – give easy access to OH.”

The delegates discussed the enablers and barriers to effective communication about HS. One
delegate raised the point that communication issues may be related to cultural issues. Germany
was cited as a country where HS is an element of employers insurance and providing OH is a
legal requirement. In this way German employers carry the cost of OH unlike the UK where
employers are perceived to rely on the NHS. Whilst delegates acknowledged that this point
might be more related to OH provision and broader than the scope of HS, it was felt to be an
important point when considering enablers and barriers to HS. Providing easier access to OH
was felt to enable communication as HS can be viewed as an element of a comprehensive OH
package.
•

“Cost is an issue with HS but not the only barrier to effective communication.”

•

“Always asking other H & S professionals how we should communicate. Should be
asking sales and marketing professionals!”

Cost and financial implications were felt to be important incentives for employers to conduct
RAs and HS. The issue of cost was considered particularly relevant for SME’s who have
constrained budgets for OH. The cost of HS was not necessarily related to the size of a business
but felt to depend upon the type of business and the associated hazards. However, cost was not
perceived as the only barrier to effective communication.
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Delegates were of the opinion that a major problem with communication in health and safety is
that OH professionals tend to consult with other OH professionals about methods of
communicating. It was felt that sales and marketing professionals were a more appropriate body
to consult for advice on communication. It was recommended that the large body of research on
communication that exists in the sales and marketing arena should be considered.
•

“Cannot sell to people who do not want to buy. Have to make an environment
where individual wants to buy, e.g. make it law.”

The point was made that HSE needs to understand what businesses want and create an
environment where businesses have a reason to want HS and are aware of the benefits it affords.
The construction industry was cited as an example of good practice. It was felt that HSE had
changed the environment in the construction industry to one where companies want health and
safety provision and services.
Issue/Question: “What are the barriers/enablers to change?”(Appendix 6.3, slide 6.3.7)
• “Guidance on HS has not moved with the times, need to target it.”
Delegates also discussed the barriers and enablers to change in relation to HS. The point was
reiterated that industry and society have changed considerably over the last decade however HS
was not felt to have kept pace with this change. The need to target HS messages for specific
groups in the workplace was therefore important.
•

“‘Productisation’ of HS.”

•

“We have gone to a test mentality, HS is tests.”

•

“Need to sell HS as a process.”

•

“Need to go back to what HS was originally about, we have lost the message
somewhere.”

The view was expressed that HS has become broken down into a series of products and tests.
These products and tests tend to be perceived in isolation. Consequently it was felt this situation
diminishes the perceived importance of HS in the industry. Therefore, it was recommended that
HS should be placed in the context of the broader aspect of OH care and promoted as a process
for preventing ill health.
•

“Whatever we change guidance to it needs to be consistent in its approach and
simple (SMART).”

A final point was made that it is crucial that any new HS guidance is consistent in its approach,
clear, simple and Specific, Measurable, Agreed, Realistic and Timely (SMART). Finally, it was
pointed out that in addition to clear guidance it is equally important that both employer and
employee easily understand the outcomes of HS test results.
Theme 4: Gaps in scientific knowledge
Issue/Question: “Where are the Gaps?”(Appendix 6.3, slide 6.3.8)
•

“We know sickness absence is multi factorial. Need more research to strengthen
evidence base on link between factors e.g. link between home and work factors.”

Delegates were of the opinion that OH professionals are aware that work related illness or
sickness absence is often not related only to work, but other factors such as domestic situation
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and commute to work. It was pointed out that the evidence base on the link between such
factors is currently weak. Furthermore, often the factors are linked without any evidence to
support this link. It was therefore recommended that research be conducted in this area.
•

“Can we look at whether HS actually results in improvement to people’s health?”

•

“Very little scientific evidence to show HS improves health, leads to reduction in
work related ill health.”

There was a consensus of opinion that research needs to be conducted to determine whether HS
actually leads to a reduction in the incidence of disease and results in improvement to health.
Delegates held the view that very little scientific evidence currently exists to support this claim.
Several delegates made the point that there is a risk of assuming that by conducting HS
correctly it will necessarily reduce sickness absence through work related ill health. Whilst it
was acknowledged that HS might reduce the incidence of occupational diseases, it was felt that
sickness absence is rarely related to occupational disease. Furthermore, even by reducing the
incidence of occupational diseases, this will not necessarily improve the health of that group.
The point was also made that there is often an assumption that HS is always beneficial and
much less recognition is given to the fact that HS can cause harm e.g. through people losing
their jobs.
3.2.2

Group 2 – Syndicate Discussion Summary

Delegates’ Initial Thoughts
Delegates’ initial thoughts were concerned with the following areas of specific concern, many
of which were shared by more than one delegate:
Employers do not understand the duty holder’s requirements. This includes which tests are
mandatory/legal requirements and which are recommended. There is a lack of consistency and
competency in how HS is conducted. The provision of standardised letters and procedures
would improve the understanding and consistency of HS.
Employees and employers can be confused about the differences between HS, well-being and
general health checks. Employers do not know if HS is required or just health monitoring.
Employers do not understand the practicalities of delivering HS and often the OH provider tells
the employer what HS is needed. It was proposed that Occupational Health industry
representatives often focus on conducting the actual tests, but they do not bring intellectual
analysis to the test results.
It was suggested that there are ethics and evidence issues associated with HS, such as
employees being coerced into undertaking tests that are not mandatory or not in their interests.
Within organisations, HS is often seen as a substitute for other actions, such as implementing
improved processes or exposure controls. Ethical HS consent forms should not allow the
employer access to employee’s medical records. There is a lack of evidence base to support
most HS questionnaires that are used (with the exception of HAVS).
A distance-learning module is needed for those HS professionals who will be giving advice to
employers. A case could be made for Continuing Professional Development (CPD)-like
questions for distribution to professional bodies involved in HS. This would enable
standardisation of the knowledge levels of professionals who give HS advice.
Theme 2 – Competency
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Issue/Question: “Lack of understanding”(Appendix 6.3, slide 6.3.10)
•

“Lack of understanding about what HS [is.] Cost saving practices = poor HS. ‘Tick
box’ exercise.”

The delegates discussed the different ways in which HS was conducted and how the
competency of the personnel involved was thought to be a determinant of whether good or poor
HS is conducted. As an example of poor or incomplete HS, a viewpoint was put forward that
HS is carried out in a perfunctory way in some but not all organisations. It was suggested that
often in these situations, an OH contract is awarded to an OH provider, who sends a nurse into
the client workplace to carry out health checks and then submits reports to the employer.
Delegates were concerned that in these situations, no further actions would be taken to address
control measures or to protect the individual worker’s health. The competency of the individual
OH nurse was a particular point of concern in situations where HS is conducted in this way. In
the absence of a qualified OH clinician, the nurse may not have the capacity to make the
necessary assessments. It was believed that nurses are employed in these situations solely to
carry out tests as this provides a time and cost saving option for the client organisation.
•

“Exemplar companies open the door for and welcome OH/HS providers”

In contrast with the model of HS delivery outlined above, a delegate described an alternative
model of effective HS delivery where workplace organisations appoint OH and HS providers
who are able to provide effective HS for their staff. It was viewed that such exemplar
companies encourage the involvement of a competent OH team in their RAs and HS and work
with them to achieve positive benefits for the organisation. It was also believed that such
companies have a sufficient level of understanding about HS to put the right processes in place.
However, there are companies who do not fully understand HS and in order to save costs,
inappropriate or poor HS is carried out. There is the risk that HS can become a ‘tick box’
exercise that does not benefit the workers.
•

“When deciding the need for HS: sensitivity rather than specificity is required. Use
MSDS appropriately”

Delegates strongly advocated that HS couldn’t be conducted until an appropriate RA has been
carried out. The RA will then highlight any need for HS. It was the delegates’ shared view that
deciding on the need for HS requires a sensitive approach, rather than a specific approach. This
means that the decision process would need to be sufficiently sensitive to detect all possible
cases of work related ill health, rather than restricting the consideration of HS to specific
disorders. This can help to capture some of the less obvious underlying health problems. A
view was also put forward that employers sometimes rely too heavily on Material Safety Data
Sheets (MSDS) and use them inappropriately. This can cause problems if the MSDS do not
contain appropriate information.
Issue/Question: “Practitioner/manager has competence but not authority” (Appendix 6.3,
slide 6.3.11)

•

“Problem is upstream: the jump from risk assessment to surveillance – how to
establish? Break down into HAVS, noise, etc” Delegates agreed that the route of the
‘competence’ issues were ‘upstream’, in terms of ensuring that sufficiently competent personnel
are appointed in a workplace organisation to conduct appropriate RA and HS. A hypothetical
scenario was described where an audiogram may show that there is a risk of hearing damage
affecting dozens of people on the shop floor. The employers need to resolve the problem and
may consider spending £20,000 on cheaper solutions rather than £50,000 on HS. Without
competent personnel in post who are able to make appropriate judgements and recommend
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appropriate action, it is possible that the cheapest, rather than the correct course of action could
be taken. This scenario also overlapped with the ethical debate surrounding HS and also the
varying levels of sophistication of HS that can be applied in a given workplace situation.
Delegates entered into a discussion of how sometimes health and safety personnel
(representative or line manager) have competency to undertake a RA and make
recommendations about HS but have not been given the power and authority to take action.
Therefore, managers either take no action or take actions that are not informed by a competent
OH professional. This was seen as a fundamental barrier to HS.
A hypothetical scenario was described where a practitioner providing HS may have clear
recommendations in a report (e.g. from RA) but then cannot communicate the issues and
corrective actions to the managers. This may be because they lack authority and this is not
communicated effectively to the appropriate individuals. In this scenario, it would not be until
health effects are demonstrated in the workforce, leading to OH referrals, that the health effect
might be linked to the workplace hazard.
•

“Need to be competent and able, e.g. competence to do HAVS assessment.”

Regarding competence issues, a comment was made that HS cannot be addressed as a single
entity. It should be broken down into HAVS, noise, respiratory, dermatitis, etc, because
specific issues need to be considered for each disorder.
Issue/Question: “Do you need a doctor?”(Appendix 6.3, slide 6.3.12)
•

“For alternative diagnoses 2 and also other functions, e.g. biological monitoring.”

The OH physicians, nurses and union representatives in the syndicate group had different
perspectives on this issue but collectively they agreed that a doctor was needed to confirm the
diagnosis. It was also agreed that a doctor was able to consider ‘alternative diagnoses’ (i.e. nonwork related diagnoses) or indeed to confirm a non-work related diagnosis, as applicable. It
should be noted that when delegates referred to a doctor/nurse in this context they were
referring specifically to an OH physician/OH nurse.
•

“Contention over who is qualified to make a diagnosis.”

This debate opened with a question regarding whether a doctor or nurse always needs to be
involved in HS?’ A view was put forward that a doctor is always needed because this is the only
person who can make the diagnosis. Diagnosis can be done remotely rather than in person
where the results of tests provide sufficient information for a diagnosis, such as an audiogram. It
was stressed that it is very important that an ‘alternative diagnosis’ can be made where
appropriate and that this also indicates the action that should to be taken to prevent the
individual’s symptoms from worsening. With HAVS, for example, a diagnosis means that
action needs to be taken to prevent it getting worse but with certain other diagnoses, therapy
might be available to reduce the symptoms.
•

“Role of nurse practitioners”

•

“Nurse’s role to resolve the issue or make the referral, Dr oversees”

With regard to a nurse’s role in HS, the situation was less clear and the different competency of
a nurse or nurse practitioner was raised. However, in conclusion, it was agreed that ‘a nurse’s
2
The term ‘alternative diagnoses’ used in this context referred to the OH Physician’s role/ability to consider all of
the possible causes of a set of diagnostic symptoms and signs and not to consider only work related causes.
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competency is to make the right referral at the right time and to assign those people in the right
way’. It was stated that it is part of an occupational health nurse advisor’s competency (set out
in the standards for accreditation) to have access to a specialist. The nurse also needs to exercise
discretion and to recognise when there is a need to consult the specialist.
•

“GP role”

Delegates considered that the intervention of an OH professional might not always be part of the
HS process. A hypothetical example was given of a mobile audiometrician who carries out tests
on workers and refers them to their GP. The GP would be able to refer workers to an NHS
specialist but a qualified OH professional may not always oversee this process. An alternative
viewpoint was that an OH physician may not need to be involved, just as a NHS Ear Nose and
Throat (ENT) Consultant would also explore alternative diagnoses. However, delegates
recognised that a medical doctor is needed to diagnose all cases of work related hearing
impairment reported under the RIDDOR regulations. It was also added that an NHS ENT
consultant could feedback a diagnosis in writing for this purpose.
A view was raised that making ‘alternative diagnoses’ of audiometry is an important element of
the OH physician’s role, however, the role extends much more broadly and is not limited solely
to this function. It was pointed out that audiometry is a particularly mechanistic process and
there are a range of other roles for OH physicians in HS, including biological monitoring and
understanding the underlying physiology.
Issue/Question: “Information, instruction and training.”(Appendix 6.3, slide 6.3.13)
•

“Done by H&S [health and safety] Practitioners who do not have in depth
knowledge of medical conditions. Credibility issues”

Delegates considered that a further aspect of competency was that information, instruction and
training (IIT), may be delivered by people who are not competent. For example, some delegates
considered that health and safety practitioners who have never made diagnoses frequently
deliver IIT for HS. Therefore, they are not sufficiently prepared to engage with HS in an
informed way. It was believed that clinicians who, it was said, could deliver the most effective
and credible training should ideally do the training. An example was given where an OH
physician had seen people referred for HAVS with symptoms such as ‘whiteness’ or ‘tingling’
reported on their screening form. However, their symptoms were normal but it was felt that the
health and safety practitioners did not have an in-depth knowledge of what is normal in these
cases because their training had fallen short of diagnostic capability. This example
demonstrates how the training of health and safety practitioners relies on the competency of the
personnel delivering that training.
It was felt that a health and safety practitioner should be competent and able to advise an
employer when HS is needed and for what conditions. They should also be aware of the
protocols and what should be reasonably expected of external OH providers. A competent
health and safety advisor should also be able to effectively train employees and raise their
awareness of HS. The delegates acknowledged that there are around 35,000 health and safety
practitioners whose role is to carry out HS and consideration needs to be given to enabling these
individuals to be better trained. It was also acknowledged that there are not enough clinicians to
provide the required training.
Delegates highlighted how it can be difficult to diagnose many work related disorders because a
worker’s history and symptoms need to be examined in detail. It was said that a worker would
have to ‘be quite disabled on the monitor’ in order to pick up respiratory disorders by the HS
tests that are performed. It was considered that the complexity of many diagnostic situations
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could present a barrier to encouraging people to engage with HS. Additionally, many workers
view HS in terms of whether or not they might be at risk of losing their job (if a disorder was
diagnosed). A viewpoint was put forward that it was widely acknowledged that there are some
people who ‘overplay’ their symptoms for compensation purposes, but there are many more
‘reasonable’ people who ‘underplay’ their symptoms because of a fear of losing their job.
•

“Avoid being too prescriptive. Chlorhexidine example: people had confidence to
flag up the problem; Worker was asked if they had any other health concerns”

Some delegates suggested that there is a need to avoid being too prescriptive within HS training,
as this could lead to an oversimplification of the process and result in potential symptoms of
work related disorders being be overlooked. An example was given where a delegate had
experienced a situation in a clinical workplace. A cleaning regime involving chorhexidine had
been changed and it was considered on the RA that this did not present any further risks to
worker health. However, during the process of carrying out HS for dermatitis, a competent
H&S practitioner noticed (from some of the data collected) that there may be an emerging
respiratory problem in the workforce. A subsequent investigation found this to have been
caused by the changed use of chlorhexidine. In this example, it was considered that the
practitioners were sufficiently confident to say ‘I’ve got a problem here’ even though the
problem they had encountered did not fall into any training categories. It was also noted that
the HS system in place was sufficiently flexible to allow for emerging disorders to be detected
by asking simple additional questions. In this example, the workforce was asked: ‘is there
anything else? Have you any other health concerns?’ and some replied that they were
experiencing breathing difficulties. Parallels were drawn with this type of questioning and how
a clinician or nurse would normally finish off a consultation by asking ‘is there anything else?’
It was believed that this method was useful for capturing the sort of unexpected work related
problems that ‘come out of left field’.
•

“Systems needed that tend to report false positives more commonly than false
negatives? Problem with medicalisation3, leading to anxiety and morbidity; find a
balance with case finding”

It was believed that the problem described in the chlorhexidine example could have been
overlooked if a practitioner who was lacking in competence had adhered to an overly
prescriptive process. The group concluded that a system is needed that allows ‘false positives’
to be identified, rather than ‘false negatives’. One suggestion was that a highly sensitive HS
system that picked up all possible cases, a proportion of which would not genuinely have the
suspected disorder (described by the group as ‘false positives’), would be preferable to a less
sensitive HS system where some genuine cases were missed or overlooked (referred to by the
group as ‘false negatives’). In all cases a specialist occupational physician would be responsible
for making a diagnosis and this diagnosis would be required before a case was reported. This
initial suggestion was countered by a viewpoint stating that finding false positives could also be
considered unethical if it leads to people in the work environment being ‘medicalised’. For
these people, concerns would be raised about whether they have a disease and this could cause
morbidity resulting from increased anxiety. A hypothetical example was given of a worker with
respiratory systems being told that they may have a lung problem and how they might react to
that news if they had a father or other person close to them die of lung cancer. For this reason
the delegates were asked to exercise caution when considering the issue of identifying false
positives because of the risk of causing significant morbidity for the people concerned.

