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 Foreword 

 
We have had our second highly successful Towards a Safer Healthier Workplace conference in 
Dunblane.  It is particularly pleasing to say that “house full” notice was posted some weeks before 
the event took place.  This is a clear indication of the interest occupational health and safety is 
generating in the workplace.   
 
Billy Parker of MSF Amicus, Co-Chair of the newly formed Human Resources Forum (HRF) 
opened the conference.  This recognises the direct link between the Occupational Health and Safety 
Strategy Implementation Group and the HRF.  It was pleasing to see many of the HRF members 
playing an active role in the conference. 
 
This year we were again fortunate to have Malcolm Chisholm, Minister for Health and Community 
Care present the key note speech.  The speech was well received and amongst other major 
initiatives, announced a major review of the way occupational health and safety services are 
structured and provided.  The Minister’s continued commitment to occupational health and safety is 
very clear and welcome. 
 
From the Minister’s announcements it can be see there is a great deal of work to done over the next 
two or so years.  This will present many opportunities for involvement either directly on committees 
or sub-groups or indirectly at workshops or seminars. I encourage everyone in the occupational 
health and safety, health promotion, human resources communities as well as our partnership trade 
union and professional organisations to play a part in shaping and influencing the future. 
 
I hope this post conference summary document which contains reports from the workshops 
provides a flavour of what took place on the day.  The workshops are an essential element of the 
Conference, providing an opportunity for you the delegate to share your views, hear the views of 
others and help influence future policy development. 
 
Lastly, I would like to thank all who have taken part in and helped organise this major event and 
placed it firmly on the occupational health and safety communities calendar as one of the key 
Scottish conferences.   
 
I look forward to seeing you again at 2004 Conference in September. 
 
 
 
 
 
 

 
Mark Butler 
Director of Human Resources 
Scottish Executive Health Department 
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Overview – The Future 
 
The Ministers Conference speech announced proposals to undertake, through the auspices of the 
Human Resources Forum (HRF), a review of occupational health and safety services.  This major 
review will look at the structure and delivery of occupational health and safety services and make 
recommendations to ensure the Service is able to deliver the kind of service required by employers 
and staff on a national, regional and local basis.  The OHSSIG has been asked to lead the review on 
behalf of the HRF and the occupational health and safety community will be fully involved in the 
process.  The Review will include proposals to take forward and develop the "Healthy Working 
Lives" concept for NHSScotland. 
 
Also, the White Paper Partnership for Care announced a commitment under the leadership of the 
HRF to invest in a network of "one stop centres" at NHS workplaces, deve lop a fast track 
rehabilitation service for health workers and encourage a campaign to reduce work-related ill 
health.  This work has also been tasked to OHSSIG. 
 
In addition we are now funding around £1 million of projects aimed at reducing injuries and 
accidents briefly and have: 
 

• distributed £372K to projects designed to reduce violence and aggression, the 
Fife/Tayside Zero Tolerance project is first of these projects to bear fruit and was 
demonstrated at the Conference, others should come on stream over the coming months 
as they evaluated; 

• provided £270K to promote projects to reduce needlestick injury, these projects 
are now well underway and the evidence is that they too are about to provide high 
quality guidance combined with practicality to roll out to the service; 

• funded £360K projects to reduce stress in the workplace, most of these have only 
just got off the ground and have a long way to go before we will know if they are 
successful; 

 
Our plans for the future include setting aside around £250K for projects aimed at reducing the 
incidence of manual handling.  Establishing OHSS Standards and taking forward the peer review 
and self assessment audit process will be a big undertaking to consult and pilot to get it right and 
ensure the occupational health and safety community are fully bought in. 
 
All this has been accomplished in partnership with staff and those of who attended the June 
Conference will know that occupational health and safety is firmly on the agenda for the new 
Human Resources Forum.   
 
