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Three major reviews in the last two years – Carol Black’s review of 
the health of Britain’s working age population, Working for a Healthier 
Tomorrow (2008), the Boorman Review of NHS Health & Well-being 
(2009) and the Marmot Review’s Fair Society, Healthy Lives (2010) – 
have advocated a new approach to well-being through active well-being 
and health strategies at work. I am delighted that Barts and The London 
NHS Trust (BLT) have taken on the challenge posed by these three 
reviews and responded by drawing up a strategy for actions which will 
improve the health and well-being of their workforce. 
	 The Marmot Review described the extent and perseverance of health 
inequalities in our society. It set out evidence showing that these health 
inequalities exist within workforces and in fact are often worsened and 
deepened by experiences at work. The Review advocated concerted 
action from all sectors of society to address health inequalities, including 
from employers. BLT is taking forward and leading the agenda as one of 
the first NHS Trusts to set out to implement the recent reviews’ recom-
mendations. I said that the Marmot Review, Fair Society, Healthy Lives, 
was the beginning, not the end, and I am pleased to be involved in the BLT 
strategy that is a testament to this. 
	 The NHS is the largest employer in the country, so it is crucial that each 
Trust acts as a model employer and takes the lead in health promotion. This 
will only happen by first engaging staff and then engaging the community. 
I look forward to the implementation stage of the strategy, and hope that 
it is successful in bringing benefits to the Trust, its staff, patients and the 
wider community. 

Sir Michael Marmot

Note from the Chair  
of the Strategic Review of Health 
Inequalities in England post-2010

note from the chair
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Introduction

The aim of this strategy is to improve the health and well-being of staff 
at Barts and The London NHS Trust (BLT). These improvements can be 
made by improving the quality of work in all jobs at the Trust, engaging 
staff and responding to their needs, widening and improving access to 
preventive occupational health services, and supporting staff with their 
wider needs.
	 This strategy is the first step in implementing the Boorman Review’s 
recommendations1 to improve the health and well-being of NHS staff 
across Trusts. The Trust wishes to go further in its health-promoting role 
and embrace new models of care which are important for a low carbon 
economy. These include the aspiration to lead the way as a health 
promoting hospital and this strategy sets the premises for the Trust to 
act as health promoter to its patients and the local community, as well 
as playing a role in addressing wider health inequalities.

Recommendations

�In order to achieve the aims and objectives set out in this strategy, we 
recommend:

—	� Reviewing the Occupational Health (OH) policy with a focus 
on prevention and early intervention.

—	� Progressively increasing the rate of response to the staff 
survey over the next three years to reach 75 per cent cover.

—	� Ensuring appropriate mechanisms are in place  
to retain staff and improve their well-being.

Executive Summary
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The action plan

Chapter 6 lists our recommendations and sets the monitoring frame-
work with specific indicators as well as the timeline for deliverables. 
Implementation of the recommendations and the action plan will revolve 
around addressing the main conditions causing sickness absence 
(musculoskeletal disorders and mental ill-health) and staff concerns 
about their work environment.

executive summary

—	� Changing induction practices to ensure focus on quality  
of work and improve understanding about what a difference 
this makes.

—	� Improving the psychosocial work environment.
—	� Dealing with bullying and harassment effectively.
—	� Developing the focus of Occupational Health and  

Human Resources towards prevention, communication, 
and accessibility.

— 	� Developing an effective active travel strategy.
—	� Developing a healthy food strategy.
—	� Proactively engaging with private sector partners to  

improve the health and well-being of contracted staff.
—	� Developing and sustaining wider health promotion 

programmes. 

Delivery and monitoring 

We have set out an organisational structure to deliver the strategy, which 
should have at its core a visible health and well-being champion who 
is responsible and accountable for the delivery strategy. The strategy 
advocates greater input from staff and a health and well-being lead 
to implement the strategy, closely supported by the communications 
division.
	 In order for the strategy to be effective, priorities need to be set 
through staff consultation and services regularly reviewed to adapt to 
changing circumstances. An improved understanding of staff needs 
and efficient delivery systems are also essential.
	 The Trust should aim to provide integrated services through a single 
point of information access and delivery of on-site services, as well as 
improving its internal communication strategy and enhancing online 
access to service information. This provision should include highly visible 
policies, easily accessible to staff, and feedback on actions taken by the 
Trust as a response to staff needs and concerns.
	 Improvements in the recording of sickness absence will be fun-
damental to the reliability of the data to monitor improvements in staff 
health as well as service delivery. The Trust should ensure that ad hoc 
information is collected to evaluate specific interventions and that wider 
dimensions of health and well-being should also be monitored to ensure 
a comprehensive information base to assess performance improvement.
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Barts and The London NHS Trust (BLT) comprises three hospitals: 
the Royal London Hospital in Tower Hamlets, the London Chest 
Hospital, also in Tower Hamlets near the border with Hackney, and St 
Bartholomew’s Hospital in the City of London. The hospitals together 
deliver acute and specialist services, which include the UK’s largest 
heart centre, a children’s hospital, a new cancer centre and London’s air 
ambulance service. The Trust also delivers a variety of services in other 
NHS premises and community settings and it employs a workforce of 
around 7000 and contracts around 1000 private sector staff.
	 The geographical area served by the Trust is characterised by an 
ethnically diverse and young population with stark differences in wealth 
and health. Tower Hamlets and Hackney are among the most deprived 
local authorities in England, while the City of London is one of the most 
affluent.
	 The Marmot Review team were asked by BLT to develop a health 
and well-being framework for the Trust as the first step to developing 
a wider health promotion strategy. This framework leads on from the 
publication of the Boorman Review of NHS Health and Well-being2, 
published in November 2009, which advocates that NHS Trusts act as 
a model employer in addressing workforce health and well-being. 
	 The Trust does not have an existing strategy, and this framework is 
the first step in addressing the recommendations made by Boorman to 
improve staff health and well-being, and consequently service delivery 
and productivity. The Trust wishes to go further in its health promoting 
role and embrace new models of care key for a low carbon economy. 
These include the aspiration to lead the way as a health promoting 
hospital and this strategy sets the premises for the Trust to act as health 
promoter to its patients and the local community, as well as playing a 
role in addressing wider health inequalities.

Chapter 1
Introduction

1: introduction
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—	� Routinely monitor and report the strategy to all staff, management 
team, HR committee and the Board

—	� Make health and well-being services available to all staff, including 
contract staff, on an equitable basis

—	� Implement new services that allow self-referral and are easily 
accessible 

—	� Establish clear lines of management responsibility and accountability 
for staff health and well-being

—	� Ensure that staff health and well-being are at the heart of manage-
ment training, development and appraisal

—	� Improve communication about the importance of health and well-
being to all staff

—	� Improve communication about health and well-being services to staff 
and engage actively with staff on areas for health and well-being 
service development and improvement

—	� Foster an organisational culture which encourages dispersed leader-
ship throughout the Trust and develops conditions where staff have 
control over their working lives.

This framework is the first step in the development of a long-term strategy 
to implement health and well-being at BLT and builds upon Boorman’s 
recommendations and on the Marmot Review of health inequalities to 
provide an insight into the current situation of BLT’s staff, detail on how 
to implement such recommendations and an action plan to implement 
the strategy over three years.

1.2	 Profile of the workforce

This section outlines the demographic profile of staff at BLT and, 
where available, makes comparisons with the local population, the 
wider London population, and the demographic profile of NHS staff in 
England. Inequalities in health, and the distribution of negative health 
outcomes across a population, relate to age, gender and ethnicity, 
as well as socio-economic status. Consideration of these workforce 
characteristics is a pre-requisite to planning for improved health and 
well-being and reducing health inequalities within the workforce.

1: introduction

	 The Trust should work in partnership with local service commission-
ers in order to focus on the cost-benefit of improving staff health and well-
being within the Trust and to then address wider public health issues.

1.1	 Aims  and objectives 

The aim of this strategy is to improve the health and well-being of the 
Trust’s staff and their families, including contract staff, and to build 
staff capacity across the workforce to act as health promoters in their 
community, by achieving the following objectives: 

—	� Providing an occupational health service focused on preven-
tion of  ill health and early interventions to reduce severity or 
recurrence of illness.

—	� Reducing sickness and turnover rates.
—	� Increasing staff engagement and their awareness of health 

and well-being. 

In order to achieve these objectives, BLT needs to implement the 
recommendations relating specifically to NHS Trusts proposed by the 
Boorman Review of health and well-being in the NHS. These should 
be complemented by recommendations around fair employment and 
good quality work set out by the Marmot Review3, to ensure that BLT 
counteracts the negative impact the recession is currently having on 
health inequalities in London. These two reviews set high-level prin-
ciples to improve health and well-being at work and, more specifically, 
across the NHS workforce and provide case studies as well as sets of 
recommendations for different NHS stakeholders. Those which apply 
to Trusts are: 

—— �Implement measures to improve the quality of work across job grades
—— �Implement guidance on stress management and the effective promo-

tion of health and well-being at work
—— �Develop greater security and flexibility of employment and retirement 

age
—— �Provide jobs that are suitable for lone parents, carers and people 

with mental and physical health problems
—— �Develop a health and well-being strategy with the full involvement of 

staff representatives 
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Gender
Male staff are significantly under-represented in the Trust in comparison 
to the local population and wider London population, as Table 2 illus-
trates. However, the Trust does have a higher proportion of males – 28 
per cent – than the NHS as a whole, which has 22 per cent. These rates 
also have an impact on rates of absence.
	 The gender imbalance in the NHS is mostly dictated by the nursing 
profession, which is predominantly female – an important consideration 
when planning health and well-being services for staff. The proportion 
of female medical and dental NHS staff across England amounted to 39 
per cent of total staff in 2007,5 while non-medical female staff, including 
support staff, nurses and ambulance services, amounted to 81 per cent.6

	 This is particularly significant as research has shown important 
patterns in relation to sickness absence in the NHS: absence rates are 
higher among women.7 It is likely that the higher incidence of absence for 
female staff is influenced by caring responsibilities rather than sickness. 
Individual work-time control such as flexitime or time banking was shown 
to reduce absence, specifically among employed women.8 

1. City of London; 2. London Borough of Tower Hamlets; 3. London Borough of Hackney
Sources: Office for National Statistics (2009) Population Estimates by Ethnic Group Mid-2007; Care 
Quality Commission (2009) National NHS Staff Survey 2009. Results from Barts and the London 
NHS Trust; The NHS Information Centre (2010) NHS Staff 1999–2009.

Male	 50.2	 49.5	 27.9	 22.1
Female	 49.8	 50.5	 72.1	 77.9

Total	 100% 	 100%	 100%	 100%

Table 2. All male and female staff/population

CoL1, LBTH2 
and LBH3 
population %

London  
population %

BLT % NHS staff, 
England %

1: introduction

Age 
BLT has a very young workforce in comparison to the wider NHS in 
England, as shown in Table 1. This is to be expected as the population of 
London as a whole is generally younger than the rest of England and the 
local population is also younger than the London average: 67.4 per cent 
of the local population are under the age of 40, compared to 58.1per 
cent of the London population.
	 The age structure of the BLT workforce has implications for staff 
health and the planning of health and well-being services. The majority 
of the BLT workforce is under 40 years of age: this may cause higher 
turnover rates as younger staff tend to be more mobile. However, it also 
means that sickness rates should be lower than the average for NHS 
Trusts. For example, 11 per cent of staff report having a long-standing ill-
ness, health problem or disability,4 lower than the average for acute NHS 
Trusts in England (14 per cent). After taking account of age structure 
and reported rates of disability, BLT should be expecting lower sickness 
absence than the average for acute trusts – these rates are discussed 
further later in this report.

Age Group 	 BLT Headcount  	 NHS England Headcount
(yrs)	 %	  %

Sources: Care Quality Commission (2009) National NHS Staff Survey 2009. Results from Barts and 
The London NHS Trust; The NHS Information Centre (2010) NHS Staff 1999–2009.

Under 30	 25.5	 14.5	  
30–34	 18.4	 11.5	  
35–39	 16.2	 13.0	  
40–44	 12.8	 14.8	  
45–49	 11.1	 14.6	  
50–54	 7.7	 12.0	  
55–59	 5.7	 9.3	  
60–64	 2.0	 4.6	  
65 +	 0.8	 0.9	  
Unknown	 NA	 4.7	  

Total	 100%	 100%	  

Table 1. Age breakdown of BLT staff compared to NHS staff across 
England
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Ethnicity
Table 3 shows the ethnicity of staff from the BLT compared to the 
population within the three local London boroughs – the City of London, 
Tower Hamlets and Hackney – and to the population of London.
	 It is clear from Table 3 that minority ethnic groups are significantly 
over-represented within the Trust compared to the general population. 
Only 37 per cent of Trust staff are ‘White British’ compared to 47 per 
cent of the local population and 58 per cent of the population in England. 
Compared to the local population, the Trust also has fewer people of 
Bangladeshi origin (5 per cent compared to 16 per cent). Groups 
over-represented in the Trust are those of black origin (other than from 
the Caribbean) and Asian origin (other than the Indian subcontinent 
and China). This includes a substantial number of Filipino staff, who are 
often recruited specifically to work in the NHS, while their numbers are 
low in the general population. Comparison with the NHS as a whole in 
Table 4, although based on broader ethnic categories, suggests a similar 
pattern of over and under-representation, which should be considered 
when planning for staff health and well-being services as well as equality 
training.

Ethnicity 	 BLT NHS %	 England NHS %

White	 48.8	 68.4
Mixed	 1.8	 1.6
Asian/Asian British	 17.4	 15.6
Black/black British	 17.9	 4.1
Chinese	 1.6	 1.2
Filipino	 6.1	 Not included
Other 	 3.5	 2.7
Unknown	 2.9	 6.2

Total	 100%	 100%

Table 4. Ethnicity of BLT NHS staff compared to England’s  
NHS staff

Sources: Care Quality Commission (2009) National NHS Staff Survey 2009. Results from Barts and 
The London NHS Trust; The NHS Information Centre (2010) NHS Staff 1999-2009.

