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1. Introduction

The National Health Service (NHS) is a term used to

ABSTRACT

The National Health Service (NHS) is a term used to describe the publicly funded healthcare
delivery system providing quality healthcare services in the United Kingdom. There are several
challenges militating against the effective laboratory service delivery in the NHS in England.
Biomedical scientists work in healthcare to diagnose disease and evaluate the effectiveness of
treatment through the analysis of body fluids and tissue samples from patients. They provide
the “engine room” of modern medicine with 709 of diagnosis based on the laboratory results
generated by them.

This review involved the search of literature for information on working condition of biomedical
scientist in the NHS in England.

Laboratory service delivery in the NHS in England faces numerous daunting challenges;
staffing levels in the last few years have become dangerously low, less remunerated, relatively
less experienced and predominantly band 5’s, multidisciplinary rather than specialty based,
associated with working more unsocial hours without adequate recovery time, de—banding of staff,
high staff turnaround, profit and cost driven rather than quality. These factors has resulted in
burn out, low morale, high sickness absences, increased error rate, poor team spirit, diminished
productivity and suboptimal laboratory service delivery.

There is the urgent need to retract our steps on unpopular policies to ensure that patient care is
not compromised by ensuring adequate staffing level and mix, ensuring adequate remuneration of
laboratory staff, implementing evidenced—based specialty oriented service, determining the root
cause/s for the high staff turnover and implementing corrective action, identifying other potential
sources of waste in the system rather than pruning the already dangerously low staffing levels and
promoting a quality delivery side by side cost effectiveness.
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most other countries in Europe and the USA. The NHS was
founded in 1948 with the aim of providing a free, quality
and comprehensive healthcare services to the vast majority

describe the publicly funded healthcare delivery system
providing quality healthcare services in the United
Kingdom. The NHS is funded through general taxation
rather than through insurance payments as it obtains in

of residents of the United Kingdoml!.2l. The individual
systems include: NHS (England), Health and Social Care
in Northern Ireland (HSENI), NHS Scotland and NHS Wales.
The individual systems are separately funded. There is
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however no discrimination as residents of one country of the
United Kingdom can receive treatment in another. Foreign
nationals also receive free treatment if they have been legal
residents in the UK for 12 months, have recently arrived to
take up permanent residence, are claiming asylum or have
other legal resident status. Citizens of European Economic
Area nations, as well as those from countries with which the
UK has a reciprocal arrangements, are also entitled to free
treatment by using the European Health Insurance Cardi341.

Success in modern healthcare delivery worldwide
depend on the accuracy and efficiency of diagnostic
service rendered by biomedical scientists. Patients” lives
and treatment delivered depend on the useful skills and
knowledge of biomedical scientist. Biomedical scientists
are members of a professional institute; Institute of
Biomedical Science (IBMS) and are regulated by the Health
and Care Professions Council (HCPC). They carry out a
range of laboratory and scientific laboratory tests that play
a pivotal role in the diagnosis and treatment of diseases.
Their useful service is key to the effective functioning
of many clinical departments including the accident
and emergency (A&E) departments. They play a key role
in the diagnosis of diseases such as anaemia, diabetes,
malignancies, emergency blood transfusions services,
meningitis, hepatitis, chronic liver disease, chronic kidney
disease, haematological malignancies, haemoglobinopathies,
coagulation disorders, HIV and AIDS. They use computer—
based laboratory information management system (LIMS) and
other highly sophisticated automated equipments employing
a wide range of complex modern scientific techniques to
carry out a varied, highly practical and analytical test on
blood, body fluids and other biological materials including
tissue samples in a bid to ensuring an excellent laboratory
service delivery. Areas of specialties in Biomedical Science
include haematology, blood transfusion science, medical
microbiology, virology, clinical biochemistry, immunology,
histology, cytology, andrology and reproductive science.

NHS funding is now being constrained as part of the
overall measures to reduce UK public expenditure. This
has implications for future staffing levels and quality of
servicel5l. The aim of this present review is to highlight the
challenges associated with the effective laboratory service
delivery in the NHS in England. It is hoped that evidenced
—-based information from this review can help in the
formulation of policies that could optimize the laboratory
service delivery in the NHS in England.