The future is therefore a busy one and one which will transform the way the occupational health and 
safety community, health promotion, personal health and human resources deliver their services 
under the healthy working lives banner. 
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Action Points 
 
 
 
 
Healthy Working Lives Workshop 

Action Point Action Being Taken 
 
§ Need for greater integration of 

OHSS, health promotion and human 
resources to improve working lives. 

  
§ Creation of a virtual One  Stop 

centre to overcome geographical 
constraints. 

 
 

§ Determine a standard approach to 
fast tracking services 

 
 

 
Working group being set up to deliver 
healthy working lives for NHS Scotland 
staff. 
 
 
Working group to be set up as part of the 
OHS services review to consider how to 
implement  “One stop centres.”  
 
 
Fast Tracking working group set up to 
create principles and guidance. 
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Identifying And Developing Standards Workshop. 

Action Point Action Being Taken 
 
• OHSS standards consultation 

process should be wide ranging with 
buy- in from  all levels including 
management.  

 
 
 
� OHSS standards must be clear and 

precise, appropriate new standards 
should be developed. 

 
 
� Results of self assessment audit tool 

and Peer Review to be cascaded 
across organisations. 

 
• There should be no duplication with 

the work of CNORIS and QIS in the 
SAAT. 

 
 
• Develop a standard system to record 

work related ill-health incidents and 
accidents and causes. 

 
• Develop an OHSS  minimum dataset 

IT solution. 
 

 
The consultation process was wide ranging 
across Scotland. It is planned to discuss the 
near final document with the Human 
Resources Directors Group and Chief  
Executives Group prior to seeking the 
Human Resources Forum agreement. 
 
The Peer Review Working Group is mindful 
that standards should be clear to all 
concerned and will develop a programme to 
promote appropriate new standards. 
 
This is being taken forward as part of the 
Peer Review Process Guidance. 
 
 
Work is in hand to ensure the OHSS 
standards complement the QIS healthcare 
standards. 
 
  
The Minimum Dataset Working Group has 
been asked to develop a system with the OH 
community and HR 
 
The Minimum Dataset Working Group will 
be tasked with  investigating whether an IT 
solution would be an advantage. 
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Mental Wellbeing In The Workplace Workshop 

Action Point Action Being Taken 
 

• Produce  guidance for NHS Scotland on 
Employment and Mental Health. 

 
 

• Scope what NHS Scotland OHS 
Services can do now to contribute to the 
strategic agenda. 

 
• Build expertise in mental health 

awareness training in NHS workplaces 
locally and nationally. 

 
The recruitment PIN Guideline is expected to 
include guidance on the employment of people 
with mental health problems. 
 
Structured entry level recruitment processes 
being supported to get individuals into work in 
NHSScotland. 
 
£250K  worth of projects are being funded to 
promote mental wellbeing in the workplace in 
NHSScotland. 

 
 
 
 
 
 
 
 
 
Primary Care provision Of Occupational Health And Safety For General Medical And Dental 
practitioners And Their Staff. 

Action Point Action Being Taken 
 
§ Increase resources to improve the 

services which the practices require. 
 
 
 
§ Improving uptake by promoting a 

national campaign.  
 
 
§ Health and safety provision needs to be 

improved. 
 

 
£1.25 Million provided in 2003/04 to fund these 
services. 
 
 
 
It is intended to approach the trade union and 
professions to determine how this might be 
done. 
 
This is for local OHS and practices to deliver. 
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Safety Workshop. 

Action Point Action Being Taken 
 
• All campaigns should be nationally led 

and resourced.  
 
 
 
 
• There should be increased awareness of 

‘Corporate Responsibility’ in terms of 
data collections, accountability and 
training. 

 
 
• Promote a campaign to raise awareness 

of needlestick injury and application of 
safer devices. 

 
 

 
A national violence & aggression campaign will 
commence shortly and a needlestick injury 
campaign is likely to follow. However some 
issues are more localised and therefore require 
to be tackled and resourced locally. 
 
