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SUMMARY 

Research goals  

The brief set out to test the effect of support systems on job retention for people 
with mental health issues, in order to provide information leading to better design 
of support systems and networks, and more effective case management methods. 

The hypotheses to be tested were that: 

 Managing job retention in the context of mental health requires 
management of complex interlocking and mutually-reacting systems.  

 Deficiencies in the design or operation of welfare and employment 
systems can negate the positive effects of case management. 

 Understanding of how systems interact can lead to improvements in 
their operation and improvements to the effectiveness of case 
management. 

 Sustainable and beneficial change will occur through change in the 
interaction between agencies, as well as through creation of new 
activities or agencies. 

We understood ñjob retention in the context of mental health requires management 
of complex interlocking and mutually-reacting systemsò to mean that various 
agencies might interact, that the sequences of their interactions might not be 
predictable, and that what appeared as a cause in one instance, might be seen as 
an effect in another. 

This has been strongly borne out by our study, and re-inforced from the literature 
review.  

Whether deficiencies in the design of systems is an issue depends on how the 
words are interpreted. Our conclusion is that there is no conscious design in 
relation to mental health job retention. Indeed we surmise that the focus of health 
services on purely health or symptomatic measures means that effective means to 
encourage people back to work, with beneficial results for health, are ignored. 
Furthermore, publicly or charitably funded services are in the main providing 
interventions that are designed for unemployed people, not for the employed. So 
the system, in as much as one exists at all, encourages individuals to become 
unemployed before they can receive help to be in work. This is fundamentally 
wasteful. Case management is an important tool in resolving difficulties that could 
prevent job retention. It is also likely to be of value in return to work. The 
interactive and mutually co-operative behaviour that our study shows to be 
missing, cannot, we find, be created by establishing rigid procedures: case by 
case management and flexibility in the marshalling of services will be essential to 
improve job retention rates. 

In short, we have found that the hypothesis is substantially supported by our 
study. 

The research project aimed to provide  
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 Evidenced recommendations for changes to procedure and policy at 
employer, local service, national and UK level. 

 A training programme for institutions to introduce appropriate case 
management skills in their existing workforce. 

 Improvements to the current design of case-manager training. 

 A seminar and publication to disseminate and discuss results 

The findings and recommendations are presented below. Recommendations are 
the opinion of the authors, and do not necessarily represent the views of the 
Healthy Minds at Work project, nor of the European Union, which assisted with the 
funding of this study. 

A case-management course has been completed within the Healthy Minds at 
Work project, and we suggest further enhancements. We propose an outline 
curriculum for employers based on our findings, as this appears to be as important 
as any training that can be devised.  The seminar called for in the brief will be 
organised by the Healthy Minds at Work Project to disseminate the results of its 
whole research programme, which covers more than this single piece of work. 

Background & limitations  

The results of our survey are limited by the sample size. Detailed inferences by 
cross-referencing of sub-sets may not be reliable and have been avoided in the 
analysis. However, the data appears self-consistent, and consistent with the 
findings of other research. There is no reason to doubt that the general policy 
conclusions that may be drawn would be different with a larger sample.  

As with all questionnaires, there is scope for variations in interpretation by 
respondents, and there are dangers that the questionnaires will tend to bias 
responses in a particular way. This has been noted in the text where appropriate. 
The questionnaires were completed by individuals on paper, and by telephone and 
in person, so there were opportunities to correct misunderstandings and to 
elucidate additional information.  

There are some systematic biases in the responses. A key example was in the 
distribution of the individualsô questionnaire. As it was intended to reach as many 
people with mental ill-health as possible, it was distributed , among others, via a 
voluntary sector organisation that supports clients with depression. This group 
may have been more likely to be unemployed than the average for people with 
mental ill-health, although our figures do not vary from published unemployment 
rates by a significant extent.  

Method   

The research brief called for interviews with 10 agencies with a bearing on job 
retention and mental health, and with 25 employers and 40 individuals. We 
surveyed 27 employers in a wide range of sizes and sectors, and 11 service 
providers.  A survey to gather the responses of 40 individuals received 157 replies 
to 1000 questionnaires. 
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The approach adopted was to identify for each of the target groups ( employers, 
service providers, individuals) which services they use or provide, and how well 
they value them; what activities would be permitted or services provided in support 
of job retention, and what experiences and events surround the conditions under 
which mental ill-health leads to a work crisis. 

For the individuals we surveyed, we hypothesised at the outset that ñjob retention 
in the context of mental health requires management of complex interlocking and 
mutually-reacting systemsò. We understood this to mean that various agencies 
might interact, that the sequences of their interactions might not be predictable, 
and that what appeared as a cause in one instance, might be seen as an effect in 
another. To test this, we gathered information on the sequences of events that 
happened to individuals around the time of a mental ill-health crisis. We expected 
that if the hypothesis were wrong, we would find regularly-occurring sequences, 
whether or not they had any causal relationship. We analysed the data by 
referencing every event to its two nearest precursor events and its two nearest 
successor events, for every respondent. This produced tables and charts 
indicating the possible sequences and their frequency relative to the precursor 
event. Our findings strongly confirm that it is not possible to predict sequences of 
events reliably. 

We felt at the outset that this field of enquiry is well served with qualitative 
research and records of expert opinion. We wanted to produce information that 
relied solely upon the comparison of precise responses to fixed and classifiable 
questions. We coded all responses in a database for analysis, and relied upon 
discussion and other records of interviews solely to confirm the coding. Our results 
are based on the analysis of the questionnaires thus completed, and we have not 
interpreted other information. 

Findings  and Discussion  

The findings and main recommendations of the literature review and of the 
surveys are to be found in the relevant chapters. Here we present a synthesis of 
those results. 

Employers are willing to participate in job-retention work for mentally ill employees, 
provided the services they need are available. They favour graduated return to 
work, adjusted duties or hours, time off work for therapeutic activity and in-work 
support; but are less open to more expensive activities and to those that focus 
solely on the individual, such as life skills training.  

Employers make very little use of services that may be available, probably 
because the services are not tailored to their needs. We surmise that services are 
focussed either on health targets (NHS) or on unemployment targets (DWP etc.) 
and consequently employers are not seen as customers, and job retention 
services are poorly developed. 

Employers have few employees with any skill in mental health and job retention. 
But they are consulted by employees who have symptoms of mental ill-health 
more than any other group including GPs. Mental health sufferers experience a 
significantly higher number of disciplinary incidents at work than others, and it 
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seems very likely that employers are reacting to symptoms and the effects of 
symptoms inappropriately, except in cases where the symptoms are very marked. 
Employers do not find GPs helpful in supporting employees. There is a strong 
case for additional training, and awareness raising among employers, so that they 
can offer suitable support and retain their staff, and so that they can make better 
use of services when necessary. 

