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From the President
Neil Loach

A

s this is my first Presidential
writing with OH Today, I want to
use it to tell you a little about
me, what my intentions are for direction
of travel within iOH and to open up this
fabulous edition.

I look back at
my career
with great
fondness and
thank my
lucky stars
every day for
the chances
and
opportunities
I have had.

4

I am currently employed full time as a
Senior Lecturer at the University of Derby
on the Specialist Community Public
Health Nurse (Occupational Health)
Pathway. I have been doing this role for
almost 3 years but full time for almost a
year. Prior to this I had been working
mainly in the NHS but also across a
number of other sectors, including, the
food industry, lead-acid battery
manufacture and for a number of other
diverse contracts for a major provider. I
started my nursing career 36 years ago
and have spent the majority of it in
Occupational Health. I have had the
pleasure of working with Dr Anne de
Bono, President of the Faculty of
Occupational Medicine for many of those
years. I look back at my career with great
fondness and thank my lucky stars every
day for the chances and opportunities I
have had.

The Art of Reflection
This has led me to do a lot of reflecting
recently, as you would expect at major
life events. The art of reflection is
considered to be vital for nursing and
forms an important, but often
overlooked, part of our revalidation
exercise. Reflective practice in nursing is
an increasingly important part of learning
and coping with the increasing pressures
we are all under. Francis (2013),
suggested the Nursing and Midwifery
Council introduce a system of
revalidation similar to that of the General

OH TODAY Autumn 2020

Medical Council. Central to that process
is the need for all registered nurses to
provide evidence of reflection on their
practice and to engage in reflective
discussion with another nurse about their
work. If it helps to save lives as a
recommendation for eligibility to
practice, in my opinion, it can also bring
about an improvement to patient / worker
outcomes also.
Going back to my original intention, I
reflected how immensely privileged I feel
to be representing my professional group.
How humble my beginnings were and
how incredibly proud my dear dad would
have been that his son held the office of
President of iOH.

Supporting Healthcare
Professionals
Another aspect to my recent reflections
has been how incredibly difficult the last
8 months have been for us all. Especially,
if not exclusively, from the perspective of
COVID-19. The deaths, the uncertainty,
the workload and the general feeling of
loneliness and isolation. The World is in
chaos and we have pinned our hopes on a
vaccine that is so close and yet so far.
While many have been told to stay home
and do nothing, many nurses and other
healthcare professionals have stepped up
their game and worked many hours
overtime and are left feeling burnt out
and under valued. This has to stop.
The solution is not an easy one. With
50,000 nurses short, the workload is
going to be overwhelming. But during a
pandemic it has the potential to be
intolerable. We cannot magic another
army of nurses any time soon. So, what
can we do?

One option is to better support the health
care professional. Offering them more
money would also help a little. But let’s
face it, that is unlikely to happen. My area
of direction for iOH is to look at Clinical
Support Networks for OH Nurses and
Wellbeing Practitioners and maybe even
setting up Clinical Supervision systems,
either group or individual, to help nurses
and allied health professionals in terms of
difficult cases and the burden that they
can bring, as well as the pressures that
COVID-19 is having on us all. Clinical
supervision is embedded within
Psychological therapy, midwifery and
health visiting not only for clinical
reasons but also for safeguarding. Within
Occupational Health settings it is often
unheard of.

Clinical Supervision in OH
So, what are the benefits?
Clinical supervision has many benefits for
nurses, nursing, patients, workers, service
users, carers and also the workplace
culture, reflecting the values and
behaviours of the organisation and its
staff. It is also linked to good clinical
governance. Clinical supervision
functions as an emotionally safe space
that, in turn, promotes critical reflection
and has a positive impact on nurses’
emotional well-being. Clinical
supervision provides a strategy to
mitigate nurses’ workplace stress and
enhance retention.
Clinical supervision can help staff to
manage the personal and professional
demands created by the nature of their

work. A variety of models for Clinical
supervision have evolved in different
work settings across healthcare. Rarely is
time for clinical supervision funded or
included in the calculation of nurse
staffing levels. Clinical supervision could
also provide an environment in which OH
staff can:
•

explore their own personal and
emotional reactions to their work.

•

reflect on and challenge their own
practice in a safe and confidential
environment as well as receive
feedback on their skill.

•

and engage in professional
development, identify developmental
needs and support revalidation.

That is my focus, my passion and my
commitment.
I look forward to serving you all and to try
to make even the slightest bit of
difference to someone who may have
been struggling to cope with the
overburden of their work. Be it physical,
emotional or spiritual as these are at the
core of good occupational health practice.
Please enjoy reading this edition of OH
Today. Be safe, be strong and keep on
doing the fabulous work that you do.
Please reach out if you need help. There is
always a brighter future to look to, even if
we can’t see it just yet. I wish you all a
Merry Christmas and a Peaceful 2021.
Neil Loach
President ⬛

While many have been told to stay home and do nothing,
many nurses and other healthcare professionals have
stepped up their game and worked many hours
overtime and are left feeling burnt out and
under valued. This has to stop.
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OH TODAY

5

I

t’s Monday morning. Alison, a team
leader managing a busy team of
finance analysts opens her inbox to
find an email from the HR Manager,
informing her that next week Leila Everitt
will be joining her team. Alison is
relieved, it’s taken ages to recruit and
she’s looking forward to having some
additional resource. Alison remembers
Leila from the interviews a few weeks ago
as quite a nervous candidate, shy but with
a focused approach to her work. She was a
bit worried that Leila had changed jobs
quite so often, but she scored so well on
the selection test, she’s pretty confident
Leila will do well in this job.

on Leila’s application form, but that’s
because she doesn’t see the page where
someone ticks the disability box (yes/ no/
prefer not to say) - that ends up with HR.
She’s interviewed a wheelchair user before
and remembers that the adjustments she
was told to make were straightforward,
making sure the interview was on a
ground floor and the ramp was accessible.
She’s wondering now if autism is a
disability and if so, what does that mean
for her and for the team? What does she
have to tell them? Can she tell them
anything at all? Will being autistic cause
problem for the team? What adjustments
will she ask for? If you were Alison, what
would your immediate reaction be?

There’s also a note on the email:
“By the way, Leila is autistic. I’ve
attached the Equality Act guidelines, so
you can sort out what reasonable
adjustments are needed.”

1.

Ignore the HR manager’s note - you’ll
work it out later
2. Trawl the internet looking for
information about autism
3. Ring Occupational Health

Alison is somewhat taken aback by this;
she doesn’t remember anything about
autism being discussed in the interview or

Trawling the internet Alison uncovers
masses of information about autism and
about neurodiversity. Some is informative,

Written by Dr Anne Cockayne

Accommodating
How can OH Professionals
support autistic employees
and their managers?
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much is deficit based focusing upon
autistic children in the guise of special
needs. Celebrity blogs are out there too,
like Greta Thunberg talking about her
focus on climate change as a unique
talent, as well as stereotyped fictional
characters like Rainman and more
recently super sleuths Mr T, or Saga Loren
(The Bridge), courtesy of Netflix. She
can’t find much about how to manage
someone with an autistic spectrum
condition, beyond giving out headphones
as adjustments.
This article summarises the findings from
my Doctoral study aiming to give OH
practitioners knowledge they need to
support autistic employee and their
managers.

Neurodiversity, Autism
and Aspergers
Autism is a neurodiverse condition
characterised by difficulties in social
interaction, rigidity in thinking and over
or undersensitisation to surrounding
sounds, lights and textures. It’s a heavily
deficit-based definition, placing autism as
a hidden disability protected under the
Equality Act (2010). Many autistic people,
especially those who identify as Asperger
Syndrome have higher than average IQ,
intense concentration, independent
thought and ideas, affinity with
technology, good writing skills, attention
to detail, precision, reliability and
capacity to gather expert knowledge. Like
other neurodiverse conditions, autistic
people have neurological differences

which create these talents, such that
some companies have deliberately
recruited autistic people into technologyrelated roles. Dig into working life in
general though and the picture isn’t as
rosy. Autistic adults are far less likely to
be employed than non-disabled adults
and up to four times more likely to be
unemployed than other adults with a
more recognised disability. For many,
it’s a struggle to get and keep meaningful
and skilled work.