2. Challenge of sub—optimal staffing levels in the NHS
laboratories

Quality healthcare as one that is effective, efficient,
evidence—based, patient—oriented, and equitablel6.7l. The
rendering of effective, efficient, evidence—based, patient—
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oriented, and equitable laboratory service depends on
having an adequate number of biomedical staff. Personnel
are an organization’s most valuable assets. Their relative
number, training, certification, competency, appraisal
and continuing professional development is important to
enable them to meet the quality objectives of the laboratory.
Laboratory management is to ensure that an appropriate
number of staff with the requisite education, qualification,
training and competence required to meet the demand of
the service users are available. It is widely acknowledged
that the shortage of skilled staff is one of the main risk areas
in achieving the targets in the NHS. The Wanless report
stressed that the United Kingdom does not have enough
health professionalsi8l. The UK Department of Health and
the Institute of Biomedical Science advocates that patient
safety must always underpin the modernisation programme
of careers in healthcare science despite emphasis on
competitiveness and cost efficiency advocated by the
national reviews of pathology services. The IBMS emphasizes
the need to maintain a robust relationship between
laboratory workload and staff numbersi9l. A survey by the
IBMS in the year 2000 reported by the BBC says that more than
half of NHS laboratories are using inappropriate staff in place
of biomedical scientists as low wages and poor promotion
prospects deter those with qualifications. According to
the 1BMS study of 180 laboratories, 90% admitted they were
severely understaffed and 60% regularly used unqualified
workers to help with day—to—day tasks. The 1BMS observed
that work that should have been done only by scientists was
being left to less experienced low cadre laboratory staffs,
secretaries and administration staff. According to Alan
Potter of the 1BMS, use of laboratory staff that is recognised
as being underpaid, overworked, over stressed and with low
morale is a recipe for errors being madel10l. It is however
sad to note that 13 years after this damming report, staffing
in most NHS laboratories still does not match increasing
workloads. Challenges associated with workload monitoring
include; variations in workload profile, measurement and
diversity of workloads and increasing prevalence of cross—
disciplinary working. However, there is the need for the IBMS
and the Clinical Laboratory Accreditation (CPA) to develop
benchmarks to clarify on laboratory staffing levels required
to ensure the delivery of a quality service and ensure that
the health of the biomedical staff and patient safety are
not compromised. The number of biomedical scientists is
significantly low compared to workloads in most NHS trust in
England. This is unhealthy, puts staff under great pressure
and is often associated with high error rate and negative
patient outcomes. The major reason for the dangerously low
level of biomedical staff is not far—fetched. The Conservative
Government approved NHS budget cuts over the past two
years, in order to save £20bn. This has significantly and
negatively affected the quality of the service delivered as
well as staff morale. In some NHS hospitals laboratories
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are being shut down and services are being transferred
to other locations. This has dramatically increased the
workload for staff in most hospital laboratories. The few
biomedical staff are often saddled with the responsibility
to take on these additional workloads. In most cases staff
who worked for services that have been shut are compelled
to re—apply for their jobs with additional roles and new
job descriptions. Budget cuts in the NHS have created
staff shortages. Consequently, this puts more pressure on
existing employees, the majority of whom are burn out in
an attempt to under undue pressure. Sometimes the level
of automation in these laboratory is unable to support the
increased workloads(!11. Tt is sad to note that 13 years down
the line, staffing levels are still suboptimal and sometimes
dangerously low. Training of new staff is often hurried.
There is often pressure to get new staff up to speed. Those
who have occupational health problems are often being
pressured to carry out tasks that may negatively impact their
already compromised health, including working out of hours.
The few staff often bear the brunt of working unconventional
shift patterns that lack a work-life balance. This policy
is not health and safety compliant and often negates the
European working time directives. Laboratory managers
have a moral responsibility to justify to hospital management
that effective service delivery is dependent on maintaining
an optimum staffing levels particularly when set targets and
approved budgets are insufficient to maintain a safe and
effective service.