NHS (apart from GPs), private and voluntary services feature hardly at all in the 
services used by employers and individuals to support return to work. But these 
services are able to co-operate between each other, and some offer relevant 
services, such as Disability Employment Advisors. The latter group are 
appreciated by employers, but their link to Jobcentre Plus is not appreciated. The 
literature, and our own study of sequences of events, suggest that personal 
advisors or case managers can contribute a great deal to successful job retention. 
Health and social and employment organisations need to develop job retention 
skills and services, and to regard employers as their customers, tailoring services 
to individual cases.  

GPs are very important. They are consulted by individuals more than any one else 
apart from employers and family. Yet they are rated poorly by employers. It 
appears overall that the Health Services do not yet regard return to work as a 
positive health outcome, despite strong evidence from the literature that suitable 
work is beneficial to health and to recovery. Addressing this problem by improving 
understanding and communication would in all probability result in financial 
savings to the public purse and to employers.   

Individualsô journeys through mental ill health crises at work are extremely varied. 
Causes and effects are almost impossible to disentangle, and experience of one 
kind of event is generally a poor predictor of what will follow. Only when the data is 
reduced to classifications so broad as to have lost their diagnostic value, do 
regular sequences emerge. We conclude that a case-by-case approach is likely to 
be the only effective way to marshal services in support of job retention, and that 
there cannot be a simple service that will suit all clients and all employers. This 
makes a strong numerically based argument for the adoption of case management 
at the heart of service organisation for job retention.  

Conclusions and recommendations  

General  conclusions  

Policy 

Employers will generally permit action in support of mentally ill employees. 

The symptoms of mental ill-health are common in the workplace, and common 
among people who have no diagnosis of ill-health from a medical professional. 

The sequence of events surrounding a mental health work crisis or problem is not 
predictable.  

Personal Advisors or Case Managers are valuable facilitators to the job retention 
process. 
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Some Service Providers are doing some case-management work and are well 
placed to act as intermediaries. 

Service Providers are concentrating on medical health recovery or on jobs for 
unemployed people. Their services are not tuned to employersô nor to job retention 
needs.  

Employers are the prime customers of job retention services, with individual 
employees in a client role. Service providers can usefully offer job retention advice 
to employers. 

A case by case approach is essential, and case managers will be vital to achieving 
co-ordination of services and customer focus. 

Service providers need to work together to remove gaps and achieve continuous 
support from health services to security back in work.  

Services need to be adapted to the needs of smaller and larger employers, and to 
handle mental and physical health with equal care and expertise. 

Employee Assistance Programmes and Insurers can increase job retention activity 
by liaising with and working through case managers and service providers local to 
the employer and client.  

The evidence that employersô responses to mental ill health, and service 
providersô  lack of focus on job retention, together with the evidence that personal 
trajectories through mental health crises are not predictable, needs to be read 
against the high proportion of unemployment among mental health sufferers. 
Together they suggest that government ï at Welsh and UK level, should re-
examine the potential for job retention services to reduce the flow of people into 
Incapacity Benefit. In particular, they should establish a case management and 
employer-focussed approach that seems to have been almost absent from the 
previous large scale trial, the JRRP.  

Services 

Employers are not skilled in job retention, but are the first point of contact in the 
majority of cases. There is prejudice against mental ill-health (compared to 
physical ill health) and a lack of awareness of symptoms, treatments and routes to 
recovery.  Disciplinary action against employees with mental ill health seems to 
exceed that encountered by others. Employers only recognise the most severe 
cases of mental ill health. 

Managers, work colleagues, and family are the most used by mentally ill 
employees for support, followed by GPs.  All these groups, but especially 
managers and work colleagues need awareness and training to enable them to 
support the ill person. 

Human Resources and Occupational Health departments are little used by 
employees with mental health problems, and are rated poorly by them. Employers 
do not make good use of the external services that may be available, and few of 
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these are specific to job retention, so the services may not be offering what 
employers need. 

Employers prefer graduated return to work, adjusted duties and hours, attendance 
at therapeutic services, retraining and redeployment to be the leading services 
available to them. Few service providers give adequate priority to these. 

A campaign or other means to raise awareness of mental health at work and to 
develop respect for mental illness as a condition equal to any physical ailment is 
desirable. 

Employers should identify and change cultures and practices at work that may 
discourage employees who could work during periods of mental ill-health.  

Employers should lead on the provision of job-retention service for the majority of 
ill people, calling external specialist help in appropriate cases. Their policies 
should include graduated return to work, adjusted duties and hours, attendance at 
therapeutic services, retraining and redeployment. 

A programme of mental health job-retention training should be developed. It 
should be targeted at first-line supervisors and more senior managers, Human 
Resources and Occupational Health Departments. 

Public and voluntary sector services that can contribute to job retention, need to 
be much better at relating their services to employers, and should treat employers 
as a prime customer if they are to serve their clients well. The current failure of 
services to do so probably contributes to employersô difficulties in supporting 
mental health sufferers at work. 

Government, in awarding contracts for returnïtoïwork services, could well give 
consideration to the inclusion of job-retention in contract targets. This will require 
careful preparation to avoid problems of deadweight and wastage, but is 
fundamental to a policy to stem the flow onto Incapacity Benefit and to support 
equality of access to and progression at work. 

Health and other services 

Employee Assistance Programmes, GPs, Social Service Departments and Local 
Authorities are valued poorly by employers with respect to mental health and job 
retention. Individuals with mental health problems also rate them poorly.  

Service Providers rate GPs and Local Authorities poorly with respect to mental 
health and job retention. 

Failure of effective communication between employers and services and 
especially with GPs, coupled with employersô lack of skill in mental health job 
retention, leads to increased risk of disciplinary action, worsened symptoms and 
unemployment. 

Health professionals should regard job retention as a measurable outcome of their 
services.  
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Health professionals stand in need of training and awareness of the value and 
approaches to mental health job retention. GPs in particular need support, 
guidance and access to services for them to use return-to-work as part of their 
treatment regime.  

Anecdotal reports suggest that health services are reluctant to share client 
information with other kinds of service provider, and reluctant to refer clients to 
them as part of their therapeutic approach. This understandable respect for 
confidentiality might well be creating barriers to job retention and efficient use of 
services.  Protocols for consent and sharing of appropriate information could 
contribute to a more responsive system, with gains for clients (patients) and for 
services and employers. 