Key findings
Almost all the managers I spoke to
admitted they had no idea that about one
in a hundred people are autistic, possibly
more in some sectors. This is partly
because an autistic person isn’t obliged to
disclose, or may not know they are
autistic, especially the case for women.
Managers have to learn gradually,
managing autistic people through trial
and error, because even in companies
with good general provision, robust
support is not available from in house HR:
“HR didn’t really have much more
knowledge about employing and
supporting autistic - they would bat it
back to Occupational Health.”
OH might not necessarily be a better bet
though:
“When I first knew about her diagnosis, I
gave her the contact details for
workplace wellbeing. This didn’t go well
as when she asked if she could speak to

Managers have to learn gradually,
managing autistic people through
trial and error
8
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someone with Asperger's expertise there
wasn’t anyone who could help her.”

Common Problematic
Areas
An area many autistic people say makes
them feel very different from their peers
is in having a much lower tolerance of
sounds, lights and smells.
“I don’t like very loud noise; especially
people talking, when voices start to get
raised. When people come to my desk,
they stay chatting 15 minutes at a time,
I’m trying to concentrate and it’s
disruptive. I’ve had no discussion with
anyone, I just told my manager, that
was it. No one has suggested anything.”
His manager describes what he did to
accommodate working in this busy open
plan call centre:
“He can’t cope because of the noise, so
what I’ve done is moved desks about so
he’s next to someone who is very quiet
and away from the noisy ones. He just
can’t function if desk lighting is too
bright. He is the only one in building
wearing a hat, as no one else can. I can’t
move these teams about. These are
national procedures; we can’t change it
for him.”
Another manager describes how it’s the
environment, not the job itself that
creates problems:
“Night lights aren’t the greatest when
you’re working night shifts. I asked if we
could just turn off alternate lights at
night. As an organisation they said, no
it’s all on one system; it would be too
much to rewire the whole system. I would
say it’s OK just take a bulb out!”
All very well, but these accommodations
might not be very practical.
It’s not always straightforward to move
desks about or to change light bulbs, even
where the law prescribes these and when

Scale of the Problem
There are

Only

10%

700,000

autistic people in the UK

of adults
in work receive help

16%

Just
of people with
autism have a full time job

79%

of autistic
people feel isolated
National Autistic Society

it’s obvious this would help, especially in
large bureaucratic organisations. Another
complication comes from other peoples’
reactions to seeing reasonable
adjustments being put in place. If
someone is given more frequent breaks,
wears headphones or woolly hats to
minimise noise disruption, the rest of the
team knows about it. Adjustments like
this represent something of a doubleedged sword for AS employees: on one
hand they help redress inequalities by
reducing noise or other sensory problems,
but also mark someone out as getting
special treatment. Why shouldn’t
everyone be given a quiet part of the office
which has more space and a window view.
No wonder then that some don’t bother
asking:
“No. I have not asked for headphones or
desk partitions to manage noise
disruption. tried to cope with it without
asking. In fact, I’ve tried to get on with it
and just ‘man up’”

ioh.org.uk
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Allowing someone more breaks can also
pull down the team’s performance, maybe
causing resentment within the team, as
well as a major concern for the manager,
whose own career prospects are of course
determined largely by how successful the
team is. Knowing that these issues are in
a manager’s mind is really important
when dealing with referrals surrounding
performance issues as the decisions they
arrive at are likely to be influenced by
these very real consequences.
“I’m really looking to Occupational
Health for evidence so I can help him and
so I can adjust the targets”
OH practitioners will always explore what
is happening in the work setting, that’s a
given. Remember though, that working
out what those working around an
autistic person think of as normal in that
office, factory or site is absolutely key.
Wearing a hat, funky or not, is acceptable,
trendy even in many organisations, but by
no means all. What passes as normal is
very subjective, illustrating perfectly that
reasonable isn’t always reasonable- it
depends on culture, sector and attitudes.
It’s also down to unconscious
assumptions that ‘one size fits all’, i.e.
everyone will readily slot into existing
working arrangements that work for the
neurotypical majority, not the
neurodiverse minority.

What is Good
Teamworking?
It’s often the case you hear a manager say
that it’s better for everyone in the team to
get along and form strong working
relationships; surely that‘ll be good for
productivity if people are chatting and
enjoying their work? Not wanting to sit
with your team at tea break might be
considered at best odd, at worst
downright rude. What if though,
teamworking doesn’t equate to sitting
together or wanting to hear about the
latest office gossip or politics? What if
keeping out of office gossip and avoiding

10
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chit chat means you get more work done?
John describes this social pressure:
“When I come into work, I can shut
down from the chit chat. I don’t want to
be rude, I’m trying to accommodate it,
focusing on getting prepared for the next
call. Sometimes it’s horrible, as I want to
be a team member, a valued member of
the team but I just can’t handle the team
in this environment. People are
needlessly complex and extremely
draining.”
Autistic people say it’s not just the noise,
sounds and smells associated with
workplaces, it’s that prolonged social
interaction can be hard:
“The biggest drawback for an autistic
person, more than anything else is the
interaction with people – it’s what limits
me most in the workplace.”
Here’s how managers described how
their employees worked in the team:
“He doesn’t choose to mix. He is part of
the team, but I wouldn’t say he is the
best at team working, not a natural team
worker.”

judgements. Managers and colleagues
might well come to regard autistic people
as falling short in the teamworking area,
if they view teamworking as solely about
engaging in ‘normal’ conversations and
chit chat.
What stood out from my research is that
autistic people do not want to be ‘loners’,
as some stereotypes suggest. Instead, a
picture emerges of people wanting to
work hard and contribute to the team.
What gets in the way sometimes is how
teams operate in the workplace, for
example this manager describes how
wanting to be a part of the team is being
weighed up against the amount of
perceived disruption from others talking
as they work.
“He is not a loner – he wants to be part
of the team, if not too many people are
talking at once.”
Not all autistic people are the same and it
is certainly not the case that being
outgoing and chatty is the preserve of
neurotypical people. It’s the amount of
socialising and the assumed demands that
can create problems. It can be puzzling
for a neurotypical person to understand

what constitutes an uncomfortable
working environment for an autism
person. For me, a particularly poignant
story came from Tim, who talked about
Andy, an autistic person he had recently
promoted on account of his consistently
excellent performance. Andy’s new role
meant that he was expected to socialise
informally with other team leaders,
usually after work in the pub. He found
that very stressful, culminating in having
to take time off work, most likely from the
efforts involved in trying to work out
complex social meanings, including
specific problems with getting ‘jokes.
Using a blunt and direct style was another
area that many managers felt could be a
strength, commenting how refreshing it is
to have someone who was willing to
highlight problems that others would
simply keep quiet about. However, it isn’t
hard to see how this can also create
problems.
“His emails were too blunt and upset one
member of staff. It did cause me a real
problem; I don’t think that the recipient
will ever really understand they don’t
know about the condition.”

“She has a strong desire to help in the
case team and will help other trainees,
but not in a sort of comradely way. It’s
about getting the job done and passing
on knowledge. When
she is in chatty mood,
she chats a lot, that’s
nice to have that
engagement. But often
she doesn’t want to chat
gets on with work. I
don’t see that as a
problem.”

“What passes as normal is very
subjective, illustrating perfectly that
reasonable isn’t always reasonable
- it depends on culture, sector and
attitudes”

Words like ‘normal’, ‘natural’
and ‘nice’ stand out from these
comments, suggesting that
managers expect everyone to
work like this, after all surely
that’s good team working?
However, these are simply value

ioh.org.uk
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Another participant added: There were
some things … what I would class as
embarrassing. She would be very honest
and open in front of colleagues. That
would have an impact on how they would
react. Some would say ‘I didn’t want to
hear that’. Others would go to the point
where they might laugh at her. I found
that having to manage that situation was
quite uncomfortable. I had to manage it
and say to her that you can’t be like that.

Health professionals as key advisors.
When handling a referral concerning an
autistic person, its vital that OH recognise
the pressures that coexist for that
person’s line manager – their experiences
are inextricably linked.
•

Recognise the impact of making the
adjustments upon others. The
Equality Act forces managers to make
accommodations but ignores the
bigger picture of the consequences of
doing so. It’s important to remember
that this doesn’t relieve that manager
of having to maintain team
performance.

