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Psychiatric disorders and work 

Symptoms / direct 

 low mood 

 anxiety 

 insomnia 

 low energy 

 poor concentration 

 low self esteem 

  

 



Psychiatric disorders and work 

Indirect 

 daytime structure 

 activities that create meaning 

 wider cognitive function 

 social contact 
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What sort of psychiatrists are there? 

 

 

General adult 
Drugs and alcohol 
Forensic 
Medical psychotherapy 
Rehabilitation 
Eating disorders 
Neuropsychiatry 
Intellectual disability 
Liaison 



What’s a liaison psychiatrist? 

 

 

Mainly working age patients 
Interface between physical and mental health 

Self harm 
Psychiatric comorbidity 
Medically unexplained symptoms 

Interface is with hospital teams  
Much less focus on psychosis 



Dialogue with a psychiatrist 

 

 
• Should be welcomed by psychiatrist 

• Remind them of your role 

• Explain where their input fits in 

• Benefits of proximity to labour market 

• ASK THEM A QUESTION…  

– NOT just “please send me a report” 

• Check they know about AMRA 



Good news 

• Focus is function 

• Natural collaborators 

• Work flexibly 

• Very clever 

 

Bad news 

• Not very many of us.. 

 

• But its getting better 



Work as a toxin 

Stress at work 

Ill Health 

Sickness Absence 

http://www.amazon.co.uk/gp/reader/0750665424/ref=sib_dp_pt/277-6784750-1474029


Born with a 
certain genetic 

risk 

Early life 
events 

Life events as 
an adult 

Combination of 
these results in 
mental illness  

Genetic and 
personality 

influence how 
we deal with 

life events 

All of this operates 
within a societal 

context 

Work-related…..??? 





Occupational Health 

• This is the key relationship (IMHO) 

• Source of support at work 

• Way of getting a view about work issues into the 
employer 

• Assistance with RTW plans and adjustments 

• Corroborative history re aspects of work: 
discipline / complaints / appraisals 

 

Establish a dialogue....! 



Is this real life? 



Long term conditions 
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ABSTRACT

Objective: Among employees with depression, diagnoses of other psychiatric and somatic conditionsarecommon. How-
ever, few studies have examined whether the combined presence of depression and other psychiatric or somatic disorders
adversely affects return to work after depression-related absence from work.

Methods: We examined the association of present and recent psychiatric and somatic conditions and return to work after
depression-related absencein acohort of 9908 Finnish public sector employeeswith at least onesuch episode. Thedatain-
cluded a total of 14,101 episodesduring the period January 2005 to December 2011.

Results: A total of 89%(n= 12,486) of depression-relatedabsenceepisodesendedin return towork during thefollow-up. For
those episodes, themedian length of absence was 34 days (interquartile range, 20–69 days). After adjustment for sex, age,
socioeconomic status, and type of employment contract, present or recent psychiatric disorders other than depression
(hazard ratio [HR] = 0.78, 95% confidence interval [CI] = 0.74–0.83), cancer (HR = 0.66, 95% CI = 0.47–0.92), dia-
betes(HR = 0.73, 95% CI = 0.62–0.86), cardiovascular disease (HR = 0.78, 95% CI = 0.62–0.99), hypertension (HR =
0.76, 95% CI = 0.67–0.85), musculoskeletal disorders(HR = 0.82, 95% CI = 0.77–0.87), and asthma(HR = 0.84, 95%
CI = 0.75–0.94) were all associated with a lower likelihood of returning to work compared with depression episodes
without other conditions.

Conclusions: Among employeeswith depression-relatedabsence, return to work isdelayed in thepresenceof other psychi-
atric and somatic conditions. These findings suggest that other diseases should be taken into account when evaluating the
outcome of depression-related absence. Randomized controlled trials are needed to examine whether integrated treatment
of mental and physical disorders improves successful return to work after depression.

Key words: asthma, cancer, cardiovascular disease, comorbidity, diabetes, hypertension.

INTRODUCTION

Concomitant, concurrent, or successive psychiatric and

somatic disorders are frequent in depression and are

associated with poorer prognosis in terms of treatment

outcomes(1–4). Previousresearch hasshown depression

to commonly coexist with other psychiatric disorders(5),

musculoskeletal disorders (6,7), cardiovascular disease

(8–11), diabetes (12,13), hypertension (14), and cancer

(15) as well as several other somatic symptoms and dis-

eases (4,16,17). However, the extent to which these dif-

ferent conditions are relevant in occupational settings

remains unknown.

Depression isamajor sourceof absencefrom work, and

it ispossiblethat present and recent psychiatric and somatic

conditions modify the outcome of depression-related

episodesof absence, such asreturn to work. Epidemiologi-

cal studies on depressive disorders often adjust analyses

for comorbidity, but the specific impact of present and

recent psychiatric and somatic conditions on the burden

or prognosis of depression-related absence from work has

rarely beenstudied. Thereisevidencethat comorbid mental

and physical disorders are associated with more sick leave
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FOM / Royal College of Physicians 

• First ever national audit of NHS 
OH practice 

• Audit of 6286 case notes 
• Covered 267 different NHS 

Trusts (69% of all Trusts in 
England)  

• Focused on the first 
consultation after a staff 
member went on long term 
sickness absence (> 4 weeks) 



National case note audit results 

  









Poor occupational outcomes 

• Poor mental health    

• Poor physical health   

• IQ?      

• Educational attainment  

• Adverse early life   



What sort of job? 

• Low status  

• Low pay       
   

• Poor management (strain..)  

• Greater job insecurity   

 



And if they lose that job? 