The inclusion of Staff Governance in 
legalisation, Peer Review and self assessment 
audit process should improve corporate 
awareness of safety. 
 
 
Once the needlestick injury projects have been 
evaluated, the results will then be used to 
promote a needlestick injury safety awareness 
campaign. 

 
 
 
 
 
 
 
 
Violence And Aggression workshop 

Action Point Action Being Taken 
 

• Support staff in prosecutions and 
establish a database for banned patients. 

 
 
 

• Violence & Aggression campaign needs 
to have a “Big Launch” with national 
publicity. 

 
 
 
• Emergency Worker’s Bill should protect 

all healthcare workers not just a few. 
 

 
Guidance on support for staff is included in 
Managing Health at Work PIN Guidelines. 
Currently there are no proposals for a database 
of banned patients. 
 
The minister launched the policy, this attracted 
media attention and trade union and 
professional support. A conference was held in 
April to maintain momentum.  
 
 
The consultation process for the Bill has been 
completed and is going through the Scottish 
parliament. 
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HEALTHY WORKING LIVES WORKSHOP 
 
Chairs: Lynn Khindria and Ewan Macdonald 
Facilitators: Robert Ainslie, Anne Gent, Helen Kelly, Billy Parker and Gerry Marr 
Reporter: Kim Findlay 
 
Introduction 
 
Nine sub-workshops took place, and the participants at each workshop were asked: 

 
§ To discuss the concept of healthy working lives, identify the main drivers and discuss 

how this could be integrated to implement a successful policy; 
§ To discuss the proposals for “one stop centres”, describe what services and advice they 

should provide, where they should be placed and whether there could be a link to 
Healthy Living Centres; 

§ To discuss the proposals for fast tracking, describing the advantages and disadvantages, 
obstacles to implementation and identify good practice. 

 
The groups were also asked to consider the employer, the employee, investment, resources and 
policies that would be required to facilitate the processes. 
 
Group Discussion 
 
Healthy Working Lives 

 
The main issues discussed regarding the concept of healthy working lives were that employees 
wanted improved working conditions, with better pay and shorter hours to improve life-styles. 
However the main drivers for these issues are the employers. There were many suggestions that 
SHAW was already addressing many of these issues and do we really need another focus. It was 
recognised by many of the participants that there are many policies implemented by Human 
Resource departments in place, which will support this concept.  

 
“One-stop Centres” 
 
The concept of a one-stop shop created discussion on the definition of such centres and the services 
that could be provided. Concerns were raised on who could provide this service. General Practice, 
Occupational Health and Human Resource personnel all felt competent to co-ordinate the services 
required in one-stop centres. There were concerns about the availability of access for all staff and a 
virtual centre was suggested for rural areas. It was questioned if the concept could be offered to 
other organisations as income generation. Many participants suggested that elements of a one stop 
centre were already being offered in their own areas, however they all agreed most could be 
expanded to include financial and other employment advice services. 
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Fast-tracking  
 
Fast tracking for NHS staff is a topic that produced various debates within each sub group. Many of 
the participants thought that ethically it was wrong, whilst others felt if it was sold correctly to the 
public it would be of great benefit to the health of the nation. All parties agreed that a standardised 
approach would be required and there should be no discrimination between staff groups. It was 
suggested that pilot sites should be selected with an extensive evaluation process to compare data 
between rural and populated areas. It was identified that various departments and partners would 
require input when relevant policies and procedures were required, Human Resource Occupational 
Health and partners in care such as LHCC’s were suggested. However there was one participant 
who commented that if the NHS was working correctly there would not be a need for fast tracking. 
 