3

To medicalise (alternative spelling of medicalize): “(transitive verb) to make medical; to convert or reduce to a
branch of medicine.”. Source, http://en.wiktionary.org/wiki/medicalize
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The delegates acknowledged and agreed on the pros and cons that had been described at both
extremes of the sensitivity versus specificity debate. They summarised that medicalisation of the
workforce should be avoided, but not at the expense of being able to detect early or unexpected
symptoms of occupational ill health.
Issue/Question: “Questionnaires.”(Appendix 6.3, slide 6.3.14)
•

“Questionnaires – validated, cross-cultural barriers e.g. ‘eczema’ versus
‘dermatitis’”

The delegates moved briefly away from the topic of competency when a delegate suggested that
HS could be viewed as an epidemiological exercise, yet no validated tools (i.e. rigorously tested
and approved diagnostic questionnaires) are currently available. An example was given that
HSE does not supply a respiratory or skin questionnaire. Delegates responded to this point
saying that the introduction of a standardised and consistent approach was one of the areas
where action was needed and the development of validated standard proforma would need to be
considered as part of this area for improvement.
It was noted by some delegates that HSE use a range of questionnaires (e.g. for dermatitis) that
are not validated and some are derived from Scandinavian countries (such as the ‘Nordic
questionnaire’ for MSDs) and have not been validated for use in the UK. It was recognised that
there can be cultural barriers (including language and terminology) which mean that not all
questionnaires that apply in other countries would apply readily to the UK population, and vice
versa. For example, one delegate relayed how a dermatitis audit questionnaire had been
carefully considered by HSE but the use of the term ‘eczema’ in the questions (in place of the
HSE preferred term ‘dermatitis’) had proved a considerable obstacle to progress. It was felt that
an accurate and agreed definition of any condition was crucial to the meaning of the results.
However, the experts could not agree on whether ‘eczema’ or ‘dermatitis’ was the most accurate
term. Another delegate also mentioned that a HSE co-funded research programme on dermatitis
had been carried out in Australia, which produced a validated dermatitis RA questionnaire. The
delegate considered that this questionnaire may be suitable for use in the UK. It was noted that
the HSE would need to consider the possible implications of using a questionnaire that had not
been validated in the UK.
Issue/Question: “How do people achieve competency”(Appendix 6.3, slide 6.3.15)
•

“Should be consistent, effective and reproducible”

•

“Training can address this”

Returning to the topic of competency, delegates shared a view that competency in the HS field
is achieved through a combination of formal training and experience (the latter referred to as
‘the university of life’). Training was considered to be important for providing a degree of
competence in a wide range of areas. Whereas, it was felt that competence achieved through
practical experience was more ‘irregular’ and could provide strengths in some areas but also
weakness in others.
•

“Personal experience can influence risk assessment”

Delegates recognised that direct experience was an important psychological factor in people’s
ability to recognise risk and this influenced the RA process. Some delegates viewed a lack of
experience as a barrier to comprehensive RA. Competence was considered important in terms
of managing the process to ensure that the whole process of HS is effective.
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Issue/Question: “Lack of grouped anonymised data and individual trend data” (Appendix
6.3, slide 6.3.16)

•

“Employers want it but needs to be intellectually processed”

•

“Someone needs to put together individual information to establish overall picture
of health risk”

Delegates identified that employers would find ‘anonymised and individual trend data’ useful
but it is not currently available, partly because of confidentiality issues. The delegates
recognised that employers need grouped data to indicate whether there has been a deterioration
of workers’ health over a period of time. Such intelligence can provide the employer with a
method of evaluating the effectiveness of the controls that are in place. An example was
provided of a recycling firm where workers were involved with composting processes. A RA of
the workers exposure to microorganisms was conducted and subsequent HS was conducted
including immunological assays and spirometry. This HS provided individual test data.
However, aggregation of the data was required so that the employer could view the overall
trends in the employees’ HS data. In terms of competency issues, it was noted that personnel
with suitable competency were required to carry out the collation and analyses and this resource
may not always be available to employers. Members of the group suggested that employers
need to be provided with intelligence in a way that it can be used in interventions to change
work processes and reduce risk.
Issue/Question: “Need to define the role of the OH Technician”(Appendix 6.3, slide 6.3.17)
•

“Understanding the boundaries. Achieve, approve, attain?”

•

“HS services offered to employers after technicians attend a university course;
who is a competent person? Knowledge from one-off training course but not
skills”

There are various training routes available to OH Technicians and some delegates suggested
that employers are not able to easily differentiate those OH technicians that have undergone
high quality training courses (e.g. the HSL training course), compared with those that have
obtained their competency via other routes. An example was given of a paramedic who had set
himself up as a stand-alone mobile OH Technician. It was considered that the available courses
are effective in delivering skills to OH Technicians but achieving competence was not an
automatic outcome that would follow attendance on a course.
•

“Technicians collecting and delivering measurements to OH professional can work
well but needs to be tied together – knowledge, skills, empowerment.”

A view was put forward that there is a need to learn how HS services are provided in Great
Britain and to define what the roles of properly trained health and safety practitioners should be.
An example was provided of an effective HS model where the suitably qualified OH Technician
conducts HS tests. In this model, the workplace visit is done by an occupational health
professional who receives the test results from the OH Technician and performs an intellectual
analysis of the results. The group felt that often it is no longer the case that occupational health
practitioners conduct ‘on-site’ visits.
•

“What is HSE’s role? Courses are effective but need a balance between training
and competence.”
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A view was put forward that trainees, when undertaking training in a specific HS assessment
technique, should be made aware that undertaking training will not provide full competence.
This will help to avoid false expectations. It was felt that an accredited competent person’s
course should also be undertaken. It was believed by some delegates that HSE should make it
clear what is required to ensure that responsible persons obtain the right training. An example
was given where the National Examination Board in Occupational Safety and Health
(NEBOSH) course on construction became widely accepted as one of the most appropriate and
reputable courses, once it had been endorsed by HSE.
•

“Clinician understands more about follow up questions to ask, whereas technician
collects specific information”

Delegates considered that a responsible person’s competence should include elements such as
understanding their boundaries and acting appropriately under pressure. Delegates reiterated
their previous observation that HS needs to be overseen by an appropriately qualified OH
professional who would have a greater understanding about HS than a skilled OH Technician.
The clinician would also be able to ask the necessary questions to clarify the nature and
relevance of HS test results.

Issue/Question: “Audit by OH Providers”(Appendix 6.3, slide 6.3.18)
•

“Often more about process/service rather than outcomes, e.g. Ask: how many
people are redeployed?”

Delegates considered that audit derived data could be very informative. However, the delegates
believed that audits are generally conducted to assess processes or services (‘number
crunching’) rather than to evaluate the quality of HS activities and health outcomes. It was
further explained that this type of audit examines how many HS assessments had been carried
out rather than what the outcomes were.
•

“Need to learn from audit to improve competency”

It was felt that outcome-based audits could be used as a tool to improve competency. For
example, particular outcome-based audit could be compared with other similar audits.
•

“Management competency gap: no checks if loop of control is being closed, actions
completed and barriers. Means effort and resource does not produce end result”

One delegate provided an example of a previous experience to highlight this point: a multinational organisation was putting a vast amount of effort and money into OH and not achieving
good performance. The major reason identified for this, was that there wasn’t a check ‘that the
loop of control was being closed’ and that actions (regarding controls/exposure) were being
completed. Before the HS process gap was noticed, there was no information regarding the
barriers preventing the completion of actions. The delegate described this as a situation that
existed worldwide where HS competence was not being properly utilised and did not produce
the desired end result of protecting the worker’s health. The problem was eventually picked up
by performance-based audit.
•

“Outcomes: inc. health, business. HSE don’t provide sufficient information for
small businesses about business cost. Role for HSE to engage with insurers and
accountants”
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The delegates recognised that in performance-based audits, the outcome is not as easily
‘measurable’ or ‘attributable’ as process indicators for process/service-based audits. Delegates
considered that further development work is needed to consider what the appropriate health and
business outcomes are. It was noted that business outcomes are likely to be regarded as a higher
priority for businesses than health outcomes. It was suggested that many businesses have not
been provided with sufficient cost information to appreciate the costs to business of worker ill
health. It was considered that HSE could address this by providing specific information of
relevance to a range of businesses and business types. An example was given where the £100
billion cost to Treasury is not of direct relevance to businesses, particularly small to medium
sized enterprises (SMEs). Some delegates recommended that HSE should endeavour to supply
relevant health cost information to insurers and accountants regarding the financial costs (and
potential cost savings) associated with implementing HSE’s HS recommendations.
Theme 3 - Enablers and barriers to effective communication and change
Issue/Question: “Barriers example: Hazardous agents exposure”(Appendix 6.3, slide 6.3.19)
•

“Understanding leads to meaning. ‘Joe Average’ with lack of health knowledge is
not engaged with HSG61; HSG61 needs to be written in plain English; some
unnecessary surveillance conducted”

It was accepted that health professionals understand the HSG61 guidance, but it was suggested
that it does not ‘translate’ easily for workers, managers and H&S practitioners. The information
was described as being in a form that is not easily accessible and this was viewed as a barrier to
effective communication.
A view was put forward that HSG61 is part of a range of guidance that is produced, which holds
far greater meaning to readers who have a level of understanding of the subject. For example,
the guidelines on vibration and noise at work (located in the back pages of HSG61), may have a
different meaning and interpretation depending on whether they are being read by someone
qualified in occupational medicine, occupational health, nursing or safety management. It was
felt that the guidance may have a further different meaning for qualified professionals than it
would for ‘Joe Average’.
There was a suggestion that currently a given section in HSG61 contains a blend of information,
making it unclear which parts are included for duty holders, for professionals’ interest, or for
employee information. Delegates suggested that there is a need for ‘a language or a mechanism
of engaging the average manager, the average worker and the average person in the average
company who has no professional training in OH but has a working knowledge’.
•

“Page 5 HSG61. Make it clearer when you need HS and when you don’t. E.g.
using risk phrases”

One delegate stated that from their experience, parts of the HS document are very helpful but
other parts are not and, therefore, pose a barrier to implementation of HS. It was considered that
one of the barriers to implementation, from an employer or a health and safety advisor’s
perspective, is understanding whether HS is needed for all exposures to hazardous agents. The
delegate gave an example of a given hazardous chemical being used by workers and suggested
that HSG61 could make it clearer when HS is needed and when it is not, as opposed to the
guidance saying HS “may be needed”. The delegate recognised that the different workplace
situations associated with chemical use, posed a barrier to the implementation of such clear
guidelines in practice. It was suggested that the use of Control of Substances Hazardous to
Health (COSHH) risk phrases, relating to exposure to hazardous agents, could help to convey
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how the degree of risk changes with the amount of a chemical being used and in which
situations certain types of HS should be applied. 
Issue/Question: “Barriers example: understanding when HS is appropriate”(Appendix 6.3,
slide 6.3.20)

•

“Guidance states 20 per 100 000 employees affected and you have 10 workers – how
does a small employer interpret that?”

The delegates believed that some of the statistics may not help employers (especially SME’s) to
understand when HS is appropriate. For example, when statistical evidence is used to say how
much dermatitis or asthma results from a specific type of occupational exposure, the incident
figures are expressed as, for example, 20 or 40 per 100,000, which does not have direct
relevance to an employer with ten workers. It was suggested that these figures could be
‘translated’ in a way that can be more relevant to SME’s, such as the use of league tables
showing, for example, that hairdressing is the occupation with the highest risk of skin disease.
•

“Need simple information sheets that are industry relevant; e.g. we have data for
hairdressers but what about MWF workers, or isocyanate workers? Need
more/better information”

The delegates suggested that ‘industry relevant’ information sheets could form part of the
solution. However, data is lacking in some areas, such as dermatitis in metalworking fluids or
the rate of onset of respiratory symptoms rather than occupational asthma for working with
isocyanates.
•

“Employers see HS as a cost to doing business. Therefore, need to inspire them
with payback cost.”

•

“How many hairdressers have HS? More than just data needed.”

Some delegates were of the opinion that many employers view HS as a ‘cost of doing business’,
yet it should be viewed as a ‘cost on business’. It was perceived that ‘they don’t see that
anything comes from it other than they’re spending money and therefore the biggest single
barrier is actually to inspire them…to actually pay that cost’. It was appreciated that such
inspiration doesn’t necessarily follow from seeing the data. It is known that hairdressers have
dermatitis, but there is a lack of data regarding the number of hairdressers who have HS,
because it is not reported until they see a doctor who participates on one of the national
reporting schemes.
Issue/Question: “Barriers: Perception issues” (Appendix 6.3, slide 6.3.21)
•

“Employee fears result of test”

•

“Having w.r. [work related] ill health does not mean losing job”

The delegates considered that employee’s perceptions about HS testing could be a barrier to the
implementation of HS. It was felt that some employees do not cooperate with HS due to
perceptions that their livelihood may be threatened by the results.
One delegate stated that the issues had changed in their working life from an original abject fear
among employees that undergoing HS would result in job loss. The delegate stated that the
current situation has improved because of better information and employees and employers
being able to make informed decisions. It was also felt that more ‘monitoring’ is conducted
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now than in the past. For example, employees are seen by an occupational health nurse or
undergo tests much more frequently. It was suggested that this is because there is now more
flexibility and employers/employees have more choice about whether they can or should
continue working. It was noted that workers with diagnosed respiratory disorders often have to
stop work very quickly to prevent their symptoms worsening, whereas there are other workers
with disorders that are stable for many years. Furthermore, the delegates noted that the HS
legislation is not intended to assess a person’s suitability to a certain type of job; it aims to
benefit the worker and, ideally, to help them stay in their employment.
•

“Lawyers may say to exclude employee from workplace.”

•

“HS is part of duty of care.”

Some delegates were of the opinion that lawyers may often advise employers to remove
employees from work for financial reasons, to avoid facing ‘a massive bill’. It was felt in
reality the employers should not need to be concerned about this situation arising, as long as
they ensure they would be able to demonstrate ‘duty of care’ and had not been negligent.
•

“Need to remember: HS is there for employees benefit in the first place! Not to
assess person-job suitability.”

Some delegates felt strongly about the tensions surrounding interpretations of the legislation on
this issue. One delegate stressed that health and safety legislation exists for the protection of
employees H&S and not for the benefit or defence of employers. This delegate asserted that
everything that OH professionals and providers do should be for the employees benefit.
•

“Asthma can lead to death but employees kept on and continue to be exposed.”

It was felt that there is some inconsistency from HSE on this point, even in the HS guidance.
The example was given of HS guidance for HAVS; where it was felt that the guidance ‘almost
pushes’ OH practitioners towards advising that a worker is unfit to continue with their job,
whereas it was felt that the guidance allows more latitude regarding workers with asthma. The
delegates highlighted the apparent inconsistencies by stating that ‘nobody has ever died of hand
arm vibration syndrome’. ‘But one or two people have died of asthma’.
Issue/Question: “Barriers: Ignorance and fear” (Appendix 6.3, slide 6.3.22)
•

“Ignorance no excuse these days. If HS is required employer has to do it.”

•

“Lawyers would advise it.”

Delegates considered that employers and duty holders have become much more aware of HS
over the last ten years and less ‘ignorance and excuses’ are generally encountered. Insurers
awareness has also increased and they will advise employers of their duties. An example of the
current model of employers’ understanding of their duty was provided. If, for example, an
employer is aware that there is a risk of workers being made deaf, they may discuss this with
their insurer who will provide advice and assurance. The employer will then act on this advice
and undertake HS.
•

“Bad advice is a bad advert for HS – e.g. unvalidated tests offered for HAVS
online”

•

“Competent person needs to have the authority to act – this is a barrier”
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Some delegates also felt that bad advice can be far more damaging overall than a lack of good
advice. An example was given of ‘online providers’ offering ‘unvalidated’ tests for HAVS. It
was considered that this could have negative consequences for worker health and undermine
people’s trust in HS interventions.
Delegates reiterated their view that a competent person needs to have the authority to take
action and if this authority is lacking it presents a barrier to good HS.
Issue/Question: “Barrier: Insufficient access to expert advice from HSE” (Appendix 6.3,
slide 6.3.23)

•

“Support needed for clinical OH judgements”

•

“HSE info line does not yield a result or getting advice is long-winded”

•

“Insufficient access to HSE occ. [occupational] medicine advice (since EMAS 4
reduced)”

The majority of delegates in this syndicate were of the opinion that professionals needed more
expert advice to assist with making clinical OH judgements. It was felt that there was
insufficient access to HSE’s occupational medicine advice since the Employment Medical
Advisory Service (EMAS) had been reduced in size. Some delegates expressed that they would
find it helpful to be able to easily access an HSE medic on the telephone, to discuss specific OH
issues. The delegates acknowledged that HSE is communicating its messages widely, in terms
of data and web-based material. However, it was considered that this might not be sufficient for
all users, some of whom would prefer a more direct and personal approach.
One of the delegates described a scenario where OH Professionals used to be able to call an
EMAS doctor at HSE on the telephone and ask for their professional opinion on a specific case.
Some delegates shared the view that this access to advice within EMAS or HSE has become
more difficult to access since the HSE Infoline was established. This was considered to be a
significant barrier for HSE field inspectors and also for employees. Other delegates agreed that
in their experience this was a significant barrier and had been for some time.
•

“Is the barrier financial?”

•

“More and more data available – website etc.”

•

“But ?[is there] less advice available”

More advice has become available and is free to access via the HSE website one reason why
HSE consider that there is less demand for expert advice to be provided over the telephone. If
there was less demand then HSE would have a financial prerogative for reducing the access to
one-to-one occupational medical advice. One delegate stated that since ‘HSE is making more
and more data available, it’s getting harder and harder to get information’. However, in light of
the quantity of written material that is currently available to answer enquirers’ questions, some
delegates noted that it could be difficult to come up with a suitable justification for improved
access to one-to-one medical advice. Nevertheless, the delegate felt that there was a justifiable
need for improved access to HSE occupational-medicine advice, for example when an OH
professional needs to ask a series of questions about a specific case. This consultation and
exchange of occupational medical information was further described as obtaining a ‘rubber
stamp’ for the enquirer’s professional practice.
4

Employment Medical Advisory Service (EMAS)
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Issue/Question: “Barriers: blanket approach as opposed to risk based approach”(Appendix
6.3, slide 6.3.24)

•

“OH provider informs employer of what is required.
package” for cost/ease reasons”

Delivers their “usual

It was felt that in some cases, an external OH provider advises the employer of what HS is
required (as opposed to the process being driven by an assessment of the risks) and then delivers
a standardised package of HS options. It was felt that this approach could result in the conduct
of unnecessary HS. This practice was described as a barrier to good HS.
The delegates recognised that some OH providers offer a ‘blanket’ package to their client
companies, which is fit for purpose in some or many respects but may not appropriately and
specifically address the needs of the workers at risk. Several delegates described this model of
HS delivery from experience. In this model, a commercial supplier offers a HS package that
includes some additional tests that, based upon the specific applicable guidance and/or RA, are
not required. In one example, a liver biopsy test was offered for employees exposed to solvents,
despite the fact that the exposure was at extremely low levels. The likely risk had not been
assessed. In another example, mandatory audiometry testing was required for workers who
were exposed to vehicle noise from forklift trucks. However, workers who were not exposed to
noise were also asked to take the audiometry test because it formed part of the HS package
being offered. In a further example, a commercial OH provider recommended that respiratory
HS be conducted using a questionnaire and spirometry tests. However, an OH nurse considered
that spirometry was not actually needed but it was offered because it was part of ‘the usual
package.’
•

“Business managers rather than clinicians recommend what package required e.g.
blanket spirometry; Legal/peer coercion.”