Employers and GPs need guidance and protocols to help them develop good 
working relationships that encourage job retention. Recognising that such 
relationships must compete with other priorities for their attention, we recommend 
employersô organisations and professional institutions to work together to ensure 
the gains ï which are potentially large ï are not outweighed by losses or costs.  

Additions to current Case Manager Training  

The current training programme for Case Managers, developed prior to and during 
the Healthy Minds at Work Project, offers a range of invaluable skills and 
knowledge for individuals in a range of services.  

Our research confirms that tailoring action to individuals, using a case 
management approach, is more likely to provide effective interventions than more 
rigid procedures.  

From this research, we would propose additions that will help address the barriers 
to job retention that have emerged. The subject headings that deserve more 
emphasis in case manager training are: 

Focus on employers 

 Employer referral and confidentiality procedures 

 Evaluating workplace requirements from an employerôs perspective 

 The role of Human Resources, Occupational Health, first line 
supervisors and more senior managers 

 Informing, educating and supporting line managers, and developing 
natural supports 

 Negotiating return to work plans with clients, HR and line managers 

 Developing and securing agreement to graduated return to work plans, 
adjusted duties, targets and hours and other workplace adaptations 

 Recording progress and results, providing reports and management 
information 

 Working with small firms, working with larger firms and in various 
economic sectors 

Focus on effective inter-agency working   

 Linking service providers and institutions to employers 
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 Inter-agency referral procedures and information sharing, especially 
Health Services 

 Awareness of what other services can help, who does what, contact 
points and organisational requirements 

 Including clientsô families in support, advice and action 

 Liaison with and supporting GPs 
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Training for Employers  

 Goals and main components of a job retention policy 

 Types and frequency of mental health problems 

 Understanding workplace culture and its effect on mental health 

 The symptoms of mental ill-health and their effect on function and work  

 Skills for communicating and supporting employees with mental ill 
health  

 The law: Disability Discrimination Act , Health and Safety at Work Act, 
Data Protection Act 

 Key players inside and outside the company 

 Referral and confidentiality procedures 

 Evaluating workplace requirements and adjusting work to support 
employees with mental illness 

 Skills for first line supervisors and more senior managers 

 The role and skills of Human Resources, Occupational Health 

 Informing, educating and supporting line managers, and developing 
natural supports 

 Developing return to work plans with clients, Health Services, Human 
Resources and line managers 

 Skills to devise and implement graduated return to work plans, adjusted 
duties, targets and hours and other workplace adaptations 

 Liaison with Health Services and GPs 

 Case Management and the rationale for individual programmes 

 Skills to commission or provide case management support 

 Support available from the network of local Service Providers, including 
the Disability Employment Advisor and Access to Work 

 Recording progress and results, providing reports and management 
information 

 Barriers to action in their own company and skills to tackle them 
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RESEARCH LITERATURE REVIEW  

As part of our study, we reviewed the literature on job retention and mental health, 
to develop ideas and concepts for use in the analysis and recommendations. 

With a few notable exceptions, we found the evidence somewhat weak: the UK 
research on job retention is not extensive; overseas examples are available, but 
caution has to be used in reading from them to the UK, because of the different 
legal and practice background upon which they are based.  In the few directly 
relevant surveys, sample sizes were often very small, and few researchers 
established numerical means to explore the interactions between employers, 
employees and rehabilitation providers. Most of the direct survey work was 
qualitative, relying on interviews and reporting attitudes. Such work carries the risk 
that it will continue unproven beliefs and ways of thinking. The considerable 
consistency of views we found among researchers and commentators may reflect 
shared but unfounded beliefs; but our own study, relying on numerical analysis 
albeit supporting a body of interpretation, offers results to contradict these other 
views. Our results are also consistent with the views of current practitioners, so we 
have reasonable grounds to believe that the ideas developed in this paper are 
consonant with reality.    

Mental Health problems carry significant employment risks and social costs  

Many commentators quote extensive evidence that the risk of unemployment is 
higher with mental health problems compared to other disabilities. For example 
(Lerner, et al.): 

ñ....persons with depression have been found to have more new unemployment 
compared with persons in control groups. Among those who were still employed, 

those with depression had significantly more job turnover, presenteeism, and 
absenteeism. In addition to helping employees with depression obtain high-quality 
depression treatment, new interventions may be needed to help them to overcome 
the substantial job upheaval that this population experiences.ò 

The costs of mental ill-health in lost employment and public health expenditure is 
widely reported, and is usually regarded as grounds for increased attention and by 
inference increased expenditure on job retention efforts. Our survey suggests that 
employers may be less unwilling to participate in job-retention activities than some 
commentators suppose, but also indicate their support for interventions with low 
time and money costs. (Thomas, Secker, & Grove, 2002)  

Heterogeneity of clients  

It is widely reported that job retention or vocational rehabilitation clients form a 
heterogeneous group, with few clear boundaries, and multiple influences on their 
employment and health. This is consistent with our findings. 

Other researchers have concluded that an approach based on broad groupings of 
clients may result in inappropriate provision: 

ñéé issues included the nature of provision (its heterogeneity, the 
complementary nature of much provision and its constantly changing form), the 
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nature of customers (their differing circumstances and needs as well as differing 
attitudes and motivation) and the nature of the evidence base itself (different 
coverage of provision, the issue of multiple provision, different accounts of the 
same provision and the lack of controlled studies).   Customers are diverse in 
terms of personal characteristics, household circumstances, their neighbourhood 
context, the barriers to employment they face and their attitudes and motivation. In 
many instances the customer groups are simply too all embracing to be useful as 
a guide to provision. 

For most customer groups the evidence points to the need for a holistic approach 
rather than a one-dimensional approach to provision. Identifying needs and the 
associated provision on the basis of a broad customer grouping based on one or a 
few customer characteristics militates against this kind of holistic approach, and 
may result in inappropriate provision for some individualsò 

(Hasluck & Green, 2007) 

Another approach has been to analyse the contributory factors in employment and 
unemployment.  It shows that while there are definite risk factors, with disability 
and mental ill-health among them, it is very difficult to reach conclusions about the 
experience of ómostô claimants. There is little evidence to argue that ómostô 
disabled people are at the less severe end of the spectrum; nor that there is a 
bulge at the opposite end which would suggest that ómostô of them are óincapable 
of workô. (Berthoud,Richard (Institute for Social and Economic Research, 
University of Essex), 2006) 

People with disabilities also defy classification in complex ways, apparently or 
maybe unrelated to their disability. Many commentators remark on the contribution 
of social and family matters to the issue of working. For example,   

ñDisabled people in couples, conditional on a given level of financial incentives, 
are more likely to exit and less likely to enter employment. Among single people 
however the opposite is true: disabled people, conditional again on a given level of 
financial incentives, are less likely to exit and more likely to enter employment. 
This most probably reflects the degree of difference in financial incentives 
between disabled and non-disabled people, yet the result is still surprising and will 
require further analysis.ò (Myck & Reed, 2005) 

The heterogeneity of clients is central to the arguments for a ócase managementô 
approach. If there are no obvious groups for whom policies might be devised, and 
where small differences between individuals can have a large impact on the 
success of outcomes, it is reasonable to propose a service that is sensitive to and 
designed with the client (employee) and the employer. It is the role of a case 
manager or personal advisor to organise such tailored services.  