Conclusions 
 
The general outcome from both the am and pm sessions was that participants were unclear of the 
definitions of all three subjects and curious to know how they became proposals in the Government 
White Paper, Partnership for Care. It was also recognised that more time would be required to 
discuss the issues in detail. Geographical areas were one of the main constraints, whilst ethical and 
resource issues became major discussion topics 
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IDENTIFYING AND DEVELOPING STANDARDS WORKSHOP 
 
Chairs:  Tom Gibb and Mairi Gaffney 
Presenter:  Brian Kennedy  
Reporter:  Sandra Wallace 
 
Occupational Health and Safety Standards 
 
General Comments 
 
The development of set of agreed and recognised standards across the NHS was seen as beneficial 
and it was felt this would lead to quality improvement and best practice. The Peer Review concept 
was well received and seen as a good way of sharing best practice and a good way to learn and 
move forward. It was felt that the consultation process in relation to the Peer Review System should 
be wide ranging to ensure buy- in at all level, particularly from Management. 
 
Improvements 
 
§ Important that standards are clearly defined and should not be seen as targets 
§ Need for clear and user friendly documentation and all standards (Health and Safety and 

Occupational Health) should have the same design (template/layout)  
§ Sufficient resources need to be allocated for the Review to be completed effectively. 
§ The Peer Reviewers should have an opportunity to not only look at policies and procedures but 

to observe the work environment and activities and speak to Managers and staff – this would 
ensure a more meaningful report. 

§ Evidence should include Implementation Plans and Progress Reports 
§ The level of Management involvement and ownership needs to be emphasised  
§ Organisations should be striving to meet the minimum agreed standards 
§ Consideration should be given to who should receive Peer Review Reports, i.e. Chief Executive  
§ Occupational Health and Safety Standards 

 A1 – standard needs to define what is an acceptable level of access and define who is 
included, i.e. Agency Staff, Contractors etc. 

B1, B2, B3 - should be merged under one heading – Health Surveillance 
 C1 – needs to define who is responsible for delivering the standard and name the individual 
responsible, i.e. Chief Executive 

 
Proposed New Standards  
 
§ Lone Working 
§ Stress 
§ Manual Handling 
§ Rehabilitation 
§ Working Time 
§ Skills/Knowledge (Competency) for Directors and Management 
§ Occupational Road Risk (Drivers/Patient Transport) 
§ Health Surveillance/Immunisation  
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Self Assessment Audit Tool 
 
General Comments 
 
There needs to be greater integration of all standards and audit systems, i.e. CNORIS, Staff 
Governance SAAT, Peer Review to avoid any duplication of efforts or confusion. If we are to 
improve standards across the NHS then all organisations must fully participate and be open in their 
approach to the completion of the self- assessment tool. 
 
Improvements 
 
§ The development of a flow chart indicating where the self assessment tool fits in alongside all 

the other NHS initiatives, i.e. Staff Governance SAAT, CNORIS.  
§ The self assessment process should assess the whole organisation and not just the Occupational 

Health and Safety Departments 
§ Guidance/training on the completion of the self assessment tool is essential along with 

consideration of the resource implications for the organisation   
§ All documentation should be issued well in advance to allow the organisation sufficient time to 

pull together the relevant documentation/evidence before the peer review takes place 
§ The results of the self assessment and peer review need to be cascaded across the organisation to 

ensure all levels of the organisation are made aware of the outcomes and to ensure any 
deficiencies are acted upon with the support of those at the most senior level 

§ Standards which reflect best practice and legislative requirements need to be established first, 
otherwise it would be difficult to fill in the Self Assessment Tool 

 
OHS Minimum Dataset 
 
Improvements 
 
§ There is an urgent need for the development and implementation of a standardised system which 

will accurately record work related ill health, incidents and accidents and the causes and will 
provide more worthwhile information. 

§ An IT solution is required 
• The information collated needs to be used by each organisation across the NHS to inform the 

Occupational Health and Safety agenda 
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MENTAL WELLBEING IN THE WORKPLACE WORKSHOP 
 
Chair:  Gregor Henderson 
Facilitators: Tony Wells, Gordon Wenham, Gillian Archibald and Elizabeth Murphy 
Reporter: Andrew Mounstephen 
 
Introduction 
 
Gregor Henderson introduced the subject, explaining his role as National Programme Director for 
Mental Health and Wellbeing and the objectives of the programme.  He went on to explain why 
mental health issues should be a serious concern for all those involved in the field of employment in 
general and occupational health (OH). 
 
