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	Comments

Please insert each new comment in a new row.

	General 
	AFT notes the most common causes of long-term sickness absence for manual and non-manual workers across all sectors include stress and mental health problems. 

It is widely acknowledged and well researched that mental and physical health concerns are frequently associated with relational factors. Whether small problems amplify into serious ones, or serious ones are negotiated constructively, often depends on people’s relational resources, contexts and experiences.  Close relationships within families and beyond can be key to supporting people in recovery and symptom management. Close relationships can also crack under the strain of long term illness and worklessness, adding to the difficulties people face.

A substantial body of research highlights how working with families
 encountering difficulties, rather than solely with the individual deemed to have ‘the problem’, is a highly effective intervention across a broad range of mental health and other problems that impact on people’s well being and ability to work
.

The Draft Guidance is framed within a view that the causes of absence from work are individual illness that must be cured in the individual. The briefest consideration of almost any case will point to the obvious role of the person’s social context and relationships, especially their family relationships, in their reaction to their condition and their prospects of avoiding incapacity. But the narrow mind-set, as expressed in the initial framing through to the criteria for exclusion of evidence, has eliminated almost all reference to using family and other relationships as a resource. The exclusion of any consideration of relational systems risks the recommendations failing to make use of the major resource of family and close relationships but also of supportive relationships with work colleagues, and in the social and religious communities.

AFT notes the working days lost through sickness absence in the UK. Supporting relationships to support people in recovery and management of illness is a core social task without price but it is also value for money, 


	General (contd.)
	Functional incapacity is affected by many more things than just severity of illness. The only psychological inclusion in this guidance is of CBT, primarily in a computerised form that reduces human contact to an absolute minimum. The absence of any consideration of the role of relational systems in helping people to get back to work will severely limit the effectiveness of this guidance.
AFT recognises the importance of reducing health inequalities and eradicating poverty in the reduction of long term sickness and incapacity. It considers reduction of health inequalities to involve increased access to health and other services for individuals, families and communities currently excluded or marginalised from mainstream services in primary care and beyond. 

Research points to the need for community based family therapy and other family-sensitive services that can engage and work with minority ethnic families, including culturally appropriate and faith based interventions
. Specialist services for minority ethnic individuals and families is available in some areas but there is urgent need to develop this work. 


	General 
	The impact of parental mental health difficulties on children and families is well-known. Children of a parent with a mental health diagnosis may have much to contend with – perhaps a mother or father attempting suicide, or being repeatedly separated while their parent has in-patient stays. Children and young people may struggle to make sense of what is happening to a parent who is, for example, emotionally withdrawn or highly anxious. They may need help with this process. 
Without help, children’s distress can develop into more embedded, chronic difficulties of their own that can, in turn, feed parental distress and reduce the chance of recovery and return to work.
Research shows children 
are significantly supported if they have somewhere safe to discuss their parents’ mental illness and its impact on their lives. 
Yet many mental health workers are not trained to recognise the impact mental health problems have on children, or the background of family violence or other difficulties that may fuel them. Some workers receive training to recognise ‘children at risk’ but not 'low level problems' which may develop into more embedded, chronic difficulties.  Increased training and services sensitive to the needs of all those affected by adult mental illness would support the sufferer in recovery and symptom management.

	General (cont)
	AFT notes the definition of ‘incapacity’ in this consultation as long term inability to work because of illness or disability. 

This demands attention be given to the impact of disability in the family on all family members. As the American Stroke Association’s 2007 report ‘You, Your Family and Disability’ states: ‘Giving care to the disabled family member brings stress into the family. It changes the family system and how each family member relates to all other family members’. Developments in effective provision for adults with a disability and their families require that services acknowledge the experiences of all family members, including children and young people, and mobilise the family’s own resources as well as those of professional support systems to improve individual and family well-being.



	General  
	There is clear and urgent need for ‘whole family’ provision and trainings within and beyond primary care, inclusive of and sensitive to the needs of all family members. Such provision would also be able to take account of the major cause of absence from work that arises when a worker needs to care for an ill family member.

	3.5
	AFT notes the PDG’s view that people who take significant cumulative absences are probably more at risk of long-term sickness than those taking occasional single day absences, and points the PDG towards a recent large scale US study  showing dramatic reductions in health care use among previously ‘high utilizers’ who participated in couple and family therapy
. During the 6 months after completion of therapy they showed significant reductions of 68% for health screening visits, 38% for illness visits, 56% for laboratory/X-ray visits, and 78% for urgent care visits. What is particularly relevant for prevention of sickness and incapacity was that in many cases the greatest reduction in use of health services was for the partner of the referred person. Of course this benefit can only be achieved if the partner participates in the therapy. (see comments on 3.16)


	3.6
	AFT suggests employers consider providing information and support for employees to access Family and Systemic Psychotherapy (family therapy) and other forms of family sensitive support in public and Third Sector services

	3.13
	AFT agrees that consideration of qualitative studies describing participants’ views and experiences would be an important contribution to an understanding of what helps those affected by long term sickness and incapacity to return to work, and to reduce the risk of short-term illness developing into longer term difficulties

	3.22
	AFT notes the importance of considering the effectiveness of interventions from an NHS/personal social services perspective and from a societal perspective. It also stresses the importance of considering the perspectives of those participating in interventions, and those close to them within the family and beyond.