It was noted that some providers may find it cost effective to offer standardised packages but an
alternative view was put forward that in some cases conducting additional spirometry could
allow a provider to charge another £30 or £40 per test to the employer. One delegate suggested
that there is a tendency for commercial providers to offer spirometry to all workers who are seen
by the OH nurse. The delegates discussed how a business manager will often discuss an
employer’s needs for a service or package but a clinician is not necessarily involved.
Employers can perceive HS as a mixture of occupational health, legal requirements, HS and also
elements that relate to lifestyle and good health. It was felt that, due to their lack of knowledge
of the topic, some vulnerable employers might take on such an extended package, without
recognising which elements are required for HS and which elements are additional. Delegates
reiterated the view that RA should provide the main indication for an employer to implement
HS.
It was felt that OH providers would generally recommend a package of HS to an employer on
the basis of the benefits it would provide to employees. However, in the delegates view a
mixture of HS is conducted and some elements of a specific package have more obvious
benefits to employees than others. Delegates were also concerned that there may be a
considerable degree of coercion (legal/peer pressure) for employees to undergo spirometry, even
if it is not a requirement.
Employees were thought to fit into three main groups, based on how they viewed the HS
provided by their employer (through an external OH provider). Some employees have a natural
suspicion of HS because it is provided through the employer. At the other end of the spectrum
there are employees who want to have all the tests offered, particularly as they are offered free
of charge. It is important in these cases to ensure that the employees understand that they can
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choose not to undertake all the tests. The third group of employees do not wish to undertake
tests conducted by the employer’s representative but are content for their GP to administer them
because the results would be kept confidential.
The delegates believed that some types of unnecessary HS are carried out because they have
been done routinely for years. An example was given of ‘food handling medicals’, which are
often carried out although they are no longer required. A delegate considered that both
employees and managers in some companies believe this HS to be absolutely necessary and
would strongly challenge any suggestion to remove it.
One of the delegates echoed a previous point, by saying that HS is not about finding out
whether a person can do a particular job, it’s about finding out whether that job might be doing
them harm. It was suggested that HSE’s HS guidance was effective in this respect, because the
guidance advocates examining people’s jobs and the health effects or symptoms that might arise
from doing those jobs. However, it was believed that some companies conduct medicals in
order to protect themselves from possible future dispute or litigation, rather than to protect their
workforce. One delegate described this view of HS as approaching the problem from ‘the
wrong end’ because employers would protect the self-interest of the company better by
protecting employees from potential hazards. The delegates’ shared a view that unnecessary
testing will often be driven by this misplaced intention. In such companies, it was one
delegate’s experience that the staff could not provide appropriate RAs because the package of
HS testing had not been offered on the basis of risk to the employees. One delegate described
this as ‘the blanket approach as opposed to the risk based approach’. The commentators
involved in this discussion noted that these models of conduct were not representative of all
external OH providers.
•

“FOM5 standards may help to reduce this”

The delegates anticipated that OH service providers will soon need to comply with the Faculty
of Occupational Medicine (FOM) standards and this would help to address many of the
problems.
Theme 4 – Gaps in scientific knowledge
Issue/Question: “Patient pathways missing from OH”(Appendix 6.3, slide 6.3.25)
•

“Steve Boorman’s review may encourage OHS to engage with NHS”

It was also felt that there was a lot of variation in what different health bodies/researchers regard
as a systematic evidence review and how this type of evidence is used to inform policy. For
example, it was said that a systematic review of the ageing workforce that was based entirely on
American research studies, would not be directly applicable to populations of other countries,
such as the UK. Delegates believed that variation and inconsistencies in systematic reviews
could have a negative impact on any efforts to produce evidence-based HS practice guidelines.
Some delegates highlighted that there were problems with obtaining funding to improve the
evidence base in this respect. For example, funding would be required to consider the evidence
base for doing fitness for work assessments as described in The British Occupational Health
Research Foundation (BOHRF6) review.
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•

“More widely- what is employer’s responsibility to follow up when abnormality is
found- it may not be related to work?”

Considering the patient pathway more widely, delegates were of the opinion that the ‘patient
pathway’ or ‘care pathway’ is missing from OH. Therefore, it would be difficult to identify
what the employer’s responsibility should be in following up an abnormality detected through
HS. It was suggested that the evidence base could be improved in this respect.
Theme 1- Policy and regulatory framework
Issue/Question: “Knowing when HS is a legal requirement” (Appendix 6.3, slide 6.3.26)
•

“Ideal starting point: workplace asks “do any of our activities have a legal
requirement for HS?” (Appendix 6.3, slide 6.3.26)

The delegates felt that duty holders and OH services would benefit from the HS guidance being
more prescriptive about when HS should be carried out; either because it is a legal requirement
or because workplace exposures warrant it, in order to protect workers. It was considered that
there are few exposures for which HS is an absolute legal requirement, such as exposure to lead.
It was acknowledged that HSE directs employers or OH service providers to conduct HS
through specific HS guidance and also through COSHH guidance (e.g. COSHH Essentials).
Therefore, the risks would often be identified during the process of conducting a COSHH RA.
It would need to be established whether there are regulations associated with the identified risks
that indicate the need for HS. One delegate felt that the separate roles that often exist, of health
and safety professionals (carrying out the RA) and occupational health professionals (carrying
out the HS), can lead to gaps in communication, which can affect the continuity of the overall
process.
Delegates were of the opinion that HSE’s guidance is effective in many respects but that there
are also some gaps, pertaining to how an employer, duty holder or OH service provider would
know when HS is required. This problem was highlighted with some examples. Firstly an
example was given of when it is clear that HS is required. In this example, a chemical that is a
recognised skin sensitiser is used in the workplace. As part of the RA, the MSDS for the
chemical would identify the risks and indicate that there is a requirement to carry out HS (skin
assessments). In this example, delegates felt that the need to do skin assessments when a
sensitiser is used is clear, because it is stated in the back of HSE’s HSG61 guidance booklet.
However, a second example was given to highlight when the need for HS is less clear. This
example related to wet working and the use of protective gloves. Although there is a high
dermatitis risk (identified by nationally reported data), in the absence of a MSDS the hazard
might be less obvious. Therefore, there were thought to be very few work places that conduct
HS for wet work because the guidance is less clear. It was felt that this was particularly evident
in the health care sector. Health care has been identified as one of the main ‘at risk’
occupations, yet it was thought that there are few NHS trusts that have implemented HS for
dermatitis. It was suggested that caterers and metalworkers were similarly overlooked for HS
relating to workplace exposures to wet work and chemicals (including sensitising agents).
Some delegates were of the opinion that HS was being overlooked in relation to some hazards
because the available information and guidance is inconsistent and does not address and make
clear the full range of activities/exposures that require HS. It was felt that these gaps in the
current guidance have occurred over time, as changes have taken place since HSG61 was last
produced/updated. For example, in the past, fewer organisations had implemented OH services
and now organisations often do not have an in-house OH provider but an external provider is
used instead. It was felt that revised HS guidance needs to address these issues.
30

•

“HSG61 could contain logical checklists (decision trees?)”

It was also felt that HSG61 could contain some more logical checklists. An example was given
where employers in the print industry are advised to conduct skin assessments (for risk of
dermatitis) if acrylates are used. In these instances, a first aid person can be trained in how to
undertake the checks and workers can self-report. It was felt that a set of ‘Q&A’ (question and
answer) examples could be provided in the HS guidance specifically for employers to identify
the need to implement HS in specific situations, such as print workers working with acrylates.
It was felt this simple structure would better enable employers/duty holders/H&S
representatives/OH representatives to conduct effective HS in the right situations.
•

“HS often done as a ‘last resort’ or ‘after thought’; MWF example: what should be
done? Skin checks? Respiratory checks?; Major exposure but not addressed due to
lack of evidence/tools. Engineering controls should be applied to mitigate exposure
risks.”

Delegates considered that assessing the need for HS of metalworking employees was one area
that was complex and uncertain due to a lack of supporting evidence in the research literature.
Although it was accepted by the group that a HS issue exists, it was considered that it was very
difficult for employers and occupational health providers to know how HS should be applied, as
the extent of the risk (skin or respiratory) and the potential health effects are unknown. It was
felt that the OH profession as a whole has not yet established how HS should be done.
Furthermore, it was thought that there are no recommended questionnaires (administered or
self-complete) that can reliably detect extrinsic allergic alveolitis, one of the primary disorders
related to metalworking.
One delegate illustrated some of the potential difficulties experienced by OH professionals by
describing a ‘spectrum’ of exposure situations in the HS arena. It was suggested that at one end
of the spectrum, there are working populations who demonstrate a health effect and the
solutions are fairly straightforward. In these situations, improved controls can be implemented,
workers’ health exposures will be improved and validated (or recommended) tests exist to prove
this. At the other end of the spectrum, health effects will be observed in a working population
but the controls are less obvious and no recommended or approved HS test is known. Therefore,
further experimentation, investigation and research is needed. In time, it was assumed that
information will be gathered and valid tests provided. It was felt that there is a lack of
understanding and competence, but that increasing OH and H&S professionals’ understanding
and competence with the provision of effective guidance can improve this.
Some delegates asserted that significantly reducing or removing the hazardous agent should be
the primary consideration and HS should be a secondary consideration, once improved controls
(such as engineering controls) had been put in place. It was recommended that HSE’s HS
guidance should reiterate this point.
Issue/Question: “Is wording in ACOPs specific and strong enough to persuade duty
holders?” (Appendix 6.3, slide 6.3.27)
•

“Compare wording of HSG61 with wording of an ACOP – some/many similarities”

One delegate spoke of their experience of implementing HS in the quarrying industry. It was
the delegate’s experience that ACOPs, ‘when intelligently applied’, were a very powerful
instrument to ensure compliance.
It was suggested that the wording of HSG61, compared with an ACOP, was similar. Therefore,
another delegate had the view that the existing criteria are sufficient but part of the problem
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stems from different users’ abilities to understand them fully. The delegate reiterated the
previous discussion regarding employers and workers not being able to understand the language
used in the HS guidance and the way information and concepts are set out and described. It was
further reiterated that this may be confounded by confusion between ‘health and well-being’
issues and occupational HS.
•

“Need to relate OH HS to risk ass.t [assessment] to ensure logical, systematic
approach to risk so that only necessary HS is provided”

It was recommended that a logical and systematic approach is applied to HS where the risks are
assessed, reduced and controlled where possible and HS is conducted as a final safeguard to
ensure that the workplace controls are effective. The results of HS could then be reviewed and
fed back into the loop of control for making improvements.
Issue/Question: “General gaps in evidence” (Appendix 6.3, slide 6.3.28)
•

“BOHRF systematic evidence review – low back pain: no validated pre
employment screening test”

•

“Stockholm scale; one potential vascular test awaiting further progression”

Delegates suggested areas where they considered the evidence base could be improved. Some
data indicates that musculoskeletal disorders (including upper limb pain) can be a very
significant factor in back pain, but it was felt that further evidence was needed to introduce HS
for musculoskeletal issues. Having discussed the subjectivity of the Stockholm scale for
diagnosis of HAVS, some delegates suggested that the use of vascular tests (involving
pharmacological agents) could provide a more objective method of HAVS diagnosis but this
area requires further research.
•

“What is effective HS? Few papers, nothing longitudinal BOHRF, NICE, HSE,
HSL, etc…Lack of consistency of guidance, lack of consensus, different
standards applied; NHS service providers must follow NICE guidance.”

•

“Systematic reviews vary. Gaps between guidance and evidence. Common mental
health problems, zero correlation with BOHRF guidance due to different evidence
review criteria”

One delegate felt that there is also a lack of evidence regarding how many people are under HS
and for what disorders. It was considered that this information would provide a good baseline
from which effective HS methods could be evaluated.
Delegates considered that there is little or no evidence (particularly longitudinal studies)
regarding the efficacy of HS, apart from a few papers and the BOHRF evidence review on
asthma. It was felt that longitudinal studies are needed, although they are difficult to organise
because of problems with high attrition rates, etc.
The delegates discussed the point that several different bodies (including BOHRF, National
Institute of Clinical Excellence (NICE), NHS Plus7, HSE and HSL) conduct OH research, such
as systematic reviews, and use different approaches. It was felt that there is a wide variation in
the standards of evidence based reviews and different medics and academics in the field apply
different standards. As a consequence, the results are conflicting and inconsistent and the
resulting guidance and information on a given topic can differ. For example, guidance exists
7

www.nhsplus.nhs.uk/
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regarding latex from more than one source and HSE/LA inspectors have reported that this has
caused problems. Delegates commented that HSE’s dermatitis guidance does not confer with
the NHS latex review that was published subsequently. An example was also given regarding a
NICE guideline that needed to be re-written because certain reviewers found zero correlation
between its recommendations and those of BOHRF relating to common mental health problems.
•

“Work being taken into account in NICE guidance”

One delegate noted that some necessary linkages between HSE and the NHS are being formed
and NICE have changed their review process to include the consideration of potential effects on
people’s work in their guidance recommendations.
•

“OH structure can be a barrier to research”

Delegates recognised the need to review and examine the evidence and produce relevant
standards for HS. However, they were of the opinion that one of the barriers to this is ‘where
occupational health sits within the structure of the NHS’. It was felt that the reach of HS should
extend wider than NHS OH services and that OH should be integrated into other departments
within the NHS. In this context, the delegates hoped that the Boorman review (which is
currently underway) would suggest potential mechanisms for OH services to engage more fully
with the NHS.
3.2.3

Group 3 – Syndicate Discussion Summary

Delegates’ Initial Thoughts
The following issues were noted to be of primary concern to delegates:
Time has elapsed since the guidance was first published. Therefore, there is a need to
reconsider the purposes of the guidance, such as whether HS should be focused on the
individual or group and the incorporation of new health issues such as mental health issues.
However, there are difficulties involved in carrying out HS for conditions such as MSDs and
mental health problems.
Delegates suggested there was a need for clarity regarding health records. This included:
1. Confusion among nurses regarding their authorisation to release health records.
2. The blurring of boundaries between health records and clinical records.
3. Issues about confidentiality of health records.
The guidance should address the terminology it adopts. Terms including ‘qualified people’,
‘responsible people’ (and who these people should be), ‘possibly’ and ‘usually’ need defining to
avoid confusion. Without the roles and responsibilities defined, it can be difficult to run an
effective HS programme. Clarification is needed regarding the competencies and qualifications
required of medical practitioners in the area of occupational health.
Persuading organisations, particularly SMEs, to be proactive and implement HS is difficult.
Organisations fail to see the business benefits in carrying out HS and fear that implementing HS
will lead to an increase in the number of insurance claims and workforce suspicion.
Guidance should advise organisations how to challenge doctor’s sick notes and manage the
return to work process.
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Organisations lack knowledge regarding when to carry out HS and for what purpose,
particularly in terms of occupational exposure limits and actual physical health risks. This leads
to confusion.
Research is needed concerning the challenges and barriers that SMEs face in implementing HS
and what appropriate support can be given to help them. As health and safety practitioners focus
on the safety aspects of an organisation, SMEs find it difficult to access advice and identify the
difference between health and safety needs. There continues to be the perception that tackling
health and safety is very costly.
Theme 2: Competency issues
Issue/Question: “Barrier - Terminology” (Appendix 6.3, slide 6.3.30)
•

“Term – ‘health’ – a medical term. There is a fear of knowing how to tackle it.
Promotion of how to tackle it needed.”

Delegates expressed concern that organisations are afraid to tackle health mainly due to its
medical connotations. Trying to persuade organisations to tackle health in the same way that
they tackle safety is difficult. The message needs to be communicated that tackling health is
straightforward. Delegates were of the opinion that health and safety advisors lack confidence
in tackling HS. The problem is however, that many duty holders seek their advice on the
subject, rather than asking an occupational health specialist.
•

“Term ‘normally’ – not helpful for duty holders to interpret.”

Delegates felt that the term ‘normally’ is not helpful when discussing competencies. One
member of the group provided an example from the current guidance by stating, ‘normally this
would be under the supervision of a doctor’. Some delegates were unclear what the term
‘normally’ meant in this instance. They felt that clarification was therefore needed.
•

Term – ‘trained’ – needs clarification.”

•

Clinical governance framework – arrangements for referral.”

The delegates also felt that the term ‘trained’ needed further clarification. Whilst there are a
range of highly competent occupational health technicians, trained to carry out screening, there
lacks a clinical governance framework to allow those individuals without formal qualifications a
route into the occupational health field. Delegates believed that guidance should detail
appropriate referral links, i.e. who organisations can approach to carry out competent screening.
This would afford organisations a clear understanding of the different levels of competent
professionals that can carry out appropriate screening tests; meaning non-qualified specialists
have been deemed competent to carry out tests. Currently referral links within the guidance are
unclear, creating confusion and fear for organisations that want to ensure they are complying
with the law.
•

“There is a blurring of boundaries if terminology and roles and responsibilities are
not clearly defined.”

A discussion was held concerning the different types of occupational health services available to
organisations. Delegates recognised the importance of clearly defining the boundaries of the
different roles and responsibilities to ensure that they are not interchangeable and to avoid
confusion.
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•

“Confusion – HS and health screening – terminology is often interchanged and
needs defining.”