People with mental health problems are three times more likely to be unemployed than members of 
any other disability group and the incidence of some of the commonest mental health problems 
(particularly depression and anxiety) is rising.  Mental health problems currently give rise to thirty 
percent of working days lost to illness and in England alone may cost the economy up to £80 billion 
per year.  There is therefore a strong business case for tackling mental health issues as they affect 
employment, employers and employees.  Furthermore, we do know what works, including: 

 
§ providing early clinical intervention and support (which can ensure very high recovery rates in 

depression and anxiety and other more major mental illnesses) 
§ providing appropriate support to assist people with mental health problems in entering and 

retaining employment (working on employability and workability) 
§ raising mental health ‘literacy’ in the workplace 
§ adopting and implementing positive workplace mental health policies as one aspect of good 

overall employment practice.   
 
Group Discussion 

 
Sub-groups were asked to identify, under the following headings, actions that they considered 
would most help in achieving and sustaining a mentally healthy workforce in Scotland: 
1. Return - getting people with mental health problems into work or back to work 
2. Retention - supporting people in employment with mental health problems 
3. Improvement - promoting mental health in the workplace by adopting policies and promoting a 

culture that supports good mental health and wellbeing at work and which addresses the known 
risk factors 
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Following discussion the sub-groups suggested the following as being, in their view, among the 
highest priority needs at present: 
 
§ A national mental health and employment strategy for NHS Scotland, with appropriate guidance 

and support, involving commitment from ministerial level downwards. 
§ A commitment at the most senior levels to ensure that NHS Scotland employees are provided 

with the resources and training to meet the demands on the service, thereby tackling one major 
current risk factor for work-related mental health problems. 

§ A requirement for NHS Scotland employers to develop and implement policies with clear 
ownership to promote good management practice and a positive approach to mental health 
issues in the workplace, supported by effective communication, training and support for 
managers and a programme of guidance, support and audit to assess compliance. 

§ Developing a broad-based multidisciplinary approach to tackling mental health issues within 
NHS Scotland, so that current initiatives form part of a wider coordinated strategy for good 
employment practice. 

§ Improving understanding and acceptance of those with mental health problems, which remains a 
challenge within the NHS (and even within mental health services).  Better training, education 
and communication on mental health issues at all levels within NHS Scotland was felt to be 
essential. 

§ Encouraging NHS Scotland to be a more flexible employer, better to accommodate the needs 
and realise the potential of current and prospective employees with mental health problems, for 
instance by supporting phased ‘return to work’ programmes, part–time working, secondments, 
sabbaticals or redeployment where necessary. 

§ Improving the image of NHS OH services, to reduce the negative perception of referral to OH, 
particularly in the context of mental health problems. 

§ Developing mental health expertise within NHS OH teams and providing them with access to 
additional expertise and experience, when required, enabling them to play a more consistent and 
effective role in supporting existing and prospective employees with mental health problems. 

§ Ensuring NHS OH teams have the resources to offer early effective interventions to support job 
retention and return to work where existing employees develop mental health problems. 

 
What next?  
 
§ A PIN Guideline for NHS Scotland on Employment and Mental Health. (The Department of 

Health has already published guidance, ‘Mental Health and Employment in the NHS’, in 
October 2002) 

§ More work in scoping what NHS Scotland OH services can do now and what more they could 
contribute in future in supporting a strategic approach to this subject. 