•

Keep in mind that HR usually get
involved with a referral when there’s
a problematic situation and may well
have negative not positive
perceptions about autistic people. If a
performance problem surrounds a
referral, keep an open mind as to the
actual cause and note that autistic
characteristics can be viewed as
strength or problematic depending on
attitudes, the job demands and the
environment.

To the team, an autistic person doesn’t
look disabled, which makes it even harder
for a manager to explain why
accommodations have been made. Just
like Alison, this manager knows that
people generally feel on firmer ground if
they can see easily what is causing
someone access difficulties:

•

Push for awareness training for all,
but especially line managers who are
so key in optimising an autistic
person’s working life. Schools and
universities are well resourced in
supporting autistic students and its
highly likely younger people will
expect employers to understand too.

“I feel there is a lot more support and
understanding placed upon someone who
has a disability that you can see rather
than someone who had different brain
chemistry.”

Knowing more about what it is like to be
autistic in workplaces should increase the
scope for understanding how to support
an autistic person and their manager, as
well as optimise opportunities to make
best use of skills and talents.

Case law shows employers disregard
differences in autistic communication
styles, viewing them instead as rudeness
or inappropriate behaviours which in turn
make employment problematic and, in
some instances, results in someone’s
eventual dismissal and is a major cause of
exclusionary employment outcomes. A
cautionary note for OH professionals
supporting managers and HR is that
where employers have lost cases, they
have failed to understand that these
differences in how people work, and in
their communications styles are ‘real’ and
serious enough to matter.
“You don’t look disabled…”

How can Occupational
Health Help?
The expertise of HR people is often
neither as accessible nor as up to date as
line managers need, placing Occupational

12
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Dr Anne Cockayne is based in
Nottingham and can be contacted at
dandelioncareers@virginmedia.com or
07946 322081.
www.dandelioncareers.com ⬛
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A
Janet O’Neill

Grasping the
Situation of
Ethnic Minority
Bias
14
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s a white South African (SA);
having grown up during the
apartheid era, I witnessed
segregated benches, toilets,
buses, and beaches and attended
an all-white school and nursing
college. I remember the
uncomfortable job we had in midwifery of
having to declare race when noting a birth.
South Africa had all society split into 4; White, Black, Coloured (mixed race), and
Indian. Everyone was pigeonholed.
Fortunately for me, my parents were
progressive and squashed any signs of
discrimination in us at an early age;
plus, my hobby (ice-skating) and social
life enabled me to develop friends
with a mix of races. Upon leaving
South Africa, I worked in Swaziland (
A small African country next to SA)
as the only white junior nurse in a
clinic amongst black nursing peers
and a black matron. What a
fabulous experience that was and I
can firmly place all learned
resilience at the foot of the Matron
I worked under.
Following on from an experience of
strong and overt racism in South
Africa to being treated as an equal
as a minority in Swaziland; I came
to England 20 + years ago; a
seemingly progressive and multicultural country. Thus, when Black
Lives Matter arose compounded by
the health inequalities of COVID 19, I
was surprised to see and hear people
standing up and proclaiming racism
was alive and kicking. I now realise that
my blindness was possibly due to white
privilege; noted by the BBC as being the
benefit of not having to deal with racism.
In a 2018 survey; 74% of ethnic minorities
stated that they had experienced racism;
not the overt racism I witnessed but covert

or
subtle
racism; leaving only
those experiencing it to
feel the effects. Racism,
according to research, remains across
the board with under half of the people in
employment, noting inclusion within
their working environment. This was
brought home significantly when a peer of
mixed race was not given the opportunity
to note her race in a recent COVID 19 risk
assessment. An absolute example of
subtle racism.
Learning about unconscious bias was my
first step in gaining an understanding of
this type of racism. Certainly, an eyeopener, especially around employment;
interviews and leadership. I had always
seen myself as unbiased but as
unconscious bias is a shortcut to decision
making based on experience; we all must
have bias. I discovered the Harvard IAT
tool; albeit with pro’s and con’s according
to research, that is most commonly used
to assess bias. It seems that many
organisations provide training on
unconscious bias even though there are
strong indications that it doesn’t
particularly work on its own and what is
needed is a more multi-faceted approach
involving decision-makers at all
organisational levels. Anecdotal evidence
suggests that unconscious bias commonly
occurs within employment when hiring
staff. This then leads to exclusion and less
diversity in an organisation. It could be
this bias that has caused the clearly
documented link to the number of ethnic
minorities in lower socio-economic roles
with associated health inequalities
My second step was talking to peers in OH
who are from ethnic minorities to gain

ioh.org.uk
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their perspective; this was a
humbling experience. All had experienced
or observed subtle racism in one form or
another and one peer had suffered direct and
obvious discrimination within an OH department
which left her feeling significant self-doubt;
testimony to the psychological impact racism can
have. Other testimony included typical microaggressions from employees we see such as asking
where they “really” come from; derogatory
comments; assuming a position with the
organisation; challenging opinions; having work
challenged more than their white counterparts.
Occupational Health is in a unique position as we
have 3 stakeholders; our employer; the line
manager/client/HR and the employee and therefore
3 differing avenues where discrimination may arise
and where we need to focus efforts on promoting
inclusion.
We ourselves also need to ensure that we consider
equality with the work we do. I had always felt that
treating everyone the same was a good thing but
the realisation dawned that being colour blind was
not. Culture is extremely important to people and if
we ignore individual cultural differences then we
ignore the biopsychosocial model which is part and
parcel of an OH assessment. One peer shared the
importance of supporting a wider family in her
culture; clearly impacting financial drivers; another
shared the importance of taking into account
cultural differences around diet and general health.
If we have a one size fits all approach, we will miss
opportunities relating to health and work. The 2018
PHE publication explains that ethnic identity
affects mental and physical health in a number of
ways such as accessing health care; health beliefs
and sadly experiences and fear of racism. Perceived
racism impacts self-esteem negatively; which may
also prevent those from ethnic minority groups
pursuing leadership roles; especially when there are
few role models. As testified by a number of peers;
there is strength in having people to identify with
when entering a particular employment, and the
same could be said when encountering OH, but the
diversity that inclusion brings allows for different
views; perspectives and ideas creating a dynamic
organisation. The SOM has developed a task

16
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force on diversity which; if it has the same reaching
effects as their work on COVID 19; will support the
OH world in taking inclusion to new heights.
I hope this encourages others to expand their
knowledge and awareness. iOH has excellent
resources on their website for members. Also
recommended is the E-Lfh e-learning on cultural
competence in health care and Future Learn
Ethnicity and Diversity. The Kings Fund has some
great resources as does the mental Health
Foundation.
•

Equality and Human Rights Commission
Research report 113 March; Unconscious bias,
An assessment of the evidence for effectiveness
March 2018

•

https://www.health.org.uk/publications/
reports/the-marmot-review-10-years-on Feb
2020

•

Anthropology Now, 10:48–55, 2018 • Copyright
© Taylor & Francis Group, LLC ISSN: 19428200 print / 1949-2901 online • https://doi.org/
10.1080/19428200.2018.1493182

•

https://www.gov.uk/government/publications/
health-inequalities-reducing-ethnicinequalities August 2018

•

https://www.tolerance.org/professionaldevelopment/test-yourself-for-hidden-bias.

•

https://www.mentalhealth.org.uk/publications/
equality-and-diversity-findings-mental-healthfellowships 2020

•

Race in the Workplace: McGregor Smith review
Race in the workplace https://www.gov.uk/
government/publications/race-in-theworkplace-the-mcgregor-smith-review 2017

Janet O’Neill is Director of Professional
Development (iOH) and Clinical Nurse
Director (PAM Group). ⬛
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How can we
Harness these
Techniques to
improve OH?
Written By Neil Loach

I

’m sure you have all heard of
Emotional Intelligence. At least I
hope you have. There’s been a lot
about it in the media for a few years now
but how does this relate to the workplace
and to Occupational Health (OH) &
Wellbeing? Not just from an employer’s
point of view but from an OH
Practitioners viewpoint too. How can we
employ emotional intelligence in our day
to day work?

“EI is the ability to sense, understand,
manage, and apply the information
and power of emotions as your
greatest source of energy, motivation,
connection, and influence.”

Emotional intelligence (EI) can be
defined as:

From looking at the above definitions
and components, it could be thought to
be easy as to how these relate to the
workplace. The interest in these
concepts is that these abilities separate
the exceptional leaders and managers
from the average. Goleman (2012)
suggests that particularly among high
flying executives where many of them
are considered to be as intelligent and
smart as their peers, that how they
manage themselves and their
relationships really gives them the edge
and sets them apart as beacons of best
leadership practice.

