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SUMMARY
Eighty practice managers identified 55 colleagues with dis-
abilities in a postal survey. Most of the 15 people with dis-
abilities who were subsequently interviewed described col-
leagues having helpful attitudes but changes had not been
made to practice workplaces or systems to retain them at
work. Proactive support for disabled workers might improve
retention in the National Health Service workforce.
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Introduction

PROBLEMS faced by those with a health impairment, disabili-
ty or handicap1 (termed ‘disability’ hereafter) could be min-

imised by colleagues and National Health Service (NHS)
employers and managers changing work environments and prac-
tices to match the needs of disabled workers.2,3 We explored the
extent to which measures are being taken to retain general practi-
tioners (GPs) and employed staff with disabilities at work in gen-
eral practice.

Method
Questions were drawn from preliminary interviews with five dis-
abled workers and practice managers outside the main study. A
postal survey to practice managers of the 100 general practices in
North Staffordshire in 1999 sought information about numbers
and extent of disabilities of colleagues working in, or recently
retired from, their practices. The questionnaire (A) also enquired
about the practice’s adherence to the Code of Practice of the
Disability Discrimination Act 19954 and any structural or process
changes to practice workplace or systems to help those with dis-
abilities overcome any functional limitations at work. Non-
responders were reminded twice. The senior GP responded if
there was no practice manager in post.

Practice responders passed a second questionnaire (B) to any
currently employed or recently retired colleague(s) with a dis-
ability to complete and indicate if they were willing to be inter-
viewed. Both questionnaires were piloted and refined.

Results
The response rate for questionnaire A was 80% (80 out of 100
practices); average partnership size was three GPs. Twenty-eight
(35%) practice responders reported 55 colleagues with disabili-

ties; 29 practice responders (36%) reported that no-one working
in their practice had any disabilities; 23 responders did not com-
plete this question. Table 1 describes the range of reported
chronic ill-health or disability.

No responders reported that changes had been made to the
practice workplaces or systems to help those with ‘chronic ill-
health or disability’ remain at work. Thirty-two responders
(40%) believed that their practice ‘completely’ adhered to the
Code of Practice of the Act, six ‘sometimes’ or ‘rarely’, and 31
(39%) did not know; there were 11 non-responders. Thirteen
responders (16%) knew of the ‘Access to Work’ scheme. Sixty-
one (76%) practices provided access to a disabled toilet and half
(40) of practices provided access to every part of their premises
for a wheelchair-bound member of staff.

Eighteen questionnaires (B) were returned by people who
described themselves as having a disability or chronic ill-health.
Fifteen semi-structured interviews were carried out with six GPs,
two practice managers, and seven ancillary staff; four were male
and three people declined an interview.

The interviewees’ age range was 20 years to 65 years, (half
were aged between 50 years and 60 years). Twelve interviewees
worked for 30 or more hours per week. Two had developed
health problems in childhood.

Seven interviewees reported limited function, including: filing
records, climbing stairs, hearing problems, and undertaking
house calls. Three had rheumatoid arthritis, two had spinal prob-
lems, one had multiple sclerosis, and one had hearing loss. 

Eleven interviewees had found work colleagues helpful in
minimising the effects of their health problems; three others
reported indifference and one active unhelpfulness. Only one
thought that it would be useful to consult an occupational physi-
cian.

Tips and techniques suggested to minimise the effects of dis-
abilities were: raise awareness of the effects of disabilities (4),
computerise filing (2), install minicom system (2), extend out-of-
hours GP co-operative, reduce noise in reception, and introduce
time for reflection on disability.

Discussion
The explanation for why few workers with disability or chronic
ill-health were identified may be that their problems were mild or
not recognised by the practice responder, or physical or function-
al difficulties were concealed. Alternatively, few people with dis-
abilities may actually work within general practice because
although they may apply they may not be appointed, or they may
be reluctant to apply, or insufficient effort might be made to
accommodate their needs so that they leave. The relatively few
responders who returned questionnaire B, compared with those
identified by the practice managers, may point to a reluctance to
acknowledge disability. The difficulties in identifying and inter-
viewing those with disabilities might have been avoided by prac-
tice visits rather than a practice survey. 

We were advised to use the term ‘chronic ill-health’ rather
than ‘disability’ by those interviewed as a preliminary to framing
the survey questionnaires; however, this lack of definition may
have caused confusion such that conditions like ‘hearing loss’
were variably interpreted as to whether they fell within the remit
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of the study and some subjects with these conditions not counted
in. Any future research in this field should establish a working
definition of ‘disability’ that is unambiguously interpreted and
understood by medical and non-medical subjects.

Overcoming functional and practical difficulties of disabilities
appeared to have been left to the individuals concerned, with per-
sonal help from colleagues. However, there was little proactive
or reactive help from employers, contrary to the responsibilities
laid out in the Act, of which many study practices seemed
unaware. The Act makes it illegal for employers of 15 or more
staff (current threshold) to discriminate against people with dis-
abilities when selecting, training or promoting employees; and it
is good practice for employers with fewer than 15 staff to adhere
to the Act standards in the same way. The Act requires employ-
ers to make reasonable adjustments to the workplace, adopt flexi-
ble working routines and positive attitudes to accommodate peo-
ple’s disabilities, and help to retain them at work.

This pilot study should challenge NHS employers to be more
sensitive to the needs of workers with disabilities and review
whether they are taking sufficient action to fulfil the legal
requirements of the Act. Such an approach should contribute to
reducing current problems with recruitment and retention in pri-
mary care as well as demonstrating good employer practices in
the NHS. More knowledge of the ‘Access to Work’ scheme
might create opportunities to facilitate disabled people working
in primary care settings.

Further research might focus on exploring the general applic-
ability of the tips and techniques used by workers with disabili-
ties to overcome their functional limitations. The most popular
suggestion was to raise awareness of disability and its effects.
Those with disability might benefit too if they and those in con-
trol of resources were more aware of the potential advantages of
expert occupational health care in enabling NHS employers to
accommodate the needs of disabled workers.
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Table 1. Reported range of ‘chronic ill-health or disabilities’ of col-
leagues that ‘either affects their work or that they have overcome so
that it does not affect their work’ (n = 55a people working in 28 of the
80 responding practices).

Range of chronic ill-health Number of 
or disability colleagues identified

Visual 1
Hearing 8
Difficulty with mobility 6
Difficulty with arms, hands or shoulders 6
Problems with their back 13
Significant depression 4
Significant stress 5
Other mental health problems 1
Chronic chest/heart 2
Gastrointestinal problems 2
Epilepsy 2
Diabetes 5

aResponders could indicate more than one type of chronic ill-health
and disability; two responders described workers with more than one
disability.