§ Building expertise in mental health awareness training in NHS workplaces locally and 
nationally and extending this to the wider public sector. 
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PRIMARY CARE PROVISION OF OCCUPATIONAL HEALTH AND SAFTY 
FOR GENERAL MEDICAL AND DENTAL PRACTITIONERS AND THEIR 

STAFF 
 
Chairs   Ray Watkins and Thelma McGuire 
Facilitators: Chris Kalman and Digby Thomas 
Reporter: Dorothy Bell 
 
Introduction 
 
Four concurrent workshops took place, which were well-attended and attracted a range of delegates 
from various backgrounds.  Three groups of questions were posed, and provided the basis for group 
discussion. 
 
How far is full provision is being delivered? How could provision be 
improved/extended? What hinders progress? 
 
It was generally felt that OH services are being delivered to GP and Dental Practices, but that a gap 
remains in the provision of safety advice.  Uptake has been slow but seems to be improving.   
 
The problems of providing services to disparate groups of workers remains, with some services 
visiting workplaces and others inviting practice staff to attend the nearest OH Clinics.  Problems 
have been encountered with dentists and their staff being unable or unwilling to leave their 
workplace to attend OH.  OH and Safety would therefore need to attend workplaces, and whilst this 
is possible it is very resource intensive.  Some members of the group felt that dentists should be 
paid to attend meetings about OH and Safety issues, as it was felt there was little financial incentive 
to do so. 
 
It was felt that more should be made of the links with GPs through the Practice Managers.  More 
national marketing of the service was also seen as a way of improving take up.  Progress is possibly 
hindered by lack of knowledge and understanding of the service: with people may not be aware of 
the level of service available,  uncomfortable with being asked to take up an unfamiliar service, 
suspicious of the reasons for doing so or not realise that the service is free. 
 
What is the extent of take-up of the service, and what reasons could there be for poor take-up? 
Take up is variable throughout Scotland, possibly due to local difficulties such as geography and 
huge areas to be covered with limited resource.   The OH elements of the service are the ones most 
often utilised, particularly Hep B immunisation for dentists. Success with Health and Safety Control 
Book was noted in some areas, but on the whole health and safety not as well established as 
occupational health.  It was noted that there is a benefit to having OH Advisers who are also 
qualified in Health and Safety. Occupational Hygiene is required in some areas. 
 
What is done to publicise the service available, what further action is needed, 
and by whom? 
 
The groups acknowledged that there is a need to publicise the service more, and also a need for 
more visits to practices and better liaison with Practice Management.  Publicity has already been 
undertaken and planned, and this includes local posters and leaflets outlining available services.  
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Hand delivery of these will increase liaison opportunities. It was also suggested that the services 
could be publicised through the university network. 
Conclusions 
 
The workshops appear to confirm that services to GPs and Dental Practices have commenced and 
that the delivery of OH services seem to predominate.  Problems have been encountered with 
service delivery in that some services may have to be delivered at the practices to achieve uptake 
and this is resource intensive.  Further support is required to promote health and safety issues. More 
publicity and support is required at both a local and national level to promote the availability and 
aims of the service. 
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SAFETY WORKSHOP 
 
Chair:  Karin Ferguson and Callum Macleod 
Facilitator:  Irene Bonnar, Chris Kalman and Dorothy Bell 
Reporter:  David Richardson 
 
Raising Awareness  
 
Increased awareness and commitment could be obtained by for example; releasing staff for training 
and covering their duties and having adequate trainers; early exposure to OH&S in schools and 
colleges; clarification of the definitions for “Unfit to Work” and ‘Work Related Ill Health’; O.H. 
and H&S working together; improving data quality to help identify key areas for health campaigns 
and by educating all staff on workplace hazards and under reporting associated with work related ill 
health.  
 
Future Campaigns  
 
All campaigns should be nationally led with specific objectives and resourced nationally.  The 
centre is better suited for the implementation and distribution of programs. Short life working 
groups could set the standards, objectives and contents of campaigns. and concentrate on one issue 
at a time.  Local initiatives, which are required in response to organisational need would still 
however be needed.  Management and employee commitment to campaign objectives is neccesary 
with success promoted along with supporting evidence and benefit.  Needlestick campaigns were 
seen as an absolute requirement with a mandate for the introduction of safe devices to all at risk 
areas.  Rehab resource impact will have to be given some consideration, with the campaign only 
effective if best practice is being applied throughout the organisation.  Training should be to an 
agreed standard across the NHS for all topics, a passport type portfolio scheme should be 
mandatory, awareness of problem issues could be raised at team meetings. 
 