Personal Advisors o r Case Managers are important.  

One of the strongest conclusions to be drawn from evaluation evidence is that 
Personal Advisors or Case managers are critical to the success or otherwise of 
interventions. The evidence suggests that the greater the flexibility they have to 
source and tailor services, the better they are able to meet the specific needs of 
the individual customer. (Hasluck & Green, 2007) 
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The direct link between complexity of individuals and the return to work support 
activities of Case Managers is explicit in some reports: 

 óAdvisers or job coaches need to be aware of the variety and complexity of 
individualsô orientations to work and care and the ways that these can shape their 
goals, the paths they choose, and the obstacles they perceive. These orientations 
combine in different ways and interrelate with other considerations to influence 
decisions about work.ô (Hoggart, Campbell-Barr, Ray, & Vegeris) 

 A Vocational Rehabilitation service incorporating Case Management involves  

 identifying needs and service responses 

 facilitating and coordinating use of services 

 supporting and empowering service users 

 providing specific help or treatments.  

 early intervention 

 taking an approach tailored to the individual 

 being readily available to clients 

 flexibility in the use of budgets 

 and being able to provide intensive and focused interventions  

 effective and credible liaison  

 the ability to operate across professional and institutional 
boundaries. 

 workplace support particularly employer liaison, advice on strategies 
for returning, assessments, vocational advice and help with job 
search and financial advice 

 health services such as psychological therapies, interventions to 
boost strength and mobility, referrals to specialists, surgical 
interventions and complementary therapies 

(Farrell, Nice, Lewis, & Sainsbury, 2006) 

The costs and benefits to employers of retaining disabled people are hard to 
measure  

If the evidence of fiscal loss from mental ill health is good, by contrast, hard 
evidence on values for costs and benefits to employers of employing disabled 
people is nearly impossible to find. 

Employer surveys suggest that the costs of adjustments for disabled workers are 
small and in many cases zero. However this is not an indication of the potential 
costs to employers of making adjustments for disabled people in the future. 

Many employers believe that disabled people are less productive than non-
disabled people and fear that employment of disabled people will lead to costly 
workplace adjustments. The relationship between disability and productivity is not 
a simple one. How well the employer matches the disabled worker to the job and 
the extent of support offered can be important. 

Employers believe and evidence confirms that disabled people are more likely to 
be absent from work because of sickness than are non-disabled people. However 
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it is important to note that while this may be true on average for all disabled 
employees this varies greatly and is not true of every individual disabled person. 
(Needels & Schmitz) 

Employers, but not a large majority of them, see benefits in retaining existing 
disabled employees who became disabled. A third of employers also see 
disadvantages to the employment of disabled people. Perceptions of 
disadvantages are dominated by considerations of absence/sickness rates among 
disabled employees; and concerns regarding lower productivity levels. (Dewson, 
Ritchie, & Meager, 2005) 

Commonplace anxiety and depressive disorders are costly in the workplace. 
Employers and researchers remain largely unaware of the value of quality care 
and psychiatric skills. Effective solutions involve the increased use of psychiatric 
skills and appropriate treatment. (Langlieb & Kahn, 2005), (Jones, Tanigawa, & 
Weiss, 2003) 

Perhaps in contrast to these results, our own survey showed that employers in 
2007 are willing to permit various forms of support and adjustments to allow 
people with mental health issues to remain in work. 

Adjustments are not uncommon , and are mainly low -cost  

Where adjustments have been made for disabled recruits or employees, the 
commonest form of adjustment (reported by 52 per cent of those making such 
adjustments) related to the provision of flexible working patterns or working hours. 
This was followed by the provision of equipment or adapted equipment for a 
disabled person (33 per cent of those making adjustments). Most of those making 
adjustments (72 per cent) had found them easy to make, and for most types of 
adjustments, the majority of establishments reported that there had been no direct 
financial costs to doing so. (Dewson, Ritchie, & Meager, 2005) 

A third (32 per cent) of small employers make some adjustments for their disabled 
employees, and the majority (79 per cent) of them said it was easy. Those 
changes tended to be small in scale. 

Among those who make some changes for a disabled employee, four-fifths say it 
was easy, and three-fifths (61 per cent) say it had incurred additional cost. 
However, the majority (62 per cent) still think it would be difficult or impossible to 
introduce flexible work organisation, transfer people or jobs to other premises (76 
per cent) or allow work from home (77 per cent) to help disabled employees. The 
main difficulties that limited the extent to which small employers would make 
adjustments were the financial implications of making adjustments, the nature of 
the work premises, and potential resentment amongst other members of staff as a 
result of adaptations. (Kelly, Lam, Thomas, & Turley, 2005) 

Health is a significant influence on motivation and work  

 Peopleôs perceptions of their health were a significant influence in whether or not 
views about work changed during one study. Those who started taking steps 
towards work or started work generally did so after improvements in health. Health 
trajectories were also important in changing job goals of those who moved into 
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work and then faced deteriorating health. Worsening health generally reduced 
interest in work or motivation among people initially focused on work or 
considering the possibility of work in the future. (Corden & Nice). This accords with 
our findings. 

People with gradual health changes often report a period of óstruggling onô at work 
before going off sick. During this time some do not tell their employer about their 
health condition but continue to do their job with help from colleagues. Others do 
tell their employers and are treated sympathetically. There are examples of efforts 
to adjust work roles or hours of work and of input from occupational health 
departments. Others have less positive experiences where employers are 
uncooperative. For some the period of óstruggling onô ends in their employment 
being terminated. (Sainsbury & Davidson, 2006) We find similar outcomes and 
similar reliance on colleagues (but also on managers) for help. 