“Emotional Intelligence refers to
someone’s ability to perceive,
understand and manage their own
feelings and emotions” (Chignell,
2018).

But why is EI so important in the
workplace? Emotional intelligence is a
vital consideration in the workplace for
many reasons, but there are two that
really stick out:

Further, there are five distinct
components of EI:

1. It is linked to higher job satisfaction
for those with high EI as well as
employees who work with or are
managed by those with high EI.

In this article, we will define emotional
intelligence in the context of the OH
workplace, and skills that the OH
Professional can reflect upon to see if
there is anything that can be done to
assist with our own skillset.

•
•
•
•
•

Self-awareness
Self-regulation
Internal or intrinsic motivation
Empathy
Social skills

Another definition by Casper (2002) is:
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It’s well-known that EI is related to job
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EI also tend to be higher in job
satisfaction, as many studies have shown:

2. People Listen to Each Other in
Meetings

•

Unfortunately, not all meetings are
positive and productive; sometimes
meetings can devolve into everyone
talking at once, no one offering any input
at all, or-worst of all-shouting and heated
arguments.

•

•

Çekmecelioğlu et al (2012) studied
nearly 150 call centre employees and
found a significant positive
relationship between EI and internal
job satisfaction.
Similarly, high EI, specifically high
self-awareness is negatively related
to burnout and positively related to
job satisfaction in people who work in
the public sector (Lee, 2017).
Ghanian nurses who were higher in
emotional intelligence also enjoyed
higher job satisfaction (Tagoe &
Quarshie, 2017).

If an employee contributes to any of the
above in a meeting, he is displaying low
emotional intelligence. If he allows
others to have their say, listens
attentively and refrains from interrupting
others, and gently but effectively keeps
everyone on task, he is probably high in
EI.
3. People Express Themselves Openly

7 Examples of High and Low
EI at Work
We know that high EI in the workplace is
an advantage, but how do we know it
when we see it? What does it look like?
Here are some good examples of high vs.
low EI at work (Dhanak, 2020)
1. An Upset Employee Finds a
Compassionate Ear
We all get moody sometimes, even at
work. How a person deals with her
coworkers or employees when they are
having a bad day is a good indication of
her EI level.
If she doesn’t even notice the moodiness,
ignores the employee, exacerbates the
bad mood, or criticises the employee and
tells them to “snap out of it,” she
probably has low EI. If, on the other hand,
she notices that something’s up, offers
her employees compassion and
understanding, and tries to cheer the
employee up or distract them from their
woes, that’s a great indicator that she has
high EI.
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A person who is comfortable speaking up
about things that are important, and is
just as comfortable listening to others
talk about their own opinions, is showing
high workplace EI. She is probably also
adept at expressing her own emotions in
an appropriate way and accepting of
others who express their own emotions.
A person who keeps things bottled up or
gets upset when others disagree with her
at work is likely low in emotional
intelligence. She might spar with her coworkers about their opinions orconversely-expect everyone to simply
keep all emotions and opinions to
themselves.

team is low in EI and does not understand
how their proposed changes will affect
their employees.
5. Flexibility
A workplace that offers flexibility and
understanding of the complex, busy lives
of workers is one that is probably high in
EI. Managers and executives who accept
that people have different needs and offer
ways to work smarter are displaying a
good sense of emotional intelligence.
Managers who refuse to allow their
employees flexibility and hold strictly to
the way things have always been done,
particularly when there is no need to do
so, are showing signs of low EI.

emotionally intelligent, they tend to get
along and see the value in investing their
time and energy into workplace
relationships, but people low in EI are
generally not interested in building
quality relationships with their peers
(Dhanak, 2020).

Benefits and Advantages of
Using EI in OH
If you’re not already convinced about the
benefits of using EI in the workplace, here
are a few more reasons you should pay
attention to it!
•

Motivation. High EI translates to
better control of our motivation, and
perhaps even more motivation for our
co-workers.

•

Common vision. Those high in EI are
able to more effectively understand
and communicate with others, which
makes it easier to develop and
maintain a common team vision.

•

Change. Highly emotionally
intelligent people can handle the
stress, uncertainty, and anxiety that
comes with working in OH.

•

Communication. Clear
communication is a tell-tale sign of
EI, and it contributes to better
relationships, an easier time getting
help from others, and more effective
persuasion and influence of others.

•

Leadership. Self-leadership, leading
others, influencing others-all of these
are vital for those in business.

6. People Have the Freedom to Be
Creative
Similarly, workplaces that allow their
employees the opportunity to be creative
and innovative are high in EI. Giving
people the chance to practice their
creativity and think outside the box is not
only a welcome gesture for employees,
it’s also a smart move for the workplace.
Workplaces that make their employees
stick to strict policies and procedures
when there is no need, are low in EI. Not
understanding the value of creativity and
the need for workers to be imaginative
and invested in their work is a mark of
low EI.
7. People Meet Outside of Work Time

4. Most Change Initiatives Work
If a workplace is generally high in
emotional intelligence, it probably
handles change well.
On the other hand, workplaces with low
emotional intelligence are resistant to
change, fail to put in the effort necessary
to make change initiatives succeed, or
even actively sabotage them.
Additionally, poorly thought-out
initiatives indicate that the management

Finally, a good sign of EI in the OH
workplace is when colleagues meet
outside of the workplace. Workplaces
where employees enjoy happy hours,
having lunch together, or other social
activities indicate that there is a high
level of EI present.
Workplaces that don’t feature such strong
bonds and those in which employees do
not spend any non-working time together
are likely low in EI. When people are

Are There Disadvantages and Limitations
to Using EI in the Workplace?
There are absolutely advantages to using
EI in the workplace, as the examples
above show. So far, there are virtually no
disadvantages to it.
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However, there are some limitations. EI
can be enhanced, but as with other traits
and skills, there is an upper limit to it
that is likely determined at least in part
by genetics. Not everyone can be a
master.
In addition, there is some concern that
too much EI can encourage manipulation
and other unethical or bad behaviour. If
unscrupulous employees have extremely
high EI, they may be tempted to use this
to manipulate, deceive, and take
advantage of their co-workers,
subordinates, and perhaps even their
management.
Generally, having excess EI is not
something anyone should be too
concerned about; it’s much more
common to have too little than too much.

What Happens When There is
a Lack of EI in the Workplace?
There are two main ways that a lack of EI
can negatively impact the workplace:

•

Less effective communication of
ideas and emotions to others

•

Inappropriate communicationrelated behaviour, such as outbursts
of emotion, oversharing or failing to
communicate important information.

It’s easy to see how these mechanisms
impact overall communication and,
through less effective communication,
lower productivity, and efficiency in the
workplace.
Similarly, EI can have a significant impact
on decision-making in the workplace.
When emotional intelligence is high,
workers can understand the cause and
effect relationship between emotions and
events and plan effectively (Côté & Yip,
2013).
When EI is low, workers may experience
incidental emotions surrounding
decision-making. For example, anxiety is
a common emotion involved in decisionmaking, especially for big decisions that
will have a significant impact.

1. Communication
2. Decision Making
A lack of EI can negatively impact
communication in the workplace through
several mechanisms:
•

Less understanding of one’s own
emotions

•

Less understanding of the emotions
of others

Those low in EI may not understand the
source of their anxiety or how to
effectively manage it, leading to too
much risk-taking, not enough risk-taking,
or judgement clouded by bias (Côté &
Yip, 2013).
So we know what a lack or surplus of EI
can do to a workplace, but we still need to
consider how it can actually be applied in
the workplace.
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There are many applications for EI in OH,
but there are three interesting areas where
interventions can be especially effective:
•
•

Leadership
OH management

2. Manage emotion: the ability to
effectively manage, control, and
express emotions.
3. Make decisions: ability to
appropriately apply emotion to manage
and solve problems.
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4. Manage their own emotions and the
emotions of their employees (to an
extent).

4. Achieve: the best motivation to
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manage, and evoke emotions in others.
As you might have guessed, higher
emotional intelligence is characterised by
these five abilities! High EI is a must-have
for OH managers!
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EI can be applied to improve one’s skills
and abilities in five core OH work tasks:
1. Engagement of workers/clients
2. Assessment and observation

All of this leads directly and indirectly to a
more efficient, effective, and productive
workplace.