Implementation of the Managing Health at Work PIN  
 
There is a problem of perception of relevancy within some organisations which is reflected in the 
manner in which the PIN guidelines are implemented or referred to.  It was agreed that the PIN 
Guideline formed a good baseline as a minimum standard to benchmark/measure current policies 
against.  Introducing the PIN Guideline within the Joint Futures Agenda and also to have a PIN 
Guideline on the Joint Futures Agenda.  Concern there is no time limit for introduction and a lack of 
direct funding. Awareness gap exists especially at middle management level; staff side often have 
information before line managers. Reliance on computers has added to the communications 
shortfall and there is a need for better communication with evaluation forms used for monitoring 
and reviewing and future developments.  Ownership should be from CEO to domestic with frontline 
staff participating in reviews. There is an impression that there is a general unwillingness to 
empower employees with information.  Concerns were raised about duplication of effort and the 
overlap with CNORIS and having to meet 3 sets of standards and HSE. 
 
Further Guidance 
 
Suggestions ranged from ‘no more’ standards to the inclusion of further guidance on issues 
impacting directly on staff and patients.  There needs to be an increased awareness of ‘Corporate 
Responsibility’ in terms of data collection and accountability.  No clear system to measure or audit 
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the effect of the guidelines and no implementation date.  Resource implication associated with the 
Guidelines, with for example no money to backfill posts when staff may have additional duties 
associated with progressing a ‘standard’.  Identification of paper overload and too many guidelines.  
Need for a standard which integrates clinical and non- clinical Health and Safety issues, an 
‘organisational standard’ should be developed which can be measured to demonstrate senior 
organisational commitment to OH&S. Latex, asbestos, traffic management, general health and 
safety risk management and an idiots guide to managing risk should also be considered. 
 

Raising awareness on the avoidance of needlestick injuries?   
 
Sharps awareness day – open to all.  Road shows, these events could encourage suppliers of safety 
devices to explain their products, it would also allow up to date information to be presented.  Patient 
cooperation (Where ‘near patient disposal’ is promoted this has assisted in a reduction in numbers 
of accidents.)  Develop posters along with good organisational focus.  Investigation into root causes 
and the development of a ‘Control Book’ – audit monthly and consider outside auditors to identify 
system successes and failures.  This would also clarify to managers the scale of the needlestick 
problem.  The need to focus on greater staff inclusion, sharing good practice and the development 
of a performance management system. Most groups felt that needlesticks are a major hazard and 
should be included in any ill health campaign.  Issue around resource both time and money.  Risk 
assessments may not be being done which goes back to raising awareness among staff.  
 
Major Issues 
 
Policies should be linked to buying safer equipment.  There are needlestick incidents occurring 
across staff groups therefore staff should have access to suitable appropriate training including 
refresher training.  Definition of a needlestick injury – there is concern over interpretation and this 
is very important with view to collecting appropriate data.  No long-term national database for 
Needlestick injuries.  The perception that Manual Handling is given priority over needlesticks. 
 
Organisational resistance to implementing good practice due to costs. 
 
Evaluation should occur across NHS to establish whether compliance is occurring. Need for 24-
hour service across NHS with the promotion of non-blame culture.  National Policy for the 
Management of Needlestick injuries to be reviewed.  People are reporting more but some go to 
occupational health but do not fill in the IR1 form.  Need standardisation between private 
contractors and e.g. G.P.’s. There is not always standardisation between services and they do not 
always help one another.  Failure to accept responsibility where staff are injured e.g. porters and 
cleaners and tend to forget areas such as laundries.  Share information through a Central Control 
Coordinator.  
 