Some delegates felt that the term HS often goes undefined. Questions arose as to whether it
should focus on occupational induced disease and injury or the wider determinants of ill health.
Delegates noted that both HS and health screening need to be clearly defined within the
guidance.
Issue/Question: “Practical guidance – development” (Appendix 6.3, slide 6.3.31)
•

“Absence management – practical advice and guidance needed.”

Delegates questioned the role that absence management has to play in HS. They felt that
absence management could be used more effectively to identify any HS issues.
•

“Competency of the systems implemented is needed as well as the people (tailored
or off the shelf).”

Competency of the individual is important; delegates identified a difference between
professionals who carry out HS on all workers compared to those who carry out the appropriate
tests on the right worker groups. However, delegates also noted that the competency of the HS
system being implemented is vital. As well as competent people carrying out the work,
competent systems and tools are also needed to compliment their skills. Guidance needs to
specify to organisations when and why HS is needed to instil confidence in employers that they
are doing HS correctly.
•

“Developing awareness of who needs what guidance, e.g. SMEs.”

•

“Partnership between occupational health services and duty holders.”

One delegate explained that organisations often carry out HS on all workers to ensure
compliance and protect themselves from litigation. Further to this, occupational health services
typically offer a variety of costly HS services to employers rather than providing tailored
packages more suited to the organisations’ needs. This perpetuates organisations’ lack of
understanding of what effective HS entails. Delegates felt that professional standards here have
slipped, along with an increasing focus on the financial aspects on HS.
•

“Guidance on what to do with results of HS – controls and prevention in place if
needed. Link to RA.”

Delegates felt that often organisations conduct HS tests but are unclear about what to do with
the results. Organisations identify the problems by carrying out appropriate tests, but fail to
implement any solutions. Delegates were of the opinion that organisations also fail to evaluate
the controls that they have implemented or ensure that the health risk is being eliminated or
controlled at source. Solely carrying out HS is seen as compliance enough and more cost
effective than prevention. Finally, delegates noted that linking the HS process to RA is vital.
HSE needs to convey the message that HS should not be done to keep workers and insurance
companies ‘happy’.
•

“Case examples.”

Delegates felt that the inclusion of relevant case studies would be a useful addition to the
guidance, making it more relevant to organisations. By making HSG61 a web based tool, links
to case studies could be easier.
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Issue/Question: “Confusion over the process of keeping and maintaining records.”
(Appendix 6.3, slide 6.3.32)
•

“Storage and the length of time records are kept – who has access.”

•

“Confidentiality – what is and what is not?”

•

“What records to keep and why and in what form? – Both short term and long
term.”

•

“Need to consider the cost to duty holders of doing the above.”

Delegates felt that the guidance does not provide enough information regarding the storage of
personal records. Organisations are confused as to where records should be stored, who should
have access to them and for how long they should be kept. Delegates also believed that the
guidance is unclear about the types of data that should be stored and shared. Knowing what
should and should not remain confidential was also considered by delegates to be important.
Whilst the guidance provides information on these issues, delegates commented that this should
be more prominent.
One delegate felt that the guidance should detail how long records should be kept in order to
identify future health problems rather than the immediate ones. HSE could then use these
records to carry out longitudinal research to forecast emerging health problems that may arise in
forty years time. Further longitudinal research could look to follow those exposed over a
number of years. However, the cost implications of this were also recognised.
Delegates highlighted the cost to organisations of keeping employee health records long term as
a concern. It was also noted that other countries have systems in place to capture longitudinal
data and use it more effectively. One delegate suggested the use of national insurance numbers
as a way of storing information about individuals.
•

“Where does the responsibility lie – with the employer or individual? Should it be
shared? HSE need to clarify this.”

The changing nature of the employment market means individuals often stay in an organisation
for a shorter period of time. Consequently, guidance needs to be changed to reflect this, with
health records remaining with the individual. Delegates explained that maintaining health
records via a passport scheme, giving the individual responsibility for their own health records,
is becoming more popular. However, delegates recognised that this limits the information that
an organisation has of its employees, particularly once they have left. Delegates explained that
as the employer is legally responsible for maintaining the health records of its employees, it is
important that any guidance makes it clear who is responsible for keeping and maintaining
individual health records.
Issue/Question: “Roles and responsibilities” (Appendix 6.3, slide 6.3.33)
•

“Level of occupational health training given to GP trainees.”

•

“Role of the GP – heavy reliance on them. Consultation with occupational health is
needed by the employer.”

•

“Identify the level of competence GP’s will need. Often the first contact is by the
employer. Training issues.”
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•

“Competent to do what…?”

Delegates agreed that GPs need further medical training focusing on occupational health issues.
Care needs to be taken to ensure the right professionals are tackling issues in which they have
appropriate expertise. Delegates felt that the guidance should clearly define the different roles,
responsibilities and competencies of GPs and occupational health specialists. This may work to
detract SMEs from relying too heavily on GP sick notes. Delegates believed that return to work
could be helped by the use of other occupational health and in house specialists. Guidance
therefore, should outline the issues of return to work and the different options available to
employers. Delegates felt that the guidance should also look to clearly define the term
‘competent person’.
•

“Access to qualified, competent occupational health nurses, especially for SMEs.”

•

“Use of NHS plus and rehabilitation services, especially for SMEs.”

Delegates were concerned that organisations, particularly SMEs do not have easy access to
qualified occupational health specialists. For example, the guidance should detail where
organisations could go for support and advice, e.g. SMEs might look to make use of NHS plus.
The ability to access a variety of different sources of information was considered important.
•

“Lack of qualified people being used effectively.”

•

“Guidance needs to provide access to points of contact.”

•

“Better use of qualified occupational health technicians for routine tasks – consider
their capabilities and capacity to deliver.”

Delegates believed that the qualified occupational health specialists currently available
(including doctors and nurses) were not being used effectively. However, some delegates felt
that there is a lack of qualified specialists available. More will be needed if HSE is to
encourage employers to undertake HS. If access to services is not straight forward, delegates
stated that employers will be reluctant to carry it out. A clinical governance framework could
provide a suitable structure to allow those with specialist qualifications to carry out vital HS
work, leaving more routine tasks to other, less qualified occupational health technicians.
Delegates felt that the guidance should signpost organisations to a variety of sources of support.
•

“Should everyone be screened?”

Delegates felt that the Government need to decide whether or not it is in the economy’s interest
to have everybody screened or undergo a medical check.
Issue/Question: “MSD / WRS8” (Appendix 6.3, slide 6.3.34)
•

“Use of HS records to capture chronic low-level exposure.”

One delegate acknowledged that because validated detection methods do not exist and the link
between work and MSDs and stress is uncertain, the guidance recommends other procedures
(for example, symptom reporting by employees and the checking of sickness absence records).
However, it was felt that HS recommendations regarding these disorders should be revisited in
the future. According to one delegate, legislation from Europe would argue that both MSDs and
WRS should be part of HS.
8

MSD: musculo skeletal disorders; WRS: work related stress
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•

“Lack of validated tools on these areas.”

•

“Unsure where HS fits into the area of work related stress. May be this is a health
management issue? Rather than true HS.”

Delegates stated that HS on the area of WRS is more difficult due to a lack of validated tools.
The subjective nature of WRS increases the difficulty of tackling it. Consequently, some
delegates considered that the implementation of good management standards here was
important for tackling WRS rather than the use of HS. Some were unsure where HS fits into the
area of WRS.
•

“Need good reporting systems to capture these problems early.”

Tackling MSDs via effective HS was deemed by some delegates to be more attainable. The use
of good reporting systems would mean employees could be encouraged to report symptoms and
problems with the work task at an earlier stage. Delegates explained that often employees do
not report MSDs until they go on sick leave. However, some delegates pointed out that this is
not true HS, but rather health monitoring or a functional capability evaluation of the individual
and job.
•

“Work relevant versus work-related.”

Some delegates considered that, rather than regarding stress as ‘work-related’, it should be
termed ‘work relevant’. This is because for the majority of people, stress has a relevance to
work but due to the various interacting factors in a person’s life, work cannot be regarded as the
sole cause. If it is termed ‘work-relevant’ delegates felt that this incorporated the concept that
stress can be exacerbated by work but also recognised that the employer is unable to have
complete control over the individual’s stress condition. Delegates were concerned that the term
‘work-related’ laid the cause of the individual’s stress solely at the organisation’s door and
failed to take into account other aspects of the individual’s life.
Theme 3: Enablers/Barriers to effective communication and change
Issue/Question: “Barrier – Terminology” (Appendix 6.3, slide 6.3.35)
•

“Understanding terms throughout the document.”

•

“Language needs to be simple and jargon free. Clarity of definitions is needed
especially if it is aimed at duty holders.”

There was general consensus from the group that understanding some of the terminology
throughout the current guidance was difficult. Clarity of definitions is needed as well as
ensuring that it is targeted at the correct audience. If the guidance is to be aimed at duty
holders, care needs to be taken to ensure that the language is simple and straightforward.
•

“Be wary of being too specific – and therefore taken literally!”

However, other delegates noted that if the guidance is too specific, care needs to be taken by the
HSE to ensure that they are not taken literally. A balance is therefore needed. HSE need to
make it clear that the information contained within HSG61 is guidance, intended to provide
organisations with enough information to put in place a HS programme that is suited to their
needs.
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Issue/Question: “Barrier – translating guidance to practice.” (Appendix 6.3, slide 6.3.36)
•

“There is a need for practical, relevant examples and case studies.”

•

“Answering the question: so how would this work in practice?”

It was noted at various points throughout the discussion that the inclusion of relevant case
examples was important. Delegates explained that organisations often question how aspects of
the guidance would work in practice. The guidance may therefore benefit from including
examples of organisations’ best practice rather than just detailing the gold standard approach.
Delegates felt that this would certainly be of benefit to those who have never implemented a HS
programme before.
•

“Use of a blog 9.”

Some delegates suggested the use of a web-based ‘blog’ (see footnote) to allow people to share
best practice ideas. This may work to capture young people in the workforce.
Issue/Question: “Involvement (or not) of the workforce” (Appendix 6.3, slide 6.3.37)
•

“Can instil fear or concern over what they have done wrong. Can lead to conflict.”

•

“Can be an enabler – experts in their jobs / knowledgeable.”

•

“Communication.”

Delegates were of the opinion that involving the workforce in HS could be viewed as an enabler
or a barrier to implementing effective HS. Some workers may be more suspicious of it,
believing it to be a method of dismissing staff (particularly if there has been no previous
communication on HS), or fear that they have been exposed to a dangerous substance.
However, delegates believed that other staff might see their involvement in a positive light as
they can work with management to help identify the HS needed. Delegates noted that a lack of
involvement could potentially lead to conflict between management and employees.
•

“Health and Safety reps do not get involved in health – there is the belief that it is
outside their remit. Need their commitment.”

It was noted by delegates that health and safety representatives often focus very heavily on
safety aspects in an organisation, but neglect health issues. Some delegates felt that this may be
due to a lack of training, confidence or support. Delegates felt that organisations could not
expect to receive the same level of support from health and safety representatives on HS and
health care as they do on safety. Their commitment to tackling HS was felt by delegates to be
essential in order to demystify the topic.
Theme 1: The Policy/Regulatory Framework
Issue/Question: “What is the policy? / Regulatory framework” (Appendix 6.3, slide 6.3.38)
•

“Keeping records to enable effective horizon scanning – to better answer HS
questions in the future. How to identify new areas to tackle.”

9

“A blog can be for business purposes. Blogs, either used internally to enhance the communication and culture in a
corporation or externally for marketing, branding or public relations purposes are called corporate blogs.
”http://en.wikipedia.org/wiki/Blog
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Some delegates felt that it was important for organisations and HSE to keep hold of health
records in order to facilitate better horizon scanning and identify new health areas to tackle. As
more information becomes available, exposure links can then be established.
•

“How do businesses interpret guidance?”

Some delegates were of the opinion that businesses find the guidance difficult to interpret. The
guidance would benefit from being clearer and more specific. Delegates felt that organisations
remain confused as to when HS should be carried out and to what extent. They questioned
whether HS should examine potential risks as well as the specific ones highlighted in the
guidance. Some delegates were of the opinion that the organisation should not need to take any
further action if a RA does not identify any HS risks. However, they were aware that
organisations often feel pressured in to continuing to provide HS. Further debate on this issue
was felt necessary, culminating in the inclusion of specific details in future guidance.
•

“Low-level vs. high-level surveillance.”

The delegates also discussed how HSE inspectors often refer to ‘low-level’ and ‘high-level’
surveillance. This terminology also needs to be clearly defined in HS guidance. Delegates
remained unclear as to whether different ‘levels’ of HS should be implemented in different
workplace situations (i.e. in relation to different hazards, exposures, etc.).
Influences on HS from HSE, professional standards, external companies, etc – leads to conflict
and misunderstandings regarding what the duty holder needs to do. It was stressed that balance
is needed between all parties.
According to delegates, despite HSE’s steer on appropriate HS, some occupational health
providers will convince organisations to carry out more HS then is necessary in order to
increase their own income. They believe that these differing HS information sources will lead
to organisational conflict and misunderstanding. HSE need to provide a clear steer on effective
HS. There was also concern from one delegate that occupational health providers are not
regulated to a strict standard.
Issue/Question: “SMEs” (Appendix 6.3, slide 6.3.39)
•

“Incentives needed for SMEs to contact occupational health support.”

Some delegates were concerned that SMEs have little incentive to contact occupational health
specialists, particularly if they have never been inspected on the topic. Some felt that their only
incentive is for regulation purposes, i.e. they do it because they have to.
•

“Need cost benefit analysis, business case and incentives for SMEs to carry out
HS.”

Delegates were of the opinion that the business case for carrying out HS needs to be clearly
stated within the guidance, particularly in the current economic climate. HS needs to be sold to
SMEs.
Theme 4: Gaps in scientific knowledge
Issue/Question: “Gaps”(Appendix 6.3, slide 6.3.40)
•

“Validity of screening tools: HSE to specify which tools to use and when.
Prescriptive advice / guidance. Be wary of external companies selling tools.”
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Some delegates felt that as there are a variety of screening tools available to organisations, HSE
should specify which tools are the most appropriate and valid. Delegates were of the opinion
that organisations are likely to be using tools that are not fit for their purposes. Rather than
giving them a choice and empowering them, delegates believed that HSE needs to provide more
steer in terms of which tool is the safest and most effective.
•

“Definitions between health screening and HS.”

•

“Defining the legal requirements regarding HS.”

Delegates explained that there exist a variety of companies selling HS services under the
incorrect label of HS. Delegates felt that the legal requirements of HS should be clearly defined
as well as the differences that exist between HS and health screening. Both concepts need to be
clearly defined. Organisations need guidance from the HSE as to what tools are needed to
ensure that they are complying with their legal duties. Delegates stated that many companies
sell products, which claim to afford compliance with the law. Consequently, organisations that
are not using them are fearful of repercussions.
Accordingly, delegates felt that guidance needs to be written to ensure that employees are clear
about what they need to do to ensure compliance.
•

“Focus on occupational health risk management – what are the statutory
requirements?”

There was concern from one delegate that there is a lack of focus on occupational health risk
management. Consequently, they believed that there was a need to clearly define what a
statutory HS requirement is.
•

“Consider the knowledge base of inspectors to inspect on occupational health –
confidence and competence.”

There was concern from some delegates that HSE inspectors do not appear to have enough
knowledge of occupational health issues in order to have the confidence and competence to
carry out inspections on the topic. One delegate was concerned that some HSE inspectors are
unaware of the health registers kept by organisations that should be checked during inspections.
Therefore, delegates pointed towards a need to further educate inspectors in this area in order to
bridge this gap in HSE’s scientific knowledge.
•

“Guidance needs to be pragmatic, specific and clear.”

Regardless of the intended content of the new HS guidance, delegates agreed that the guidance
should be pragmatic, simple, specific and clear.
•

“Difference between group surveillance and individual surveillance – room for
both. This message needs to be clearer.”

Delegates debated whether there was room in the HS guidance to tackle both group surveillance
and individual surveillance. Some felt that it was more beneficial to approach HS from an
individual perspective, in order to identify particular individuals likely to make insurance
claims. Others however, felt that HS should be focused at the group level, leaving case
management to focus on individual cases. It was suggested that guidance needs to make this
distinction clear.
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One delegate referred to the HAVS guidance that adopts a tier system, grading HS from simple
to highly specialised surveillance. It was felt that, depending on the hazard to health, this
system could potentially be adopted for general HS. For example, tier one would state that the
employer takes an interest in sickness absence or self reported illness to determine the type and
frequency of problems that exist in their workplace. Tier five would involve referral to an
occupational health specialist. Delegates recognised the importance of encompassing the
broader, hazardous exposures that workers experience but to also consider the ability and
constraints of employers to take action.
Issue/Question: “Cost benefit – need for it, what it should involve?” (Appendix 6.3, slide
6.3.41)

•

“Long latency / low exposure – do not know the appropriate form of HS.”

Delegates felt that cost benefit should look at society as a whole. It was noted that cost benefit
was necessary for long latency, low exposure hazards, particularly in exposure work such as
radiation and radio frequencies, where the most appropriate form of HS is unknown. Delegates
believed that it would be more beneficial to HSE if they had a responsibility to society to collect
this type of information to identify future issues.
•

“Consider who are we trying to protect?”

When examining the scientific gaps, delegates stressed that HSE should address the question of
whom they are trying to protect; whether this is groups or individuals.
•

“Cost benefit analysis should look at society as a whole – economic benefit.”

Some delegates felt that whilst it is useful to be able to outline the cost benefit to people, there
was the feeling that at times, organisations simply need to realise that some financial
expenditure is required to keep their workforce healthy.
•

“Identify the cost of not doing any HS.”

One delegate commented that, although negative, maybe HSE should look to outline to
employers the cost of not doing any HS at all. It was suggested that HSE could provide
organisations with statistics concerning the number of people exposed to certain conditions and
the average cost of an insurance claim. It was felt that this might motivate them to put some HS
in place. However, it was recognised that SMEs may only be concerned with statistics that
relate to their own organisation, finding societal statistics irrelevant.
•

“Certain conditions – more insurance pay outs, e.g. Hand Arm Vibration - highly
disabling condition.”