3. Decision making
4. Collaboration and cooperation

EI is clearly important for leaders, but
don’t underestimate its importance in more
peer-heavy projects and interactions. OH
leaders have good reason to pay attention
to their EI levels and improve them if
possible.
To be successful, OH leaders must be able
to…
1. Perceive emotion: ability to
recognize, attend to, and understand
one’s own emotions and others’
emotions.
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5. Dealing with stress (Morrison, 2007)
Improvements in these five tasks will not
only allow the OH Professional to work
more effectively but will also improve their
clients’ experience and help the OH
Professional to feel more positive, fulfilled,
and satisfied with their job (Morrison,
2007).
Neil Loach is the President of iOH and a
Senior Lecturer in Postgraduate Health
Care at the University of Derby. ⬛
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WANTED:
Writers for OH Today

W

riting is a great way to reflect
on your practice, share
knowledge, and your thoughts
in order to make sense of a difficult
situation. Whether you are a first-time
writer or a regular contributor, we would
love to have your input. Here are some
tips that might inspire you.

•

Ask yourself- Do you think it will
interest the readers?

•

If you use photographs or graphics,
make sure you have permission from
the owner.

•

Photographs need to be in jpeg
format and at least 300dpi. Photos
taken from the web are usually too
poor to use.

•

Revise the article for flow and
structure

•

End with a concluding statement.
Perhaps a thought-provoking
question.

•

Proofread, checking spelling and
grammar.

•

Publishing personal information will
require the permission of the person.

Deciding on the subject and
style
Do you have an idea to share which would
interest the OH community? Attended a
recent learning session, have a thoughtprovoking question, a desire to describe
something from your practice, or even a
research finding? It can be in the style of
a case study, a literature review, an
opinion piece, a blog, or a book review.

How much to write?
As a guide, an opinion piece, blog, or
book review would range from around 300
to 700 words. Practice articles such as a
literature review, case studies, or research
findings, between 1,500 and 3,000 words,
including references.

Top Tips to get you started
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•

Discuss your ideas with a friend or
colleague. Ask them to read it to
sense check it.

•

Use a “hook line” at the beginning of
the article to draw attention to the
reader.

•

Use clear language without jargon.
Simple, concise sentences work best.

•

Check references are complete and
accurate.

•

Ensure your article is your original
work

What happens once I submit?
All articles will be acknowledged, and
feedback is given to the writer.
Some editing may be necessary to
enhance the flow of the article and
graphics will be added to enhance the
reader’s experience.
Submissions may not be used in the next
edition but may be kept for a future
theme.

Interested in Writing?
If you would like to have a chat about
helping with OH Today, blogging, peerreviewing, or submitting an article, email
the editor, Lynn Pratt admin@ioh.org.uk.
We could love to hear from you. ⬛
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The challenges of being an occupational
health professional through the years

Written by

Lucy Kenyon
Immediate Past
President,
Non-Executive Director,
iOH

T

he profile and role of
Occupational Health (OH) have
never been more important.
COVID-19 has given us the biggest
challenge of our careers. We have had to
turn to emerging evidence, develop brand
new assessment tools and radically adapt
our processes to ensure that we respond
to the impact of COVID-19 on employee
health. We have had to dramatically
increase our resources, with many of us
taking on additional work to support the
NHS and the healthcare workers living
the reality of a hazmat environment.
Our influence and role have ebbed and
flowed since the first Industrial Nurse,
Philippa Flowerday started her career in a
mustard factory 142 years ago and 85
years since the Ministry of Labour funded
the Royal College of Nursing to establish
a post-registration qualification. In 2008,
OH nurses were still questioning why,
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when “70% of the nurses employed in our
specialty work outside the NHS”, we must
ask whether our employers would “be in a
position to support the requirement that
SCPHN students are supernumerary.
Would someone please explain to the
employer or the lone practitioner how
this is supposed to work?” The
foundation and scope of this qualification
remains a contentious hot-potato today.
As our role changed from advanced first
aider to health surveillance and
improvement, for many enthusiastic OH
professionals, there remained the barrier
on starting a new job that one of the
existing team, seemingly unready for the
change of role, had advised management
that it was ‘unprofessional’ not to wear a
uniform creating an immediate ‘hoop to
jump through’ before you had even
started to promote the service outcomes
that you had been recruited to provide.

Since then OH has been perceived as
delivering rather than driving policy,
whether that is Employment Health
assessment as part of recruitment,
carrying out statutory health surveillance
as part of the management of hazardous
substances, noise, radiation or vibration
or processing health monitoring
questionnaires for specific workplace
risks such as shift or night working.
Influencing and driving policy will be the
subject of my next article.
Many OH professionals now report
directly into the Board and / or sit on the
board, where their colleagues are used to
having significant influence on policies.
They may struggle to accept clinicians
onto these decision making panels and
hold informal conversations with senior
leaders before key meetings to present a
government directive or “statutory”
framework” as the gold standard,

undermining the use of tools developed
by professional medical associations and
faculties.

What makes OH so different?
Philippa Flowerday played a key part in
implementing and promoting the role of
nurse statistician, evaluating health
trends of a defined patient group, which
was first explored as a role by Florence
Nightingale during the Crimean War. One
of my early data reviews was via a walk
through survey of a loading bay to
investigate why so many of the drivers
were attending the department with
frozen shoulders. It proved to be a
relatively easy fix of spraying silicone
onto the curtain runners on the trucks so
that they didn’t stick as they were being
pulled open.

Phillippa Flowerday

Since starting my career in OH in 1992, I
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have always striven to model my own practice on
their lead and example. However, from very early on
in my career, in addition to the challenges of finding a
suitable qualification that might be recognised by the
NMC, I discovered that I was also one of many
Occupational Health nurses navigating the challenges
of balancing a non-core role, as a professionally and
academically qualified employee with specialist
personnel management in an industry outside my
professional sector.

Being given tasks with unreasonable deadlines,
having opinions ignored, excessive monitoring of
work (in my experience known as micro-managing)
were strongly indicative of these behaviours.

OH professionals take a proactive, preventative
approach. I remember introducing burns kits on the
foundry melt rather than employees walking 10
minutes to reach the department for irrigation and
environmental temperature testing at 2 am, arranging
extra fluid delivered to shop floor to prevent a walkout during a particularly hot summer.

Personal bullying including being ignored or
excluded, humiliated or ridiculed in connection with
your work, the subject of excessive teasing or sarcasm
or exposure to insulting or offensive remarks is likely
to result in the individual adopting one or more of the
following mind-sets or tactics:

Our unique and pivotal position working directly with
the entire workforce, delivering health and
productivity outcomes, means that the data we can
produce is of immense interest and importance to
employers, employees, their insurers, medical and
pension scheme for whom we often operate as a
gatekeeper to ensure appropriate referral for welfare
and wellbeing interventions and analysing
information from those services to inform
rehabilitation and return to work. But this has its
drawbacks. Employers are necessarily anxious to
ensure that they can demonstrate value towards
corporate objectives, and this can lead to scrutiny,
micro-management and unrealistic target setting.
In my first management role, in the earliest days of
dial up internet, excited at the prospect of an
autonomous role and career, I found myself searching
for help to deal with the challenges of work, I
stumbled across this article, the magnitude of which
has stayed with me ever since.

So what makes our job so challenging
and what can we do to address these
challenges?
The Brief Cope study¹ identified common strategies
used by risk and safety professionals as a measure of
the level of pressure they felt to make or change risk
or safety-based decisions.
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The impact of workplace bullying directed at risk and
safety professionals can lead at best to over-use of
coping strategies to career limiting accidents and
errors², not to mention informal and unofficial
retaliation that goes with ‘whistleblowing’³.

•
•
•
•
•
•
•
•
•
•
•
•

active coping, putting on a brave face
behavioural disengagement
denial, similar to that experienced in grief
over-sharing for emotional support
over-reliance on faith
instrumental support, over-committing socially
passive acceptance
positive reframing, avoidance of triggers
planning, catastrophising or over-thinking
self-distraction
self-blame, low self-esteem or confidence
venting, impulsive anger or irritation

Timeline of Influential OH Events
External Factor

External Stressor

The Health and Safety at Work Act
(HASAWA) unified the responsibility on
employers to manage workplace risks.
OH professionals were seen as key to
identifying and preventing occupational
disease, so they were moved into the
Health and Safety teams that grew up
around this Act. Despite the rate of
occupational disease being, on average
twice that of occupational injury, most
employers still have larger H&S teams
than OH teams.