Disability management programs implementing stress management interventions 
have been found to improve physical and mental health, reduce costs to 
employers, and facilitate the reintegration of injured individuals into the work 
environment. (Jones, Tanigawa, & Weiss, 2003) 

The literature suggests that depressed individuals exert a significant cost burden 
for employers. There is evidence that worker depression may have its greatest 
impact on productivity losses, including increased absenteeism and short-term 
disability, higher turnover, and suboptimal performance at work. Although there is 
no conclusive evidence yet that physical health care costs decrease when 
depression is effectively treated, there is evidence that productivity improvements 
occur as a consequence of effective treatment, and those improvements may 
offset the cost of the treatment (Goetzel, Ozminkowski, Sederer, & Mark, 2002) 

Health professionals may not give attention to job retention issues  

People appear not to look readily to their GP for advice about whether they should 
return to work, talking more about the GP óagreeingô with their own assessment 
that they were ready to return to work, or about having to óconvinceô their GP. 
(Purdon, Stratford, Taylor, Natarajan, Bell, & Wittenburg, 2006) 

 Some patients initiate discussions about work with GPs and they have reported 
being met with supportive responses but GPs themselves rarely raise the topic. 
Work is generally not discussed with other health professionals. (Sainsbury & 
Davidson, 2006) 

There are varied experiences of the NHS and of employers. Some GPs appear to 
manage sickness absence more actively than others, and there are delays waiting 
for diagnostic tests and treatment. People generally want regular contact with line 
managers, but with the emphasis on their health and wellbeing rather than on 
when they would return to work, until they feel well enough to do so. (Farrell, Nice, 
Lewis, & Sainsbury, 2006) 

The effectiveness of job retention services is uncertain  

In a large scale randomised control trial of job retention services, almost identical 
return-to-work rates were found for each of four groups: 44 per cent of those 
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allocated to a health intervention group returned to work for at least 13 weeks; 45 
per cent of those allocated to a workplace intervention; 44 per cent of those 
allocated to a combined intervention; and 45 per cent of those allocated to the 
control group. This implies that, overall, the interventions had no impact on 
returns-to-work. 

For those who at the start of the trial reported they were off work sick with mental 
health problems it appears that the interventions may have actually reduced the 
likelihood of a return to work (59 per cent of the control group returned to work, 
compared to just 47 per cent of those in one of the intervention groups). In 
contrast, the interventions may have been most helpful to the minority of those off 
work sick because of an injury (36 per cent of those in the control group returned 
to work compared to 55 per cent of those in one of the intervention groups). 

It appears that the most likely explanations for the óno impactô finding overall are: 

 that the interventions offered were not always seen to be appropriate 
to the clients or to meet their needs fully and that the service 
providers did not always encourage clients to be proactive and to 
initiate contact. There is some evidence that, in contrast, those in the 
control group were prepared to be pro-active on their own behalf; 

 some of the primary reasons for returning to work, such as concerns 
about money or job tenure, would be outside of the control of the 
service providers;  

 service providers faced barriers from employers and GPs that 
reduced the probability of their being able to gain a successful 
return-to-work. Other possible explanations, such as the high 
withdrawal rate and the profile of people who entered the trial seem 
implausible, although it is possible that they made a contribution. 
(Purdon, Stratford, Taylor, Natarajan, Bell, & Wittenburg, 2006) 

The range of health and sick -pay services among employers is diverse  

People have very varied experiences of the period of being off sick from work, 
during which they might receive Occupational Sick Pay or Statutory Sick Pay. For 
some the period is relatively lengthy and they have contact with health services, 
employers and others, such as Jobcentre Plus staff. However for others this 
period is very short. The length of the period is often determined by sick pay 
arrangements and sickness management procedures, and by the responses of 
employers. Where employers keep in contact with employees, employees often 
take this as a sign that they were valued in their job. Some people receive positive 
input from occupational health staff but for others there is a (sometimes strong) 
perception that occupational health staff were ultimately on the ósideô of the 
employer. (Sainsbury & Davidson, 2006) 

Job retention is good for health  

In terms of impact on self-reported health, it appears that the job retention 
interventions have a modest positive impact. One of the largest observed impacts 
is on mild depression, the prevalence of which appears to have been moderately 
reduced under the interventions . Phased returns and lighter duties are important 
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in facilitating returns to work, especially before people were fully fit. (Purdon, 
Stratford, Taylor, Natarajan, Bell, & Wittenburg, 2006) By contrast, unemployment 
is associated with increased risk of ill-health and psychological distress. (Waddell 
& Burton, 2006) 

Barriers to Job retention  

The research highlights the following factors as barriers to job retention for people 
with mental illness: 

 Overcoming stigma of mental illness in the workplace and in the 
community 

 Fear of disclosure 

 Lack of awareness of oneôs rights under the DDA 

 Managing workplace adjustments without advice or support 

 Managing oneôs own stress and symptoms within the workplace 

 Managing ongoing adverse reactions and events within the workplace 

 Overcoming negative and low expectations of mental health providers 

 Lack of support services that specialise in job retention and return to 
work for people with mental illness (for both employees and employers). 

Barriers to using Rehabilitation  

Factors getting in the way of the vocational rehabilitation approach being adopted 
include employersô lack of awareness of the vocational rehabilitation option and 
uncertainty about what they could do to help employees return to work. Perceived 
barriers to retunring to work include delays of all types in information or treatment, 
and ineffective communication among stakeholders. 

There is widespread agreement that the medical profession and the NHS could be 
a barrier with regard to providing vocational rehabilitation to those who are off sick 
or injured. There is a view that GPs tended to sign their patients off sick rather too 
readily.  

There is a perceived gap in NHS provision between emergency treatment (which 
is acknowledged to be excellent) and full restoration of function and return to work. 
Delays in providing non-urgent treatment also contributed to late vocational 
rehabilitation interventions. 

The benefit system provides a secure safety net in Incapacity Benefit for the long 
term sick. But it can make return to work seem like a risky option, especially for 
those who had effectively disengaged from work. The complexities of the benefit 
system might also discourage those who had been offered a phased return to 
work from embarking on such a course. Some Incapacity Benefit claimants have 
insufficient motivation to return to work for psychosocial and circumstantial 
reasons. Their lack of motivation could be reinforced by their GPs, the security of 
Incapacity Benefit and other circumstantial factors. 

Line managers within employer organisations tend to resist reaching out to the 
long term sick to manage their return to work, seeing this as an HR function. 
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Some employers adopt a robust attitude towards sickness in the workplace ï an 
employee was either fit for work and at work or unfit and off sick. Indeed, some 
workplaces are considered unsuitable for the partially fit, e.g. building sites. 
Likewise, some employers have no alternative job/position to offer prior to full 
recovery. 