1: introduction

Ethnicity

White British	 57.7	 46.8	 36.6
White Irish	 2.4	 2.0	 2.3
Any other white	 8.9	 9.7	 9.9
White & black Caribbean	 1.1	 1.1	 0.3
White & black African	 0.5	 0.6	 0.3
White & Asian	 1.0	 0.9	 0.4
Any other mixed	 1.0	 1.0	 0.8
Asian/British Indian	 6.6	 3.3	 6.3
Asian/British Pakistani	 2.4	 1.4	 1.4
Asian/British Bangladeshi	 2.3	 16.0	 5.2
Other Asian/British Asian	 2.0	 1.0	 4.5
Black/British Caribbean	 4.3	 5.2	 4.3
Black/British African	 5.5	 6.2	 9.1
Other black/black British	 0.8	 1.3	 4.5
Chinese	 1.5	 2.0	 1.6
Any other ethnic group	 2.0	 1.5	 3.5
Filipino	 NA	 NA	 6.1
Not stated	 NA	 NA	 2.9

Total	 100%	 100%	 100%

Table 3. Ethnicity of local and London populations and BLT staff

London 
population
% 
(ONS estimates  
mid-2007)

CoL, LBTH 
and LBH 
population
%
(ONS estimates  
mid-2007)

BLT % 
(2009  
figures)

Sources: Office for National Statistics (2009) Population Estimates by Ethnic Group Mid-2007; Care 
Quality Commission (2009) National NHS Staff Survey 2009. Results from Barts and The London 
NHS Trust. The table is comparing 2009 Barts and The London NHS Trust data with 2001 census data 
for the three boroughs and wider London.
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better on measures of patient satisfaction, quality of care and use of 
resources.12 Table 5 shows how these three indicators in BLT compare 
to the sample of four Trusts used in Boorman’s analysis.
	 BLT is performing poorly in terms of turnover and agency spend. 
However, the rate of absence seems low compared to other trusts. 
There are a number of reasons for this: turnover rates tend to be higher 
in London generally because of a younger and more mobile labour force 
than the rest of the country, while the demographic factors mentioned 
above – the fact that the make up of the BLT workforce includes a higher 
proportion of groups that have generally lower absence rates – partly 
explains the low numbers. However, these turnover rates do not seem 
to relate to absence rates as much as in other trusts and agency spend 
is higher and does not fit with the levels of absence. A number of issues 
need to be addressed to fully understand absence rates at BLT and their 
causes:

1	 	� Under-recording of absence through failings in the recording 
process or through managerial pressure to ensure that rates 
are shown to be low. Managers at BLT have reported a level of 
under-recording within the Trust, but its extent is not fully known. 
Absence recording procedures and systems need to be reviewed 
and improved.

2	 	� The level of presenteeism due to work pressure felt by staff (in the 
2009 staff survey, 68 percent reported going to work despite feeling  
unwell – a little above average), and whether this partially causes 
higher turnover rates, either through staff developing long-term ill-
ness due to lack of early intervention or deciding to leave because 
they feel unable to go on sick leave when needed.

High use of agency staff for any reason can undermine staff engagement 
and morale as well as service delivery because it affects team building 
and agency staff often lack organisational knowledge. The Trust should 
investigate this issue further through staff surveys and consultation: the 
2009 staff survey13 shows that presenteeism at BLT is higher than the 
average for other acute Trusts, as is pressure to go to work from manag-
ers and colleagues. However, self-imposed pressure to go to work when 
feeling unwell is very high among staff. Presenteeism can be a risk to 
both staff and patients, as ill-health affecting performance is not only a 
matter of reduced productivity or service quality, but can pose a serious 
risk through infection or mistakes affecting the health of patients.14 15 

1: introduction

1.3	  Work patterns

This section examines some of the features of working patterns that 
typically correlate strongly with worker well-being – retention rates, 
length of service and shift patterns.

Length of service and staff turnover
Those who have worked in the NHS for more than 15 years have higher 
rates of absence than others:9 16 per cent of Barts and The London 
staff have served for 15+ years with the Trust and the proportion may 
be higher for length of service within the NHS. This is higher than in the 
neighbouring Homerton NHS trust (11 per cent), but significantly lower 
than the average for NHS acute trusts in England (25 per cent),10 partly 
because of the younger make-up of the workforce. This should again 
favourably impact absence rates at BLT. For shift workers, negative 
health effects are contingent on the duration of shift work, with marked 
increases after more than 10 years of continued exposure.11

Sickness absence and turnover
The following analysis of levels of health and well-being within the Trust 
is based on sickness rates and trends from 2008 and 2009 and on the 
results of the 2009 staff survey. The Boorman Review demonstrated 
that there are clear relationships between a range of outcome measures 
and staff health and well-being: those Trusts which had lower rates of 
sickness absence, turnover and agency spend nearly always scored 

	 %	 %	 %	 %	 %

Absence	 4.21	 4.04	 4.58	 4.70	 3.47
Turnover	 10.5	 9.79	 11.65	 17.02	 16.04
Agency spend	 1.7	 2.96	 1.71	 4.57	 5.4

	 Trust A	 Trust B	 Trust C 	 Trust D	 BLT ’09

Table 5. Rates of absence, turnover and agency spend in  
different Trusts

Sources: Boorman S (2009) NHS Health & Well-being. http://www.nhshealthandwell-being.org/
pdfs/NHS Staf H&WB Review Final Report VFinal 20-11-09.pdf; Care Quality Commission (2009) 
National NHS Staff Survey 2009. Results from Barts and The London NHS Trust.
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Shift work and long working hours
As with all other acute Trusts providing 24-hour services, shift work 
forms a significant proportion of work at all levels within the Trust: 46 
per cent of all staff at BLT are shift workers, while 41 per cent work at 
night time.16 
	 The results of several epidemiological studies suggest that the 
risk of cardiovascular disease in shift workers is increased by about 
40 per cent compared to daytime workers.17 Similarly, an increased 
risk of developing a metabolic syndrome was observed among shift 
workers,18 and additional investigations demonstrate an elevated risk of 
accidents, particularly among evening and night shift workers.19 Night 
shifts are particularly relevant as a potential source of work accidents, 
cardiovascular and gastro-intestinal problems and eventually cancer.20 
	 People who work more than eight hours per day for any number of 
days in a month have much higher absence rates than those who never 
work for more than eight hours per day: long working hour cultures in 
organisations also have an impact on attendance rates.21 Moreover, work-
ing more than 11 hours a day is associated with a threefold risk of myo-
cardial infarction,22 and a fourfold increased risk of type two diabetes.23 
	 BLT’s 2009 staff survey reports that 30 per cent of staff work 
additional paid hours and 54 per cent work additional unpaid hours.24 
This issue should be investigated through consultation and surveys to 
understand how paid and unpaid overtime is distributed across divisions 
and across job grades. Most importantly, the length of overtime worked 
should be recorded and analysed as this can have seriously detrimental 
effects on health – this could be done through analysis of HR data for 
paid overtime or through a workplace health needs assessment for 
unpaid overtime.
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The development of this Barts and The London NHS Trust Health and 
Well-being Strategy comes following the publication of recent reviews 
around work and health, NHS staff health and the social determinants 
of health inequalities. In particular this strategy draws on the work of 
the Boorman Review of  NHS Health and Well-being (2009)25, on the 
findings of Carol Black’s Review of the health of Britain’s working age 
population, Working for a Healthier Tomorrow (2008)26 and the Marmot 
Review’s findings around work, employment and health inequalities 
(2010).27 
	 Evidence around employment shows that employment is better for 
health than unemployment and work can play a positive part in recovering 

Chapter 2
The relationship between good  
quality work, health and well-being

2: good quality work, health and well-being

In order to implement good quality work and to develop greater secu-
rity and flexibility in employment, it is vital that organisations should:

—— �Adhere to equality guidance and legislation
—— �Implement guidance on stress management and the effective 

promotion of well-being and mental health at work
—— �Create and adapt jobs that are suitable for lone parents, carers 

and people with mental and physical health problems 
—— �Provide for flexible work and adapt jobs for senior people who 

wish to continue working after the age of 65
—— �Reduce physical and chemical hazards and injuries at work.

Summary
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Health inequalities
There is a socio-economic gradient in security and quality of employ-
ment and their related health outcomes: health inequalities need to be 
considered and evaluated when addressing health in the workplace 
and providing occupational health services. There is a relationship 
between a person’s status at work and how much control and support 
they have. These factors, in turn, have biological effects and are related 
to increased risk of ill health. 
	 The lowest grade workers suffer most and have higher rates of 
absence, specifically those in ‘precarious jobs’, where exposure to 
multiple stressors (from low wages to job instability to lack of control over 
strenuous tasks) results in unhealthy work.32 A range of research relates 
issues such as job security,33 job satisfaction34 and support networks35 
to various psychological and physical health impacts, such as depres-
sion, cardiovascular and coronary heart disease and musculoskel-
etal disorders.36 It has been shown that effective leadership improves 
sickness and absence rates and that leadership styles impact on the 
psychological well-being of employees: the quality of an individual’s 
relationship with their manager can also predict employee turnover.37 
	 There is a social gradient in early and preventable ill health, with 
health problems in organisations generally greater in lower employment 
grades. In order to reduce sickness absence and improve the health 
of the workforce significantly, employers will gain the most benefits 
by addressing the ill health gradient in a proportionate way, that is, by 
focussing attention and effort increasingly down the social scale.
	 Evidence suggests that policies to reduce the social gradient in 
working conditions should be focused on two interrelated aims:

—— �To reduce the adversity of working conditions and employment; and
—— �To target interventions proportionally towards lower socio-economic 

groups.

2: good quality work, health and well-being

from ill health. Supporting staff to return to work as soon as possible 
after illness, possibly on reduced hours or with adjustments to work, 
can help prevent long-term illness and aid a full and speedy recovery 
from ill health. However, the evidence shows that while employment is 
good for mental and physical health, poor quality work does not have 
the same beneficial effect.28 
	 Being in good employment is protective of health. To protect health, 
jobs need to be of a certain quality. Good work is characterised by a 
living wage, having control over work, in-work development, flexibility, 
protection from adverse working conditions, ill health prevention and 
stress management strategies, and support for sick and disabled people 
that facilitates a return to work:29

—— �Both the psychosocial and physical environments at work are critical.
—— �Lack of control and lack of reward at work are critical determinants 

of a variety of stress-related disorders and are more prevalent among 
lower occupational status groups.

—— �Combining work environment change with healthy lifestyle inter-
ventions in employees increases the probability of them adopting 
health-promoting behaviour.

—— �Preventive and rehabilitative efforts need to be strengthened, as 
health-promoting work environments improve return to work.

—— �‘Good work’ is linked to positive health outcomes, whereas insecure, 
low-paid jobs that fail to protect employees from stress and danger 
are associated with worsening physical or mental health. People’s 
health can be damaged at work by factors including exposure to 
physical hazards, physically demanding or dangerous work, long or 
irregular working hours, shift work, health-adverse posture, repetitive 
injury and extended sedentary work.30 

Evidence that clearly shows that a workforce in good health is also 
beneficial to employers has developed in recent years: 175 million 
working days were lost to illness in 2006 and the cost of worklessness 
and ill health across all industries is estimated to be higher than the 
NHS annual budget.31 Successful organisations recognise that good 
health is important to good business. The good health and well-being 
of NHS staff directly contribute to organisational success while poor 
workforce health and well-being undermine organisational success and 
are expensive. 
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Boorman’s review showed clear links between workforce well-being 
and key measures such as patient satisfaction and Trust performance.38 
The NHS loses over 10 million working days each year due to sickness 
absence alone. Staff health and well-being need to be at the heart of 
the NHS mission and operational approach. According to a Department 
of Health report, 14 evaluation studies in the USA found that health 
promotion measures led to a 12–36 per cent reduction in sickness 
absence and a 34 per cent saving in absenteeism costs.39 Further, 
every $1 spent on promoting health in the workplace could lead to a 
$2.50 saving for businesses.40 Such cash savings would be seen in 
reduced agency staff costs, turnover costs, reduced sickness records 
and administration costs. 
	 There are financial costs associated with the focus on maintaining a 
functioning workforce, as well as social costs and risks associated with 
presenteeism. Presenteeism is high in the NHS: many NHS workers are 
working when they feel unwell. This poses a risk to health and safety 
both of staff and patients as well as financial costs: presenteeism costs 
£605 per employee per year, compared with absenteeism which costs 
£335 per employee per year.41 A focus on improving people’s general 
health will lead directly to reduced presenteeism and absenteeism and 
therefore improved performance.

3.1	 Health and well-being in the NHS 

The NHS provides a round-the-clock service, the work is often physically 
and psychologically demanding, and a significant proportion of staff are 
involved in activities with risks particularly associated with caring profes-
sions: lifting and carrying for many staff as well as the psychological 

Chapter 3
The evidence base relevant to the 
health and well-being of BLT staff

3: the evidence base
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absence (10.7 days per staff member) in comparison with both the 
average for the public sector (9.7 days) and the private sector (6.4).45

	 There are associations between lifestyle and sickness absence: staff 
who smoke six or more cigarettes a day have higher incidence of absence 
and longer absences. Staff with poor general physical health reported 
more absence and for longer periods of time than those in good health, 
while staff who undertook physical activity outside work had a lower inci-
dence of absence and mental health problems than those who did not.46

	 In the same way that poor working conditions are socially graded, it 
is also to be noted that there is a social class gradient in behaviours that 
negatively affect health: drinking, smoking, over-eating. These gradients 
will be replicated in staff at all levels of the workforce – effective preven-
tive interventions will have to address health inequalities and be aimed 
at relevant staff groups. This is why understanding further the socio-
economic composition of staff in relation to their health and well-being 
is fundamental to developing an effective strategy. The main causes 
of sickness and ill-health retirement among NHS workers are similar 
to other employment sectors, the most commonly arising problems 
being musculoskeletal disorders and low-level mental health problems 
(stress, depression and anxiety). These two main causes of sickness 
are amenable to improvement via improved health and well-being strate-
gies. Both Carol Black’s report and the Boorman Review argued that 
management attitudes and practices have an impact on mental health 
and changes in management practices can help prevent stress and 
mental ill-health. The two main conditions causing sickness absence 
can be effectively treated and rates reduced if they are tackled at an 
early stage: early interventions are vital to prevent long-term sickness.47

3.2	 Health and well-being at BLT 

Staff survey
A yearly NHS staff survey is carried out by the Trust, in line with wider 
NHS requirements for comparison between Trusts and monitoring by 
the Care Quality Commission. In 2009, the Trust scored below average 
on 24 of 40 key findings (KF), with 14 indicators in the bottom 20 per 
cent of NHS acute Trusts in England, while it scored above average on 
11 indicators, with six in the top 20 per cent of trusts.48

	 The analysis of the 2009 staff survey showed much improvement 
from the previous year in areas such as staff intention to leave jobs, the 
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strain of caring for people affected by illness or death. All of these may 
play a part in the high absence rates; such risks should be reduced 
through a comprehensive health and well-being and safety policy.
	 The staff survey carried out on behalf of the Boorman Review showed 
that NHS staff in general believe they are quite healthy: they report 
that they drink in moderation, exercise regularly and have good social 
networks.42 20 per cent report that they smoke, a marginally lower pro-
portion than the general population (21 per cent at its lowest in 2007).43 
Although this might at first seem a positive result, the make-up of the 
NHS workforce is not exactly representative of the socio-economic 
make-up of the general population: it comprises a significant proportion 
of highly paid professional classes, who tend to have lower rates of 
smoking. If socio-economic distribution within the NHS is accounted for, 
smoking rates would be expected to be 20 per cent, therefore they are 
no lower than for the general population despite the health information 
that NHS staff are exposed to. The workforce also reports that they 
enjoy their work, although they find it pressured: over 80 per cent of 
respondents stated that they find their work interesting, yet around 50 
per cent reported feeling more stressed than usual at the time of the 
survey, around 43 per cent felt some form of pressure to return to work 
when ill (the greatest proportion of this being pressure from self), and 
10 per cent reported that work had a negative impact on their health and 
well-being.44 Moreover, NHS employees have high levels of sickness 

Becoming an exemplar employer in terms of staff health and well-
being will:

—	� Benefit levels of health and well-being of staff
—	� Reduce absenteeism and presenteeism
—	� Support the drive to deliver high-quality healthcare services
—	� Reinforce the Trust’s image as a caring and committed employer
—	� Produce real benefits to the Trust’s financial position
—	� Reinforce and support public health promotion and prevention 

initiatives made by staff.