There is evidence that laboratory staffing has a direct
relationship on patient outcome, hospital mortality and error
rates(12]. This findings should provide evidenced-based
information to enable laboratory managers make objective
decisions on restructuring the workforce particularly in
this era of budget cuts introduced by the conservative
government ensuring that laboratory staff and patients are
not potentially put at risk. The staff challenges in the NHS
is not limited to biomedical staff alone. Studies among
nursing staff have shown that staffing levels, among many
other factors in the hospital setting, contribute to adverse
patient outcomes[12]. Concerns about patient safety and
quality of care have resulted in numerous studies being
conducted to examine the relationship between laboratory
staffing levels and the incidence of adverse patient events,
near misses, errors and unexpected negative outcomes(13].
Evidence from studies carried out among nursing staff
has shown that increased nursing staffing in hospitals was
associated with lower hospital-related mortality and better
outcomes in intensive care units and in surgical patients(14].
A previous study to examine the association between in—
hospital mortality and four nurse staffing variables; the ratio
of total nursing staff to patients, the proportion of registered
nurses (RNs) to total nursing staff, the mean years of RN
experience, and the percentage of nurses with bachelor of
science degree in nursing has shown that the ratio of total
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nurse staffing to patients was significantly related to in—
hospital mortality. In addition, the ratio of total nursing
staff to patients was found to be the best predictor of in—
hospital mortality among the four nurse staffing variables.
The study did not find any significant relationship between
in—hospital mortality and three nurse staffing variables (the
proportion of RNs to total nursing staff, the mean years of RN
experience, and the percentage of bachelor degree prepared
nurses) probably due to the low variation of these variables
across nursing units or because they may have correlated
with other variables. A nurse shortage, in combination with
increased workload, has the potential to threaten quality of
carel15]. Hospitals with inadequate nurse staffing have higher
rates of adverse events such as hospital acquired infection,
shock, and failure to rescuell6l. Systematic reviews of the
published literature show that better staffing is associated
with less hospital mortality and failure to rescue, and shorter
lengths of stayl171.