It is unclear whether there are sufficient properly trained specialists with 
experience in work-related issues.  (Irving, Chang, & Sparham, 2003) 

Factors in successful job Retention  

Research has also found that the ways in which mental illness affects employment 
are complex and interrelated and vary between individuals. There are effects 
relating to the need to maintain mental health, difficulties with work performance, 
work confidence and work goals. Understanding how mental illness affects 
employment is necessary for practitioners and researchers seeking to improve 
employment outcomes. (Honey, 2003) 

A number of factors promote successful job retention and return to work for people 
with a mental illness: 

 Positive and realistic perspectives on mental illness and employment 
amongst individuals with mental health problems 

 The job satisfaction and job preferences of employees with mental 
health problems 

 Promoting healthy workplaces for all employees within organisations 

 Facilitating natural supports in the workplace 

 Providing supportive and well-trained management and supervision 

 Promoting modified work programs and facilitating workplace 
adjustments 

 Facilitating early intervention and minimal time off work. 
 (Thomas, Secker, & Grove, 2002) 

Facilitators to return to work include establishment of return to work programs in 
the workplace, effective communication and teamwork, as well as trust and 
credibility among stakeholders.  

Successful return to work programmes emphasise teamwork, early intervention, 
and communication. Organisational inter-dependence and the acknowledgment of 
differing stakeholder perspectives contribute to success in returning to work. 
(Friesen, Yassi, & Cooper, 2001) 

Specific adjustments such as flexibility about working hours, work schedules and 
job tasks emerge as crucial in enabling clients to deal with the effects of 
medication, and to regain stamina and confidence. However, 'natural supports' are 
equally important, as are supportive interpersonal relationships at work, workplace 
culture, and approaches to staff management. (Secker & Membrey, 2003) 

Policy conclusion s from the literature  

The question óWhich programmes work best?ô is difficult to answer. Studies that 
randomise applicants into treatment and control groups provide the most credible 
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results but are difficult to do and are rarely employed. Many existing studies are 
qualitative and lack estimates of impacts. Available research does however 
suggest a number of approaches that are more likely to succeed.  

Personal Advisors or Case Managers are critical to the success of interventions. 
Their involvement helps the activities and goals of disparate organisations to be 
co-ordinated. For many interventions, the role can be created within the employer, 
and indeed the support of well motivated and trained colleagues is arguably the 
most important contribution to job retention. Where individuals have social, 
personal and domestic needs that are beyond the scope of employers (or even 
sometimes health) staff, case managers may usefully be independent of the 
employer, and this is also helpful where an employerôs level of awareness and 
expertise is lacking.  

Measures to maintain contact between employer and employee are valuable. 
Formal sickness management policies and procedures, and access to 
Occupational Health services, would help, but studies also provide support for 
initiatives to: 

 encourage employers to engage actively with return to work and to 
recognise the scope for job adjustments 

 enhance the vocational rehabilitation advice available to employers 

 encourage health professionals to manage returns to work and focus on 
this as an outcome 

 enhance vocational rehabilitation training for health professionals, and 
develop vocational rehabilitation services within the NHS. 

(Sainsbury & Davidson, 2006), (Farrell, Nice, Lewis, & Sainsbury, 2006) 

Awareness of mental health and employment among employers and employees 
needs to be raised, and the stigma associated with mental ill-health needs to be 
reduced for change to be effective. 

The literature suggest that employers should identify practice or culture in their 
workplaces that may be detrimental to mental health and seek to address these, 
but what constitutes healthy work is unclear despite the Health & Safety Executive 
guidance on stress at work. (Health and Safety Executive). Employers should 
consider policies such as a gradual return to work and adjusted duties or targets to 
retain employees, and should  give time off work for counselling/psychotherapy 
appointments as they would for other medical appointments. Support in the 
workplace emerges as one of the most important elements in RTW, and 
employers need training to make best use of their own resources and people. Our 
own research confirms this approach and suggests that employers would be 
willing to pursue such policies.  

Programmes should treat employers as important customers. Service providers 
and programmes should support existing employer-employee relationships as 
much as possible, and should routinely co-operate across organisational and 
procedural boundaries to support RTW.  
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Policy developments should consider differences between small and large 
employers, public and voluntary sectors and between people with mental and 
physical impairments. (Needels & Schmitz) 

Access to speedy and appropriate health interventions appears to have the 
potential to help people return to work. But the evidence on this is not conclusive, 
possibly because of inefficient design of some job retention services. Inter-agency 
working to continue support after emergency care and into the workplace would 
improve return to work rates. 

There is scope for GPs to become more proactive in encouraging their patients to 
consider return-to-work plans. GPs and NHS providers probably need guidance 
and support if they are to adjust their practice to include return to work as part of 
treatment. Medical professionals should consider service usersô views and 
experiences when prescribing medications and seek a collaborative agreement to 
prescribe the most effective medication with fewer or more acceptable side 
effects. (Warner, 2002) 

Research has shown that employers are in the front line in the campaign against 
long term sickness and the growth in Incapacity Benefit claimants. If levels of 
sickness absence were successfully reduced by appropriate interventions then the 
inflow into Incapacity Benefit would also be likely to fall. The Government thus has 
an interest in working with insurers and employers and supporting their efforts to 
encourage claimants / employees who have been sick or injured to return to work 
of some kind. (Irving, Chang, & Sparham, 2003) 
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THE EMPLOYER AND SERVICE PROVIDER SURVEY 

Summary and c onclusions  

In the broadest terms, employers are willing to permit many kinds of action in 
support of job retention. Their normal response to a sickness event is led by first 
line managers supported by HR and, if the company has access to it, by 
Occupational Health for more severe situations. Most contact with a sick employee 
is by telephone, but face to face interviews are not uncommon.  

Many return to work plans are devised and executed by personnel for whom it is 
not part of the fundamental duties of the job, and who have no formal training in 
this work.  

Specialists external to the company ï such as rehabilitation companies ï were 
found to be active only in a minority of companies, but larger employers are willing 
to offer help from external sources to assist employees with mental health 
problems. Insurance and Emloyee Assistance Programmes provide rehabilitation 
to fewer than 15% of employers. 

Over 80% of employers would allow the common job retention actions: graduated 
return to work plans, adjusted hours, duties or targets, time to attend medical 
appointments, retraining and redeployment. Actions that are more onerous to the 
employer and employee such as workplace mentoring and life skills support had 
less support, around 50%, and are more likely to be refused. 