Change in professional liability and
redress available under the HASAWA

Introduction of Regulations and
Approved Codes of Practice formally
incorporate clinical assessment into
health surveillance.

Requires the autonomous development of
clinical standards and protocols,
including timetabling of appointments,
that could not be written or managed by
H&S, operations or HR.

1992

Establishment of AOHNP by my careerlong mentor and founding President
Carol Cholerton, in response to the
demise of the OH specialist division of
the RCN to meet the needs of a group of
nurses whose role did not appear to ‘fit’
into a traditional nursing pathway.

OH nurses take responsibility and
ownership of their professional
reputation.

1990s

Emergency treatments for eye injuries,
burns, muscular strains, etc., including
the use of equipment such as heat lamps,
slit lamps remained common.

Clinical protocols and PGD in place in
most OH departments.

1994

Clothier report led to questions in
parliament about the “need to review the
whole of the occupational health strategy
of the NHS to ensure not only that
another Allitt could not be recruited but
that there would be no necessity for one
to be deployed on a ward”

OH starts to report into HR

1974

1980s

Activity
You might want to reflect on how often you have
experienced any of the listed behaviours or turned to
these strategies.

I

n summary, I would like to propose a hypothesis
that external stressors on the OH professional
directly increase with an increase in profile.
Further investigation is required into why OH
professionals appear so vulnerable to pressure to
change their core principles and objectives and how
employers can support and protect the OH function
from internal politics. This will enable us to provide
robust and evidence-based services that retain our
independent, objective, evidence-based assessment
and opinion and provide the best-value solution for
the employer while ensuring that OH services are
delivered to help the employer meet the Equality,
Diversity and Inclusion agenda. ⬛

It is essential, therefore, that OH
professionals take the lead and support
the H&S teams to provide ‘responsible
person’ administration of initial and Tier
1 health surveillance and health
monitoring.

OH expected to ‘protect’ the employer
from employees with mental health
histories.
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External Factor

External Stressor

1994

Review of fitness for work standards.

Resulted in OH being asked to declare
candidates unfit for employment on the
grounds of their mental health history
and to participate in the process leading
to termination of employment on the
grounds of ill health.

1995

Disability Discrimination Act (DDA)

OH required to seek evidence that the
disability may impede performance and
explore adjustments to see whether
modifications to the environment or the
job may assist the disabled person to do
the required tasks.

Introduction of reasonable adjustments
“to prohibit discrimination against
disabled persons simply because of a
medical diagnosis. This is direct
discrimination which cannot be justified.
Thus, the rejection of a job applicant
simply because of a diagnosis of epilepsy
or mental illness will be unlawful in all
cases. Where the medical diagnosis gives
cause for concern as to the capabilities of
the disabled person, an individual
assessment must be undertaken.

“Only if no reasonable adjustments are
identified may the employer, university or
professional body lawfully reject the
disabled individual.”

External Factor

External Stressor

2010

Introduction of the Equality Act, which
defined the scope of reasonable
adjustments, leading to concerns by
employers that OH would recommend
adjustments that they could not or felt
unable to implement.

This was a source of friction while OH
professionals found themselves needing
to make time to provide training to line
managers on how to consider whether an
accommodation was reasonable in the
context of the business’ resources.

2010

Glasgow bin lorry crash raised doubt
about the efficacy of medical fitness for
work assessments.

A new duty on OH professionals to report
fitness to drive concerns to the DVLA.

2019

COVID-19: Move to evidence-based
rather than statutory guidance-based
practice.

For the first time Occupational Health
fitness for work assessment and guidance
on accommodations, adjustments and
adaptations are emotive and have
potentially life-changing consequences.

References
¹ Carver, C. S. (1997). You want to measure coping but your protocol’too long: Consider the brief cope. International journal of behavioral
medicine, 4(1), 92-100
² Farrell, G. A. (1997). Aggression in clinical settings: Nurses' views. Journal of Advanced
³ Nursing, 25, 501–508Whistleblowers and Organizational Protesters: Crossing Imaginary Borders

2004

Introduction of part three (Specialist
Community Public Health) of the Nursing
and Midwifery Council (NMC) register,
which remains contentious due to its
generic nature.

Variability of skills in newly qualified OH
professionals affecting reputation.

2008

Dissolution of the Disability Rights
Commission after it published the report
of its formal investigation into
professional regulation within teaching,
nursing and social work and disabled
people's access to those professions.

Removal of absolute fitness standards
leads to requirement for clinical
judgement skills.

2008

Pandemic flu

Opportunity for OH professionals to work
within the ‘public health’ agenda.
Opportunity for collaboration with
infection control

2010

32

A legal review found that OH must gain a
clear understanding of the circumstances
of each case.
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Conflict resolution skills essential to
negotiate where professional opinions
may differ.
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STAMPING OUT
RACISM

Written by

Hardev Singh Agimal

WHAT IS RACISM?
Racism is a virus that can linger in
organisations because of internalised
racist stereotypes (unconscious bias). It is
up to us to break these stereotypes down
and make positive steps in eradicating
racism. In the workplace, racism most
often manifests itself through
microaggressions, which are defined as
indirect, subtle or even unintentional acts
of discrimination against members of a
marginalised group. I for one have
experienced such events. According to
ACAS racism and/or race hate incidents
are defined as acts of violence and/or
hostility against people because of their
race and are illegal under the Equality Act
2010. The majority of people are fully
aware of the textbook definition of
racism, but many people are not aware of
the severity of the problem. A qualitative
study by TUC showed that over 70% of
ethnic minority workers have experienced
racial harassment at work and around
60% feel they have been subject to unfair
treatment by their employer.
Racism is often unintentional and
exhibited as behaviours that individuals
did not realise were racist or
discriminatory. Most people would not
consider themselves as racist, however,
that does not mean that occasionally
people may do or say something that is
unintentionally racist for example calling
a member of the BAME community
“coloured” because that is what they grew
up with, even though this is not
acceptable today. A person does not have
to intend malice to do or say something
that can be considered racist for example,
asking somebody where they are from but
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not accepting “Birmingham” as an
answer, because of my brown skin colour,
people assume that I must be from India.
Racism can be found in subtle comments
and preconceptions such as assuming
that English isn’t my first language, or
that I wasn’t born in England, or that I
must have been on the cricket team.
Other examples in the workplace can
include things such as confusing the only
two minority members of staff, not trying
to pronounce non-English names, or by
giving “Christian” nicknames to staff.
Employees need to feel empowered to call
out these behaviours as they happen and
to know that they have the support of the
company when doing so. It can be very
daunting to advocate for one’s self.
Organisation’s need to have a clear stance
on language and phrases that can offend.
Derogatory terms that refer to race are
unacceptable and discriminatory
regardless if they were meant as a joke or
were un-intentional.
Another significant point are the terms
“colour blindness” and “don’t see colour”
and “I try and treat everyone the same”
ignores that fact that, although we all live
in the same world, the world does not
treat each person the same way and
everyone has their own culture which
needs to be respected.

INCREASING AWARENESS
Increasing awareness of racism,
different types of racism and how
to overcome racism, plus
enabling cultural competence
will create a diverse working
community within the
Occupational Health (OH)

family, improving relationships and creating
forward-thinking OH organisations who are
front-runners in the fight against racism.
Employees expect to be treated fairly and
considerately in the workplace. OH
organisations are generally equal
opportunity employers and have policies to
reflect such, but equipping staff with the
right tools to implement these policies goes
that one step further. When it comes to
issues of race discrimination and race hate,
fair treatment is a moral and legal duty and
employers have a responsibility to
implement reasonable measures to protect
employees, locum staff, customers, clients
and service users from harassment plus
investigate and respond to any issue they
become aware of. Most important, however,
is immediate and follow up support. From
past experience; having no follow up
support can lead to a feeling uncared for and
a loss of engagement in the organisation.
This will reduce the likelihood of
misunderstandings resulting in lower
attrition levels, complaints, disciplinary
action and employment tribunals, all of
which affect service provision negatively.
Educating staff about cultural backgrounds,
i.e. being “colour sighted” will improve the
service, results/outcomes we in OH provide
to both employers and patients/service
users.