Some delegates explained that some conditions are more costly to organisations than others.
For example, an individual who makes a claim for a noise incident will not receive as much
damages payout as someone who becomes disabled through work to the point where they need
care for the rest of their lives. One delegate noted that Hand Arm Vibration is one of the most
costly conditions due to its highly disabling effects.
•

“Is there a need for a register of companies undergoing HS on a national basis?”

The delegates debated whether there was a need for HSE to maintain a register detailing the
extent to which organisations are carrying out HS and the type of HS being done. It was
stressed that this should not be for regulatory purposes, but rather for epidemiological purposes.
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•

“Cost benefit of controlling the risk instead?”

Some delegates were of the opinion that it might be more beneficial for SMEs to focus on
controlling the known health risks rather than implementing more comprehensive HS
programmes. The main reason for this is that putting forward a convincing cost benefit
argument for HS to SMEs is more difficult.
3.3

Exercise 1 ‘Challenge Exercise’ Workshop Chair Overview

Day one overview
Following feedback from the three-syndicate groups, the Workshop chair concluded Day 1 of
the workshop with an overview of the day. The Chair noted that several issues had emerged
from the three groups.
The definition and scope of Health Surveillance
The scope of HS has broadened in recent years. This, along with a lack of specific guidance, has
contributed to organisations’ lack of clarity and understanding over what HS should encompass.
Consequently, some organisations are doing too much HS whilst some are failing to tackle it at
all. HSE need to determine what is meant by HS, distinguishing it from health monitoring and
health screening.
The changing nature of work since the publication of HSG61
The changing nature and organisation of work tasks has meant that there is less opportunity for
organisations to conduct a comprehensive RA and identify suitable HS needs. Workers partake
in a variety of tasks preventing them from having access to a well-coordinated and
comprehensive occupational health service. It has become more difficult for managers to make a
RA to identify when HS should be introduced.
The consistency between law and guidance
If there are laws that govern HS, it is important that accompanying guidance is available. A
clear process for translating law into guidance is needed. Managers find it difficult to determine
when appropriate HS is needed, due to a lack of clearly written guidance.
Communication of key messages
The syndicate groups concluded that HSG61 is too erudite. Key messages regarding HS need to
be targeted towards different audiences, i.e. at industry level, organisational level and worker
level. It is important that workers understand the need and purpose of HS, to ensure that they
receive the correct messages.
The scientific base for health surveillance
The syndicate groups felt this was a weak area. This needs to be explored long term.
The cost effectiveness of health surveillance
The groups concluded that the HSE do not provide enough information on the issue of the cost
effectiveness of HS.
The use and inclusion of validated health surveillance tools
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Within the literature, the evidence base is limited for particular HS tools.
Enforcement
The lack of enforcement by HSE on the topic of HS has formed a barrier to the uptake of HS by
organisations.
Competence and training of HSE inspectors and other key individuals
Questions concerning competency and associated research were discussed. Questions were
raised regarding the competence of HSE inspectors on the topic of HS. This also led to the issue
of whether training is needed for managers, GPs and work forces to ensure that they are
competent to conduct HS tests, interpret the findings, use the information and take action as a
result. The question was also raised asking whether HSE should validate commercial HS service
providers.
Record keeping
It was noted that HSE could look to provide a service offering advice to organisations regarding
HS. Concerns were raised again regarding the competency of HSE.

3.4

Exercise 2 ‘Ideas For Improvement’ - Syndicate Chair Feedback
Summary (Day 2)

The Syndicate Chair summaries for Exercise 2 are reported below for each group. It should be
noted that the Chairs may not have discussed all of the items on the posters/tables; accordingly
they will not be detailed below. Each Issue/Question is prefixed with the associated table
number (Appendix 6.5, Tables 1-26).
3.4.1

Group 1 - Summary of Syndicate Chair Feedback

Table 1: Issue/Question: “What is Health Surveillance?”
It was suggested that HSE needs to clarify its definition of HS, for itself and for society.
Recommended solutions included the collation, categorisation and prioritisation of all HS
legislation. HSE should consider what is statutory HS, what comes under legislation and what is
health monitoring but not true HS (e.g. vision testing and night working assessments) and then
categorise and prioritise such legislation in order for it to fit into the right requirement for HS.
Recommended research solutions included researching the efficacy of HS, and whether it
maintains/improves health. Research into the cost benefit and outcomes of HS for both
individuals and organisations was also recommended.
It was also recommended that HSE needs to research the validity of the tools used for HS.
Communication solutions included HSE participating in joint working and cross cutting
interventions with other government departments and stakeholders. It was also recommended
that HSE communicates and markets HS in the interface with stakeholders and the supply chain.
HSE should also learn from good practice. An example was the way in which HSE has changed
cultures and behaviour in the construction industry. It was recommended that HSE look at this
model with a view to adapting it for HS. Finally, it was recommended that any guidance issued
by HSE is clear, uses relevant terminology, and can be understood by managers, safety
professionals, trades union representatives and employees. The development of an interactive
website for HS, providing access to all relevant legislation and tools was also recommended.
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Table 2: Issue/Question: “What about enforcement?”
An idea for improvement was that HSE needs to decide its position on enforcement. It was
recommended that HSE research what enforcement has been taken for HS and the nature of the
enforcement e.g. prosecution or notices. An additional recommendation was to research the
outcomes for people who have failed HS. It was also recommended that HSE should
communicate its enforcement policy and management model better and identify where in the
HS process it will enforce. Finally it was recommended that HSE consider placing case studies
of enforcement on the HSE website.
Table 3: Issue/Question: “Does it matter who does it?”
It was suggested that HSE needs to clarify the level of competency for each stage in the HS
process. Recommended guidance solutions included the definition of minimum competency
standards for individuals who can carry out HS and the development of a staging process for
levels of competency. It was also recommended that HSE provide guidance on what is
‘appropriate’ training (e.g. as developed for HAVS guidance). Additional solutions
recommended were for HSE to have champions in OH to promote opportunities, and to be
inclusive in terms of competency (as to who is competent).
Table 4: Issue/Question: “What is the most significant barrier to competency?”
HSE needs to define streams of competency for HS. Solutions included HSE communicating
with the Nursing and Midwifery Council and General Medical Council on OH training and how
it can be improved in relation to HS. It was recommended that HSE should incorporate some of
the good practice advice from the construction website into its HS guidance (such as, guidance
on who can do what and what their competencies should be). Finally, it was recommended that
HSE use the models already in place in the HAVS legislation on competency and HS.
Table 5: Issue/Question: “ What are the barriers/enablers to change?”
HSE needs to review and update guidance on HS, make sure it is consistent and that the
terminology is correct and clearly defined. Recommended solutions included the use of
interactive guidance about HS on the HSE website. In order to enable this, it was recommended
that HSE collaborate with relevant industry groups and work with them to help develop their
own standards for HS. A further solution recommended the communication of the rationale of
HS across the board with employers and employees. The Faculty of Occupational Medicine are
currently developing standards for OH and it was recommended that HSE communicate with
the Faculty about guidance on standards for HS and who can do HS. An additional solution
included considering reviewing the appointed Doctor’s system. It was pointed out that since
this system was set up OH and work processes have developed and changed. Furthermore, in
light of the present economic market the system was considered out of date.
Table 6: Issue/Question: “Is there an issue with communication?”
HSE needs to improve communication for HS. It was recommended that HSE communicate
with sales/marketing professionals to learn effective marketing techniques. It was also
recommended that HSE provide a specific website for HS. A further recommended solution was
for HSE to engage with providers for consistency of messaging about HS. Conducting focus
groups to identify optimum communication strategy with target groups was also recommended.
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Table 7: Issue/Question: “Where are the gaps?”
HSE needs to identify the gaps in scientific knowledge. HSE also needs to identify the gaps in
how HS is communicated. It was suggested that HSE undertakes research to determine whether
HS prevents deterioration of health and helps to maintain health. Communication solutions
recommended, included collaboration with stakeholders for research on HS. Collaboration
should also involve encouraging stakeholders to undertake HS research themselves. A further
solution recommended was for HSE to collaborate with other Government/Research
organisations to identify possible substitutes for very hazardous chemicals.
3.4.2

Group 2 - Summary of Syndicate Chair Feedback

Table 8: Issue/Question: “Knowing when HS is a legal requirement”
Table 8: Issue/Question: “Is wording in ACOPs specific and strong enough to persuade
duty holders?”
HSE needs to clearly define what is HS, including what does and does not work. A
recommended communication solution was to provide user-friendly guidance that will be
interactive wherever possible and will be aimed at the various target groups, including
employers, employees and the professionals involved in HS. It was recommended that HSE
needs to re-embrace the hierarchy of control as a first action with HS being used as a ‘last
resort’. It was suggested that making HSG61 an ACOP could give it more power in the
workplace.
Table 9: Issue/Question: “Lack of Understanding”
Table 9: Issue/Question: “Barriers example: understanding when HS is appropriate”
Table 9: Issue/Question: “Barriers example: perception issues”
HSE needs to emphasise the link between RA and HS. HS should be a product of the RA and
the outcome of the HS should feed back into RA. There is a need to have RA and risk
management processes that are evidence based. By examining the workers and their activities,
these processes should identify which jobs have residual risk and which need to be tackled
through HS. It was recommended that solutions for this should include undertaking research to
create a tool that will link RA to HS procurement and communicating the links between RA and
HS to prevent HS being carried out without the appropriate justification generated by RA.
HSE also needs to help workplaces to differentiate between HS and other related issues,
including fitness for work and well-being. Responsible persons need to have enough
knowledge and confidence to distinguish between these issues.
Table 10: Issue/Question: “Barriers: blanket approach as opposed to risk based
approach”
Table 10: Issue/Question: “How do people achieve competency?”
Table 10: Issue/Question: “Audit by OH providers”
HSE needs to have systems to confirm the appropriateness of HS. Recommended solutions
included an audit of ‘OH providers’, audit of HS outcomes, systems of quality accreditation (e.g
CPD schemes and United Kingdom Accreditation Service (UKAS)) and adjudication by HSE
medical inspectors. It was recognised that outside providers of HS often offer HS to client
organisations as part of a package that contains not only HS but also a range of added elements
that the provider wishes to supply. For this reason there is a need for those procuring the service
to be able to distinguish between HS requirements and additional elements.
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Table 11: Issue/Question: “Do you need a Doctor?”
HSE needs to identify when a consultant OH physician needs to be involved. In the area of
policy, legislation and enforcement, it was recommended that a diagnosis needs to be confirmed
by an OH physician, particularly if there is a risk of the worker losing his or her job. It was also
recommended that guidance is provided for this process.
HSE should develop a staged process for HS: setting out the professionals who should be
involved and at what stage. The recommended solutions for this included researching the
evidenced based threshold for the staged process and giving careful consideration to the
constituents of Advisory Groups.
Table 12: Issue/Question: “Patient pathways missing from OH”
HSE needs to investigate whether SMEs find advice from NHS occupational health OH to be fit
for purpose. It was recommended that care pathways should reflect this. HSE needs to work
jointly with the Department of Health to develop care pathways for work related conditions.
Table 13: Issue/Question: “Lack of grouped anonymised data and individual trend data”
HSE needs to consider how HS derived data (including exposure measures) can add to the
available evidence base. It was recommended that anonymised data from HS should be
published to help improve the health of workers.
HSE needs to be aware of HS programmes and the outcomes of HS. It was recognised that this
would entail a huge intelligence gathering exercise requiring substantial resources but would
provide a comprehensive repository of information to be further mined or analysed. A related
communication solution recommended for HSE was to provide ‘e-alerts’ to potential health
issues and suggested approaches. It was regarded that information could be communicated
regarding ‘hot spots’ e.g. in industry process sectors or hazardous agents.
HSE should encourage in-house feedback of HS outcomes (anonymised) into the overall RA
process. Organisations should view HS as an integral part of their risk management process.
Conducting in-house feedback should ensure that a firm’s investment in HS is effectively
capitalised. Feedback of HS could provide a firm with an alert of new symptoms, which could
be acted on via re-calibration of their RA.
Table 14: Issue/Question: “Information, instruction and training”
HSE should consider ‘ethical’ guidance for responsible persons dealing with health issues. In
tandem with this idea, HSE also needs to ensure appropriate health information is provided to
workers.
Many workers who wish to undergo HS don’t actually have that opportunity. Where HS is
conducted, HSE recognise that awareness is very good in some areas and equally fairly poor in
others. Making HS clear, simple and affordable would help to address many of the problems
currently associated with the provision and conduct of HS. HSE should also guide employers on
the best ways to address problems (related to the worker and the workplace) that are identified
by HS.
Table 15: Issue/Question: “Need to define the role of the OH Technician”
Table 15: Issue/Question: “Practitioner manager has competence but not authority”
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HSE needs to define the competencies and boundaries for OH Technicians. It was commented
that an OH Technician does not provide a cheap substitute for an OH nurse, as an OH nurse
needs to be available to communicate results and assessment. A potential solution recommended
that these competencies be communicated to employers.
HSE should make all employers produce an annual report detailing Health & Safety
programmes and their outcomes. Despite this being a good idea, the feasibility of achieving it
was not made clear.
Table 16: Issue/Question: “Barrier: Insufficient access to expert advice from HSE”
HSE needs to provide an occupational medicine helpline for OH professionals and GPs for
advice, support and as a focus for new and emerging issues. In tandem with this idea it was also
suggested that HSE should increase ‘local’ internal medical support for peer support. A related
communication solution recommended that HSE needs a service that is immediately responsive
to HS issues, with the facility to gather data in order to identify emerging topics.

3.4.3

Group 3 - Summary of Syndicate Chair Feedback

Table 17: Issue/Question: “Involvement (or not) of the workforce”
HSE needs to work as a source of health and not illness. This would be one option to address
the need to involve workers and address their perceptions that HS is about illness.
HSE should ensure that its inspectors communicate occupational health expectations and HS
duties for employers and involve trade unions as well as health and safety representatives. A
further issue was highlighted concerning use of the term ‘well-being’ rather than ‘health’. The
group debated this issue as it was felt that these both have different meanings, with some
suggesting that the term ‘well-being’ undermined the term ‘health’.
Table 18: Issue/Question: “What is the policy? / Regulatory framework?”
RA should have a higher profile in the guidance. A recommended solution was that HSE
guidance and advice needs to be clearer on this issue.
HSE should address the over arching question at two levels; the HS of individuals in relation to
their specific exposures as well as the issue of HS for the population, which should include the
common health and well-being issues.
Table 19: Issue/Question: “SMEs”
HSE needs to develop a campaign, which must be communicated effectively. Current guidance
may be too generic, preventing people from reading it. The use of interactive web-based tools
was recommended as a solution to making it more relevant. This would provide generic
messages with links to further, more specific information. This solution could potentially be
useful for highlighting the business case to SMEs.
Table 20: Issue/Question: “Roles and responsibilities”
HSE needs to educate and develop in house resources. A tiered approach would allow for the
use of specialist competence when needed. A further recommended solution would be to
educate employers to use the scarce resources available to target the greatest risks. HSG61
needs to reflect the current regulatory body for nurses and occupational health practitioners.
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It was also recommended that GPs should be educated to refer patients to secondary care, where
appropriate. It should be remembered that GPs are often the first port of call for individuals and
organisations, with SMEs frequently relying on them. Improving GP training would help
provide information that could be fed into the HS system.
Table 21:
records”

Issue/Question: “Confusion over the process of keeping and maintaining

There was concern from the group that current HSE guidance is not prescriptive enough.
Confusion remains as to the difference between health records and medical records. HSE needs
to develop prescriptive, specific guidance, detailing what is a health record and providing
appropriate examples. A further solution included the use of links between GP / hospital
systems with occupational health services.
Table 22: Issue/Question: “Barrier - Terminology”
The group debated whether HSE (and therefore associated guidance) should focus on HS as a
statutory requirement or address the wider HS arena, i.e. what HS can bring to the improvement
of health in the workplace.
Table 23: Issue/Question: “Practical guidance – development.”
Table 23: Issue/Question “Barrier – translating guidance to practice”
It was recommended that HSE should identify what E.U. member states are doing with regards
to HS. HSE needs to examine what systems they are using and identify useful learning points.
Research might also look at how employers approach HS, i.e. from a fitness for work angle, a
sickness absence management angle or a statutory compliance angle. HSE needs to adopt
different communication strategies to get the message across to the different employer groups.
Table 24: Issue/Question: “MSD / WRS”
This issue looked to identify the role that HS should play in MSDs and WRS. Recommended
solutions included developing specific guidance in conjunction with simple desktop aids, as
well as promoting the concept of an occupational health passport. This would be retained by the
worker and provide details of common health issues.
Table 25: Issue/Question: “Gaps”
Through research, HSE needs to develop a more streamlined process applicable to workers
exposed to multiple hazards. It was also suggested that the knowledge base of inspectors is
addressed. A further solution recommended that the validity of screening tools be determined.
HSE could look to liaise with the NICE to promote the tools, as it was suggested that they have
a more influential role in this field than the HSE.
HSE needs to comprehensively reiterate the criteria for the validity of tools and specify which
valid tools it endorses and produce accompanying guidance. Research could be undertaken to
develop guidance for the less well validated tools and investigate how they can be evaluated.
Research is needed to identify the gaps in areas where HS is needed and on appropriate valid
tools that could be used to fulfil these needs.
Table 26: Issue/Question: “Cost benefit – need for it and what it should involve?”
HSE needs to demonstrate stronger conviction and apply cost benefit evidence derived from a
few specific HS issues to a broader HS base. HSE needs to communicate to organisations that
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the costs of investing in HS are not going to be redeemed necessarily in the short term, i.e.
within 5 to 10 years. Consequently the moral benefits need to be considered and put forward as
a reason for investing in HS.
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4

4.1

WORKSHOP CONCLUSIONS

Conclusions

The outputs from exercise 2 were compared across all three syndicate groups to draw out
common themes regarding needs for improvement, gaps identified and potential solutions. A
summary of the conclusions and recommendations from all the syndicate groups are detailed
below. These common themes and recommendations are not in any order of importance or
priority.
•

What is HS, how should it be defined and enforced?