Summary



 

The proportion of staff intending to leave jobs at the Trust had decreased 
from 2008, but remained one of the worst scores across acute NHS 
trusts in England. This is a matter for particular concern given the already 
high turnover rates of the Trust.
	 Staff self-reported good health was just above the average of acute 
Trusts. However, 5 per cent of respondents reported suffering from 
poor health in the previous four weeks – which represents around 380 
employees at BLT – and 38 per cent reported that they had difficulty 
doing their work because of their physical health. BLT scored below 
average for indicators of well-being with 44 per cent reporting that they 
had, to a certain extent, been kept from doing their work because of 
personal or emotional problems, and 32 per cent stating that they had 
suffered injuries or felt unwell because of work-related stress.

Needs assessment
A needs assessment for workplace health for BLT was produced under 
the Healthy Workplace Initiative run by the London Borough of Tower 
Hamlets. The assessment was based on a survey conducted in June 
2010; there were 377 respondents, around 6 per cent of BLT employ-
ees. There was no aim to recruit a diversity of respondents and it is 
thus likely that the respondents are staff already keen to be engaged 
with workplace health issues. Given the low proportion of respondents 
and the recruitment method it is unlikely that the results of the survey 
are representative of BLT staff needs as a whole. However, they are an 
indication of the main trends and needs in workplace health – in the 
future it would be useful to record respondents’ job roles and grades in 
order to better plan for health and well-being interventions. The results 
of the needs assessment can be summarised as:

—	� 85 per cent of respondents rated their health as good to excellent.
However 13 per cent of respondents have clinical anxiety disorder, 
16 per cent borderline anxiety disorder, 2 per cent clinical depression 
and 6 per cent borderline depression. 

—	� 8 per cent reported having a disability of some kind. Interventions 
need to cater for and take into account these staff members and their 
needs. The needs assessment concludes that there is a need for a 
mental health programme.

—	� A low percentage of respondents use a car to get to work (14 per 
cent) and a high number use public transport (73 per cent). Cycle 
use could be encouraged, as 40 per cent reported using bicycles for 
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proportion of staff working in a well-structured environment, the number 
of well-structured appraisals carried out, the quality of job design, and 
the percentage of staff suffering from work-related injuries. 
	 The Trust has also improved, though less significantly, in other areas, 
including staff training and development, availability of hand washing 
materials, commitment to work-life balance, and levels of work pressure 
felt by staff. However, the Trust continues to score below average in 
many of these areas compared with other NHS acute trusts in England. 
Additionally, staff experience had deteriorated or not improved in other 
areas, including the ability of staff to contribute to improvements at work. 
	 The rate of response to the staff survey was extremely low in 2008: 
just 33.5 per cent, which put BLT in the lowest 20 per cent of acute 
trusts in England for survey response rate. Great progress was made 
by the 2009 survey, which had a 55.9 per cent response rate.
	 The 2009 staff survey49 showed that many of the elements of good 
quality work set out in Chapter 2 above were lacking within BLT:

—	� Job satisfaction was low and intention to leave the Trust was high (in 
the worst 20 per cent of acute trusts): staff were dissatisfied with 
support from line managers in recognition of good work and help with 
work/life balance , which were all below average for acute trusts.

—	� Reported bullying and harassment from both staff and patients had 
improved from the 2008 staff survey, but it is worrying that bullying 
and harassment from colleagues were higher than from patients, and 
higher than acute trusts’ average (worst 20 per cent). Reported bul-
lying and harassment from managers were also higher than average, 
and tendency to report it was low and had declined since 2008.

—	� Staff believed that poor performance and bad behaviour within the 
workforce were not well-managed in comparison to other Trusts.

—	� Staff felt that they had little control over their working lives: they felt 
they were not involved in decision making that affects their work and 
communications were largely on a command and control basis rather 
than a two-way mechanism (40 per cent reported that their team was 
not well structured and communication was ineffective); the use of 
flexible working options was low.

—	� A substantial proportion of staff either had not had an appraisal in 
2009 (41 per cent), or had found the process not well structured 
and/or unsupportive (60 per cent of those who had an appraisal). 
Moreover, the Trust scored badly in terms of access to learning and 
development opportunities, and in equality and diversity training.
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The purpose of the policy is to:
—	� Provide fair, non-discriminatory and consistent procedures for man-

aging unsatisfactory attendance at work
—	� Promote and maintain a healthy workplace
—	� Support staff who are unwell in their timely return to the workplace.

The policy places a responsibility on managers to deal with attendance/
sickness problems sensitively and early, as well as providing a safe work 
environment. However, the policy is responsive rather than proactive and 
preventive: it focuses on responding to long-term (4+ weeks) or frequent 
absence and there is no provision for self-referral to occupational health. 
There is no framework for prevention and early intervention for the most 
common conditions. The role of occupational health is defined as:

—	� To provide advice to management on dealing with long-term sickness 
absence and chronic conditions and provide support to staff during 
illness or long-term absence and on their return to work

—	� To identify with staff how to regain their health and return to work as 
quickly and safely as possible

—	� To advise both managers and staff on reasonable adjustments in 
support of rehabilitation and retention

—	� To work within agreed timescales for provision of advice.



The occupational health policy should be reviewed with a focus on: 

—	� Staff health and well-being at its heart
—	� Prevention and early intervention
—	� Provision for staff self-referral
—	� Acknowledging different levels of health across different work grades
—	� Expanding and redefining the role of human resources
—	� Sustainable funding 
—	� Preventive and early intervention programmes
—	 Systematically carrying out return to work interviews 
 —	 Systematically carrying out exit interviews

Recommendations

3: the evidence base

trips under 5 miles not including the journey to work, whereas only 
10 per cent cycle to work. 

—	� There are low rates of intense physical activity levels – only 17 per 
cent of respondents are getting the recommended amounts of 
intense exercise, although 56 per cent think that they are. However 
38 per cent intend to become more physically active and staff are 
keen to encourage physical activity support options provided by the 
workplace (71 per cent would like on-site facilities, such as a gym 
and 58 per cent would like on-site activity classes).

—	� The survey found good fruit and vegetable consumption (43 per 
cent consuming five pieces per day) but it was felt that these were 
overpriced in hospital food outlets. 56 per cent of respondents do 
not take lunch breaks, and 24 per cent of staff are overweight. 

—	� Approximately 10 per cent of respondents reported smoking, and just 
under half of these wanted to give up in the next three months. 66 per 
cent said they binge drink sometimes; 23 per cent binge drink once 
or twice a week. 22 per cent of respondents stated they wanted to 
reduce their alcohol consumption. 

3.3	 Improvement: existing policies and gaps

BLT has a number of policies that directly affect staff experiences at 
work and their health. Of particular relevance are the occupational 
health policy, the learning and development policy and the availability 
of staff benefits.

Occupational health policy
The current occupational health policy50 is aimed at managers as a 
framework for managing sickness and non-attendance. It was last 
issued in 2008, is due for review in 2011 and applies to staff only directly 
employed by the Trust and not by independent contractors.
	 The policy sets out responsibilities for managers and staff in relation 
to sickness and absence as well as setting out the role of occupational 
health and human resources. 
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The Trust provides:

—— �A service offering staff advice and support to find affordable 
accommodation.

—— �Chaplaincy and a free and confidential counselling service.
—— �Financial services which comprise the NHS pension scheme, 

interest-free season ticket and bicycle purchase loans and the Giving 
to Charity (GAYE) scheme.

—— �Provisions for flexible working and the childcare voucher scheme.
—— �Provision for health, fitness and healthcare discounts, including 

membership to local gyms and fitness centres.
—— �Other services include on site libraries, a free minibus service 

between hospital sites, discounted food at hospital canteens, an 
arts club organising a programme of activities for staff and their 
families, season ticket loans, sports facilities, parties and discounts 
in shops, restaurants and theatres.



In order for all these benefits to have a positive impact on the health 
of staff they need to:

—	� Be made known and easily accessible to all staff, both physically 
in terms of location and hours of service, and taking care that 
information about benefits is included in the induction process, 
reaches all staff, including those who do not easily or often access 
email services.

—	� Be taken up by a significant proportion of staff progressively 
across the social gradient, with the aim to raise the proportion of 
take up of benefits by those in lower grades.

—	� Be reviewed, enhanced and improved regularly according to staff 
needs and only following consultation with staff.

Summary

3: the evidence base

The role of human resources is limited, and defined as a consulting 
role to management and staff in response to attendance management 
needs and problems. The health-promoting role of human resources is 
not sufficiently covered in this policy in terms of the benefits that human 
resources can provide to staff on aspects of their lives that directly 
affect their health, including housing, childcare and financial difficulties.
	 Development and expansion of the role of occupational health ser-
vices and human resources, and the implementation of early intervention 
programmes should be supported by appropriate long-term sustainable 
funding to implement programmes focusing on prevention and early 
intervention for mental health problems and musculoskeletal disorders. 
This funding will be recouped in the longer term through organisa-
tional efficiency, lower turn-over, absence rates and agency spend.
	 Return to work interviews are required by the policy to be practiced 
systematically, though informally, regardless of the length of absence, 
in order to embed a culture of mutual accountability within a supportive 
framework. The return to work interviews aim to prevent the recurrence 
of sickness absence, update staff on developments at work during 
absence and consider referral to Occupation Health. Managerial training 
is vital for return to work interviews to be effective and systematic. These 
should be recorded even when informal and analysed to match absence 
records in order to monitor performance. Exit interviews should also be 
implemented systematically as a way to record and analyse reasons for 
turnover, and as a basis to address the current high turnover at BLT. 
	 Occupational Health Services can now work towards a voluntary 
accreditation programme implemented by the Faculty of Occupational 
Health Medicine by raising their standards according to criteria defining 
high quality occupational services published in January 2010.51 

Staff benefits
Work is an important determinant of health, and the highest priority 
for employers aiming at improving the health of their workforce is to 
improve working conditions within their organisations. However, there 
is a great deal that employers can do to support staff in other aspects 
of their lives which affect their health. The Barts and The London Trust 
already has many benefits in place. 
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population. However, it can be helpful to consider such differences 
when planning equality and diversity training, as well as public health 
promotion initiatives.
	 The Trust’s Action for Community Employment (ACE)54 has not only 
provided training and employment opportunities for the local population, 
but has also addressed previous gaps in staff recruitment and retention 
by looking at workforce planning, recruitment, vocational training and 
retention strategies. The Trust should continue and widen its successful 
relationship with partners who have placed local and unemployed people 
into employment with the Trust – increasingly helping to represent the 
diverse ethnic make-up of the area. The objectives of such partnerships 
should be addressed across the Trust, with departments asking whether 
they have difficulty recruiting to posts, whether they employ local people, 
especially those from low income or socially excluded communities, and 
whether they struggle to support these people. 
	 An Environmental and Sustainability Strategy was adopted by the 
Trust in July 2009. This relates to the Trust’s ambition of corporate social 
responsibility and improving wider health and well-being by reducing 
its impact on the environment, as well as having an impact on the health 
of the wider population and health inequalities, affecting the health of 
staff and longer-term requirements for service delivery.



The health and well-being leader/board and staff health champions 
should be consulted and involved in the development and reviewing of 
the Trust’s wider policies in order to ensure that consideration of staff 
health and equity is taken into account at policy development stage.

Summary

3: the evidence base

The Trust has a dedicated learning and development team, which offers 
training and support to departments to ensure that staff have the right 
skills for healthcare provision and that they develop to progress in their 
career. 
	 Although a yearly appraisal system, which provides the opportunity 
for staff to discuss work and draw up a personal development plan, is 
part of the Trust’s procedures, 42 per cent of staff stated in the yearly 
survey that they had not had an appraisal the previous year52. This was 
an improvement on previous years, in particular considering that the 
majority of the staff who undertook the appraisal found it helped them 
in their job in some form or other, significantly more than the average 
for acute trusts where response rates are higher. However, there is still 
progress to be made: most staff who undertook the appraisal found it 
unsupportive (70 per cent of those who undertook it). A similar problem 
exists for access to training: while access has improved, the Trust 
scored badly in relation to various forms of learning and development, 
in particular equality and diversity and health and safety training.

Other policies 
This strategy aims to improve the health and well-being of the BLT 
workforce. However, its implementation will ultimately form the basis of 
the Trust’s role in promoting wider health and well-being and addressing 
health inequalities in its community. Providing good local employment, 
fostering the good health of employees, and developing wider health 
promotion strategies to address the social determinants of health in line 
with the recommendations outlined in Chapter 4 will set the pace for 
promoting health more widely.
	 The Regeneration and Sustainability Strategy developed in 2004 
in view of the redevelopment of Trust facilities states that the strategic 
aim of the Trust as an employer is to achieve a staff complement that 
is progressively more representative of the Trust’s diverse locality and 
that provides the opportunity to attain career progression.53 Since 
2004 the Trust has made great progress in recruiting a more diverse 
staff, bringing the percentage of the workforce from mixed, and black 
and minority ethnic backgrounds to 48 per cent at the beginning of 
November 2008. The Trust’s Single Equality Scheme 2009–2012 also 
focuses on diversity, equal opportunities and recruiting and maintaining 
a local workforce representative of the local population. While the Trust 
has recently made progress in diversifying its workforce, it would be 
unrealistic to expect a make-up that perfectly matches that of the local 
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We were asked to provide aspirational goals in terms of cost and time-
line, but also to provide a practical and feasible action plan over three 
years, the period for which funding to appoint a health and well-being 
lead to implement the strategy is already secured. The recommendations 
to improve health and well-being are set out below, while a programme 
for action, responsibilities and a timeline for implementation are provided 
in Chapter 6.
	 For a successful strategy to be set and implemented it is vital that 
staff are engaged and consulted and the strategy reviewed and adapted 
yearly according to staff needs. Managerial and organisational policies, 
reviews and actions should be set and conducted with feedback from 
staff in mind; the model for leadership should demonstrate genuine 
concern for staff health as well as a supportive and open senior manage-
ment viewing staff health as a priority. The most effective health and 
well-being programmes are developed through consultation with the 
workforce. Healthy populations are generally wealthier and happier 
so engaging staff on their health is a positive action to support organi-
sational success. Staff promises or pledges can also seek to clarify 
individual responsibility, which contributes to workplace health. Staff 
engagement is also key to their understanding of health behaviours and 
to encouraging their involvement in promoting health and health equity 
in the general population locally – the recruitment of ‘health champions’ 
among staff will be an efficient way of promoting health and well-being 
across the workforce.