Other Matters  
 
Greater employee expectation and with this those expectations can sometimes be misguided due to 
lack of information or communication.  National Standards for OHSS should be integrated in an 
easier format. Standards should ask the same question and this theoretically will only require one 
response.  Staff Appraisal was seen as an important element of OHSS.  It should be noted that most 
groups considered that there is insufficient resource in terms of time and finance allocated to Health 
and Safety and that budgets allocated for Health and Safety should be ring fenced.  OHSS should be 
independent of organisational structure and its profile should be increased across the NHS. 
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 VIOLENCE & AGGRESSION WORKSHOP 
 
Chairs: Karen Niven and Alex Killick 
Facilitator:  Colin Blair 
Reporter: Kenneth Fleming 
 
Introduction 
 
The Workshop groups on Violence and Aggression were to consider the following issues: 
 

1. Will the OHSAS project involving zero tolerance and information CD’s prove 
effective in raising the awareness of Violence and Aggression?  What more could be 
done? 

 
2. With regard to the PIN guidelines how effective will the issue of banning patients 

be?  Is this useful?  How could it be strengthened? 
 

3. How effective will the proposed criminal offence be which covers the protection of 
emergency workers from assault and obstruction?  Which groups of staff should 
reasonably be covered? 

 
Group Discussion 
 
The general consensus for the zero tolerance approach and the CD bared information pack was very 
positive.  Some group members questioned whether an absolute zero approach to violence and 
aggression was practicable and would work.  It was however generally accepted that this is one 
piece of the “jigsaw” in the overall strategy for dealing with violence and aggression.  Other issues 
such as risk assessment, training and instruction for staff and environmental factors must also be 
addressed.  It was also felt that this approach would raise the expectations of staff and that 
consequently the organisation must be seen to meet these expectations and to give the “zero 
tolerance” approach commitment from senior management level.  Other issues which were 
highlighted were as follows: 

 
• Consider a staff charter which includes this approach 
• Liaison with other agencies such as Mental Welfare Commission 
• “Big Launch” and national publicity campaign required 
• Link of system to GP accreditation schemes, CPD systems etc. 
• Use throughout health service including primary care 
• Campaign should be targeted to certain areas/locations. 

 
 
Most group members agreed in principle that the banning of certain patients was a positive step but 
were unsure how this would work in practice.  It was accepted that banning patients was not always 
a reasoned approach and that difficult patients require to be managed, perhaps with a partial 
withdrawal of the healthcare service.  There was also recognition that other agencies would require 
to be involved including the police.  The criteria for banning patients would have to be clear to staff, 
and it was recommended that a database be established for banned patients.  One of the new training 
implications discussed was on the procedure itself and who is responsible for enforcing it, and the 
concept of “customer care” for all members of staff.   
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Other issues highlighted: 

 
• What are the legal implications in banning patients? 
• Staff require support in case of a prosecution of an individual 
• Impractical for certain groups such as learning disabilities and care of the elderly. 

 
 
The main issues discussed here were with regard to the definition of “emergency workers”, who 
does this cover?  There was concern that this may only cover the ambulance service, consequently, 
it was felt that this should be extended to all healthcare workers or possibly all public sector 
workers.  The definition of “obstruction” was also unclear and required clarification.  In order to 
make this process workable it was felt that issues such as hospital security staff, local dialogue with 
police regarding response, and the press and media input, would require to be fully addressed. 
 
Other issues which were highlighted are as follows: 
 

• Would this be linked to “zero tolerance”? 
• Clarification of current existing legislation on prosecutions. 
• Link to other legislation unclear, e.g. Human Rights Act, Mental Health Act. 
• An awareness campaign would be required for staff. 

 
General Comment: 
 
Many group members were unaware of the projects which were taking place across the NHS and 
felt that a national database of such projects would allow easy reference, liaison with other Trusts 
and avoid duplication of effort and work. 
 
 
 
 
 