HSE needs to clarify its definition of HS. The groups debated whether HSE should focus on
HS as a statutory requirement. HSE also needs to clarify its own position, including how
HSE will enforce on HS. Recommended solutions included the collation, categorisation and
prioritisation of all HS legislation. It was suggested that making HSG61 an ACOP could give
it more power in the workplace.
•

Define the streams of competency for delivering HS

HSE needs to clarify the level of competency for each stage in the HS process.
Recommended solutions included defining the minimum competency standards for
individuals who conduct HS and the development of a staging process for levels of
competency. More specifically, HSE needs to define the competencies and boundaries for
OH Technicians, OH Nurses and GPs.
It was also recognised that external commercial OH providers offer a range of HS services,
therefore a formal audit and accreditation process should be in place to assure competencies.
•

The need to connect HS with a RA process

HSE needs to emphasise the link between RA and HS. It was recommended that HS should
be a product of the RA and the outcome of the HS should also feed back into the RA process.
RA should have a higher profile within the guidance. By examining the workers and their
activities, the RA process should identify which jobs have a requirement for HS.
•

The publication of clear and targeted HSE guidance.

HSE needs to review and update its HS guidance, making sure it is consistent and that the
terminology is correct and clearly defined. The delegates highlighted that current HS
guidance may be too generic and should be more prescriptive. It was recommended that HSE
should consider the gaps in the current guidance such as the role of HS in MSDs and WRS.
A recommendation was made to provide user-friendly guidance that will be interactive (e.g.
web-based) wherever possible. HSE needs to target various groups, including employers,
employees, trade union representatives, health and safety representatives (responsible
persons) and the professionals involved in HS. To enable this, HSE should collaborate with
relevant industry groups and provide appropriate health information to workers.
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•

Improving models of communication

HSE needs to conduct research in order to improve the way it communicates HS
requirements. This could involve consultation with sales and marketing professionals to
consider the most effective communication and marketing techniques. Joint working and
cross-cutting interventions with other government departments, relevant stakeholders and
with the supply chain were also recommended. A further suggestion was for HSE to engage
with OH health providers to provide consistent messages about HS. The option of
conducting focus groups to identify optimum communications strategy with relevant
stakeholders was also discussed.
•

Developing a learning cycle

HSE needs to conduct an intelligence gathering exercise to provide a comprehensive
repository of information. This would assist the development of a learning cycle approach.
Using this mechanism, HSE can learn from other organisations both in the United Kingdom
and the EU, as well as develop a central feedback system allowing organisations to
benchmark their own HS performance.
•

The inclusion of cost benefit information.

The delegates acknowledged the need to demonstrate the business case (with evidence) for
carrying out HS, particularly in the current economic climate. HS needs to be promoted to
organisations. Highlighting the cost benefit and outcomes of HS for both individuals and
organisations would enable this.
•

The use of valid and appropriate tools and techniques

It was recommended that HSE needs to research the validity of the tools currently used to
conduct HS. HSE should specify which valid tools it endorses in the guidance. Research
could be undertaken to develop the guidance for the less well validated tool and investigate
how they can be evaluated.
4.2

Next Steps

HSE’s vision of HS is that employers, workers, service providers and other stakeholders will be
clear when HS is needed, what it is, how it protects health and who can deliver it.
The HSE team plans to utilise the primary workshop outputs in the establishment and
prioritisation of future work streams. The team intends to integrate the eventual proposals into
HSE’s science planning process (2010 – 2013). The HSE team also expressed its wish to keep
stakeholders involved and informed of progress regarding HSE’s overall aim to improve HS.
Delegates were encouraged to keep in touch with the HSE team and send any further comments
to John Osman and the team members who were present at the workshop.
The workshop chair closed the day by thanking delegates for their contribution and attendance.
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6.4

Exercise 1 ‘Challenge Exercise’ - Syndicate Chair Feedback Summary
(Day 1)

The following commentary has been drawn from transcripts of each summary. The headings
are extracted directly from the feedback presentation slides (Appendix 6.3). Please note the
following:
• The Syndicate Chairs did not summarise all of the issues under each heading with the
same level of detail.
• Where the Syndicate Chair combined some Issue/Question(s) in their summary, the
commentary is also ascribed under two headings.
• Where the Syndicate Chair did not address a particular heading, this is noted and a full
description of the delegates’ views is summarised in Section 3.2.
N.B. The summarised commentaries contain comments and viewpoints expressed by workshop
delegates drawn from both within and outside HSE and HSL. Therefore, the content reflects the
views expressed at the workshop by a range of stakeholders.
6.4.1

Group 1 - Syndicate Chair Feedback
Theme 1 – Policy/Regulatory Framework

Issue/Question: “What is Health Surveillance?” (Appendix 6.3, slide 6.3.2)
The key issues were considered to be;
1) What is HS
2) What do we understand by HS and
3) Is a definition required
Delegates were of the opinion that a definition does not really matter. What is more important
is for people to know what they have to do, and what HS results mean. HS is a process and
problems may lie in the employees, employers and providers understanding of what the whole
process should encompass. Delegates were of the opinion that HS should be based on risk
assessment and evidence based.
The delegates also felt that guidance should be targeted (for employers and employees) and
suggested that it should follow the model demonstrated by HSE’s Stress Management
Standards. Delegates considered that both regulators and employers needed legislation but there
is no need to alter the current legislation. However, delegates were of the opinion that HSE
needs to change how HS legislation is implemented and guidance was considered to be an
important factor. It was stated that a lot of the evidence for HS is weak and that more evidence
is needed. Finally delegates were of the opinion that HSE should continue to avoid the
‘cautionary approach to legislation’.
Issue/Question: “What about enforcement?” (Appendix 6.3, slide 6.3.3)
Delegates discussed enforcement aspects within the legal framework. The need to change HS
guidance but not the legislation was reiterated. Delegates raised the point that prosecution rates
on health issues by regulators are low. It was thought that this affects the quality and quantity of
HS undertaken and highlighted the need to give guidance/parameters for managers in relation to
HS. The current guidance was developed in the 1980’s. However, since then, the nature of work
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and the workforce have changed. Additionally, whilst the measurement of a number of hazards
is now more difficult because of newer physical agents, technology and science have improved,
which has enabled the measurement of lower levels of some chemicals. These points need to be
considered in the guidance.
Theme 2 - Competency
Issue/Question: “Does it matter who does it?” (Appendix 6.3, slide 6.3.4)
Delegates discussed the issue of competency. They concluded that it does not matter who
carries out HS, but the overall process needs to be managed by a competent person. This is
because it is the interpretation of HS that is important. The complexity of data type was also felt
to influence who interprets it. The more complex the data the greater the level of competency
required. Delegates were of the opinion that there is a need to make it clearer for duty holders
and others involved in carrying out HS how to do it. Delegates also considered that there are
gaps in competency research. It was felt that research should be conducted into how
competency influences the final product. Delegates discussed the issue of who has the
responsibility to determine who is competent to undertake HS and how this should be regulated.
It was felt that all types of HS competency should be regulated by HSE.
Delegates then suggested that there are two issues concerning competency, regarding who
conducts the test and who has overall management of the HS process. It was concluded that a
health professional (a doctor or a nurse) should be responsible for overall management. It was
felt that the simpler it is to conduct HS the easier it will be for businesses as this minimises the
need for highly specialised advice.
Issue/Question: “What is the most significant barrier to competency?” (Appendix 6.3, slide
6.3.5)

This was considered to be a key question. It was suggested that nurse education and training
needs to change with respect to public health input in pre-registration nurse training. It was also
felt that there is a need for greater numbers of competent specialist practitioners in nursing and
for competent technicians, and occupational hygienists.
Delegates considered that doctors, nurses and technicians have a lack of understanding of
commercial issues. It was thought that a lot of managers in industry have an MBA. However,
the delegates believed that no health and safety issues were taught as part of this qualification. It
was suggested that this could be utilised as a route to disseminate health and safety knowledge
to managers. Finally, it was concluded that all HS, if required, should be statutory, operating to
a defined standard and that HSE needs to define competency.
Theme 3 - Enablers/Barriers
Issue/Question: “Is there an issue with communication?” (Appendix 6.3, slide 6.3.6)
Delegates discussed ‘cultural issues’, focusing on the enablers and barriers to communication
about HS. It was felt that HSE could adopt the practices used in the European Union where
everyone has easy access to OH. Delegates also felt that cost can be one of the barriers to
effective communication. Delegates then discussed the possibility of HSE asking sales and
marketing professionals for advice on how to market HS. It was concluded that HSE couldn’t
promote HS to people who do not wish to put HS in place. Therefore, there is a need to
promote HS in the right way.
Issue/Question: “What are the barriers/enablers to change?” (Appendix 6.3, slide 6.3.7)
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The delegates felt that HSE needs to promote HS as a process, rather than a series of tests that
should be carried out on workers. It was suggested that the important messages about ‘why HS
should be done’ could be missed and there is a need to reiterate the originally intended purpose
of HS, which is to protect the worker. Finally, delegates concluded that the guidance should be
changed so that it is consistent in its approach and simple.
Theme 4 - Gaps in scientific knowledge
Issue/Question: “Where are the Gaps?” (Appendix 6.3, slide 6.3.8)
Delegates recognised that sickness absence is multi factorial; therefore it was felt that more
research is needed to strengthen the evidence base on links between factors. This would include
factors such as how home and work factors impact on people’s health in the workplace. The
need to consider gaps in the evidence was also discussed. There is very little scientific evidence
to demonstrating how HS improves health and can lead to a reduction in work related ill health.
Delegates were of the opinion that this was a key issue that needs to be addressed by further
research and evidence gathering activities.
6.4.2

Group 2 - Syndicate Chair Feedback
Theme 2 - Competency

Issue/Question: “Lack of understanding” (Appendix 6.3, slide 6.3.10)
Delegates recognised that some companies appoint OH and HS providers who are able to
provide effective HS for their staff. However, there are companies who do not understand HS
and take on inappropriate or poor HS in order to save costs. There is the risk that HS can
become a ‘tick box’ exercise that does not benefit the workers.
When deciding on the need for HS, a ‘sensitive approach’ is needed rather than a ‘specific
approach’. This means that the decision process would need to be sufficiently sensitive to detect
all possible case of work related ill health, rather than restricting the consideration of HS to
specific disorders. This can assist with identifying some of the less obvious underlying health
problems. The MSDS are sometimes used inappropriately, do not contain the relevant
information and are considered as a surrogate for COSHH Assessments, (which is not
appropriate)
Issue/Question: “Practitioner/manager has competence but not authority” (Appendix 6.3,
slide 6.3.11)

Delegates considered that sometimes the practitioner or the manager has competence to
undertake HS but does not have the authority to take action. For example, a practitioner
providing HS may identify problems from a risk assessment, but then cannot communicate the
issues and corrective actions to the managers.
Issue/Question: “Do you need a doctor?” (Appendix 6.3, slide 6.3.12)
The doctors, nurses and union representatives in the syndicate group had different perspectives
on this issue but collectively they agreed that a doctor was needed to make a definitive
diagnosis and to differentiate whether a disorder is likely to be work related. It was said that
many workplaces send their workers to a GP, but the delegates felt this may fail the workers, as
the workplace connection may not be recorded.
Issue/Question: “Information, instruction and training” (Appendix 6.3, slide 6.3.13)
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Delegates felt that sometimes the delivery of information, instruction and training was not done
by competent individuals. It was stressed that HSE should avoid being too prescriptive in this
respect. For example, a delegate had experienced of a scenario where a competent H&S
practitioner had flagged up a potential health problem relating to chlorhexidine exposure,
because they had the competence to ask additional questions of the workforce. It was believed
that this problem could have been overlooked if a practitioner who was lacking in competence
had adhered to an overly prescriptive process. The group concluded that a system is needed that
allows false positives to be identified, rather than false negatives. Conversely, finding false
positives could also be a potential drawback if it leads to over-medicalisation of the work
environment. This could lead to increased anxiety (people worrying about a disorder that is not
genuinely of concern) that could result in increased morbidity levels. Therefore, it was
concluded that HS professionals should find a balance between case finding and overmedicalisation.
Issue/Question: “Questionnaires” (Appendix 6.3, slide 6.3.14)
Delegates suggested that the use of screening questionnaires could facilitate the involvement of
an appointed or responsible person in HS. It was felt that the questionnaires need to be
validated and need to apply to the UK community. It was noted that some of the questionnaires
used are derived from Nordic countries, such as the ‘Nordic questionnaire’ for MSDs and it was
suggested that there can be cultural barriers (including language and terminology) which mean
that not all questionnaires would apply readily to the UK population. For example, there have
been problems with the terms eczema versus dermatitis used on questionnaires. However, for
reasons of importance and practicality, this issue was rated red by the delegates and so was not
taken forward to the next stage of discussions.
Issue/Question: “How do people achieve competency” (Appendix 6.3, slide 6.3.15)
The delegates shared a view that competency in the HS field is achieved through various
methods, including training and experience. It was highlighted that consistency is required so
that the delivery of HS is consistent, effective and reproducible. Training is important but it
was recognised that ‘the university of life’ enables practitioners to gain the experiences that
contribute most to improve their competency in the HS field. Experience was considered an
important influence in RA and competence was considered important in terms of managing the
process to ensure that the whole process of HS is effective.
Issue/Question: “Lack of grouped anonymised data and individual trend data” (Appendix
6.3, slide 6.3.16)

The delegates identified that employers would find ‘grouped anonymised data and individual
trend data’ useful but it is not currently available. It was suggested that employers need to be
provided with such information in a way that they can use it in interventions that will change
their processes and reduce risk.
Issue/Question: “Need to define the role of the OH Technician” (Appendix 6.3, slide 6.3.17)
Delegates discussed the issue of whether there are barriers to achieving competence in HS. The
lack of definition of the OH Technician role (by HSE) may be one of the barriers. It was
considered that the available courses are effective in delivering skills to OH Technicians but
does not necessarily guarantee competence. It was accepted that a clinician, doctor or nurse
would have a greater understanding about HS than a skilled OH Technician. They perceived
that HS could be most effective if an OH Technician conducts measurements and collects
specific information, and this is followed up by a medically qualified person. This professional
could ask further questions and utilise their knowledge and experience to ascertain whether the
symptoms are likely to indicate an occupational health disorder.
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Issue/Question: “Audit by OH Providers” (Appendix 6.3, slide 6.3.18)
The delegates considered that audit derived data could be very informative. If audits are done
appropriately, the information would help HSE to identify what HS is being done and this could
be used to improve competency. It was believed that audits are generally conducted to assess
processes or services (‘number crunching’) rather than to evaluate the quality of HS activities.
Delegates identified that management do not always use information derived from audits to
make changes that will improve controls. It was considered that the information HSE share
with management could be used more effectively if management competence in this area could
be improved.
Theme 3 - Enablers and barriers to effective communication and change
Issue/Question: “Barriers example: Hazardous agents exposure” (Appendix 6.3, slide 6.3.19)
It was recognised that HS guidance needs to be written in ‘plain English’ as opposed to
technical/medical language in order that users’ (employee, employer or the OH provider) can
gain a clear understanding. It was suggested that the use of risk phrases, relating to exposure to
hazardous agents, could help to convey where certain types of HS need to be applied.
Issue/Question: “Barriers example: understanding when HS is appropriate” (Appendix
6.3, slide 6.3.20)

The delegates believed that the available statistics may not help all employers, especially those
with SMEs, to understand when HS is appropriate. For example, figures such as 20 workers per
100,000 affected by dermatitis would be difficult for a hairdressing business with only 10
workers to appreciate in their own working context. It was suggested that these figures could be
‘translated’ in a way that can be more relevant to SMEs. Furthermore, it was suggested that
‘industry relevant’ information sheets could form part of the solution. However, the delegates
recognised that improved information would be needed in industries where ill health does not
have a direct occupational cause (for example metal working fluid or isocyanate workers).
The delegates noted that many employers probably view HS as a ‘cost to do business’ and there
is a need to communicate better with employers to help them recognise that conducting HS
provides a ‘pay back’ to businesses, in terms of longer term cost savings.
Issue/Question: “Barriers: Perception issues” (Appendix 6.3, slide 6.3.21)
The delegates held a shared view that some employees won’t cooperate with HS due to
perceptions that their livelihood may be threatened by the results. In relation to this point, the
delegates felt that it was an important to remember that HS exists for the worker/employee’s
benefit. It does not exist to assess a person’s suitability to a certain type of job and aims to
benefit the worker and, ideally, to help them stay in their employment.
Issue/Question: “Barriers: Ignorance and fear” (Appendix 6.3, slide 6.3.22)
The delegates perceived that ignorance and fear may pose barriers to the implementation of HS.
However, for reasons of importance and practicality, this issue was rated Red by the delegates
and so was not taken forward to the next stage of discussions (Exercise 2).
Issue/Question: “Barrier: Insufficient access to expert advice from HSE” (Appendix 6.3,
slide 6.3.23)
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The majority of delegates (in this syndicate) thought that professionals needed more expert
advice to assist with making clinical OH judgements. It was felt that there was insufficient
access to HSE’s occupational medicine advice since EMAS had been reduced in size. Some
delegates expressed the view that they would find it helpful to be able to easily access a HSE
medic on the telephone, to discuss specific OH issues. The delegates acknowledged that HSE is
widely communicating its messages, in terms of data and web-based material. However, it was
considered that this may not be sufficient for all users, some of whom would prefer a more
direct and personal approach.
Issue/Question: “Barriers: blanket approach as opposed to risk based approach”
(Appendix 6.3, slide 6.3.24)
The delegates recognised that some OH providers offer a ‘blanket’ package to their client
companies, which includes some HS but may also include other services which are not HS. It
was believed that, due to their lack of knowledge of the topic, some vulnerable employers may
take on such an extended package, without recognising which elements are required for HS and
which elements are an addition to what is required. The delegates anticipated that the FOM
standards would help to address this problem.
Theme 4 – Gaps in scientific knowledge
Issue/Question: “Patient pathways missing from OH” (Appendix 6.3, slide 6.3.25)
Delegates raised this issue as an area where they considered the evidence base could be
improved. The delegates highlighted that several different bodies are doing OH research, such
as systematic reviews and using different approaches. As a consequence, the results can be
conflicting and inconsistent. In turn, this can have a detrimental effect on any attempts to apply
good HS practice. In this context, the delegates recognised that the Boorman review (which is
currently underway) could encourage occupational health services to engage with the NHS more
fully.
Considering the patient pathway more widely, delegates were of the opinion that the patient
pathway is missing from OH. Therefore, for example, it would be difficult to identify what the
employer’s responsibility should be in following up an abnormality detected through HS.
Theme 1- Policy and regulatory framework
Issue/Question: “Knowing when HS is a legal requirement” (Appendix 6.3, slide 6.3.26)
Regarding the legal aspects, the policy and the regulatory framework, the delegates felt that
more prescriptive information should be shared by HSE. It was also felt that HSG61 could
contain more logical checklists.
Issue/Question: “Is wording in ACOPs specific and strong enough to persuade duty
holders?” (Appendix 6.3, slide 6.3.27)
The delegates considered that making HSG61 an ACOP, could give it more power in the
workplace. The delegates reiterated the view that relating HS to RA would help to ensure a
logical and systematic approach is taken and only necessary HS is provided.
Issue/Question: “General gaps in evidence” (Appendix 6.3, slide 6.3.28)
The discussions pertaining to this slide were not summarised by the Syndicate Chair, however,
the delegates’ views and contributions for this slide are summarised in Section 3.2.2.
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6.4.3