Chapter 4
Recommendations for 
improvement

4: recommendations for improvement
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and provision should be made across the gradient to reward staff who 
attend these events. In areas where recruitment is particularly low, the 
reasons should be investigated, and ad-hoc marketing and focus groups 
should be organised to engage the relevant group of staff. 
	 The means of communication should be suited to the specific groups. 
In many cases electronic communication will be essential and some 
information can be provided effectively through electronic means (for 
example screen savers or pop-up prompts on computers, which remind 
staff to take breaks, adjust their position, and so on). In other cases, 
where staff have little access to computers or few digital skills, leaflets, 
a magazine, or face-to-face communication led by health champions 
could be the most effective way of engaging staff in lower grade jobs.
	 Senior management and occupational health staff should gain further 
information about the health and well-being of their workforce. This 
information should be analysed and compared to other trusts, including 
how sickness absence is distributed across working grades.
	 Staff engagement and recruitment to participatory events could be 
improved by providing an integrated health and well-being information 
and communication service, and by staff health champions to engage 
directly with staff face-to-face. The most effective way to obtain staff 
responses to participatory events is by ensuring that the matters they 
raise are responded to, acted upon and fed back to them.
	 A systematic appraisal system must be coupled with training and 
development, which, if taken up, can significantly reduce staff turnover 
by ensuring that staff view their employment as an investment towards 
improving their career and salary prospects and by catering for their 
changing needs as and when they arise. For example, staff reasons for 
leaving the Trust may not relate to working conditions, but to personal 
circumstances such as a need for childcare or for relocating. Supporting 
staff through these changing needs would be more cost-efficient than 
losing those persons and incurring turnover and agency costs.
	 It is suggested here that managers’ training in the importance and 
management of appraisal is improved. It could prove beneficial to run a 
focus group with managers in charge of appraisals in order to improve 
awareness of the importance of appraisals and also engage them in 
designing the most efficient system to help them achieve appraisal 
targets. Only after such engagement with managers should the Trust 
consider reviewing performance management and bonuses in line with 
appraisal targets.

4: recommendations for improvement

Staff engagement

Feedback from staff is fundamental to plan for services and improve 
health and well-being at work and to inform management action. Staff 
should be consulted and engaged systematically: the 2008 survey 
analysis55 acknowledges that quarterly consultation events need to be 
developed further and their outcomes efficiently cascaded into manage-
ment and leadership programmes. The recruitment of staff attending 
such events needs to be reviewed to widen participation in the survey, 
in terms of numbers, staff grades and roles. 
	 Although the response rate increased rapidly from 2008 to 2009, 
following managerial action based on the 2008 survey, we advocate that 
the Trust build on this momentum to maintain and increase the rate of 
response by an additional 10 per cent a year to reach 85 per cent within 
the timeline of the strategy’s action plan. This would bring the Trust above 
the 60 per cent target requested by the Care Quality Commission within 
a year of implementing the strategy, to then maintain its rate of increase 
over the following two years.
	 An efficient system of internal communication with staff should form 
the basis for the recruitment of participants to consultation meetings 

The rate of response to the staff survey should be progressively 
increased over the next three years 2012–2015 to reach 75 per cent 
cover by:

—	� Developing staff engagement further
—	� Providing staff with feedback on actions taken
—	� Improving internal communications to engage staff
—	� Developing a culture of reward for participating in the  

development of the Trust’s policy and services.

Basis for wider health promotion:
Assess the wider services needed by patients and provide them with 
information to improve their health and support their recovery.

Recommendations
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Well-being at work

Training in induction practices is particularly important to developing  
managerial capability. An extensive induction programme is fundamental 
to welcoming new staff to an organisation, to setting the basis for 
continued engagement of staff and to preventing ill health, accidents 
and injuries at work.
	 Induction should include relevant health and safety training for differ-
ent jobs, in particular in relation to musculoskeletal problems for all those 
staff involved with lifting and carrying and mental health for those involved 
in caring for patients. All staff should be made aware of the importance 
of good health and well-being at work and be given a package of short, 
easy-to-read information to refer to at a later stage. This should include:

—	� A statement on the importance of staff health and well-being within 
the Trust

—	� Basic information about benefits available and how to access them
—	� Basic information about the most common health problems which 

cause sickness absence, how ill-health is distributed across work 
grades and what services are available from Occupational Health



Change induction practices to ensure focus on quality of work and 
the difference this makes by:

—	� Extending induction practices to include further health and safety 
training for all staff and leadership training for managers

—	� Designing an induction pack that is easy to read and provides all 
basic information about health and well-being and how to access 
benefits and services.

Basis for wider health promotion: 
Change discharge practices to include assessment of patients’ 
wider health needs and provide them with information to address 
their needs.

Recommendations

4: recommendations for improvement

Ensure appropriate mechanisms are in place to retain staff and 
improve their well-being by:

—	� Enhancing staff engagement and responsiveness to needs 
—	� Implementing a health and well-being strategy that ensures that 

work pressures do not affect staff health and their ability to bal-
ance work and life

—	� Improving  availability and ease of access to staff benefits, includ-
ing appropriate accommodation strategies, financial benefits, 
internal and external facilities

—	� Implementing systematic annual appraisal reviews, and individual 
training and education plans, which must be advertised to staff

—	� Providing further and improved training in the management of 
annual appraisals

—	� Developing a systematic learning and development strategy by 
which all staff are guaranteed relevant training at least once a year

—	� Allowing staff to request and be guaranteed training within a set 
timescale.

Basis for wider health promotion: 
Widen the scope of the Action for Community Employment pro-
gramme and develop other training and employment opportunities 
through partnerships with the local authority, third sector, and com-
munity groups.

Recommendations
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—	� Relatively consistent results were obtained on the positive effects on 
mental health and, where available, sickness absence from interven-
tions that increased participants’ job control and degree of autonomy 
at work.57

—	� Interventions that worked well were characterised by a participatory 
approach involving employee representatives and management 
personnel, for example in the form of ‘problem-solving committees’ 
or ‘health circles’.58

—	� Work-related burnout and psychobiological stress reactions were 
significantly reduced by reward-enhancing measures based on 
organisational and personnel development, including leadership 
training.59

Good psychosocial work environments have been shown to improve 
return to work rates for those with chronic health conditions, particularly 
for those with mental health problems. The current available evidence 
also indicates that there is considerable room for improvement of work-
time organisation in daytime work, as follows:

—	� Given the health-adverse effects of long working hours, overtime 
and excessive work, hours need to be controlled systematically, 
particularly in jobs where legislation is often not strictly applied – 54 
per cent of staff reported working unpaid overtime in 2009.

—	� The implementation of rest breaks is desirable, particularly in jobs 
with a fast pace, work pressure, multiple interruptions and monotony. 
Rest breaks have been found to reduce the risk of injury.60

—	� Individual work-time control, for example with regard to flexitime or 
time banking, was shown to reduce sickness absence, specifically 
among employed women, and to moderate adverse effects of psy-
chosocial stress at work on sickness-related absence.61 There is a 
substantial amount of flexible working and reduced hours contracts 
at BLT; however, the proportion is significantly lower than the average 
for NHS Trusts in England and less than half of staff believe the Trust 
is committed to support work-life balance.

—	� Staff need to be made fully aware of their rights to set working hours 
and breaks, of the health effects of long working hours, as well as 
the potential consequences of presenteeism.

It will be necessary to improve leadership and management training to 
cascade information to staff and implement a two-way communication 

4: recommendations for improvement

—	� A list of staff ‘rights’ in terms of appraisal and access to training
—	� Information on procedures for dealing with bullying and harassment, 

equalities issues and poor performance management
—	� Information on what constitutes ‘good quality work’.

All of the above should be included in a pamphlet titled ‘Your health and 
well-being’ and included in the induction package for new staff as well 
as distributed to existing staff. 
	 Several recent systematic reviews have summarised current evidence 
on health effects following improvements of the psychosocial environ-
ment.56 A majority of intervention studies have addressed behavioural 
changes, especially stress management programmes, while fewer 
have tested the effects of changes in the work environment. Several 
conclusions can be drawn from these reviews:

Improve the psychosocial work environment by:

—	� Implementing an organisational culture of reward for work
—	� Developing a culture of management concern for staff health and 

well-being
—	� Enhancing staff autonomy at work
—	� Encouraging participatory meetings between staff and managers
—	� Providing for individual work-time control where possible
—	� Implementing rest breaks
—	� Limiting long working hours.

Basis for wider health promotion: 
Improve the patients’ environment and consultation on service deliv-
ery; improve the wider environment by implementing the environ-
mental and sustainability strategy and by assessing the health equity 
impact of the Trust’s contracting and development practices; act as 
a model employer.

Recommendations
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system that empowers staff and gives them further control over their 
work. This could help promote mental well-being as well as improving 
organisational capability. Managers should encourage an understanding 
of other staff roles and workloads in order to promote a sympathetic 
work environment. Lack of control and lack of reward at work have been 
shown to be critical determinants of a variety of stress-related disorders 
and to be more prevalent among lower occupational status groups.62

	 Bullying and harassment from both staff and patients are reported 
as high by a significant proportion of staff at the Trust (51 per cent of 
staff reported physical violence from service users or their relatives at 
least once in the previous year63). This contributes to poor mental health 
among staff and the perception of a lack of managerial interest in, and 
support for, staff concerns about their health and well-being. Findings 
from a 2006 Chartered Institute of Personnel and Development (CIPD) 
survey showed that those who experience bullying or harassment are 
more likely to be depressed and anxious, less satisfied with their work, to 
have a low opinion of their managers and senior managers and to want to 
leave their organisation.64 Tackling workplace bullying and harassment is 
a joint responsibility of the organisation and individuals working within it.
	 Policies, communication and training are essential. A well-designed 
policy is crucial in addressing harassment and should be agreed by 
staff representatives. A communications strategy should give examples 
of what constitutes harassment, bullying and intimidating behaviour 
including cyber-bullying, work-related bullying and harassment, and 
harassment by third parties. The communications material should explain 
the damaging effects of bullying and harassment and why it will not be 
tolerated. Policies should be highly visible and communicated to staff 
through induction, training and other processes. All managers should 
be trained in dealing with bullying and harassment, while staff should 
be able to refer bullying and harassment to the health and well-being 
leader if they feel unable to talk to their line manager or are dissatisfied 
with their manager’s actions. 
	 Managerial training in how to communicate in a manner that staff 
recognise as courteous and respectful should reduce bullying and 
harassment, especially if coupled with a promotion of understanding of 
others’ roles and workloads and recognition of good work on the part 
of managers.
	 Clinical managers have often been promoted into management 
roles without any formal training, they are often unaware of policies for 
staff management and unable to deal with the large range of issues that 

4: recommendations for improvement

Addenbrooke’s Life is an initiative to promote health and well-being 
among staff at Cambridge University Hospitals NHS Foundation Trust 
through a varied programme of physical and non-physical activities, 
social events and clubs. It further provides health information and 
health testing, and a comprehensive weight management programme.
	 Crucially, Addenbrooke’s has understood the importance of com-
municating with staff. Addenbrooke’s Life has a 24-page site on the 
staff intranet (‘Connect’) informing staff of events, initiatives and 
public health campaigns running in the Trust. These pages include 
step-by-step guides to healthy eating, exercise regimes and well-
being blogs and stories. The site receives up to 7,000 hits per month, 
is regularly updated, offers links to other national health websites and 
regularly profiles ‘Addenbrooke’s Life Champions’, colleagues who 
have battled and overcome a health problem.
	 The feedback the Trust has received from staff has been excellent 
with very high rates of take-up of services. The Trust is currently 
assessing the impact of the programme on sickness absence and 
staff turnover.

Case study: Effective communication

Deal with bullying and harassment effectively by:

—	� Providing managerial training in communicating with staff and 
dealing with bullying and harassment.

—	� Visibly communicating to all staff that bullying and harassment will 
not be tolerated.

Basis for wider health promotion: 
Effectively manage the reporting of bullying and harassment by 
patients, whether within the Trust or the wider community.

Recommendations
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Exercise
The Trust already has in place a significant number of benefits for staff, 
which offer discounts to gyms and other local facilities. There are, 
however, no facilities or exercise classes on the Trust’s sites or at the 
health and wellness centre. Although a number of yoga classes are 
available on the sites, managed on an ad hoc basis, it is vital for the Trust 
to improve the availability, access and take-up of exercise classes across 
the workforce. This could be done by providing facilities and regular 
on-site sessions, focusing on exercise classes that can help prevent 
musculoskeletal disorders, and aiming to engage staff proportionally 
across the grades, prioritising those in job categories most at risk of 
developing musculoskeletal disorders.

Smoking cessation and weight management
Smoking cessation and weight management programmes are currently 
available at BLT’s health and wellness centre. These programmes should 
be developed further by the Trust with consultation from staff who 
smoke or who already use the services, in order to ensure appropriate 
location and access to services, including suitable opening times. The 
Trust should consider providing on-site stop-smoking appointments and 
develop a strategy to engage staff working in grades 1-4 in planning 
and take-up of the services. The Trust should also provide information 
about other programmes in the local area, listings of local pharmacies 
providing such programmes as well as a colleague network of support, 
for instance support group meetings or an online network.

Mental health
Staff on long term sickness with mental health problems often have 
conditions which could be both prevented and treated at the workplace. 
Offer of referral to Occupational Health and counselling should be 
made to all employees affected by mental health problems, including 
low-level mental health problems, as well as those affected by bullying or 
harassment at work, bereavement, separation or other traumatic events. 
Referral should be suggested informally by managers as soon as they 
become aware of problems. Contact and reassessment should occur 
every two weeks, rather than every four as currently prescribed by the 
Occupational Health policy.
	 Work-related stress was the one main work problem reported as 
causing injuries and illness at BLT in 2009: 32 per cent of staff reported 
suffering injuries or feeling ill because of stress at work.

4: recommendations for improvement

present. Issues which can lead to allegations of bullying and harassment 
often stem from feelings of inequity – for example, flexible working and 
annual leave arrangements for staff with children. Cultural differences 
of approach of management and other staff members could also have 
an impact.

Prevention 

Occupational Health services should be made easily accessible to all 
staff and should focus on staff health, health inequalities, prevention 
and self-referral, including lifestyle issues. Implementing successful 
and sustainable smoking cessation and exercise programmes could 
help with both individual well-being and organisational performance. 

Redevelop the focus of Occupational Health and Human Resources 
towards prevention, communication, and accessibility by:

—	� Improving the availability, accessibility and distribution of informa-
tion to staff about services and benefits

—	� Improving the availability, access and take-up of preventive ser-
vices, such as counselling, exercise, smoking cessation and 
weight management services

—	� Implementing early referral and intervention programmes for ill 
health, in particular musculoskeletal and mental health services

—	� Improving managerial training in understanding the main causes 
of ill health at work, in particular mental health awareness training.

Basis for wider health promotion: 
Gradually make these services available to the Trust’s other 
Occupational Health users and extend the provision of services to 
others where capacity permits.

Recommendations
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progressively greater support given to lower grade staff – to access 
the services, such as paid travel expenses to reach facilities and some 
kind of payment to attend social and consultation events. 
	 Active travel is often an effective and, for many working people, one 
of the few ways to take exercise. Promoting the ‘cycle-to-work’ scheme 
which the Trust provides would be a way to encourage cycling across 
the workforce. The Trust should ensure that it is undertaking a series 
of simple, relatively low-cost measures that make the difference in 
successful implementation of the scheme:

—	� Secure, safe and accessible bike parking facilities for all staff who 
require them

—	� Good quality changing and locker facilities for all staff who require 
them

—	� Offset cost of cycling equipment through the big tax savings of the 
‘Cycle to Work scheme’

—	� Free bike repair for cyclists on or near site
—	� An implementation plan including targets for take-up, training and 

incentives to cycle.