	3.25
	AFT agrees that the experience, training, skills and competencies of the person delivering the intervention is crucial. It would add to this list: ‘access to supervision and consultation with more skilled and higher qualified professionals’. 

National policy guidance highlights the importance of specialist consultation and supervision for mental health workers at all levels, and the importance of access to specialist and more experienced practitioners
.

Workforce training and access to specialist consultation and supervision are essential if staff are:

( to intervene effectively with ‘low-level’ problems 

( to recognise when individuals and families may need more specialist support

( to support individuals and families in getting the specialist support they need, when they need it

( to work safely, ethically and effectively within their competencies

Without robust structures of training, supervision and consultation, staff can find themselves lacking competences in roles they are neither trained nor qualified to perform.  

	3.28
	AFT welcomes recognition that interventions need to be culturally appropriate and acceptable if they are to be effective, and of the need to develop trainings in this area (see GENERAL comments)

	3.28
	AFT supports the development of multi-disciplinary approaches to support individuals and families with complex needs.

It notes that effective, family-sensitive working to meet the needs of those on long term sickness or incapacity absence requires much more than ‘information sharing’ and ‘translation of terminology’ across discipline and service boundaries. 

Each service will have duties and beliefs about the best way of problem solving that may conflict with other agencies involved in the work.  Therapeutic network meetings, facilitated by supervisors skilled in working systemically with the ‘family of professionals,’ are key if those competing agendas, anxieties and beliefs are to be identified, processed and resolved so healthy, positive and co-ordinated cross agency working can function.


	3.28
	We would suggest ‘doing something with people’, including collaborative psychotherapeutic support such as family therapy, be added to the list along with ‘doing something to people’

	3.28
	AFT welcomes the clear recognition of the psychological impact of physical ill health and the implicit recognition this contains of the importance of providing psychological therapies such as family and systemic psychotherapy and other family focused interventions to support recovery. Recognition that psychological problems (which are not always most usefully conceptualised as illnesses) can result in physical conditions, has similar implications.

	3.28
	AFT agrees with the importance of follow-up periods long enough for outcome evaluation. Research points to long term follow-up of people with enduring mental illness, for example, having significant impact in diminishing relapse rates
.


	Assessment:

What action should they take
	AFT is concerned that assessment by a GP or appropriate specialist as described in the draft document does not include assessment of people’s relational experiences and resources

A large proportion of people who experience serious emotional, behavioural and mental health difficulties have experienced domestic violence
. Families can be supported in recovery from its aftermath. However, if the ‘bigger’, relational picture remains unexplored in routine assessment, professionals risk failing to explore whether people are living in contexts of violence or fear. Neglect of these issues can leave adults and children vulnerable to the inappropriate application of psychiatric labels, and all family members without appropriate and effective support. 

Assessment with a relational frame can also highlight supportive relationships and possibilities within the family and beyond, which may prove key to recovery and/or symptom management and return to work. 
.

	Appointing a case worker/manager/team
	It is essential that the list of specialist professionals called on to take action includes those equipped to assess and deliver psychological therapies, including Family and Systemic Psychotherapy

As well as having the skills and training to act as intermediary, the case worker/manager/team also needs ready access to supervision and consultation with and, if required, the ability to refer to higher qualified and more experienced professionals able to work with those with more serious and complex needs

	Delivering interventions and services. Recommendation 3
	Again, it is extremely important that the list of specialist professionals to take action includes those trained to deliver psychological therapies and family-inclusive, family sensitive  interventions

	Recommendation 3 and 4
	Maintaining and developing a variety of helpful psychological therapies is essential to meet people’s wide ranging and often complex needs. On a USA insurance company sample of  490000 psychotherapy cases, Marital and Family Therapy was typically completed in less than 6 sessions, had a success rate of 86.6%, higher than individual therapies, and the lowest recidivism rate (13.4)
 
AFT would question the inclusion of only one evidence based psychological therapy in the list of ‘intensive’ interventions.  

Cognitive Behavioural Therapy is an individual therapy with an evidence base for effectiveness with certain distinct conditions. Other psychological therapies, such as Family and Systemic Psychotherapy, may be more appropriate, acceptable and effective for many people and in many circumstances, particularly for those with complex or multiple difficulties. 

The clear link between relational well being and physical and mental health needs to be reflected in the range of psychological therapies offered, including ‘intensive interventions’.