Group 3 - Syndicate Chair Feedback
Theme 2 – Competency issues

Issue/Question: “Barrier - Terminology” (Appendix 6.3, slide 6.3.30)
Delegates felt that the use of the term ‘health’ can create a barrier, preventing organisations
from implementing effective HS. This is partly due to individual’s perceptions of the medical
implications that are associated with the term. Other terms that HSE use within the current
HSG61 guidance were also felt to lack clarity, including the terms ‘normally’ and ‘trained’. To
ensure users act on the guidance given, these terms need clarification.
The group were of the opinion that the terms HS and health screening need to be clearly defined
as their meanings are often interpreted incorrectly. The roles and responsibilities of those who
carry out HS also need to be clearly stated. The group felt that it was paramount that HS is
defined and adhered to.
Delegates also believed that HS should be a specific statutory requirement.
Issue/Question: “Practical guidance – development” (Appendix 6.3, slide 6.3.31)
The development of practical guidance was considered by the group to be an issue of
importance. The group identified ‘Absence management’ as a useful tool for employers in
helping them to take the first step towards effective HS. It was noted that, as well as the need
for competent individuals to carry out HS, the competency of the system being implemented is
also important. It was questioned whether tailored or ‘off the shelf’ systems could be utilised by
HSE to advise people about how to implement a HS programme.
Delegates were of the opinion that HSE needs to consider the target audience when developing
its HS guidance. This should include the specific needs of SMEs. Also, it was suggested that
there is a need to develop and maintain working partnerships between occupational health
services and duty holders. The group felt that this relationship is often weak.
Delegates considered that clearer guidance is needed concerning ‘what organisations should do
with the results of HS’. It was felt that a stronger focus should be placed on the link between HS
and the importance of RA in this process.
The inclusion of case examples that are specific to different industry sectors was felt to be an
important way to engage organisations in HS. It was highlighted that case examples should be
sought that are both relevant and practical.
Issue/Question: “Confusion over the process of keeping and maintaining records”
(Appendix 6.3, slide 6.3.32)
The group felt that understanding the differences between ‘medical’ and ‘health’ records could
be problematic for both employers and occupational health professionals. Health records are a
legal requirement but clarification is needed about the content and storage requirements of these
records. If organisations are required to keep health records over a long period of time, the
associated costs would also need to be considered.
Delegates considered the possible implications of ‘health passports’ being implemented in the
future. The delegates felt it was unclear whether the individual would maintain their own
passport or whether the organisation would be responsible. The group considered that
appropriate guidance was needed in this respect.
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Issue/Question: “Roles and responsibilities” (Appendix 6.3, slide 6.3.33)
The group expressed concern over the level of occupational health training undertaken by GPs,
particularly as they often give advice to employees. If organisations rely heavily on GPs in
order to reduce their own costs, it is important to improve GPs’ training on this topic.
The group were also concerned that different people within the occupational health arena are
classed as competent, but that there is a need for a clear definition of what that competency
entails. Within a HS programme, there could be a variety of competent people performing
different roles that require different levels of competency.
Delegates considered that workplace organisations do not make the best use of the qualified
people available and SMEs could make better use of services such as NHS plus.
For HSE to encourage employers to incorporate occupational health, the delegates suggested
that it would first need to establish whether sufficient provision is currently available. Guidance
could also be provided to signpost users to Occupational Health Technicians and other
appropriately qualified personnel.
Delegates were aware of situations where organisations conduct health screening for all their
employees. This practice was considered to be wasteful of resources and suggests that the
purpose of HS is not being communicated effectively.
Issue/Question: “MSD / WRS” (Appendix 6.3, slide 6.3.34)
Delegates discussed how MSDs and WRS relate to HS. It was felt that health records could be
used to capture chronic low-level exposures over time. The group expressed concern that there
is a lack of validated tools in this area, making it more difficult to determine how WRS and
MSDs fit within HS. However, it was recognised that having good reporting systems was
important. The group felt that HSE should exercise caution when labelling disorders as ‘workrelated’ in situations where ‘work relevant’ may be a more appropriate term.
Theme 3 – Enablers and barriers to effective communication and change
Issue/Question: “Barrier – terminology” (Appendix 6.3, slide 6.3.35)
Delegates were of the opinion that much of the terminology used throughout the HSG61 HS
guidance is unhelpful and lacks clarity, which creates a barrier to its implementation. They
recommended that HS guidance needs to be simple and jargon free, but not so prescriptive that
it cannot be interpreted according to different occupational circumstances.
Issue/Question: “Barrier – translating guidance into practice” (Appendix 6.3, slide 6.3.36)
The delegates suggested that the use of different mediums such as a web-based ‘blog’ could
help to encourage the uptake of HS.
Issue/Question: “Involvement or not of the workforce” (Appendix 6.3, slide 6.3.37)
Delegates recognised the importance of engaging workers in HS. It was felt that a lack of
engagement could be a barrier to involvement of workers and vice versa. It was felt that an
important solution might lie in the effective involvement of health and safety representatives.
However, the group expressed concern that health and safety representatives tend to focus on
safety and have a lower awareness of health related issues.
Theme 1 – The policy and regulatory framework
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Issue/Question: “What is policy / regulatory framework?” (Appendix 6.3, slide 6.3.38)
The delegates considered that HSE could make better use of ‘horizon scanning’ to prepare for
future HS needs.
Delegates recommended that HSE ensure that businesses are able to interpret guidance correctly
by detailing specific risks and recommending when to carry out HS.
The delegates also discussed how HSE inspectors often refer to ‘low-level’ and ‘high-level’
surveillance. This terminology also needs to be clearly defined in HS guidance.
There was concern among the delegates that the different influences on HS, (e.g. from HSE HS
guidance, professional standards, employers and employees) can make it more difficult to
implement an effective HS system. The delegates recognised that the different influences need
to be balanced to ensure HS is carried out effectively.
Issue/Question: “SMEs” (Appendix 6.3, slide 6.3.39)
The group suggested that the cost/benefit of HS needs to be conveyed to SMEs, in particular, as
an incentive for them to carry out HS.
Theme 4 – Gaps in scientific knowledge
Issue/Question: “Gaps” (Appendix 6.3, slide 6.3.40)
The delegates were of the opinion that HSE should provide improved advice regarding which
specific methods and tools should be used for HS in a range of different workplace situations. It
was suggested that HSE could conduct research to ascertain which tools are the most valid. The
delegates also felt that it is important to provide users of HS guidance with a balanced range of
options that is sufficient but does not overwhelm them.
Delegates considered that there is a need to define exactly what the legal requirements for HS
are. Also they were of the opinion that HSE inspectors’ knowledge and understanding of this
topic area should be improved. Furthermore, it was recommended that any future HS guidance
should be pragmatic, specific and clear.
Finally, delegates suggested that the differences between group and individual HS should be
defined. Whilst both terms could be covered in HS guidance, the group felt that the different
issues relating to both areas would need further clarification.
Issue/Question: “Cost benefit – need for it, what it should involve” (Appendix 6.3, slide
6.3.41)

Issues relating to this question have been mentioned throughout the summary and consequently
the chair did not discuss it separately in the summary feedback session.

6.5

Exercise 2 ‘Ideas For Improvement’ and ‘Potential Solutions’ (Tables)

Tables 1-26 were generated in Exercise 2 and show ‘ideas for improvement’ and suggested
‘potential solutions’ using the delegates’ own words. Each table shows the information that was
captured in one individual flip chart poster. The relevant slide headings (and themes) can be
92

seen in the title rows of each table and the individual slides, which formed the basis for each
poster, are referenced in the ‘Slide reference’ row at the bottom of each table.
The tables are presented in the order in which the posters were presented by the Syndicate Chair
(Section 3.4). The tables are considered to be the primary output of the workshop.
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Exercise 2 ‘Ideas For Improvement’ Posters
Where possible the delegates’ handwritten cards have been faithfully reproduced, although minimal changes have been made to describe some
acronyms/abbreviations in full or to improve the ease of reading. The viewpoints expressed are those of the delegates.
6.5.1

Group 1

Table 1
Theme 1:

Policy and regulatory framework

Issue/Question:
Idea for Improvement

“What is Health Surveillance?”
Research

Communication

Legislation/Policy/

Guidance

Enforcement
Provide clear guidance

Research the cost benefit
and outcomes of HS
HSE needs to clarify HS for
itself and society

Research the efficacy of HS
(does it improve health?)
Research validation of tools
used for HS

Market HS and interface with
stakeholders and supply
chain
Participate in joint
working/communication/
cross cutting interventions
with other government
departments/stakeholders

Collate all relevant
legislation, categorise
whether that criteria fits your
requirement for HS and then
prioritise legislation

Why do we do medical examinations for ionising radiation exposure? What good does it do?
Additional comments

Signpost to relevant tool(s) available elsewhere

Additional solutions

Learn from what HSE has done in Construction

Slide reference

Appendix 6.3, slide 6.3.2
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HSE has to ensure relevant
terminology in new guidance
(e.g. Musculoskeletal
Disorders (MSD))
Develop an interactive
website for HS (provides
access to relevant tools)
Develop an interactive
flowchart for all HS
legislation.

Table 2
Theme 1:

Policy and regulatory framework

Issue/Question:
Idea for Improvement

“What about enforcement?”
Research

Communication

Legislation/Policy/
Enforcement

HSE needs to decide its
position on enforcement.

Research the outcome for
people who fail HS

Communicate better position
on enforcement model

Research what enforcement
has taken place

Case studies of enforcement
placed on the HSE website

Additional comments
Slide reference

Appendix 6.3, slide 6.3.3
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Collate, categorise and
prioritise legislation
Identify where in the HS
process you will enforce (e.g.
test, information giving)

Guidance

Table 3
Theme 2:

Competency issues

Issue/Question
Idea for Improvement

“Does it matter who does it?”
Research

Communication

Legislation/Policy/

Guidance

Enforcement
Define minimum standards
as to who can do HS
Develop staging process for
levels of competency

HSE needs to clarify level of
competency for each stage in
the HS process

Provide guidance on what
‘appropriate’ training actually
is e.g. as for Hand Arm
Vibration Syndrome (HAVS)

Additional comments
Be inclusive in terms of competency (who is competent)
Additional solutions

Have champions in OH. HSE needs to promote opportunities

Slide reference

Appendix 6.3, slide 6.3.4
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Table 4
Theme 2:

Competency issues

Issue/Question:
Idea for Improvement

“What is the most significant barrier to competency?”
Research

Communication

Legislation/Policy/

Guidance

Enforcement
Incorporate what is on the
HSE Construction website
Communicate with the
Nursing and Midwifery
Council and General Medical
Council on OH training and
how it can be improved in
relation to HS

HSE needs to define streams
of competency for HS
(technical, overall)

Use models e.g. from Hand
Arm Vibration Syndrome
(HAVS) to define
competency
Provide a framework for
technical competency

Additional comments
Slide reference

Appendix 6.3, slide 6.3.5
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Table 5
Theme 3:

Enablers/barriers to effective communication and change

Issue/Question:
Idea for Improvement

“Is there an issue with communication?”
Research

Communication

Legislation/Policy/
Enforcement

Provide specific website for HS
Headline ultimate target of HS
(to protect individuals health)
HSE needs to improve
communication for HS

Focus groups for suggested
communication strategy with
target group

Communicate ‘What’s in it for
me’ with all groups
Communicate with
sales/marketing professionals to
learn effective marketing
techniques

Additional comments
Additional solutions

Incorporate communication for HS into overall health and safety management process
Engage with providers for consistency of messaging about HS

Slide reference

Appendix 6.3, slide 6.3.6
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Guidance

Table 6
Theme 3:

Enablers/barriers to effective communication and change

Issue/Question:
Idea for Improvement

“What are the barriers/enablers to change?”
Research

Communication

Legislation/Policy/

Guidance

Enforcement
Communicate with Lawrence
Waterman (Olympic Village,
‘Duradiamond Healthcare’) for
ideas about enablers
HSE needs to review/update
guidance on HS and make
sure it is consistent

Communicate rationale of HS
with employers
Communicate with Faculty of
Occupational Medicine
Communicate the context of HS
(part of a process)

Additional comments
Need to look at reviewing appointed Doctor’s scheme in light of present market
An enabler would be working with relevant industry groups for HS
Additional solutions

Consider if HSE needs to review accreditation scheme for HS providers

Slide reference

Appendix 6.3, slide 6.3.7
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Guidance solutions:
Use interactive clear
guidance to convey
messages of what HS is
about

Table 7
Theme: 4

Gaps in scientific knowledge

Issue/Question:
Idea for Improvement

“Where are the gaps?”
Research

Communication

Legislation/Policy/

Guidance

Enforcement
HSE needs to identify where
the gaps in scientific
knowledge are to identify
gaps in how HS is
communicated

Research if HS prevents
deterioration of
health/maintains health

Additional comments

HSE needs to identify validated cost effective HS tools/processes

Additional solutions

Hazard substitution – collaborate with Government/Research organisations to assist with finding safer products/chemicals

Slide reference

Appendix 6.3, slide 6.3.8

Collaborate with
stakeholders in research on
HS
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6.5.2

Group 2

Table 8
Theme: 1

Policy and regulatory framework
“Is wording in ACOPs specific and strong enough to persuade duty holders?”

Issue/Question:

Idea for Improvement

“Knowing when HS is a legal requirement”
Research

Communication

Legislation/Policy/
Enforcement

Guidance needs to be user
friendly, interactive where
possible
HSE needs to identify what
HS works/doesn’t work

HSE needs to develop
communications at 3 levels:
•
Employer
•
Employee
•
Professional

Additional comments
Slide reference

Appendix 6.3, slides 6.3.26, 6.3.27
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HSE need to reinforce the
hierarchy of control as a first
action (with regular review)
with HS as a last resort

Guidance

Table 9
Competency issues

Theme 2:

Enablers/barriers to effective communication and change
Theme 3:
“Lack of understanding”
Issue/Question:

“Barriers example: understanding when HS is appropriate”
“Barriers: perception issues”

Idea for Improvement

Research

Communication

Legislation/Policy/

Guidance

Enforcement

HSE needs to emphasise the link
between RA and HS
HSE also needs to provide tool to help
procure HS from ‘providers’

HSE needs to consider MSDS/container
label data as helpful to assess risk and
need for HS
HSE needs to help workplaces to
differentiate between HS and well-being
issues

Create a tool from research activity to link RA to HS
procurement
Expand current research to provide practical
guidance to peri –employment period How does RA
interface with pre- existing medical conditions
Debate about how much measurement is needed
within HS. ? Joint industry projects to ‘club together’
to assess dose / response
Practical output style research “for worker benefit” to
assist balance between sensitivity and specificity

HSE needs to balance the sensitivity of
HS with cost and over-medicalisation
needs thought

Define the National Public Health objectives of most
concern to specific occupations / industries

HSE needs to guide a way to improve
clarity of terms: HS; health monitoring

Research opportunity to gauge what work places
want / should be doing within existing legislative
framework

HSE needs to have systems of
assessing the use of HS outcome
information
Additional comments
Slide reference

Appendix 6.3, slides 6.3.10, 6.3.20, 6.3.21
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RA / HS link
“never have HS
without
appropriate RA”

No HS without at least
a baseline exposure
measurement
Approved Code of
Practice (ACOP)
compared with lead and
asbestos

Guidance
RA / HS
link

Table 10
Competency issues

Theme 2:

Enablers/barriers to effective communication and change
Theme 3:
“Barriers: blanket approach as opposed to risk based approach”
“How do people achieve competency?”

Issue/Question

“Audit by OH providers”

Idea for Improvement

Research

Communication

Legislation/Policy/
Enforcement

HSE needs to have systems of confirming the
appropriateness of HS

HSE medical inspectors should
adjudicate whether HS and
methods are appropriate

HSE need to explore ways of formal quality
accreditation, for external / internal providers, e.g. (UK
Accreditation Service (UKAS)), but not disadvantaging
small providers
HSE needs to consider patient safety model. Any
opportunities to take ideas from this to HS arena
HSE needs to consider direct engagement with larger
providers/ professional bodies to define audit process
/ topics

Costs of HS:
Cost / Benefit
Make audit of HS outcomes a
responsibility of Duty Holders

HSE needs to facilitate, and regard as, ‘best practice’
audit between OH providers
HSE need to support training to improve competency
by linking to continuous professional development
(CPD) schemes (e.g. ‘multi choice’)
Additional comments
Slide reference

Appendix 6.3, slides 6.3.15, 6.3.18, 6.3.24
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Guidance

Table 11
Theme 2:

Competency issues

Issue/Question:
Idea for Improvement

“Do you need a Doctor?”
Research

Legislation/Policy/

Communication

Guidance

Enforcement

HSE needs to identify when
a Consultant OH Physician
needs to be involved

HSE needs to develop a
staged process for main HS
– who is involved and when?