Develop an effective active travel strategy by:

—	� Promoting the ‘cycle-to-work’ scheme
—	� Implementing a ‘cycle-between-sites’ scheme
—	� Providing information and support to staff to engage in walking 

and cycling.

Basis for wider health promotion: 
Encourage patients’ visitors to walk, cycle or use public transport, 
participate in local planning decisions to promote the assessment of 
the health equity impact of local developments, and encourage the 
provision of cycling and public transport facilities as well as good 
quality public spaces.

Recommendations

4: recommendations for improvement

	 Campaigns such as ‘Time to Change’65 and ‘Mindful Employer’66 seek 
to provide support to organisations in managing mental well-being, and 
should be accessed as part of a well-being strategy. 

Musculoskeletal problems
Although the great majority of people on sickness absence due to 
musculoskeletal problems return to work relatively quickly, a significant 
minority are absent for much longer and may progress to dismissal. 
Following four weeks’ sickness absence, the propensity to return to 
work falls rapidly.67 This has implications for the Trust’s Occupational 
Health policy, which only considers referral to Occupational Health after 
four weeks of continuous absence and referral is not statutory – this 
is clearly too late and begins at a stage when the condition is already 
becoming entrenched.
	 We suggest that referral to Occupational Health should be made 
within the first two weeks of sickness absence in all cases of musculo-
skeletal and mental health problems in order to prevent further sickness, 
even if the employee is returning to work after this length of time.
	 The Trust should offer preventive services for all staff – with 

West Suffolk Hospital NHS Trust introduced a system of priority 
treatment referrals to a local physiotherapist for injured staff. In the 
first nine months of operating the system, 104 staff were referred, 
the number of days lost to sickness absence was reduced by 40 per 
cent and the direct costs of musculoskeletal injuries to the Trust were 
reduced by more than £170,000. This was done at a cost of £21,000.
	 Gloucestershire Hospitals NHS Foundation Trust introduced 
an Occupational Health department-based physiotherapy muscu-
loskeletal assessment service for NHS staff that aimed to provide 
advice about returning to work. This resulted in a reduction in sick-
ness absence from 13.6 to 6.8 days, a decrease in waiting times for 
musculoskeletal appointments, and the majority of patients being 
assessed and managed by physiotherapists without the need for 
medical input, with significant cost savings for the Trust.

Case study: Early intervention
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major NHS sites in South West London.68 Such a project could be 
reproduced for BLT in order to provide staff with information on travelling 
between sites. 
	 There are also a number of ways the Trust can encourage staff 
to incorporate walking into their daily routine. SWELTRAC has also 
produced maps showing walking routes linking NHS sites, which can be 
reproduced for BLT to encourage staff to walk to work and when travelling 
between sites. These could be circulated to staff at the Trust, perhaps 
including information on benefits to health, assistance with planning and 
goal setting, addressing safety issues and other ideas and contacts.
	 The Trust should take an active role in promoting National Walk to 
Work Week,69 or organise its own Walk to Work Day, to encourage staff 
to walk to work and help them discover that they may have overestimated 
many of the barriers (such as distance, time or difficulty). Walking Works 
suggests that this could involve incentives, such as rewarding those 
who walk the most steps over the week, or a photography competition 
among staff as they walk to and from work.70

	 Holding a fundraising walk could be used as an opportunity to high-
light the benefits of walking, as well as raising funds for a specific cause 
within the Trust. Similarly, organised walks have had some success in 
raising the profile of walking as a route to fitness.71

A healthy food strategy should benefit the physical and mental health 
of Trust staff across the board. A review of the availability of nutritious 
food in canteens and local outlets is likely to highlight the considerable 
work the Trust has already done in improving the selection of healthy 
food it provides, yet it would be useful in ascertaining more precisely 
what could be improved.
	 The focus of the strategy is twofold: to increase the availability of 
healthy food alternatives (and reduce the proportion of foods high in 
salt, fat and sugar), and to provide staff with accurate and accessible 
information on nutritional content and healthy food choices to allow them 
to make informed decisions.
	 Providing nutritional content through easy-to-understand and consist-
ent food labelling can help to address the lack of information and lessen 
inappropriate food choices. The traffic light system is the most suitable 
way to present nutritional information, as it is simple and widespread, 
therefore likely to be understood by the most people.72 Evidence has 
shown that health education messages appear to be least effective in 
changing the behaviour of lower socio-economic groups,73 so the Trust 
should put particular effort into ensuring labelling and other healthy 

4: recommendations for improvement

This initiative could be complemented by a ‘cycle-between-sites’ 
scheme, by which bicycles are made available to staff ‘for hire’ to cycle 
between Trust sites. This is about to be provided through the Mayor of 
London’s ‘cycle hire’ scheme which will provide bicycle hire at two of the 
three main BLT sites. Under the scheme, bicycles should be located in a 
visible place, with easy to access, safe space and the system for locking 
and unlocking the bicycles, as well as the bicycles themselves should 
be maintained and serviced adequately. The Trust should liaise with 
the scheme providers to ensure maintenance and extend the service 
to the third site.
	 Some of the main reasons putting off new cyclists in London are 
insecurity of cycling, the fear of traffic, knowledge of the street system 
and routes and fear that the cycling would be too physically demand-
ing. In order to support both cycling initiatives, the Trust should run 
cycle-between-sites group rides with instructors in order to familiarise 
staff with all routes and give them confidence. Transport for London 
cycle maps are available for free and could be distributed to staff, while 
SWELTRAC (the South and West London Transport Conference) has 
developed a series of specific place-to-place cycle route guides linking 

Develop a healthy food strategy by:

—	� Increasing the availability of healthy food at BLT and reducing the 
availability of unhealthy food in canteens and vending machines

—	� Providing ‘traffic light’ food labelling in canteens and vending 
machines

—	� Providing information about healthy food and access to weight 
management services in canteens

—	� Improving the nutritional value of food by reducing salt and fat 
content in prepared foods.

Basis for wider health promotion: 
Improve the quality and nutritional content of hospital food, and 
provide nutritional content and healthy food information to patients.

Recommendations
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Artizian is a medium-sized catering company with contracts held 
nationally. It employs 350 people and 30 per cent of its staff work 
part-time or are casual workers. It provides fresh-food catering in 
restaurants of blue-chip companies. Artizian has a strong belief in 
shared company vision, integrating employees’ views into its work 
strategy, and making all senior management known to all workers, 
keeping them visible and seen to work.
	 In 2009 Artizian won the Health, Work and Well-being award at 
the National Business Awards. It was rewarded for improving the 
health and well-being of its workforce in a way that also benefits the 
organisation. Artizian has also received health and safety awards 
because of its low level of accidents. It offers yearly health and safety 
training for all staff, rather than the statutory requirement of training 
every three years. Artizian provides all new staff (at all levels) with 
two days’ induction; in the catering industry where employers have 
to take over existing employees when winning a new contract, this 
means providing training to employees who may have had little, if 
any, previous training. Artizian has highly visible policies on stress at 
work and seeks to ensure that staff are aware that their health will be 
a priority.
	 Artizian attributes the main elements of its success in retaining 
staff and the low level of absence due to sickness to:

—	� Providing learning and development opportunities for staff at all 
levels

—	� Committing to its values, even when times are difficult
—	� Liaising with GPs (with the employee’s permission) to provide 

support to the employee
—	� Consulting with staff and going beyond formal statutory require-

ments, allowing staff to informally voice their concerns
—	� Rewarding the ‘employee of the month’ with a day off
—	� Recruiting staff who hold similar values to the company and train-

ing managers to understand the company’s values and its benefits.

Case study: A good place to work

4: recommendations for improvement

eating information is effective for all social groups and particularly the 
most vulnerable. Piloting the methods and inviting feedback is recom-
mended for this purpose.
	 Another way to help people become better informed about healthy 
food and diet is to provide the information in canteens as well as through 
the health and well-being centre. This information should extend beyond 
the food and drink options sold in the Trust, on subjects such as calorie 
content and alcohol use. Providing educational messages is a key 
feature in the effort to reduce nutrition insecurity among individuals, 
which refers to the difficulties experienced in obtaining a nutritionally 
optimum diet for health. 
	 However, providing this kind of information is unlikely to encourage 
dietary change if it is not supported by changes in the food environment. 
The Trust should review its procurement and engage with contractors in 
an attempt not only to increase a healthy food supply, but also to reduce 
the availability of unhealthy food. An example would be to reduce the 
salt and saturated fat content of prepared food in the canteens. 
	 The Trust should ensure that healthy snack options are available 
when the canteens and local shops are closed, for those shift and night 
workers in the NHS who often work outside regular canteen hours and 
who require access to healthy food options during these times, when 
they are unable to bring their own food. A simple response is to provide 
enough vending machines containing healthy snacks, while reducing 
the number of options with a high fat, salt and sugar content. The Trust 
can either find out whether its existing vending machine supplier can 
increase the number of healthier products, or switch to another company 
that provides healthy vending machine] options.
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and services to contracted staff, while encouraging its private sector 
partners to meet minimum standards of care for the health and well-
being of their employees and providing all staff with a living wage. These 
recommendations correspond closely with the Boorman Review’s 
recommendations, which suggest policies on contracted staff and 
implementing the London Living Wage to be positive actions towards 
tackling health inequalities among NHS staff.
	 The NHS has a significant role to play in policy and programmes 
involving health promotion, disease prevention and health care. The 
health system has a potentially pivotal contribution to make in tackling 
social inequalities in health by prioritising the commissioning of services 
that prevent or ameliorate the health damage caused by living and grow-
ing up in disadvantaged circumstances, and by engaging communities 
to develop patient-focused, integrated health services in partnership 
with local councils, third and private sector organisations. BLT would 
have a powerful influence on local service and planning decisions and 
should systematically participate in wider local decisions to ensure that 
they address the health equity needs of the local population. 
	 Acute NHS Trusts, such as BLT, can expose patients to a wide range 
of health information and refer them to wider health services, while a 
healthy and engaged workforce can engage patients and the wider 
community in taking up healthy lifestyles and provide them with health 



Develop and sustain wider health promotion programmes by:

—	� Acting as a champion and facilitator to influence other sectors and 
employers to take action to improve health and reduce inequalities

—	� Engaging people and communities in the production of world-
class commissioning

—	� Developing a wider public health promotion strategy, aimed at 
patients, their families and the wider community, based on a risk 
assessment of patients’ and local needs

—	� Training staff ‘health champions’ to lead on public health 
promotions.

Recommendations

4: recommendations for improvement

Becoming an exemplar employer

The Trust should concern itself with the health and well-being of con-
tracted staff in order to become an exemplar employer, as recommended 
in the Boorman Interim Report.74 A large proportion of the contracted 
staff in the NHS are cleaners, caterers and porters, falling in the lowest 
pay grades, and they are often the most vulnerable to poor health and 
well-being outcomes. Ensuring that contracted staff have access to the 
same health and well-being support as their NHS-employed colleagues 
will reduce inequalities in the workplace. In addition, similar treatment 
of staff whether employed or contracted, should promote positive staff 
attitudes and boost morale among contractors, which supports high 
standards in services to the benefit of the Trust and its employees.75 
	 As discussed elsewhere, supporting the health and well-being of 
NHS staff brings benefits to the Trust. Contracted staff face as many 
barriers to health as employed staff – if not more – and therefore any 
distinction between provision of health and well-being support is arbi-
trary. Preventable illness or injury in small teams of staff impacts upon 
the delivery of services. It often leads to increased use of agency staff, 
which can prove to be an expensive substitute and can be disruptive to 
other members of the workforce who benefit from staff continuity. 
	 There are a number of ways of achieving this parity of support. The 
Trust can provide access to its own health and well-being programmes 

Proactively engage with private sector partners to improve the health 
and well-being of contracted staff by:

—	� Ensuring that contractors meet minimum standards of care for the 
health and well-being of their employees

—	� Encouraging contractors to align their Occupational Health poli-
cies with that of the Trust

—	� Encouraging contractors to provide a living wage
—	� Progressively making the Trust’s health and well-being pro-

grammes and services available to subcontracted staff.

Recommendations
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and well-being information. BLT should carry out a risk assessment to 
understand the wider needs of its patients and the local community and 
develop a health promotion strategy on the basis of the recommenda-
tions set out in this Chapter and according to needs.
	 Following implementation of this framework and improvements in 
staff health and well-being, there is scope to enable effective public 
health delivery in an Acute Trust setting by:76

1	 	� Improving awareness among staff of their role to promote health 
and well-being and assisting them in identifying their individual 
roles in improving prevention

2	 	� Incentivising staff to maximise brief interventions, referral and 
opportunistic intervention

3	 	� Providing education, training and development of staff in under-
standing health and well-being, the social determinants of health, 
and behaviour change in order to develop staff confidence and 
ability to undertake brief and opportunistic intervention and 
referral.
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This section sets out the system for delivery of a health and well-being 
strategy. The Boorman Review stated that NHS Trusts should have a 
clearly identified board-level champion for health and well-being as well 
as senior managerial support:77 it is necessary to set an organisational 
framework for delivery, setting out the different responsibilities of differ-
ent stakeholders in the organisation. 

5.1	 Organisational framework for delivery

We suggest that the high-level champion should be the Trust’s Deputy 
Chief Executive and that they should be supported in their work by a 
high-level health and well-being board, comprising the directors of the 
departments most concerned with delivering the strategy. The board 
should be chaired by a health and well-being lead, appointed specifi-
cally to implement the strategy, who would coordinate the board and 
implement actions arising from the board meetings, with support from 
operational departments to put the strategy into practice and to imple-
ment staff feedback on services, facilities and communication systems. 
	 Action to implement the strategy should be informed and initiated by 
staff, and services should be commissioned on a strategic basis which 
recognises the benefits both to individuals and to the quality of services 
to patients. The role of the health and well-being lead would be to 
prioritise the implementation of different recommendations according to 
staff needs, to enable the implementation of interventions through coor-
dination of the different actors involved, as well as maintaining momen-
tum and continuing to raise funds to support preventive interventions.
	 The health and well-being lead would also initiate a wider health pro-
motion strategy and work closely with staff and communications officers 

Chapter 5
Delivery and monitoring

5: delivery and monitoring



 

HR and OH

Staff 
benefits

—
Develop OH 
services and 

policies

Strategy

Project 
management

—
Strategies

—
Reviews

—
Partnerships

Comms

Internal 
comms

—
Ensuring 
policy is 

cascaded 
down

H&W Lead 
(Chair)

Coordination 
and 

reporting 
role
—

Management 
of 

consultation
—

Management 
of initiatives

Staff and 
Unions reps

‘Voice’ of 
staff at 

decision-
making

—
Engaging 

staff
—

Advice on 
consultations 
& initiatives

Operations

(Facilities and resources)

Finance + ICT

(Financial management, staff records,  
communicating system/ intranet)

Visibility
—

Accountability

Health and Well-being Board

Support

Health and Well-being Champion (Deputy Chief Executive)

5: delivery and monitoring

Consultations
—

Focus groups
—

Staff surveys
—

Informal feedback
—

Health champions

Staff
Figure 1  
Organisational model for delivering 
health and well-being



 

point of delivery for each main BLT site. This integration should include all 
Occupational Health and HR services, as well as the provision of wider 
information on health and well-being. Such a service should include a 
highly-visible, physical point of contact at each main site at times that are 
convenient for all workers, including those working on night shifts. This 
point of contact can direct and support staff in accessing all benefits and 
services that are available on and off-site and can advise on procedures 
to access benefits. Such physical access should be coupled with a 
‘virtual’ access, providing online information and facilities for access 
from other sites and for reference.
	 Staff health and well-being services should be connected to the 
wider aims of the Trust in order to give recognition to the contribution that 
staff health and well-being can make to delivering the Trust’s objectives 
and to providing high-quality services. The Trust should take action to 
draw up and publish strategic commissioning plans for staff health and 
well-being services that are fully integrated with wider service develop-
ment plans and should develop awareness of the underlying causes of 
health inequalities among managers and staff.
	 The provision of services should be consistent across BLT’s sites: 
the lack of services at specific sites and limited opening hours mean it 
is difficult for staff working at night and weekends to access support 
when they need it. Services should also be culturally sensitive, provid-
ing for needs of different groups, including those from minority ethnic 
populations and those with disabilities and caring responsibilities. Such 
services should include women-only sessions, accessible spaces and 
a free children’s crèche.