WHAT CAN OH COMPANIES
DO?
Provide online or webinar training,
specifically around racism and anti-racism
and ensure that individuals undertake
this annually. The aim is to outline
behaviours to staff that can be
considered racist or discriminatory and
what the impact is on the receiving
end so that they do not accidentally
perpetuate these behaviours in the
future.
Have an official Anti-Racism
Campaign. This will promote antiracist behaviour in all aspects of an
organisation and enable strategies

to be incorporated throughout the
organisation. This can help to reduce the
likelihood of any “accidental racism” and
give staff the confidence to call out against
racism/whistle blow if they see it happening
in any context will be an essential outcome
whilst feeling confident that it will be
investigated timely and fairly whilst
supporting individuals involved.
Create a policy that clearly outlines the
reporting process for incidents. A clear
process of where employees should go if
they experience and/or overhear racism or
discrimination. Inclusion of a reporting
mechanism that is to a designated Ethnicity
Advisor brings in an element of sense
checking, to ensure the situation is reported
objectively.
Allocate a ‘designated individual’ to
assist with the investigation of racist/
discriminatory incidents and to support the
victim. Situations of discrimination are
often very individual and what may, or may
not, be felt to be discriminatory can change
over time and from person to person.
Therefore, it may be useful if the designated
individual listed is a member of the BAME
community as they are more likely to
understand what the individual has
experienced and be able to offer appropriate
support; especially since there is a
likelihood, they may have had a comparable
experience.
Incident resolution. As part of the
resolution for any racist or discriminatory
incidents, having a process will be helpful,
for example, a specific training course for
individuals to participate in; or reflect on
the behaviour. The overall aim is to educate
for positive change, not to shame or
embarrass.
OH Organisations have a unique position
within healthcare. They can play a
particularly positive role in anti-racism
which ultimately aids society as a whole.
Hardev Singh Agimal is a Physiotherapist
working for PAM Group. ⬛
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ATS/ERS 2019 SPIROMETRY
STANDARDS EXPLAINED
How Vitalograph’s New Product Range Bring These To Life
Brought to you by

It has been just over a year since the American
Thoracic Society (ATS) and the European
Respiratory Society (ERS) published an update to
the standards on spirometry. The previous
spirometry standards were published more than
15 years ago and in their own words
‘Improvements in instrumentation and
computational capabilities, together with new
research studies and enhanced quality assurance
approaches, have led to the need to update the
2005 technical standards for spirometry to take
full advantage of current technical capabilities.’
Here, I will summarise some of the major
changes in the latest guidelines and demonstrate
where we have implemented these
recommendations into our new PC based
spirometer software (Spirotrac 6), desktop
spirometer and handheld spirometer.

What Has Changed?
The ATS/ERS have highlighted 11 key updates,
which are listed below. I will not address all of
these but instead focus on the most interesting.
1. A new list of relative contraindications was
added.
2. Spirometers are now required to meet
International Organization for
Standardization (ISO) 26782 standards, but
with a maximum permissible accuracy error
of ± 2.5%.
3. Device quality assurance procedures were
updated.
4. Operator training as well as attainment and
maintenance of competency were addressed.
5. The list of activities that patients should
avoid before testing was updated.
6. There is a focus on the use of devices that
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measure both expiration and inspiration.
7. Maneuver acceptability and repeatability
criteria were updated. The end of forced
expiration (EOFE) was redefined.
8. Requirements for spirometry systems to
provide uniform cues and feedback to the
operator were added.
9. New withholding times for bronchodilators
before bronchodilator responsiveness testing
were developed.
A new grading system for assessment of
spirometry quality was developed.
Standardised operator feedback options that
promote synoptic reporting were developed.

Relative Contraindications
You may be surprised to learn that the 2005 ATS/
ERS Standardisation of spirometry publication
did not include any contraindications at all. In
fact, the only contraindication to performing
lung function testing that can be found in the
2005 series of ‘ATS/ERS Task Force:
Standardisation of Lung Function Testing’
publications is that it is ‘recommended that
patients should not be tested within 1 month of a
myocardial infarction’. The new standards
include a list of relative (not absolute)
contraindications, based on a review of the
available evidence, including a change to the
previous contraindication of spirometry testing
within 1 month of a myocardial infarction to 1
week. Their recommendation is that operators
should consider this new list of relative
contraindications when electing to perform
spirometry on a subject. It is up to you to decide
whether the risks outweigh the benefits of
spirometry for the particular subject.

Spirometer Accuracy And
Quality Assurance
Possibly one of the most important and major
changes has been to tighten the accuracy
requirement for spirometers. Everyone is familiar
with the previous standard of ± 3% for the
spirometer (plus ± 0.5 % for the calibration
syringe). This has been tightened to ± 2.5% for
the spirometer (plus ± 0.5 % for the calibration
syringe).
Standards published by the International
Organisation for Standardisation (ISO) are
endorsed worldwide. ISO 26782 (Anaesthetic and
respiratory equipment — Spirometers intended
for the measurement of time forced expired
volumes in humans) covers the essential
technical operating characteristics of
spirometers. This standard includes new
specifications for validation testing spirometers
which replaces the ATS/ERS standard waveforms
used previously, which are have been deemed to
not be suitable for high tech modern
spirometers. All spirometers must have a
maximum permissible error of less than or equal
to ± 2.5% when tested with a 3-litre calibration
syringe using the thirteen test profiles of ISO
26782 Section 7, Annex C. In addition,
‘Calibration verifications must be undertaken at
least daily using a 3-litre syringe’ regardless of
flow sensor type. The effects of these will be to
increase the accuracy, precision and quality of
spirometry. Older devices and certain flow sensor
technology may struggle to meet these new
accuracy standards.

expiratory flow of 600 to 700 L/min). Use of
disposable combined mouthpieces/sensors is not
recommended at this time.’
The Fleisch has an extremely low flow impedance
(resistance) even when used with one of our
Bacterial-Viral Filters (BVF), meaning that
neither expiratory nor inspiratory measurements
are affected when used with a BVF. Testing of the
Eco BVF with our flow head by Professor Colum
Dunne at the University of Limerick concluded
that the Vitalograph BVF is very effective in the
prevention of microbial transfer to the flowhead,
with no bioburden being detected using flowrates
below 960 L/min. This means that frequency
disassembly and cleaning isn’t required as when
a new BVF is used for every patient, the interior
of the flowhead is protected meaning that only
exterior surfaces require cleaning using 70%
isopropyl alcohol.
Devices are required to allow the user to perform
a calibration verification using a 3-L syringe, plus
the ability to perform a new calibration should it
fail the verification. It is a requirement that a
calibration verification is undertaken at least
daily regardless of the flow sensor used (even if it
is disposable). If a BVF is used during testing,
then it must also be used during verification/
recalibration.

Inspiration As Well As
Expiration

Vitalograph continues to use the Fleisch
pneumotrachograph across all our new
spirometers for both healthcare and clinical
trials. This tried and testing technology has
proven to be very accurate, well within the new ±
2.5% accuracy requirement, as well as being
linear, reliable and robust – all important
features for busy workloads.

Whereas previous guidelines were more focused
on volume measurement devices using the
expiration-only technique, this update focused
more on modern spirometers which measure
inspiratory and expiratory flow. The guidelines
include a detailed step by step procedure on how
to perform FVC manoeuvres from the
preparation of the patient right through to
checking for repeatability. The new standards see
the FVC manoeuvre to be comprised of four
distinct phases:

ERS recommendations for performing spirometry
during the COVID-19 pandemic and beyond is
that ‘Test should always be carried out with a
high specification disposable in-line bacterial
and viral filter in place (We recommend filters
with minimum proven efficiency for high

1. Maximal inspiration,
2. a ‘blast’ of expiration,
3. continued complete expiration for a
maximum of 15 seconds, and
4. inspiration at maximal flow back to
maximum lung volume
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This does not mean that you can’t choose to
perform a FVC manoeuvre without the
inspiration to total lung capacity at the end. In
that case you would perform the first three
phases of the manoeuvre, with the aim of the
operator being satisfied that the subject is
‘empty’ before ending the test.
It is worth noting that there is no longer a
minimum forced expiratory time (FET), so
subjects can still have an acceptable FVC which
is less than 6 seconds if it met the other criteria.
At the other end of the scale, there is no need for
subjects to continue to blow out beyond 15
seconds as it has been shown that FETs > 15
seconds do not provide meaning full data and
rarely change clinical decisions.