3. Challenge of relatively inexperienced biomedical
staff and lack of staff mix

Optimum staffing is defined as having the right staff with
the right skills in the right place at the right time. The
United Kingdom is having to deal with issues related to
demographic change, skills shortages, the drive to
“modernize” public services and the never—ending search
for the healthcare holy grail of getting more for less, without
undermining quality of carel18]. Despite the general
requirement and advocacy by the 1BMS that effective skill
mix of biomedical staff with different grades and experience
is pivotal to the effective management of workload and
maintenance of a high quality service, laboratories in most
NHS hospitals in England has become predominantly staffed
by less experienced band 5s. The number of more qualified
specialist biomedical scientist on band 6 has become
significantly decimated. When a specialist biomedical
scientist on band 6 retires or change job, they are promptly
replaced by newly qualified and often less experienced band
5’s. The major driver for this action is essentially cost
savings in an attempt to deliver on saving targets required of
laboratory managers by hospital managers and the
Conservative led government. There have been successive
reviews of Pathology Services in England, most notably is
the Carter Review of Pathology Services in 2008[191. The Carter
Review identified ways to achieve significant benefits from
further reform of pathology services, but lack of good data
hindered the formulation of its final conclusions. The
recommendations of Carter seems to be in alignment with
the review of the NHS by Lord Darzil20], “High quality care for
all’, which emphasised the importance of the principle to
“localize where possible and centralise where necessary’.
The Carter review team has had to undertake a second
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phase, working with 12 trusts to collect cost and activity
data, and explore the reasons for variations in cost. It then
carried out a modelling exercise, the findings of which
helped the committee make its final recommendations
focused on three main themes (improving quality and patient
safety, improving efficiency and identifying the mechanisms
for delivering change). The review estimated that significant
savings could be made by the NHS through consolidating
pathology servicesi21l. The pathology laboratory in the NHS in
England is undergoing a fundamental change. The NHS is
being asked to make £20bn of efficiency savings annually by
2015, and according to the 2008 Carter review, pathology
could contribute a ridiculous £500m a year{19.21]. In the name
of optimizing the use of available biomedical staff, most
hospitals are having to cross—train staff to do multidisciplinary
work outside their area of specialism. It is anticipated that
BMS staff whose area of specialty is clinical chemistry will be
trained to work across blood sciences in blood transfusion
and haematology routinely and outside core hours. In a bid
to meeting targets on cross training, most trust are intending
to hurriedly train clinical biochemistry staff to be able to
work in haematology and in the highly sensitive, specialized,
highly regulated, competency, qualification and training—
required area of transfusion science. This appears a disaster
waiting to occur. The Serious Hazards of Transfusion (SHOT)
Adverse Incident Reporting Scheme (SHOT Annual Reports,
1996—2008) has consistently reported that 309%—40% of ‘wrong
blood” errors are due to errors originating in the hospital
blood transfusion laboratory with a disproportionate number
occurring outside “‘core hours’22]. Evidence collated from
two national surveys from UK Transfusion Laboratories has
formed the basis for the recent recommendations made by
the UK Transfusion Laboratory Collaborative aimed at
reducing blood transfusion laboratory errors by 50% by 30
September 2012123.24]. The collaborative recommends among
others that all unsupervised lone—working individuals will
be registered with the Health Professions Council (HPC), and
all lone—working staff whether working supervised or
unsupervised will have attained one or more of the following
as appropriate qualifications [registration via the Council for
Professions Supplementary to Medicine (CPSM)/IBMS logbook
in haematology and hospital-based transfusion practice;
registration via the CPSM/IBMS logbook in blood transfusion;
IBMS Specialist Diploma in Haematology with Hospital
Transfusion Practice; IBMS Specialist Diploma in Transfusion
Science or British Blood Transfusion Society (BBTS) Specialist
Certificate in Transfusion Science Practice]. The
collaborative also recommends that the staffing levels and
skill mix must be adequate to ensure the safe and effective
delivery of routine and emergency services and that there
will be a programme of on—going training and an annual
competency assessment in which all individuals working at
any time within the blood transfusion laboratory will actively
participate. Although cross—training of BMS has been argued
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to increase flexibility by working across traditionally
separate laboratories. However, the workload is such that
optimum numbers and mix of staff are required to provide a
safe and effective service. Also there is the need to
effectively train such staff and ensure that they competent
and have the requisite knowledge required to perform the
task expected. In the absence of optimum staffing and lack
of adequate mix to include more qualified specialist
biomedical scientist on band 6 and managers on band 7, the
so called flexibility resulting from cross—training is
potentially cancelled out by the negative impact that
reducing the skill mix or numbers of staff will have of the
offering of safe servicel2sl. Most of the employed band 5’s are
recently qualified with little or no laboratory—based
experience. They require extensive trainings mostly
rendered by the few band 6 staff with the support of the
managers. It often takes time to bring them up to speed for
inclusion in the continuous rota working rota. Error rate
among these less experienced staffs are often high and put a
lot of strain on the few specialist band 6 staff available.
There is often suboptimal and inadequate supervisory staff
in most laboratories. In order to maintain the quality of
service, there must be a staff structure that recognises levels
of responsibility based on professional competence, seniority
and experience, with clear lines of professional
accountability. Tt is recognised that there are certain tasks
and tests within the generally accepted biomedical scientist
repertoire that could be undertaken by laboratory support
staff under biomedical scientist supervision. However, there
must be adequate mix of biomedical scientists covering all
cadres to provide result interpretation, give scientific advice,
offer direction and leadership within the laboratory.
Additional to the scientific aspects of service delivery, there
is the general requirements for organisation and delivery of
staff training, quality management and audit. Within the
staff structure there should also be a sufficient number of
biomedical scientists responsible for supervision, service
quality and staff training. Biomedical scientists of any grade
should not be asked to deputise for a senior colleague unless
they have the necessary experience and expertise. The
practice in most laboratories in the NHS in the UK where the
population of biomedical staff has become essentially band
5’s is unhealthy, increases the chances of mistakes and can
potentially have a negative effect on patient care and
outcomes. What we see in most NHS laboratories today is a
systematic re—profiling of the skill mix in the laboratory.
Most laboratories are now employing more band 5’s and
other support staff (laboratory assistant and associate
practitioners) in preference to qualified specialist
biomedical scientist. Less experienced low cadre laboratory
support staffs are being required to carry out task for which
they are not licensed, certified, trained, qualified and
competent to perform. This practice has a negative
implication on the image of the biomedical science
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profession. Some laboratory managers are happy to employ
qualified biomedical scientist as medical laboratory
assistant or associate practitioners rather than as scientist to
save cost. We should be creating more opportunities for
members of our professional groups particularly the newly
qualified rather than closing up opportunities for them. With
the inadequate mix of biomedical staff seen in most NHS
laboratories there is a growing challenge of effective
supervision of low cadre support staff. Irrespective of the
systems operated, laboratory support staff (associate
practitioners and assistants) are not autonomous
practitioners and as such must only work to agreed
departmental protocols with supervision by qualified and
authorised biomedical staff. Tt is unethical for non-
registered staff to deputise for, or perform task that require
the expertise and skill of a registered biomedical scientist.
The 1BMS recommend that support staff must not practice
outside the limits of their competency, nor beyond the level
of their supervision, and must always be made aware of the
potential risks in compromising patient carel9. However
contrary to acceptable norms, non-registered individuals
work unsupervised in some NHS laboratories and in
laboratories providing service to the NHS. In most NHS trust,
there is suboptimal numbers of trained and competent
biomedical scientists on band 6 and staff at supervisory
levels. There is the capacity to meet staffing level and mix
by recruiting the required biomedical staff at home in the
UK. What is lacking is the will to get it done particularly in
this era of cuts to public expenditure. The net result is that
quality is being down played in a bid to meet up with
unrealistic targets set by government. However previous
report suggest that in a bid to meet the staffing level and mix
required for effective quality service delivery, active
international recruitment can potentially contribute to health
sector staffing growth, assuming the recruiting country has
the resources to recruit and can tap into international
markets, but it may not be effective in addressing all types
of skills shortages|26].