5.4 	 Developing partnerships 

Partnership working has been shown to play a key role in addressing 
health inequalities. Enhancing partnerships within the organisation and 
with third parties could prove an asset in engaging the workforce and 
aiding the provision of services through links with the local community 
and local businesses. Robust leadership is required for partnership 
working at the organisation and local level through:

—	� Engaging staff and developing partnerships between the organisa-
tion and staff groups and individuals to deliver health and well-being 
services

5: delivery and monitoring

to ensure the most appropriate communication methods are used to 
reach all staff within the Trust, including paper-based communication, 
for example a paper newsletter or magazine to be delivered to staff at 
work sites or mailed out to staff homes.

5.2	 Consultation and review

As staff engagement will be critical to ensuring that both the range 
of services and the way in which they are provided are appropriate 
and address staff concerns, the health and well-being board should 
include staff representatives from different job grades, including con-
tracted staff. The representatives will act as the ‘voice’ of staff at board 
meetings; however, the board should be informed directly by wider 
staff consultation and an appointed member from each department 
in the board should attend staff consultation events along with staff 
representatives. They should report to their director independently to 
inform board meetings.
	 Without staff participation and engagement fostered by managers, 
it will be difficult to improve penetration of interventions and to impact 
on health and health inequalities78: staff should be engaged on the 
range of services they want and how they should be provided. In order 
to achieve this, staff engagement practices need to move beyond brief 
consultations to involving individual staff members in partnerships to 
identify problems and develop specific solutions: interventions should 
be about changing power structures and removing barriers that prevent 
staff from participating in organisational issues that affect their lives and 
taking advantage of the services offered to them.
	 Staff ‘health champions’ should be recruited to initiate engagement, 
in particular face-to-face engagement with staff groups that are harder to 
recruit for consultation. These ‘health champions’ can play a crucial role 
in engaging staff, disseminating information, and delivering interventions 
as well as enhancing their work role and becoming staff leaders in wider 
public health promotion.

5.3 	� Integrated services and highly visible policies

For interventions to be effective, services need to be as integrated as 
possible to provide ease of access, working towards an on-site, unified 
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—	� Developing awareness of the underlying causes of health inequali-
ties, supporting people and agencies to implement partnership 
programmes, and building intensity and scale of successful interven-
tions supported by mainstream funding, rather than focusing on 
short-term projects and initiatives

—	� Creating partnerships that encourage genuine staff engagement in 
decision-making, shifting the balance of power towards employees 
and staff groups.

Local government plays a crucial role in the lives of citizens and in the 
prospects of the areas for which they are responsible and the Trust should 
collaborate with the Local Authority to gain advice, access to facilities 
and funding for initiatives in health in the workplace. Tower Hamlets 
has developed the Healthy Borough Programme, which comprises 15 
projects aimed at improving the health of the community and reducing 
health inequalities; it also provides a healthy workplaces accreditation 
scheme. The Trust should develop links with this and other relevant pro-
grammes developed by the boroughs in which its sites are located (City 
of London and Hackney), as well as with local service commissioners.

5.5	 Monitoring

It is vital for the Trust to implement an efficient and reliable system 
of sickness absence recording and ensure that managers and staff 
are aware of the importance of absence records to improve the work 
environment. Many indicators of improvement will manifest themselves 
in the results of the annual staff survey – and others can be collected 
through additional staff survey questions. Further data and information 
may need to be collected by the Trust on an ad hoc basis in order to plan 
delivery and monitor new interventions, such as collecting and analysing 
data on take-up of bicycle purchase or hire schemes. Such data should 
be analysed by job grade and type in order to ensure that interventions 
are aimed at and communicated to the most relevant staff groups.
	 The outcomes of successful implementation will include reduced 
levels of absence, reduced turnover and presenteeism, and improved 
service delivery, staff health and well-being, leadership and organisa-
tional resilience. Success will also mean that people feel more positive 
about their work and see work as beneficial to their health and well-being.
	 We recommend that basic short term actions to set up the framework 

5: delivery and monitoring

The Bromley by Bow Centre (BBBC) is a large established charity 
in Tower Hamlets, East London, started 25 years ago as a Church 
community group offering rent-free space to local artists, and later 
becoming a nursery. It now hosts the local GP surgery, social enter-
prises, a children’s centre, a healthy living centre, and provides adult 
education courses, care and health services for vulnerable adults, as 
well as outreach programmes and advice services.

The range of services offered at BBBC include:

—	� Health, well-being, and exercise advice and classes
—	� Care services and personal development courses
—	� ESOL (English for Speakers of Other Languages) and vocational 

courses
—	� Welfare, employment, housing, benefit and debt advice and practi-

cal support
—	� A children’s centre, which also provides health services, parenting 

advice, and family learning sessions
—	� Social enterprise start-up support.

All services are delivered within the Centre, where staff from across 
different services, such as GPs, advisers, tutors and childcare staff, 
work together to ensure clients access the services they need. GP 
referral to other advice and support services is common as well as 
referral to health and exercise classes within the centre.
	 BBBC is internationally renowned as an exemplary model for its 
social entrepreneurial approach to community regeneration and in 
particular, for its effective delivery of integrated services. A number 
of process evaluation studies carried out on the centre’s programme 
have recognised its distinctiveness, and praised its innovative work. 
These included a study of evaluation practice in regeneration, a study 
seeking to quantify the centre’s impact on the local economy, and an 
assessment of its work with older people.

Case study: Integrated services
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On the basis of the recommendations identified in this framework, 
Chapter 6 lists the types of indicators appropriate for monitoring pro-
cess, outputs and outcomes in each of the areas of action. It is envisaged 
that where these are to be used to set objectives, responsibilities, and 
accountability, the objectives will have to be SMART (specific, measur-
able, achievable, relevant and time-bound).
	 Interventions need to impact on a range of health determinants, 
most importantly in this case work and employment, but also other 
dimensions. Therefore, the indicators to monitor the implementation of 
the strategy must capture the following dimensions: the life course, the 
social determinants of health and health outcomes (morbidity, mortality 
and well-being).79

	 Although the Trust will have the most impact on the health of its 
workforce by improving working conditions and by enhancing quality 
of life during working ages, we advocate that indicators to monitor the 
strategy should include all the dimensions of the social determinants of 
health, which would comprise:

—	� Fair employment and decent work
—	� Adequate standards of living and financial capability
—	� Education, appropriate skills and opportunities for development
—	� Physical environment and service provision
—	� Social support and social capital (family, community and networks).



To present workforce and financial performance information to all 
managers across the PCT, NHS Plymouth has produced a scorecard 
containing 21 different measures on one side of A4. These include 
agency spend, sickness absence rates and turnover.
	 Each month, the scorecard is emailed to managers with an addi-
tional column added to show managers how they are progressing 
against each of the parameters. This simple but comprehensive 
format helps managers to make appropriate decisions around service 
delivery priorities, and draws their attention to potentially problematic 
areas before they become critical.

Case study: NHS Plymouth’s scorecard system

5: delivery and monitoring

for delivery are initiated and completed within the first 12 months of 
appointing a health and well-being lead. Wider, longer-term actions 
should be initiated during the following two years of the strategy and a 
review of the strategy and its funding should be undertaken at the end of 
the second year to re-assess the framework according to current needs 
and plan future interventions.
	

Tower Hamlets was selected as one of nine Healthy Towns in England 
and is the only London Borough to be part of the programme. It was 
awarded over £4.5 million to spend in 28 months (from December 
2008 to April 2011). The programme aims to transform Tower Hamlets 
by promoting and supporting health and well-being. 

Projects supported by the programme are based on three cross-
cutting strands – active lives, healthy food and active travel, and 
include:

—	� Green Grid and Active Travel Routes and Active Travel Plans to 
provide better quality walking and cycling routes and increase 
usage

—	� Healthy Spatial Planning
—	� Parks and Open Spaces
—	� Active Play
—	� Women and Girls Swimming Programme
—	� Healthy Food Outlets, Healthy Food and Healthy Families, to 

improve provision and promotion of healthy food options in all 
settings.

The programme targets children and families, particularly 
Bangladeshi, Somali and low-income groups. It seeks to ensure 
community engagement is embedded in all projects. One way of 
doing this is by offering funding grants (starting at £500) to local 
communities based on their own ideas and projects. 

Case Study: Tower Hamlet’s Healthy Borough Programme
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Chapter 6
Action plan
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Delivery mechanisms 
& interventions 

—— �Enhancing staff engagement 
and responsiveness to needs 

—— �Implementing a health 
and well-being strategy

—— �Improving availability 
and ease of access 
to staff benefits 

—— �Implementing systematic 
annual appraisal reviews, 
individual training and 
education plans

—— �Developing a 
systematic learning and 
development strategy

—— �Allowing staff to request and 
be guaranteed training.

Process indicators 
—— �Improvements in KF34, KF35 

and KF37, KF38 and KF39
—— �Data collected about staff 

communications habits, 
including Staff Survey 
optional questions 39 and 40

—— �Data collected on staff 
support for flexible work, 
including Staff Survey 
optional questions 3 and 4.

Output indicators 
—— Improvements in KF10
—— �Improvements in KF11–KF16
—— �Improvements in 

KF38 and KF40
—— Increased take-up of benefits
—— �Increase in number of staff 

undertaking training sessions
—— �Increase in managers’ 

training.

Outcome indicators 
—— Higher job satisfaction
—— �Reduced absence 

and turnover rates 
—— Reduced agency spend
—— Improved Service Delivery.

Responsibility for delivery 
—— Health and Well-being Lead
—— HR
—— OH
—— Managers
—— NHS Discounts
—— Communications

Timeline
—— �Developing communications 

strategy following handover of 
Intranet management  
to NHS Discounts.

Staff Engagement Ensure appropriate mechanisms are in place to 
retain staff

6: action plan

Delivery mechanisms 
& interventions 

—— �Providing staff with  
feedback on actions  
taken 

—— �Improving internal 
communications to 
engage staff 

—— �Developing a culture of 
reward for participating 
in the development of the 
Trust’s policy and services.

Process indicators 
—— �Increased advertising of 

staff survey and its benefits
—— �Increased advertising of 

actions taken following 
previous survey

—— �Increased diversity of 
communication paths.

Output indicators 
—— �More reliable assessment 

of  Trust’s performance.

Outcome indicators 
—— �Improvements in KF31, KF34, 

KF35 and KF37. No change 
or improvement in KF33

—— �Increased staff engagement 
in their work environment and 
patient services delivery.

Responsibility for delivery 
—— Health and Well-being Lead
—— HR
—— Managers
—— Communications

Timeline
—— �10% increase in 

response rate every 
year over three years.

—— �Immediate feedback to staff 
on actions taken by the Trust 
to address their concerns.

Staff Engagement Increase the rate of response to the staff survey 
progressively over the next three years to reach 75% cover 

(KF= Key Finding of BLT NHS Staff Survey48)
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Delivery mechanisms 
& interventions 

—— �Implementing an 
organisational culture 
of reward for work

—— �Enhancing staff 
autonomy at work

—— �Encouraging participatory 
meeting between staff 
and managers

—— �Providing for individual work-
time control where possible 

—— Implementing rest breaks
—— Limiting long-working hours.

Process indicators 
—— �Extended managerial training 

in communicating and dealing 
sensitively  
with staff.

Output indicators 
—— �Improvements in KF1–KF10
—— �Improvements in KF30–KF37
—— �Increase in managers’ 

training.

Outcome indicators 
—— Higher job satisfaction
—— �Increased rates of return 

to work after illness
—— �Reduced sickness, 

presenteeism and  
turnover rates.

Responsibility for delivery 
—— �Health and  

Well-being Champion
—— Health and Well-being Lead
—— Managers

Timeline
—— �Initiate cultural change and 

increase managerial training 
during first year of strategy

—— �Continue momentum and 
wider understanding of a 
‘good’ work environment.

Well-being at work Improve the psychosocial work environment

6: action plan

Delivery mechanisms 
& interventions 

—— �Extending induction 
practices to include further 
health and safety training 
for all staff and leadership 
training for managers 

—— �Designing an induction 
pack that is easy to read 
and provides all basic 
information about health 
and well-being and how to 
access benefits and services.

Process indicators 
—— �Extended induction 

programme to include 
further health and safety, 
health and well-being and 
walks between sites.

Output indicators 
—— �Increased take-up of benefits
—— �Increased staff 

knowledge of services
—— �Improvements in 

KF29 and KF30.

Outcome indicators 
—— �Higher job satisfaction and 

improved work environment
—— �Reduced presenteeism rates
—— �Reduced absence rates
—— �Improved patient 

service delivery.

Responsibility for delivery 
—— Health and Well-being Lead
—— HR
—— Communications

Timeline
—— �Redesign induction 

practices during the first 
six months of the strategy

—— �Initiate staff managerial 
training on the importance 
of health and well-being 
during first year

—— �Continue momentum and 
wider understanding of a 
‘good’ work environment 
during course of strategy.

Well-being at work Change induction practices to ensure focus on 
quality of work and the difference this makes
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Delivery mechanisms 
& interventions 

—— �Improving the availability, 
accessibility and distribution 
of information to staff  
about services and benefits 

—— �Improving the availability, 
access and take-up of 
preventive services, such as  
counselling, exercise, 
smoking cessation and 
weight management services

—— �Implementing early referral 
and intervention programmes 
for ill-health, in particular 
musculoskeletal and 
mental health services.

Process indicators 
—— �New OH policy
—— �Better understanding of 

efficient communication 
systems

—— �Data collected for 
Staff Survey optional 
Questions 33 and 34

—— �Improved marketing 
and communications of 
services available.

Output indicators 
—— ��Increased take-up of 

service, in particular 
preventive exercise 
classes, physiotherapy and 
counselling sessions.

Outcome indicators 
—— �Improved health of 

the workforce
—— �Reduced sickness rates 

and turnover rates
—— Reduced agency spend.