	Recommendation 3 and 4
	AFT draws attention to the broad range of conditions for which Family and Systemic Psychotherapy and other family-focused interventions have been shown to be effective
. These include: 

· Adult, child and adolescent mental health difficulties (including schizophrenia
, depression
,  eating disorders
,  bi-polar disorder
,  obsessive compulsive disorders
)

· Alcohol and substance misuse

· Childhood physical abuse and neglect

· Parental separation and divorce 

· Sexual abuse

· Domestic violence

· Trans-generational and other relationship difficulties

· Illness in the family

Research also points to other benefits of Family Therapy 
,  including

· Greater acceptability to clients and families

· Continued improvements after therapy has ended 

· Greater compliance with medication programmes when medical and therapy treatments are combined. 
Family and Systemic Psychotherapists not only support individuals and their families but also the professionals working with them (including those in primary care and workplace settings) through supervision and consultation.

	6 Recommendations for research
	While Family and Systemic Psychotherapy has a strong and growing evidence base, much more research is needed into supporting and developing individual and family well being and resilience, and in helping those in close relationship to help each other. 

	Appendix C

Reviewing the evidence: selection criteria
	AFT is concerned that only research that reported on work-related outcomes was included. Clearly, effective treatment of illness and incapacity will increase return to work rates. The selection criteria have excluded consideration of the significant evidence base for the effectiveness of evidence based psychological therapies other than CBT, such as Family and Systemic Psychotherapy, and of family sensitive interventions, in a broad range of conditions and difficulties. 

	
	

	
	

	
	


� AFT takes 'family' to mean any group of people who define themselves as such, who care about and care for each other.


� Stratton, P (2005). Report on the Evidence Base for Family Therapy. Academic and Research Committee of the Association for Family Therapy. � HYPERLINK "http://www.aft.org.uk/" �www.aft.org.uk�  


� Details available from The Centre for Cross-Cultural Studies, Institute of Family Therapy, London, and The Marlborough Cultural Therapy Centre (MCTC), part of Central and North West London NHS Foundation Trust


� Cooklin A., (2005) ‘Young Carers, Young Victims, or Young Survivors:  Impacts on, and Responses of Children of Parents with Mental Illness.’ In Partners in Care Training Resource, ed McClure M.,  Royal College of Psychiatrists and the Princess Royal Trust for Carers, London 





� D. Russell Crane & Jacob D. Christenson (2008) The Medical Offset Effect: Patterns in Outpatient  Services Reduction for High Utilizers of Health Care: Contemporary Family Therapy 30:127–138. 


� Psychological Therapies Working In Partnership: Guidance for the Implementation of the NHS Executive Review of Psychotherapies. NHS Executive, London. April 2000.


� Leff, J., Kuipers, L., Berkowitz, R. & Sturgeon D. (1985) A Controlled Trial of Social Intervention in the Families of Schizophrenic Patients: Two Year Follow�up. Br.J.Psychiatry 146, 594�600.   





� Cunningham, A. & Baker, L. (2004) What About Me? Seeking to Understand a Child’s View of Violence in the Family. Centre for Child & Families in the Justice System:London, Canada


Newton, C. J.  (2001) Domestic Violence: An Overview, TherapistFinder.net Mental Health Journal 


DoH (2008). Refocusing the Care Programme Approach: Policy and Positive Practice Guidance


� D. Russell Crane,  Scott H. Payne (in press 2008) Individual and Family Therapy in Managed Care: Comparing the Costs of Treatments of the Mental Health Professions. � HYPERLINK "http://www.russcrane.com/" \t "_blank" �http://www.russcrane.com/� 





� Stratton, P (2005). ‘Report on the evidence base of systemic family therapy’. Association for Family Therapy. Available to view at the AFT website http://www.aft.org.uk/docs/Reportontheevidencebaseofsystemicfamilytherapy2005.doc


� NICE (2002b) Schizophrenia: Core Interventions in the Treatment and Management of Schizophrenia in Primary and Secondary Care. London: Department of Health


� NICE (2004b) Depression: Management of Depression in Primary and Secondary Care. London: DoH


NICE (2005) Depression in children and young people: Identification and Management in Primary, Community and Secondary Care. London: DoH


� NICE (2004a) Eating Disorders; Core Interventions in the Treatment and Management of Anorexia Nervosa, Bulimia Nervosa and Related Eating Disorders. London: DoH


� NICE (2006) Bipolar Disorder: The Management of bipolar disorder in adults, children and adolescents, in primary and secondary care. London: DoH


� NICE (2006) Obsessive-compulsive disorder: Core Interventions in the Treatment of Obsessive-Compulsive Disorder and Body Dysmorphic Disorder. London:


� Cottrell, D. and Boston, P. (2002) Practitioner Review: The Effectiveness of Systemic Family Therapy for Children and Adolescents. Journal of Child Psychology and Psychiatry. 43:5, 573-586.
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