• Low self esteem 

• Poverty 

• Relationship breakdown 

 

• What about the next generation? 

– Poor parental mental health 

– Poor parental physical health 

– poverty 







 “Checking for depression among the indigent is like checking 
for emphysema among coal miners….If this is how all your 
friends are, it has a certain terrible normality to it. You 
attribute your pain to external things and, believing these 
externals can’t change, you assume that nothing internal can.”  

 

Andrew Solomon 

The Noonday Demon  



Employment and health inequalities 

1. Risk factors for poor occupational outcomes are 
clustered 

2. Poor mental health aggravates them all 

3. People with mental ill health accumulate 
workplace risks for poor occupational 
outcomes….. 

4. Which can then impact on the next generation 

5. No work and poor work are major contributors 
to social gradients in health 



Equality Act / DDA 

 Qualifying person 

– Impairment of normal daily function - substantial 

– Has lasted or is expected to last 12 month 

– Judged off medication 

– Relapsing and remitting conditions  

– NOT about the diagnosis (“recognised”) 



Equality Act / DDA 

• Bipolar affective disorder? 
 

• 1st episode of depression? 
 

• Generalised anxiety disorder? 
 

• Alcohol dependence? 
 

• Recurrent depressive disorder? 
 

• Badly treated depressive disorder? 



Natural history of untreated depression 

• Whiteford et al (2013) 

• Systematic review and meta-analysis 

• 53% untreated depression in primary care 
setting will resolve in 12 months 

 









    

Workplace Counselling Works! Update   

Last January the British Association for Counselling & Psychotherapy published a major 

new study by Professor John McLeod of the University of Abertay, Dundee, showing 

that COUNSELLING can reduce levels of stress in the workplace by more than 50 per 

cent.    
It also revealed that: 

Counselling in the workplace could also reduce levels of sickness and absence by 
between 25-50%.  

Workplace counselling is effective in relieving the symptoms of both anxiety  
AND depression. 

 “People who need workplace counselling show signs of psychological distress 

equivalent to that found in out-patient psychiatric hospitals” (Professor McLeod). 

Successful results can be achieved after as little as 3-8 sessions of counselling. 
Workplace counselling at least covers its financial costs. 

Among other results, this latest study shows that workplace counselling has the  
potential to: 

- improve mental health for 78% of clients 
- reduce rates of sickness/absence  

- raise workplace performance 





Mentally positive workplaces 
 

Review by Sam Harvey (UNSW, Sydney) 
 
6 domains 
 

1. Job design 
2. Protective factors at team level 
3. Enhancing personal resilience 
4. Promoting early help-seeking 
5. Organisational approach to treatment for mental illness 
6. Organisational culture e.g. stigma   

   

         
        
        
    



Mental health positive 
 

What does it NOT mean? 

 

– Mental health patients get special treatment 

– Mental health patients get care at the expense of 
workers with other disorders 

– Crossness, disagreements or anger are not allowed 

– Resilience is not valued 



HEALTHY 

WORKER 

SYMPTOMATIC 

OR AT RISK 

WORKER 

MENTAL 

ILLNESS 
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Promoting protective 
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Understanding why doctors present late  
1st European Conference PAIMM 2001.  

 

 

 

“Doctors are one of the most unattended 
populations in terms of health care” 



Dr Daksha Emson 
  
 Specialist registrar in 

community and 
rehabilitation psychiatry 
Oxleas NHS Trust  

 b 1966; q Royal London 
Hospital 1992;  

 BSc, MSc, MRCPsych,  
 d 27 October 2000 



Myths….? 
 

• Doctors are invincible 

• Sick doctors always know when they are sick 

• Sick doctors who know they’re sick always know 
what they need to get better 

• Sick doctors always get excellent Rx  

• Doctors always follow doctors advice 

• Doctors look after themselves  



The reality 
 

• Doctors are invincible X 

• Sick doctors always know when they are sick X 

• Sick doctors who know they’re sick always know 
what they need to get better X 

• Sick doctors always get excellent Rx X 

• Doctors always follow doctors advice X 

• Doctors look after themselves X 



How are doctors different? 
 

1. Higher risk of psychiatric disorder 

2. Less likely to access standard medical care 

3. More likely to access non-standard care 

4. Personality -access to medicine is non-
random! 

5. Relationship between work and identity 



How are doctors different? 
 

1. Higher risk of psychiatric disorder 
a. Drugs and alcohol 
b. How are they managed 

2. Less likely to access standard medical care 
a. Stigma, including self stigma 
b. Confidentiality 

3. More likely to access non-standard care 
a. Medical knowledge / opinions 
b. Psychiatric ignorance..... 

4. Personality -access to medicine is non-random! 
a. Not always easy...! 

5. Relationship between work and identity 
a. Control 
b. Good/bad doctor/patient/person 

 



Strategies from PHP 

• What’s left of the patient’s life? 

 

• Antidepressants get the patient in a position to 
re-engage with those things but structured 
psychological therapy can make that reality 

 

• “symptom improvement” ≠ “functional recovery” 



Strategies – flexibility 
 

• We model RTW as a process and warn them up 
front about variable progress – often 
expectations too high 

• Rigid 4 week RTW plans often too inflexible for 
MH patients who may have been off work 
several months 

• What made the patient better? Can hours be 
adjusted if on sedative medication? Can the 
employee have time off for CBT? 



Strategies 
 

• We hate failed returned to works 



Strategies 
 

• Anxiety matters 

• Commonly associated with depression but not asked 
about, not volunteered or just ignored 

• May still be there when mood lifts 

• Avoidant coping strategies easily developed when 
mood low, then difficult to shift 

• Exposure +support – hold hands 
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