Responsibility for delivery 
—— Health and Well-being Lead
—— OH
—— HR

Timeline
—— �Year 1: Implement fast-

track physiotherapy 
service; consult on current 
available services and 
initiate improvements

—— �Year 2:  Increase service 
provision of priority services

—— �Year 3: Extend occupational 
services to cover wider 
remit and provide access 
to as wide a range of 
clients as possible.

Prevention Redevelop the focus of Occupational Health and Human 
Resources towards prevention, communication and accessibility

6: action plan

Delivery mechanisms 
& interventions 

—— �Providing managerial 
training in communicating 
with staff and dealing with 
bullying and harassment

—— �Visibly communicate 
to all staff that bullying 
and harassment will 
not be tolerated.

Process indicators 
—— Improvements in KF28.
—— �Increased training of 

managers in dealing with 
bullying and harassment and 
communicating with staff. 

Output indicators 
—— �Improvements in KF24, 

KF25, KF26, KF27
—— �Improvements in 

KF29 and KF30.

Outcome indicators 
—— �Reduced stress at work
—— �Reduced number of 

injuries at work.

Responsibility for delivery 
—— �Health and  

Well-being Champion
—— Health and Well-being Lead
—— Managers
—— HR

Timeline
—— ���Initiate cultural change and 

increase managerial training 
during first year of strategy.

Well-being at work Deal with bullying and harassment effectively
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Delivery mechanisms 
& interventions 

—— �Increasing the availability 
of healthy food and 
reducing the availability of 
unhealthy food in canteens 
and vending machines 

—— �Providing ‘traffic light’ 
food labelling in canteens 
and vending machines

—— �Providing information about 
healthy food and access 
to weight management 
services in canteens 

—— �Improving the nutritional value 
of food by reducing salt and 
fat content in prepared food.

Process indicators 
—— �Data collected for 

Staff Survey optional 
Questions 33 and 34

—— �Engagement of contractors 
in providing further 
healthy food choices.

Output indicators 
—— �Increased provision of 

healthy food in vending 
machines and canteens

—— �Increased staff awareness of 
healthy food choices and diet.

Outcome indicators 
—— �Reduced rates of obesity 

and type 2 diabetes
—— �Reduced rates of 

sickness absence.

Responsibility for delivery 
—— Health and Well-being Lead
—— HR
—— OH
—— �External partners/contractors

Timeline
—— �Year 1: Work closely with 

contractor to produce 
nutritional information and 
healthy food information 
for staff. Review nutritional 
content of vending machine 
products and canteen food

—— �Year 2: Implement new 
nutritional standards 
for vending machines 
and canteen food

—— �Throughout: Review and 
renegotiate contracts as 
and when possible.

Prevention Develop a healthy food strategy

6: action plan

Delivery mechanisms 
& interventions 

—— �Promoting the ‘cycle-
to-work’ scheme

—— �Implementing a ‘cycle-
between-sites’ scheme

—— �Providing information and 
support to staff to engage 
in walking and cycling.

Process indicators 
—— �Data collected on staff travel 

habits, including Staff Survey 
optional Questions 6 and 33

—— �Record the take-up of cycle 
purchase and hire schemes

—— �Increased advertising of 
schemes and distribution 
of information material

—— �Engage contractors and 
partners in providing 
information and 
maintenance of services. 

Output indicators 
—— �Implementation of Mayor of 

London’s cycle hire scheme
—— �Initiations of walking groups 

and cycle training.

Outcome indicators 
—— �Implementation of Mayor of 

London’s cycle hire scheme
—— �Increased take-up of 

active travel habits.

Responsibility for delivery 
—— Health and Well-being Lead
—— HR
—— External partners

Timeline
—— �Year 1: Implement and 

promote schemes, source 
materials and resources 
for staff, collect data on 
take-up, improve marketing 
and gain staff feedback

—— �Year 2: Adjust schemes to 
meet staff feedback and 
adjust marketing strategy to 
fill potential gaps in take-up.

Prevention Develop an effective active travel strategy
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Delivery mechanisms 
& interventions 

—— �Acting as a champion and 
facilitator to influence other 
sectors and employers to 
take action to improve health 
and reduce inequalities 

—— �Engaging people and 
communities in the 
production of world-
class commissioning

—— �Developing a public health 
promotion strategy based 
on the needs of patients 
and the local community.

Process indicators 
—— ��Proactive fostering of the 

health and well-being of 
staff and their families

—— �Initiatives to provide patients 
and the wider community 
with health information 
and access to services.

Output indicators 
—— ��Increased take-up 

of wider services by 
patients discharged 
from BLT hospitals

—— �Improved diet and exposure 
to information for patients 
and their visitors

—— �Implemented environmental 
and sustainability strategy.

Outcome indicators 
—— �Improved reputation of 

BLT as employer.
—— Improvement in KF36
—— �Reduced rates of 

chronic conditions in 
the wider population

—— �Reduced number of 
hospital visits

—— �Reduced health inequalities 
in the local area

—— �More efficient use of 
resources and reduced 
environmental impact 
on the community.

Responsibility for delivery 
—— Health and Well-being Lead
—— HR
—— OH
—— �External partners/contractors

Timeline
—— �Year 1: Develop a 

detailed public health 
promotion strategy by 
the end of the first year

—— �Throughout: Develop 
partnerships to provide wider 
health community services, 
and a system of patient 
referral to wider services.

Becoming an exemplar employer Develop and sustain wider health 
promotion programmes

6: action plan

Delivery mechanisms 
& interventions 

—— �Ensuring that contractors 
meet minimum standards 
of care for the health and 
well-being of their employees 

—— �Encouraging contractors to 
align their occupational health 
policy with that of the Trust 

—— �Encouraging contractors 
to provide a living wage

—— �Progressively making the 
Trust’s health and well-
being services available 
to subcontracted staff.

Process indicators 
—— �Contractors engaged in 

developing their own health 
and well-being strategies

—— �Contractors and partners 
engaged in providing health 
information and health 
and well-being services

—— �Contractors and 
partners engaged in 
providing information and 
maintenance of services.

Output indicators 
—— �Increased take-up of OH 

services by contracted 
staff training.

Outcome indicators 
—— �Improved reputation 

of BLT as employer
—— Improvement in KF36
—— �Improved health and 

reduced sickness rates 
among contracted staff

—— �Better patient service delivery
—— �Provision of living wage 

for contracted staff.

Responsibility for delivery 
—— Health and Well-being Lead
—— HR
—— OH
—— �External partners/contractors

Timeline
—— �Year 1: Assess health 

and well-being levels 
of contracted staff, 
renegotiating contract. 
Engage contractor in a 
dialogue on staff health 
and well-being

—— �Throughout: Review  
and renegotiate contracts 
as and when possible.

—— �Years 2–3: Assess 
improvements in the 
work environment of 
contracted staff

Becoming an exemplar employer Proactively engage with private 
sector partners to improve the health & well-being of contracted staff
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ACE	 Action for Community Employment
BBBC	 Bromley By Bow Centre
BLT	 Barts and the London Trust
CIPD	 Chartered Institute of Personnel & Development
CoL	 City of London
Comms	 Communications
ESOL	 English for Speakers of Other Languages
GAYE	 Give As You Earn
GP	 General Practitioner
HBP	 Healthy Borough Programme
HR	 Human Resources
H&W	 Health and Well-being
ICT	 Information and Communications Technology
KF	 Key Finding of BLT NHS Staff Survey
LB	 London Borough
LBH	 London Borough of Hackney
LBTH	 London Borough of Tower Hamlets
NA	 Not applicable / Not available 
NHS	 National Health Service
OH	 Occupational Health
PCT	 Primary Care Trust
SMART	� Specific, Measurable, Achievable, Relevant and 

Time-Bound
SWELTRAC	 South and West London Transport Conference

Acronyms and abbreviations

acronyms and abbreviations



 

References

1	 Boorman S. (2009) NHS 
Health and Well-being Report. 
http://www.nhshealthandwellbe-
ing.org/pdfs/NHS Staff H&WB 
Review Final Report VFinal 
20-11-09.pdf

2	 Boorman S. (2009) NHS 
Health and Well-being Report. 
http://www.nhshealthandwellbe-
ing.org/pdfs/NHS Staff H&WB 
Review Final Report VFinal 
20-11-09.pdf

3	 The Marmot Review (2010) 
Fair Society, Healthy Lives: 
Strategic Review of Health 
Inequalities in England post-
2010. The Marmot Review: 
London

4	 Care Quality Commission 
(2009) National NHS Staff 
Survey 2009. Results from Barts 
and the London NHS Trust.

5	 The NHS Information Centre 
(2008) NHS Hospital and 
Community Health Services: 

Medical and Dental staff: 
England, 1997–2007. http://
www.ic.nhs.uk/webfiles/publica-
tions/nhsstaff2007/med and 
den/Revised Medical and Dental 
bull 97-07.pdf

6	 The NHS Information Centre 
(2008) NHS Hospital and 
Community Health Services: 
Non-Medical staff: England, 
1997–2007. http://www.ic.nhs.
uk/webfiles/publications/
nhsstaff2007/non med/Non-
Medical Staff Bulletin 1997-
2007.pdf

7	  Boorman S. (2009) NHS 
Health and Well-being Report. 
http://www.nhshealthandwellbe-
ing.org/pdfs/NHS Staff H&WB 
Review Final Report VFinal 
20-11-09.pdf

8	  Ala-Mursala L, Vahtera J, 
Linna A, Pentti J, Kivimaki M. 
(2005) Employee worktime 
control moderates the effects 
of job strain and effort-reward 

references



 

Journal of the Royal Society for 
the Promotion of Health 127: 
265

18	 De Baquer D, Van 
Risseghem M, Clays E, Kittel 
F, De Backer G, Braeckman 
L. (2009) Rotating shift work 
and the metabolic syndrome: a 
prospective study. International 
Journal of Epidemiology 38(3): 
848–854;  
	 Karlsson B, Kuntsson A, 
Lindahl B. (2001) Is there an 
association between shift 
work and having a metabolic 
syndrome? Results from a 
population based study of 27 
485 people. Occupational and 
Environmental Medicine 58: 
747–752

19	 Bambra C, Whitenead M, 
Sowden A, Akers J and Petticrew 
M. (2008) A hard day’s night? 
The effects of compressed 
working week interventions on 
the health and work-life balance 
of shift workers: a systematic 
review. Journal of Epidemiology 
and Community Health 62: 
764–777.

20	 Swerdlow A. (2003) Shift 
Work and Breast Cancer: 
A Critical Review of the 
Epidemiological Evidence 
(Research Report 132), 
Sudbury, UK, HSE Books, 
Available [November 2004] 

at http://www.hse.gov.uk/
research/rrpdf/rr132.pdf

21	 Boorman S. (2009) NHS 
Health and Well-being Report. 
http://www.nhshealthandwellbe-
ing.org/pdfs/NHS Staff H&WB 
Review Final Report VFinal 
20-11-09.pdf

22	 Sokeyima S, Kagamimori 
S. (1998) Working hours as a 
risk factor for acute myocardial 
infarction in Japan: case-control 
study. British Medical Journal 
317: 775–780;  
	 Van der Hulst M. (2003) 
Long work hours and health. 
Scandinavian Journal of Work 
Environment and Health 
29(3):171–88

23	 Kawakami N, Araki S, 
Takatsuka N, Shimizu H, 
Ishibashi H. (1999) Overtime, 
psychosocial working condi-
tions, and occurrence of 
non-insulin dependent diabetes 
mellitus in Japanese men. Journal 
of Epidemiology and Community 
Health 53: 359–63

24	 Care Quality Commission 
(2009) National NHS Staff 
Survey 2009. Results from Barts 
and the London NHS Trust.

25	 Boorman S. (2009) 
NHS Health and Well-
being Report. http://www.

references

imbalance on sickness absence: 
The 10 town study. Journal of 
Epidemiology and Community 
Health 59(10): 851–7.

9	  Boorman S. (2009) NHS 
Health and Well-being Report. 
http://www.nhshealthandwellbe-
ing.org/pdfs/NHS Staff H&WB 
Review Final Report VFinal 
20-11-09.pdf

10	 Care Quality Commission 
(2009) National NHS Staff 
Survey 2009. Results from 
Homerton University Hospital 
NHS Foundation Trust.

11	 Steenland K. (2000) 
Shift work, long hours and 
cardiovascular disease: A 
review. In: Schnall PL, Belkic 
K, Landsbergis PA, Baker D. 
(eds.) The Workplace and 
Cardiovascular Disease. 
Occupational Medicine: State of 
the Art Reviews 15: 7–17.

12	 Boorman S. (2009) NHS 
Health and Well-being Report. 
http://www.nhshealthandwellbe-
ing.org/pdfs/NHS Staff H&WB 
Review Final Report VFinal 
20-11-09.pdf

13	 Care Quality Commission 
(2009) National NHS Staff 
Survey 2009. Results from Barts 
and the London NHS Trust.

14	 Dewe, P. and Kompier, 
M. (2008) Foresight Mental 
Capital and Wellbeing Project. 
Wellbeing and work: Future chal-
lenges. The Government Office 
for Science: London.

15	 Boorman S. (2009) NHS 
Health and Well-being Review 
– Interim Report. http://www.
nhshealthandwellbeing.org/
pdfs/NHS HWB Review Interim 
Report 190809.pdf 

16	 Care Quality Commission 
(2009) National NHS Staff 
Survey 2009. Results from Barts 
and the London NHS Trust.

17	 Härmä M. (2006) Workhours 
in relation to work stress, recov-
ery and health. Scandinavian 
Journal of Work, Environment & 
Health 32(6): 502–514;  
	 Tüchsen F, Hannerz H, Burr 
H. (2006) A 12 year prospective 
study of circulatory disease 
among Danish shift workers. 
Occupational and Environmental 
Medicine 63(7): 451–5;  
	 Haupt CM, Alte D, Dörr M, 
Robinson DM, Felix SB, John U, 
Völzke H. (2008) The relation 
of exposure to shift work with 
atherosclerosis and myocardial 
infarction in a general population. 
Atherosclerosis 201(1): 205–11;  
	 Ellingsen T, Bener A & Gehani 
A.A. (2007) Study of shift work 
and risk of coronary events. The 



 

exit routes from unemployment 
and their impact on mental 
well-being: The role of the 
economic situation and the 
predictability of the life course. 
Work, Employment & Society 
14(3): 459–479.

34	 Creed P A, Muller J and 
Machin M A (2001) The role of 
satisfaction with occupational 
status, neuroticism, financial 
strain and categories of experi-
ence in predicting mental health 
in the unemployed. Personality 
and Individual Differences: 30 
(3): 435–447;  
	 Graetz B (1993) Health 
Consequences of Employment 
and Unemployment: Longitudinal 
Evidence for Young Men and 
Women. Social Science & 
Medicine, 36: 715–24.

35	 Burchell B, Hudson M, 
Lapido D, Mankelow R, Nolan J, 
Reed H, Wichert I and Wilkinson 
F (1999) Job Insecurity and 
Work Intensification. Joseph 
Rowntree Foundation: York 
http://www.jrf.org.uk/publica-
tions/job-insecurity-and-workin-
tensification;  
	 Stansfield S (1999) Social 
support and social cohesion. In 
Marmot M and Wilkinson R G 
(Eds.) Social Determinants of 
Health. Oxford University Press: 
Oxford. pp. 155–78;  
	 Vahtera J, Kimivmaki M, 

Pentti J and Theorell T (2000) 
The effect of change in the 
psychosocial work environ-
ment on sickness absence: A 
seven year follow up of initially 
healthy employees. Journal of 
Epidemiology and Community 
Health 54: 484–493.