3. Subject unable to expire long enough to
achieve 1 or 2, however is able to repeatedly
achieve the same FVC and meets
repeatability criteria.
The criteria for repeatability are, thankfully,
quite straightforward. The aim is still to achieve
a minimum of three acceptable FEV1 and FVC
measurements. Repeatability is based on the
difference between the two largest, acceptable
FEV1 and FVC, regardless of whether they were
from the same or different manoeuvres. For
subjects over 6 years old the difference must be
less than or equal to 150 ml. For subjects ages 6
years or less the difference must be less than or
equal to 100 ml or 10% of the highest value,
whichever is greater.

Acceptability, Repeatability
And Redefined End of Test

post-test feedback screen in Spirotrac 6, showing
the seven criteria each manoeuvre is measured
against.

Figure 2: Repeatibility feedback in Spirotrac6.

Operator Feedback
The guidelines recognise that spirometer
manufacturers should provide feedback to the
operator on the quality of the test data. We have
implemented in-test prompts and post-test
analysis for both individual manoeuvres and
entire test sessions to help you identify that your
subject has achieved an acceptable and
repeatable FEV1 and FVC as well as achieving
this new EOFE.

Figure 5 shows an example of the further
information provided under the ‘Guidance’
button. This offers explanations of why a criteria
wasn’t met and, where relevant, suggestions on
what to tell the subject about how to improve
their technique.
In addition to being able to accept or reject an
entire manoeuvre, our new range of spirometers
allow you to override the acceptability
designation for the individual FEV1 and FVC as

Figure 4: Post manoeuvre test quality feedback.

FEV1 and FVC are now to be individually
evaluated for acceptability rather than a
manoeuvre as a whole. An acceptable FEV1 from
a manoeuvre can now be reported regardless of
the quality of the FVC and vice versa. Also
introduced is the concept of ‘usable’ whereby a
technically unacceptable measurement can still
be clinically useful. This is where the subject has
performed the best they are able on this occasion
but the manoeuvres do not meet all the criteria.
Previous standards used the term “end of test”
(EOT) to mark end of forced expiration. There is
a new stress on the importance of a maximal
inspiration after the forced expiration. As such,
the end of forced expiration is no longer the end
of the recommended test procedure, and the
term end of forced expiration (EOFE) has been
introduced.
Recognising a satisfactory EOFE is important to
ensure that a true FVC has been achieved.
Achieving one of the following three
recommended indicators of EOFE is required
(Figure 1):`
1. The most reliable indicator is less than
0.025-L change in volume for at least 1
second (plateau).
2. Forced Expiratory Time (FET) reaches 15
seconds.
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well as for the test as whole. This gives you full
control over which FEV1 and FVC you want to
report.

Bronchodilator
Responsiveness Testing

Figure 1: Flowchart outlining EOFE acceptability for
FVC.

In order to save you the time and effort of having
to calculate whether your subject has met the
criteria for repeatability, our software
automatically calculates the difference and
displays it on the live testing screen. Figure 2
shows how Spirotrac6 displays the repeatability
of FEV1 and FVC in both absolute values and
percentage. The orange traffic light in this
example denotes that only two acceptable tests
have been performed.
Another new feature of Spirotrac 6 is the
revamped Analysis tab, which provides more
detailed feedback during testing. The traffic light
classification scheme is used to highlight when
you have achieved the minimum of three
acceptable FEV1 and FVC measurements which
are within the age-related criteria (figure 3).
Other useful information on this tab is the
pictogram which shows where the measured
values lie compared to predicted for that subject,
and system interpretation based on the GOLD
and ATS/ERS guidelines.

Figure 5: Sample guidance regarding test quality.

Figure 3: Spirotrac 6 analysis tab.

Firstly, during testing a green notification bar
will appear when a plateau and/or fifteen
seconds have been achieved, so that you can
concentrate on your patient.
At the end of the test the software analyses that
effort against each new criterion, such as start of
test, cough free, EOFE, etc. A summary quality
message using a clear and simple Accept/Usable/
Rejected scheme is then displayed where you can
choose to accept or reject that test based on the
feedback provided. Figure 4 is an example of the

‘Reversibility testing’ has been replaced by the
term ‘Bronchodilator Responsiveness Testing’ to
avoid any implication that airway obstruction
can be completely eliminated or reversed.
Both the percentage change and the absolute
change in FEV1 and FVC compared with prebronchodilator values should be reported.

Grading
Spirometry results are very dependent upon
subject cooperation and the ATS/ERS have
recommended that a grading system is used for
FEV1 and FVC (separately) which refers to the
consistency of the blows. The aim is to inform
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the interpreter about the level of confidence that
the results represent the best that the subject
was able to do at the time. The criteria used is
the repeatability between the two largest FEV1
values and the two largest FVC values. The
grades are A, B, C, D, E, U and F. Grade ‘U’
denotes ‘Usable’. Figures 6 & 7 show the grading
system for ages 6 and below, and for ages above
6.

Standardised Operator
Comments And Reporting

Standardised Report form should be used and the
default set of reference values for all ages should
be the Global Lung Initiative (GLI) reference
equations. We have implemented both
recommendations and expanded our reporting
capabilities to allow users to configure their own
reports depending upon their preferences.
Connectivity is more important than ever, and
the standards require that spirometers are able
to export data to electronic medical records
(EMR). All of our new spirometers will be
supplied with Vitalograph Connect as standard.
This new middleware software eliminates the
need to scan reports by providing the
bidirectional ability to interface directly with
major EMRs.

Summary
•

Figure 6: Grading system for FEV₁ and FVC for ages 6

•

and below.

•

•

•
•
Figure 7: Grading system for FEV₁ and FVC for > 6

•

years.

Operator comments are a key part of the report,
providing the interpreter important information
about the subject’s performance. Synoptic
reporting is a clinical documentation method
that uses structured checklists to help clinicians
produce more complete, consistent and valuable
medical reports. The aim of having standardised
operator comments is to provide a more rapid
and thorough means of generating meaningful
operator comments to guide interpretation
regardless of the operator.
Another recommendation is that the ATS
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•
•
•

ATS/ERS Standardisation of Spirometry 2019
Update has introduced some key changes to
how spirometry should be performed and
reported.
Spirometers must meet the ISO 26782:2009
standards and meet an accuracy of ± 2.5%.
The default set of reference values for all
ages should be the Global Lung Initiative
(GLI) reference equations.
FEV1 and FVC should be assessed for
acceptability and repeatability separately
and can be reported from separate
manoeuvres.
EOT has been replaced by EOFE to define the
end of the forced manoeuvre.
Subjects are no longer required to blow out
for at least 6 seconds and no need to blow
out beyond 15 seconds.
A grading system for FEV1 and FVC has been
introduced to quantify the quality of the
measurements.
Spirometers should provide enhanced
feedback to the operator.
Reversibility testing has been renamed
Bronchodilator responsiveness testing.
Vitalograph new spirometers have
implemented the suggested changes to aid
operators get the best results for their
subjects.

Adrian Fineberg is the Executive Vice President
UK & Ireland Healthcare Sales & Service at
Vitalograph. ⬛
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BSc (Hons) / PG Dip
SPECIALIST COMMUNITY PUBLIC HEALTH NURSING
in Occupational Health
The course is for NMC Registered Nurses who want to gain a
specialist qualification in Occupational Health Nursing. If you have
either a Diploma, Advanced Diploma in Nursing Studies or Degree,
the course can be studied at either BSc (Hons) to top up your
qualifications or MSc level for those that are ready to progress.

Applications are now open
University of Derby
Kedleston Road
Derby
DE 22 1GB
Neil Loach
Senior Lecturer and Pathway Lead for Occupational Health
Core Modules:

Option Modules:

•

Evidence Based Project

•

Ergonomics in Practice

•

Leading for Quality

•

Principle of Long Term Conditions Management

•

Principles of Practice Assessment

•

V100 NM Prescribing

•

Public Health and Health Improvement

•

V300 NM Prescribing (2 Modules)

Duration: 1 year Full Time or 2 Years Part-Time

Apply: derby.ac.uk/applyonline
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