HSL needs to: identify
evidence based thresholds
for the stated process
(identify gaps) perhaps from
a consensus group

HSE needs to consider
carefully constituents of
Advisory Groups: (i) to reflect
wider experiences; (ii)
appropriate consultation

Diagnosis confirmed by OH
physician, especially if risk of
job loss

Additional comments

Need access to specialist OH physician to oversee HS programmes

Slide reference

Appendix 6.3, slide 6.3.12
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Guidance, like Hand Arm
Vibration Syndrome (HAVS),
for when OH physician
involved in the HS

Table 12
Theme 4:

Gaps in scientific knowledge

Issue/Question:
Idea for Improvement

“Patient pathways missing from OH”
Research

Communication

Legislation/Policy/

Guidance

Enforcement
HSE needs to gather
evidence of whether small to
medium sized enterprises
(SMEs) find advice from NHS
OH to be fit for purpose.
Care pathways could/should
reflect this

Joint Department of
Health/HSE care pathways
for work related conditions

HSE needs to ensure that
care pathways for
occupational / work related
conditions are developed
Additional comments
Slide reference

Appendix 6.3, slide 6.3.25
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Table 13
Competency issue

Theme 2:
Issue/Question:
Idea for Improvement

“Lack of grouped anonymised data and individual trend data”
Research

Communication

Legislation/Policy/
Enforcement

HSE needs to consider how HS
programme derived data (including
exposure measures) can add to the
overall evidence base. Costs will need
to be considered

Need to publish all possible
(anonymised) data from HS to
help improve health of workers

HSE needs to be aware of HS
programmes and the outcome of HS

HSE e-alerts to potential
health issues and suggested
approach

The Control of Vibration at Work
Regulations guidance is explicit re:
grouped anonymous data. This is
very useful and should be ACOP &
replicated for other regulations

HSE needs to encourage in-house HS
to be fed back into RA process
(anonymised), so that RA is constantly
recalibrated
Additional comments

Workplace dust exposure – Development an instrument: instant read out; affordable

Slide reference

Appendix 6.3, slide 6.3.16
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Guidance

Table 14
Theme 2

Competency issues

Issue/Question:
Idea for Improvement

“Information, instruction and training”
Research

Communication

Legislation/Policy/
Enforcement

HSE needs to help getting the balance
between ‘over / under’ medicalisation within
HS

The medical information gathered by
responsible persons needs to be sensitive
personnel information for Data Protection
Act

HSE needs to consider ‘ethical’ guidance for
responsible persons dealing with health
issues

HSE needs to ensure appropriate health
information is provided to workers

Web casts of
Information,
instruction and
training (I.I.T.) e.g.
Hand Arm Vibration
Syndrome (HAVS),
asthma, skin

HSE needs to guide employers on how to
best deal with problems identified / brigade
responses from many workers
Additional comments

Develop ‘You HSE’ – video a RA to decide whether HS is necessary

Slide reference

Appendix 6.3, slide 6.3.13
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Guidance

Table 15
Theme 2:

Competency issues
“Need to define the role of the OH Technician”

Issue/Question:

Idea for Improvement

“Practitioner/manager has competence but not authority”

Research

Communication

Legislation/Policy/
Enforcement

HSE needs to make all
employers produce an
annual report detailing Health
& Safety objectives and
performance

Cost of claims for dermatitis,
Hand Arm Vibration
Syndrome (HAVS),
respiratory etc.
– collated to give Authority

HSE needs to: provide
pro forma for this
report to include HS

HSE can use this information
for national database and
benchmarking

HSE needs to define the
competencies and
boundaries of technicians.
HSL runs courses already

Create a national database of HS activity:
voluntary/mandatory? (‘Constructing Better
Health’ has done this)
Password for employer to compare ‘your
company’ vs. national average

Communicate to employers competencies
OHN cannot give advice in terms of fitness

Additional comments

Technician is not a cheap OHN – OHN needs to be available to communicate results & assessment

Slide reference

Appendix 6.3, slides 6.3.11, 6.3.17
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Guidance

Table 16
Theme 3:

Enablers/barriers to effective communication and change

Issue/Question:
Idea for Improvement

“Barrier: Insufficient access to expert advice from HSE”
Research

Communication

Legislation/Policy/

Guidance

Enforcement
HSE needs to increase ‘local’
EMA/MI presence for peer
support

Communicate to professional
bodies
HSE needs a service which
is ‘immediately’ responsive to
HS issues

HSE needs to provide an
occupational medicine
helpline for OH professionals
/ GPs for advice, support and
focus for new and emerging
issues

Enforcement: internal
support for FOD inspectors
from occupational medical
specialists

- call logging for emerging
topics

Additional comments

‘Regular callers’ to ‘info line’ could be identified and their professionalism considered or reviewed - OHNs not presently
making Continuous Professional Development returns

Slide reference

Appendix 6.3, slide 6.3.23
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6.5.3

Group 3

Table 17
Theme 3:

Enablers/barriers to effective communication and change

Issue/Question:
Idea for Improvement

“Involvement (or not) of the workforce”
Research

Communication

Legislation/Policy/

Guidance

Enforcement
HSE needs to promote work as a source of health not illness

HSE needs to help
involve workers and
address their
perceptions that HS is
about illness

HSE needs to ensure its inspectors communicate OH expectations
and HS duties for employers (Also involve trade union health and
safety representatives)
Use of the term well-being rather than health – (although this may be
confusing for statutory HS)
Measuring health performance outweighs the possibility that insurance
claims may arise, e.g. deafness claims at the commencement of
audiometry
The employee is the expert in what he/she does
Workplace health should not be considered as independent from other health issues. However, there are issues there concerning
funding capacity and capability.

New solutions

Increasingly health and safety representatives are getting involved in health. It is a huge agenda for unions. But it is a complex,
challenging and intimidating area for representatives. Issues of sensitivity and Data Protection Act. And the time that it can take
when talking to someone with, for instance, stress – very demanding and time consuming for people who are basically volunteers
with a day job. The Trade Union Congress (TUC) have an OH course. It is vital that HSE includes representatives’ needs when
developing guidance. Their needs will be similar to those of inspectors.

Additional comments
Slide reference

Appendix 6.3, slide 6.3.37
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Table 18
Theme: 1

Policy and regulatory framework

Issue/Question:
Idea for Improvement

“What is the policy? / Regulatory framework?”
Research

Communication

Legislation/Policy/

Guidance

Enforcement
Guidance needs to be more
user friendly – examples ‘how
it can work for me’
HSE needs to produce
guidance and monitor
compliance

HSE needs to address this
issue at two levels – 1: the
‘narrow’ HS of individuals in
relation to specific
exposures; 2: the wider (not
necessarily statutory) issue
of HS of the population and
commoner ‘causes’ of illhealth.

RA should have higher profile
in guidance as the starting
point. Needs to be practical
and useable.

We need an OH systems
management standard (akin
to 1SO2001), which can be
used to demonstrate
compliance and good
practice.

Why is RIDDOR so ineffective?
What would work better?

We should refer to fitness for task, not work to get over the confusion and concerns about losing your job – HS is around
specific hazards, i.e. that part of work and therefore should comply with other employment law.
Additional comments

Research gap – people’s functional fitness for work, e.g. on physical and cognitive

Slide reference

Appendix 6.3, Appendix 6.3, slide 6.3.38
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Table 19
Theme: 1

Policy and regulatory framework

Issue/Question:
Idea for Improvement

HSE needs to campaign to
target small to medium sized
enterprises (SMEs) – sticks
and carrots

“SMEs”
Research

Although incomplete
(data) – case studies may
help to raise awareness
and engagement. Use
specific case studies.
HSE needs to develop
interactive case study
examples, which ‘show
the way’

Communication

Need to highlight the enhanced
business case for OH in recession.
(Loss control and the bottom line –
when sales and turnover are down)
Anderson Review:
Tell me in a medium I can understand
Keep it simple; Keep it interactive;
Keep it relevant
See also cycle of communication below

Legislation/Policy/
Enforcement

Make workplace
health insurance
compulsory as
employers liability
insurance

Guidance

Develop ISO XXX01 for OH
and safety in the workplace
and promote as a contractual
obligation
Develop a practical on line
tool to specify expected HS
for each physical agent
Up skill first aiders to take on
a first line health enquiry role
– would be good for SMEs

Get Safety Schemes in Procurement to review the OH requirements of portable health and safety pre qualifications for
contractors – get Office of Government Commerce on board.
Additional comments

Should every worker have a health risk / health status review as part of periodic performance appraisal?

New solutions

Create a demand for better health at work.

Slide reference

Appendix 6.3, slide 6.3.39
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Table 20
Theme 2:

Competency issues

Issue/Question:
Idea for Improvement

“Roles and responsibilities”
Research

Communication

Legislation/Policy/

Guidance

Enforcement
HSE should set out qualifications / competencies needed
to deliver best practice and guidance. Set out ‘how’
delivered and what employers should expect from
services.
Educate GP’s to refer patients for prompt minor injury /
health treatment rather than sign people off sick.

HSE needs to define more
clearly HS roles and
responsibilities

Educating so employers
use scarce resources to
‘target’ greatest risks,
i.e. not carte blanche
screening

HSE should provide clear routes of referral – in house
routes (policy versus clinical governance) and out house
routes.
Look at regulation of
companies jumping on
workplace health
bandwagon

HSE needs to provide guidance for employers on
interpreting qualifications and competency, e.g. a qualified
OH nurse versus a GP.
Ensuring standards / guidance ‘protect’ against
unscrupulous OH providers – best practice based on RA
and need.
Educate to develop and use in house resources alongside
the triggers of when to refer to the next level of specialist
competence – i.e. a tiered approach.
Role of Health and Safety representatives needs to be
reviewed to ensure they are ‘confident’ to tackle health as
well as safety.

Additional comments

HSG61 needs to reflect the current regulatory body for nurses / OH specialist practitioners.

Slide reference

Appendix 6.3, slide 6.3.33
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Table 21
Theme 2:

Competency issues

Issue/Question:
Idea for Improvement

“Confusion over the process of keeping and maintaining records”
Research

Communication

Legislation/Policy/

Guidance

Enforcement
Make clearer distinction
between the following:

HSE needs to determine a
statutory minimum data set
and methods of collection,
collation, storage and
linkage, (e.g. to National
Insurance number) of this
data set for: a) statutory HS
in the strict sense and b)
‘exposure’ only data
(‘exposure’ in a very limited
sense) where reloads should
be kept to allow possible
epidemiologic study later,
e.g. for semiconductor
workers. Non-ionising
radiation exposed workers,
etc.

Health records / clinical
records and
Sharing and confidentiality
HSE needs to request the
national audit office to
assess how useful HSE
delivers its governance for
HS in the UK ‘PLC’.

Many are still unclear and
therefore ethical issues –
keep it all confidential (or) is
release in appropriate?
HSE needs to be more
prescriptive to overcome
confusion on many issues
such as HS screening and
health versus medical
records.

Additional comments
New solutions

Hospital records and GP to have a component of OH linked to national insurance numbers.

Slide reference

Appendix 6.3, slide 6.3.32
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Table 22
Theme 2:

Competency issues

Issue/Question:
Idea for Improvement

“Barrier - Terminology”
Research

Communication

Legislation/Policy/

Guidance

Enforcement
HSE needs to look from the duty holders’
point of view when developing guidance
HSE needs to continue to encourage the
concept of competent persons but needs
to start emphasising competent systems
of HS. These systems should include not
just ‘competent persons’ but their
governance, management
responsibilities for communication,
feedback, etc.

Well-being as a term. Work
should be good for you.
Separate the following:
Statutory

HSE needs a fundamental debate on
whether HS is limited to ‘individuals’ with
specific exposures (as at present) or
whether to expand the concept to HS of
‘populations’ (work forces in a company,
or industry sector, or national workforce)
and for common outcomes (MSD, stress
/ mental disorders) in which case
different tools / sampling might be
needed

HSE and the government
need a sea change in
attitude to the enforcement of
existing HS statutory
obligations

HSE needs to issue
guidance on workforce health
attributes and associated
costs / benefits for protecting
health (including health
benchmarks)

Other exposures
Worker ‘healthy’ promotions

Use the term ‘statutory’ HS to
clarify to employers

Does HSE have a role in wider OH beyond statutory HS? And work with Other Government Departments?
With the process of revalidation for OH professionals: where is HSE Governance in duty on delivering on OH?

Additional comments

Is generic health screening really the business of HSE – should the core business for HSE be to focus on
statutory health screening?

New solutions

Where does OH sit, i.e. HR and Health and safety have different agendas.

Slide reference

Appendix 6.3, slide 6.3.35
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Table 23
Theme 2:

Competency issues
“Practical guidance – development.”

Issue/Question:
Idea for Improvement

“Barrier – translating guidance to practice”
Research

Communication

Legislation/Policy/

Guidance

Enforcement

HSE needs to review HS
models in other E.U. member
states to compare and
contrast and identify those
systems with best practice
performance
HSE needs to produce
practical guidance translating
guidance into practice

HSE needs to develop a
‘blog’ for sharing ideas and
best practice in HS
Investigate alternative
systems to demonstrate
compliance – supply chain

Supplements to guidance to
‘engage’ using IT solutions – web
based
Keep it simple. Use language
and relevant examples
Key messages needed from
HSE aimed at individual
employees to take
responsibility for their health
– related to work
Engage insurers for register
of ‘compliant’ organisations

HSE needs to develop good
general guidance on ‘fitness for
work’ and options for coping with
health deficits
HSE needs to develop clear
guidance for employers on how to
assess their OH service needs
and options for meeting them
HSE needs to define a simple
model and practical low cost
procedures to assess hazards to
health and surveillance to monitor
and intervene to protect health

Evidence on fitness for work
– could be an ‘angle’ from
which HS is approached

We should refer to fitness for task, not work to get over the confusion and concerns about losing your job – HS is around
specific hazards, i.e. that part of work and therefore should comply with other employment law.
Additional comments

Research gap – people’s functional fitness for work, e.g. on physical and cognitive.

Slide reference

Appendix 6.3, slides 6.3.31, 6.3.36
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Table 24
Theme 2:

Competency issues

Issue/Question:
Idea for Improvement

“MSD / WRS”
Research

Communication

Legislation/Policy/

Guidance

Enforcement
HSE needs to publish some simple
summary ‘desktop’ aides boiling down
long / complex HS regulations / Approved
Code of Practice (ACOP) / guidance into
simple to use prompts for daily use.

HSE needs to identify the
role that HS should play in
musculo skeletal disorders
(MSDs) and work related
stress (WRS)

HSE needs to promote the
concept of an ‘OH passport’
that is retained by the
worker and available to the
group and current/future
employers – component of
NHS national health record.

HSE needs to develop guidance to
support business identity and capture
information on low-level exposures.
Make clear distinction – what needs to be
done.
Guidance – how:
Explore methods for capturing evidence
of, for example, WRS and MSDs, and
early identification.
Develop a template for reporting of
symptoms, including a matrix, which will
help management know when to take
action (prevent and control).

Additional comments
Slide reference

Appendix 6.3, slides 6.3.34
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Table 25
Theme 4:

Gaps in scientific knowledge

Issue/Question:
Idea for Improvement

“Gaps”
Research

Communication

Legislation/Policy/

Guidance

Enforcement

HSE needs to 1) reiterate
more comprehensively the
criteria for the validity of tools
and 2) specify which valid
tools it endorses and
produce guidance.

Research on ‘gaps’ is
needed in areas where HS
is needed and on valid
tools to fulfil these needs.

HSE needs to develop a
streamlined HS process
applicable to workers with
often multiple hazardous
exposures.

Look at knowledge base of
health and safety
inspectors regarding HS
(and wider OH issues).

In respect of the validity of screening tools
HSE should liaise with N.I.C.E. to encourage
them to shoulder some of the responsibility for
this. N.I.C.E. could do it reasonably well.
N.I.C.E. has ‘kudos’ / credibility. Might achieve
some of HSE’s agenda at the expense of the
Department of Health’s budget.

Additional comments
Slide reference

Appendix 6.3, slides 6.3.40
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Guidance is needed on
less well-validated tools
and how they can be
evaluated and research
carried out.

Table 26
Theme 4:

Gaps in scientific knowledge

Issue/Question:
Idea for Improvement

“Cost benefit – need for it and what should it involve?”
Research

Communication

Legislation/Policy/

Guidance

Enforcement

Cost benefit is not just for the
company; it is for the country
as a whole.

HSE needs to communicate
the cost/benefit of HS

New solutions

Appeal to employers’ higher instincts to so good – i.e. corporate social responsibility.

Additional comments
Slide reference

Appendix 6.3, slides 6.3.41
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HSE needs to have stronger
conviction and apply
evidence derived from a few
specific HS issues to a
broader HS base.
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Health surveillance - a time for change?
Workshop proceedings 07/08 July 2009

Background: HSE’s existing health surveillance (HS)
guidance (HSG61) was last edited in 1999 and is in
need of review.
Workshop Aim: A workshop involving key stakeholders
aimed to provide a process by which key areas for
improvement in HSG61 could be identified along with
workable solutions.
Main Outputs: Delegates were assigned to one of
three syndicate exercise groups. The primary output of
the workshop was a set of ideas for improvement and
solutions. These were captured in the contributors’ own
words and are shown in the report in twenty-six tables.
Conclusions: The common themes that emerged
across the three-syndicate groups were the need to:
n
n
n
n
n
n
n
n

clarify HSE’s definition of HS and how it will
enforce on HS;
define the streams of competency for delivering HS;
connect HS with a risk assessment (RA) process;
publish clear and targeted guidance;
improve models of communication;
develop a ‘learning cycle’;
include ‘cost benefit’ information; and
use and validate appropriate tools to conduct HS

Next Steps: The primary workshop outputs will be
utilised in the selection and prioritisation of proposals for
future workstreams for consideration in HSE’s planning
process and in further engagement with stakeholders.
This report and the work it describes were funded by
the Health and Safety Executive (HSE). Its contents,
including any opinions and/or conclusions expressed,
are those of the authors alone and do not necessarily
reflect HSE policy.
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