36	 Stuckler D, Basu S, Suhrcke 
M, Coutts and McKee M (2009) 
The public health effect of 
economic crisis and alternative 
policy responses in Europe: An 
empirical analysis. The Lancet 
374(9686): 315–323.

37	Griffeth RW, Hom PW, 
Gaertner, S. (2000) A Meta-
Analysis of Antecedents 
and Correlates of Employee 
Turnover: Update, Moderator 
Tests, and Research Implications 
for the Next Millennium. Journal 
of Management 26(3): 463–488

38	 Boorman S. (2009) NHS 
Health and Well-being Report. 
http://www.nhshealthandwellbe-
ing.org/pdfs/NHS Staff H&WB 
Review Final Report VFinal 
20-11-09.pdf

39	 Boorman S. (2009) NHS 
Health and Well-being Report. 
http://www.nhshealthandwellbe-
ing.org/pdfs/NHS Staff H&WB 
Review Final Report VFinal 
20-11-09.pdf

references

nhshealthandwellbeing.org/
pdfs/NHS Staff H&WB Review 
Final Report VFinal 20-11-09.pdf

26	 Black C. (2008) Working 
for a healthier tomorrow. TSO: 
London. http://www.working-
forhealth.gov.uk/documents/
working-for-ahealthier-tomorrow-
tagged.pdf

27	 The Marmot Review (2010) 
Fair Society, Healthy Lives: 
Strategic Review of Health 
Inequalities in England post-
2010. The Marmot Review: 
London

28	 The Marmot Review (2010) 
Fair Society, Healthy Lives: 
Strategic Review of Health 
Inequalities in England post-
2010. The Marmot Review: 
London

29	 The Marmot Review (2010) 
Fair Society, Healthy Lives: 
Strategic Review of Health 
Inequalities in England post-
2010. The Marmot Review: 
London

30	 The Marmot Review (2010) 
Fair Society, Healthy Lives: 
Strategic Review of Health 
Inequalities in England post-
2010. Marmot Review: London

31	 Black C. (2008) Working 
for a healthier tomorrow. TSO: 

London. http://www.working-
forhealth.gov.uk/documents/
working-for-ahealthier-tomorrow-
tagged.pdf

32	 Benavides FG, Benach 
J, Diez-Roux AV and Roman 
C (2000) How do types of 
employment relate to health 
indicators? Findings from the 
Second European Survey on 
Working Conditions. Journal of 
Epidemiology and Community 
Health 54: 494–501;  
	 Benach J and Muntaner C 
(2007) Precarious employ-
ment and health: Developing 
a research agenda. Journal of 
Epidemiology and Community 
Health 61: 276–277

33	 Burchell BJ (1994) Who is 
affected by unemployment? Job 
insecurity and labour market 
influences on psychological 
health. In Gallie D, Marsh C 
and Vogler C (Eds.) Social 
Change and the Experience of 
Unemployment. Oxford: Oxford 
University Press;  
	 Ferrie JE (2001) Is job inse-
curity harmful to health? Journal 
of the Royal Society of Medicine 
94: 71–76;  
	 Halvorsen K (1998) 
Impact of Re-Employment on 
Psychological Distress Among 
Long-Term Unemployed. Acta 
Sociologica 41: 227–42;  
	 Strandh M (2000) Different 



 

48	 Care Quality Commission 
(2009) National NHS Staff 
Survey 2009. Results from Barts 
and the London NHS Trust.

49	 Care Quality Commission 
(2009) National NHS Staff 
Survey 2009. Results from Barts 
and the London NHS Trust.

50	 Barts and The London NHS 
Trust. Managing health and 
attendance – Trust Core Policy 
adopted 2005 and 2008, to 
be reviewed 2011. Ref. BLT/
POL/06808/HR.

51	 Faculty of Occupational 
Medicine (2010) Occupational 
Health Service – Standards for 
Accreditation. London: FOM.

52	 Care Quality Commission 
(2009) National NHS Staff 
Survey 2009. Results from Barts 
and the London NHS Trust.

53	 Barts and the London 
NHS Trust. Improving health; 
growing and sustaining prosper-
ity – outline regeneration and 
sustainability strategy. Report 
to the Trust Executive Team. 26 
May 2004.

54	 See http://www.sd-
commission.org.uk/publications/
downloads/070119-ACEProject.
pdf; and http://www.bartsandth-
elondon.nhs.uk/aboutus/
model_employer_07.asp?tv=1

55	 Barts and the London NHS 
Trust. Acting upon the 2008 
Staff Survey results – Report to 
the Trust Board. July 2009.

56	 Bambra C, Egan M, Thomas 
S, Petticrew M, Whitehead M. 
(2007) The psychosocial & 
health effects of workplace reor-
ganisation 2. A systematic review 
of task restructuring interven-
tions. Journal of Epidemiology 
and Community Health; 61: 
1028–1037;  
	 Baxter S, Goyder L, 
Herrmann K, Pickvance S 
(2009) Mental well-being 
through productive and 
healthy working conditions 
(Promoting well-being at work). 
http://www.patientscouncil.
org.uk/MentalWellbeing 
WorkDraftReview.pdf;  
	 Biron C, Cooper CL, Bond 
FW (2009) Mediators and mod-
erators of organizational interven-
tions to prevent occupational 
stress. In Cartwright S, Cooper 
CL (Eds.) The Oxford Handbook 
of organizational wellbeing. 
Oxford University Press: Oxford;  
	 Egan M, Bambra C, Thomas 
S, Petticrew M, Whitehead 

references

40	 Department of Work and 
Pensions, Department of Health 
and HSE (2005) Health, Work 
and Well-Being- Caring for Our 
Future: A strategy for the health 
and well-being of working age 
people. http://www.dwp.gov.uk/
docs/health-and-wellbeing.pdf

41	 The Sainsbury Centre for 
Mental Health (2007) Policy 
Paper 8 – Mental Health at 
Work: Developing the business 
case. http://www.scmh.org.uk/
pdfs/mental_health_at_work.pdf

42	 A certain amount of under-
reporting should be considered. 
Boorman S. (2009) NHS Health 
and Well-being Report. http://
www.nhshealthandwellbeing.
org/pdfs/NHS Staff H&WB 
Review Final Report VFinal 
20-11-09.pdf; 
	 Van Stolk C, Starkey T, 
Shehabi A and Hassan E 
(2009) NHS Workforce Health 
and Wellbeing Review: Staff 
Perception Research. http://
www.nhshealthandwellbeing.
org/pdfs/NHS_HWB_Survey_
Report_Final.pdf 

43	 Office for National Statistics 
(2009) Smoking Habits in Great 
Britain. http://www.statistics.
gov.uk/cci/nugget.asp?id=313

44	 Van Stolk C, Starkey T, 
Shehabi A and Hassan E 

(2009) NHS Workforce Health 
and Wellbeing Review: Staff 
Perception Research.http://
www.nhshealthandwellbeing.
org/pdfs/NHS_HWB_Survey_
Report_Final.pdf; 
	 Boorman S. (2009) NHS 
Health and Well-being Report. 
http://www.nhshealthandwellbe-
ing.org/pdfs/NHS Staff H&WB 
Review Final Report VFinal 
20-11-09.pdf

45	 Boorman S. (2009) NHS 
Health and Well-being Report. 
http://www.nhshealthandwellbe-
ing.org/pdfs/NHS Staff H&WB 
Review Final Report VFinal 
20-11-09.pdf

46	 Boorman S. (2009) NHS 
Health and Well-being Report. 
http://www.nhshealthandwellbe-
ing.org/pdfs/NHS Staff H&WB 
Review Final Report VFinal 
20-11-09.pdf

47	 Black C. (2008) Working for 
a healthier tomorrow. London: 
TSO. http://www.working-
forhealth.gov.uk/documents/
working-for-ahealthier-tomorrow-
tagged.pdf;  
	 Boorman S. (2009) NHS 
Health and Well-being Report. 
http://www.nhshealthandwellbe-
ing.org/pdfs/NHS Staff H&WB 
Review Final Report VFinal 
20-11-09.pdf



 

61	 Ala-Mursala L, Vahtera J, 
Linna A, Pentti J, Kivimaki M 
(2005) Employee worktime 
control moderates the effects 
of job strain and effort-reward 
imbalance on sickness absence: 
The 10 town study. Journal of 
Epidemiology and Community 
Health 59(10): 851–7.

62	 The Marmot Review (2010) 
Fair Society, Healthy Lives: 
Strategic Review of Health 
Inequalities in England post-
2010. The Marmot Review: 
London

63	 Care Quality Commission 
(2009) National NHS Staff 
Survey 2009. Results from Barts 
and the London NHS Trust.

64	 Chartered Institute for 
Personal Development (CIPD) 
(2006) Working Life: Employee 
attitudes and engagement 2006. 
CIPD: London

65	 http://www.time-to-change.
org.uk/

66	 http://www.mindfulemployer.
net/

67	 Black C. (2008) Working 
for a healthier tomorrow. TSO: 
London. http://www.working-
forhealth.gov.uk/documents/
working-for-ahealthier-tomorrow-
tagged.pdf

68	 http://www.sweltrac.org.
uk/show_page/Travel-Plan/
Publications

69	 See Walking Works. http://
www.walkingworks.org.uk/

70	 See Walking Works. http://
www.walkingworks.org.uk/ 

71	 See http://www.whi.org.uk/

72	 Bambra C, Joyce K, Maryon-
Davis A. (2009) Priority Public 
Health Conditions. Task group 
submission to the Marmot 
Review.

73	 Bambra C, Joyce K, Maryon-
Davis A. (2009) Priority Public 
Health Conditions. Task group 
submission to Marmot Review.

74	 Boorman S. (2009) NHS 
Health and Well-being Review: 
Interim Report. http://www.
nhshealthandwellbeing.org/
pdfs/NHS HWB Review Interim 
Report 190809.pdf

75	 Department of Health 
(2007) Implementing Agenda 
for Change for NHS Contractors 
Staff in England: A best practice 
guide. http://www.unison.org.
uk/file/A5140.pdf

references

M, Thomson H (2007) The 
psychosocial and health effects 
of workplace reorganisation 
1: A systematic review of 
organisational-level interventions 
that aim to increase employee 
control. Journal of Epidemiology 
and Community Health 61: 
945–954;  
	 Graveling R, Crawford J, 
Cowie H, Amati C, Vohra S 
(2008) A review of workplace 
interventions that promote 
mental wellbeing in the work-
place. Edinburgh: Institute of 
Occupational Medicine;  
	 Martin A, Sanderson K, 
Cocker F (2009) Metaanalysis 
of the effects of health promotion 
intervention in the workplace 
on depression and anxiety 
symptoms. Scandinavian Journal 
of Work, Environment and Health 
35: 7–18;  
	 Richardson KM, Rothstein HR 
(2008) Effects of occupational 
stress management interven-
tion programs: A metaanalysis. 
Journal of Occupational Health 
Psychology 13: 69–93;  
	 Semmer N (2008) Stress 
management and wellbeing 
interventions in the workplace. 
State-of-Science Review: 
SR-C6. Report by the Foresight 
Project. Government Office for 
Science: London.

57	 Bond F and Bunce D (2001) 
Job control mediates change in a 

work reorganisation intervention 
for stress reduction. Journal of 
Occupational Health Psychology 
6(4): 290–302.

58	 Aust B and Ducki A (2004) 
Comprehensive health promo-
tion interventions at the work-
place: Experiences with health 
circles in Germany. Journal of 
Occupational Health Psychology 
9: 258–270.

59	 Bambra C, Egan M, Thomas 
S, Petticrew M and Whitehead 
M. (2007) The psychosocial and 
health effects of workplace reor-
ganisation 2: A systematic review 
of task restructuring interven-
tions. Journal of Epidemiology 
and Community Health; 61: 
1028–1037;  
	 Bambra C, Gibson M, 
Amanda S et al. (2009) Tackling 
the wider social determinants 
of health and health inequali-
ties: evidence from systematic 
reviews. Journal of Epidemiology 
and Community Health 
doi:10.1136/jech.2008.082743

60	 Taylor W (2005) 
Transforming work breaks 
to promote health. American 
Journal of Preventative Medicine 
29: 461–465;  
	 Tucker P, Folkard S and 
Macdonald I (2003) Rest breaks 
and accident risk. The Lancet 
361(9358): 680.



 

76	 Bernstein H, Cosford P, 
Williams A (2010) Enabling 
Effective Delivery of Health & 
Wellbeing, an Independent 
Report.

77	 Boorman S. (2009) NHS 
Health and Well-being Report. 
http://www.nhshealthandwellbe-
ing.org/pdfs/NHS Staff H&WB 
Review Final Report VFinal 
20-11-09.pdf

78	 Bynner J and Parsons S 
(2006) New light on literacy and 
numeracy. National Research 
and Development Centre for 
Adult literacy and numeracy. 
http://www.nrdc.org.uk/publica-
tions_details.asp?ID=72 

79	 An effective example of 
case-management approach to 
monitoring health and well-being 
can be found in Hanson M, 
Murray K and  
Wu O, On behalf of the OHSxtra 
Project Steering Group (2007) 
Evaluation of OHSxtra, a pilot 
occupational health case man-
agement programme within NHS 
Fife and NHS Lanarkshire.





1. Stress less
Talk to friends, family and col-
leagues about your feelings and 
life pressures, have a break, take 
up a hobby and a healthier lifestyle.

2. Find a work-life balance
Try to avoid working very long 
hours or a lot of overtime. If con-
cerned about your workload or 
struggling to manage personal, 
family and work commitments 
talk to your manager or HR.

3. Drink less alcohol
Make yours a half, have a glass 
of water between drinks, start 
drinking later. Increase and enjoy 
the number of non-drinking days 
per week.

4. Eat well
Swap a snack for a piece of fruit, 
swap a sugary drink for some 
water, or have a vegetarian day.

5. Have a say
If you are concerned about 
discrimination, equality,  
bullying and harassment, talk  
to your manager or HR.

6. Move more
If able, walk between sites, 
register to use the Barclays Cycle 
Hire Scheme, walk up and down 
escalators or stop taking the lift.

7. Ask for support
The Trust provides many benefits 
and forms of support for staff. 
Use these benefits and if you are 
unsure what is available, ask your 
manager or HR.

8. Have another say
Fill out the staff survey. This is the 
basis on which the Trust develops 
plans to improve work conditions.

9. Get help
If you are concerned about your 
physical or mental health or you 
struggle to maintain a healthy 
lifestyle, contact Occupational 
Health.

10. Help others get healthy
Pass on your knowledge of 
healthy habits to your friends, 
families, colleagues and patients. 
It will motivate you to improve 
your own health.

BLT Top Ten Health Tips

Stop smoking 	 nhs.uk/livewell/smoking 
Understand mental health 	� mentalhealth.org.uk & mind.org.uk
Join Change 4 Life 	 nhs.uk/change4life