Organisations claiming specialist expertise might each be used by fewer than one-
third of employers, but the actual use of public services is less than that.  

Most organisations that might contribute to job-retention were seen by employers 
as more helpful than not. Service providers rate them as less helpful than do 
employers.  Doctors and medical specialists, who are the most used of all by 
service providers, and are likely to have close knowledge of their patients, are 
valued lowest by employers. 

Service providers seem to concentrate on job-finding and return-to-work functions 
rather than job retention functions which may account for the small level of use of 
service providers by employers. 

Service providers make wide use of organisations other than their own. For this 
reason, service providers are well placed to act as intermediaries or case 
managers between employers and other specialist organisations. 

Clientsô doctors and NHS services are used equally by service providers and 
employers, but doctors and Local authority services have some way to go if they 
are to be seen as a positive influence on job retention by employers and by 
service providers. 
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Service Providers and Employers  survey  

Purpose  

The survey of employers and service providers was intended to find out what 
active policies are in place, and whether employers make use of services from 
external organisations. We wanted to know what activities employers would permit 
and what specialist were engaged in services.  

A feature of the survey, and of the questionnaires for clients, employers and 
service providers, was the shared list of organisations that may help with job 
retention.  All were asked whether they had used certain organisations (including 
family and friends), and how helpful they had been. 

What questions were asked  

Employers and Service providers  as employers  

The questionnaires are attached as appendix I. 

We asked whether organisations were in the private, government or independent 
non-profit sectors, the nature of their business, and the number of employees, 
including volunteers in the case of the relevant service providers.  Then 
respondentsô job titles were collected, with their role in relation to absence 
management policy in the organisation. We asked who interviews an employee 
who is sick or reports a mental health problem, and by what medium the interview 
is carried out. 

We then presented a selection of actions that might follow an interview, and asked 
which were allowed by the organisation.  To check, we asked if the interventions 
are active.  We then named a range of bodies that were separate from the 
intervieweeôs organisation that might offer help with job retention. For each one we 
asked if they would be talked to for advice or help, whether they had actually been 
used for help, and how helpful or unhelpful the service had been. This set of 
questions was intended to establish what organisations actually do offer support, 
and the value placed on them by employers and service providers.  

The next questions asked what activities would be permitted by the employer as 
part of a job retention strategy for employees. Then we asked who inside or 
outside the company devises plans for job retention or is active in helping 
employees stay in work. We asked whether any employees were trained to help 
people with mental health difficulties, and whether there is a policy manual in daily 
use in the company. 

Finally we asked whether the employer has a relevant Employee Assistance 
Programme or Insurance cover, and whether it includes a rehabilitation service. 

Service providers questionnaire  

The service provider questionnaire followed a similar format to that of the 
employers. The significant difference was that in asking about other organisations, 
we asked respondents to identify those that they would use or had used to support 
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clients (not their own staff) in job retention, and went on to ask what services 
would be offered to clients, and what specialists the service provider employs or 
uses to provide support to clients.  This format allowed us to compare the 
organisations used by employers with those used by service providers, and to 
compare the approval ratings given to them.  We could also compare the activities 
that employers would permit in job retention, with those offered by service 
providers. 

Who responded  

The questionnaire was administered to 21 employers. Those service providers 
who were large enough to have staff also responded to the relevant employer 
questions, giving a total of 27 employer responses. 

Interviewing service providers in their capacity as employers offered the 
opportunity to establish whether they used their expertise differently from ógeneralô 
employers, or whether they had special or tailored approaches to job retention that 
were not in use in the general economy. We found that they did not. 

The employer responses were dominated by larger companies. This may skew the 
results towards active policies to help ill people to remain in work. The sample 
may be further skewed in that direction by the respondents, who were more likely 
to be people who had an active role in job retention or sickness absence policy. 
The interviewees represented a range of jobs and functions, and there was 
considerable overlap of functions for each person interviewed. Over half had direct 
responsibility for a return to work service, about 1/3rd to supervise staff or direct 
policy. Fewer than 20% were specialists offering a direct service to ill employees 
(of the service provider), but nearly half had some responsibility for helping sick 
employees. 

Responses were obtained from 11 service providers, defined as organisations that 
have an active role in supporting mentally ill people in employment.  

The number of service provider organisations in the survey is small, and the 
selection may be biased towards smaller and non-government organisations. This 
was due in part to the reluctance of staff in larger organisations and the public 
sector to be interviewed, despite guarantees of confidentiality, and the willingness 
of those in the voluntary and charitable sector to offer their experiences. 
Consequently, some caution must be used in interpreting the figures, though there 
is no reason to suppose that they would be changed by a larger sample in a ways 
that might influence the policy conclusions. 

Key results  of the Employer and Service Provider Survey  

EMPLOYERS 

Who was intervie wed?  

A total of 27 employers were interviewed. Of these, 10 were government 
agencies, 13 privately owned, and 4 were charitable or notïfor-profit and 
independent of government.  



Mapping Effective responses to job retention Page 29 

 

Large organisations dominated the responses, with 19 of the 27 companies 
employing over 1000 staff. This may lead to a bias towards organisational support 
for rehabilitation actions, as these large employers are more likely to have access 
to personnel or health-related functions within their structure.  

The health-related functions of interviewees suggest that good spread of 
responsible staff was achieved in the survey. Over two thirds were responsible for 
some aspect of absence policy, and half were responsible for policy and / or 
providing direct assistance to employees. Around one fifth described themselves 
as providing a specialist service. This latter figure suggests that most of those 
working on mental health absence and retention policy are not specialists, and this 
is indirectly confirmed by the very low number of employers claiming to have any 
staff trained in mental health job retention ï only one employer had such staff. 

 

Figure 1 Functions of employer interviewees  

 

 

Who interviews a  newly ill employee?  

When an employee is first absent sick, or reports that they have a mental health 
problem, they are interviewed by a number of people. It is the norm rather than the 
exception for there to be more than one person involved. The survey did not ask, 
but we may surmise that the first line managerôs first interview is followed, 
depending on the severity and duration of illness, at various times, by the others. 
Absence management co-ordinators are rarely employed, even among larger 
firms. 
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Figure 2 Interviewers of sick employees  

 

How are they interviewed?  

Three quarters of all interviews are by telephone, with just over forty percent in 
person, just under twenty percent in writing. Employers therefore speak to their ill 
employees in most cases, and often use more than one means to do so.  

 

Figure 3 Means used to contact sick employees  

 

What actions follow the interview?  

Employers are willing to permit all kinds of action in support of job retention. 
Considering various kinds of action, well over half and as many as 90% said they 
would allow them to take place. Very few refused any kind of action, other than to 
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refer to absence management  (few have this function anyway) or to take no 
action. To some extent this large positive result may be exaggerated on account of 
the interview situation: no one wants to say that they will refuse to offer help. 
Whether the offer of support (or permission to take support) would be limited in 
some way ï by time, or by cost, or by disruption to business -  was not recorded.  
With this caution in mind, it is fair to say that employers showed little or no 
reluctance to offer support to employees with mental health issues at work.  The 
internal policy-led actions dominate the  responses, with review of sicknotes, 
decisions on action and preparing plans, maintaining contact, offering internal 
support and using the company policy manual leading at more than four-fifths of 
employers.  In a second rank, and presumably for more severe cases, come the 
referral to occupational health services, to external support, and to human 
resources. The differences between these three second-rank options are not 
significant. The recorded lack respondents who would take no action is some 
confirmation of the commitment to provide support, but the minority of employers 
have an absence management service to which staff may be referred. 

Only one employer-respondent said that the company provided no active support 
for employees with mental health issues or sickness absence. Six respondents did 
not know the answer, and one failed to reply. The 12 companies offering active 
help employ about 90,000 people, the one refusing it employs 16 people. 

We may conclude that employers ï especially larger employers ï are very willing 
to offer help from their internal resources, or from external sources, in order to 
assist employees with mental health problems.  Equally, the majority of employees 
would have access to help to stay in work. This may not mean that such 
willingness is supported by successful policies or suitable action, nor that service 
providers will have a free hand in working with employers; but it must at least 
mean that suitable policies that are carefully operated will be acceptable and can 
become part of everyday business practice. 
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Figure 4 Action following the start of an illness  

 

 

Which organisations can help?  

The 21 employers who were not also service providers were asked which 
organisations they would use or had used to help an employee who becomes sick 
with a mental health issue. This provides a contrasting picture from the willingness 
of employers to provide help for sick employees. Only Disability Employment 
Advisors and Doctors or medical specialists were cited by more than half the 
employers (the latter by about two thirds) even though the full list was read out 
during the interviews. Family and friends of the employee, and Jobcentre Plus 
would be used by just under half of all employers, but organisations claiming 
specialist expertise, such as  the Access to Work Fund (which is administered by 
Jobcentre Plus), Rehabilitation Providers, Employees Assistance Programmes, 
Workstep, not-for profit organisations, NHS, Social Services and Housing 
Associations all would be used by under one-third of employers. Apart from 
employeesô doctors, public services are rarely called upon by employers. 

When asked whether they actually have used these services, the pattern of 
responses is similar, but the proportion who have done so is much lower. Only 
doctors, family and friends and Disability Employment Advisors reach one-third of 
employers, with all other categories around or below one fifth of employers. The 
data shows that it is not all the same companies that do use not-for-profit and 
Workstep or New Deal programmes, so this result may be more than an overlap in 
the definition of the groups. Rehabilitation providers ï who would claim a specialist 
expertise that is targeted at job retention ï are used by only 10% of companies.  
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Figure 5 Employers' use of organisa tions  

 

With this background of low usage, the survey offers a measure of how useful 
employers judged these service providers to be. Interviewees were asked to rate 
them from 1 to 4, with 1 being unhelpful, and 4 very helpful. The responses have 
been averaged and rescaled so that 0 is mid-way between óunhelpfulô and óvery 
helpfulô.  

Most organisations were seen as more helpful than not ï around 1 on the revised 
scale. The variations may not be meaningful. Notably, Employee Assistance 
Programmes, employeesô doctors and medical staff, and Social Services or Local 
Authorities were seen as being more unhelpful than the remainder.  Notable 
among these are the doctors and medical specialists, who are the most used of all 
service providers, and the lowest valued by employers. We must remember, 
however, the small sample of employers who have used such services: only 8 of 
the 21 interviewees had used doctors for example. 
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Figure 6 Employers'  view of helpfulness of organisations  

 

Most companies would offer help to ill employees; a minority would use services 
that may be on offer, and a still smaller proportion have made use of such 
services. Doctors or medical specialists are used more than any others. Most 
services are seen as helpful, except doctors or medical specialists, social services 
and Local Authorities, and Employees Assistance Programmes. 

What actions are permitted?  

Employers were asked what might be permitted by the company to help 
employees return to work or keep their job. A list of possible actions were read 
out, and respondents said whether or not the company would permit this to take 
place.  Over 80% of employers would permit common return to work or job 
retention actions, which covers graduated return to work plans, adjusted hours, 
duties or targets, time to attend medical appointments, retraining and 
redeployment. Actions that are more onerous to the employer and employee such 
as workplace mentoring and life skills support had less support  - around 50%, and 
were more likely to be refused.  The overall picture is of employers that are willing 
to pursue some quite demanding action to support employees who need help to 
keep their jobs. As in the previous section, we must note that the responses may 
be skewed by unwillingness on the part of interviewees to be seen to refuse 
reasonable action. The extent to which such passive support would be realised in 
an actual case is not testable by this study. 
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Figure 7 Actions permitted by employers for job retention  and return to work  

 

Who plans action or is active in helping return to work?  

We asked employers who it is that plans or is active in helping employees to 
return to work, by reading a list of possible options. Over half of respondents 
identified the first-line manager, human resources and occupational health or other 
internal specialists. Few companies excluded first-line managers and human 
resources personnel from activity. Perhaps surprisingly other managers ï which 
may mean people at any level in the line of command -  were usually not active. 
Specialists external to the company ï such as rehabilitation companies ï were 
active in only one third of companies, and absence co-ordinators were rarely 
active.  

This shows that for the most part, with the exception of occupational health 
practitioners, return to work plans are devised and executed by personnel for 
whom it is not part of the fundamental duties of the job, and middle to senior 
managers are not expected to be closely involved.  

This information may be an indication that first-line managers and human 
resources personnel need more than a policy manual if they are to provide 
effective support. Nearly 90% of employers do have a policy manual in daily use, 
but nearly four in five do not have any staff trained in mental health job retention.  

Just under two-fifths of respondent companies offer health insurance or an 
Employee Assistance Programme. Among those that do, a similar proportion 
(about 40%) reported that the service included rehabilitation or job retention. 
Effectively, insurance and Employee Assistance Programmes provide 
rehabilitation to under 15% of employers. 

The information shows us that most job retention work is carried out by employees 
of the company; few are trained for the work, but most have access to a policy 