4. Challenge of high staff turn over

Critical shortages of health human resources (HHR),
associated with high turnover rates, have been a concern
in many countries around the globe. Of particular interest
is the effect of such a trend on the hospital laboratory, a
sector; considered a cornerstone in the effective healthcare
system(27]. In most NHS laboratories in England, there is an
increasing prevalence of negative workload phenomenon.
Workload has increased over the years but yet staffing levels
have remained either the same or has declined. The resultant
effect is that biomedical staff are overworked, stressed,
experience burnout, less productive and of low morale. Many
who are unable to cope with the stress and burnout either
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leave to join another trust with better staffing or leave the
profession entirely to seek job in other professions. This has
resulted in a high turnover of staff in most NHS laboratories.
This is further compounded by the findings that sooner after
these highly qualified and experienced staff have left, they
are promptly replaced by recently qualified less experienced
band 5 cadre biomedical staff as a cost saving measure.
This has resulted in most laboratories becoming not only
understaffed and also essentially less experienced. When a
staff leave, it takes a minimum of about 3—6 months or more
to get the vacancy filled. Once filled, it takes a further 6
months or more to train these staff and to bring them up to a
position when they are at speed and are productive in terms
of service delivery in the laboratory. During such period
the few biomedical staffs on ground have no option than to
continue to deliver on the high workload despite the shortfall
in staffing levels. Working in the NHS laboratory has never
been as stressful as it is today. Having sufficient personnel
available to administer quality care has been found to be
the strongest predictor of team member satisfaction that
facilitate improvements in staff morale and reduce the
likelihood of staff burnouti28l. There is a growing interest
in the psychosocial work environment of healthcare staffs
since they are at high risk for burnout, role conflict and job
dissatisfaction. Burnout is a type of prolonged response to
chronic job-related stressors, has a special significance in
healthcare particularly in situation where staff experience
both psychological-emotional and physical stress. Burnout
and the other negative aspects of the job of biomedical
staff have major behavioral and health implications[29].
The most well documented cause of turnover among
health professionals is related to job dissatisfaction[30.31].
Literature presents a plethora of such factors that influence
the retention of healthcare workers. They could be
summarized under the following three main categories:
organizational characteristics, work characteristics,
and individual characteristics. Organizational factors
documented include salaries and benefits[32.33], along with
organizational commitment and managerial support(34.35].
Work characteristics revolved around the nature of the job,
which includes the workload, work environment, and work
group cohesionl36] as well as opportunities for professional
development. Individual socio—demographic characteristics
associated with turnover included age, education,
professional position, and tenurel371.

5. Challenge of poor remuneration

The NHS pay and career structure needs to be responsive to
the needs of individual workers, the professional group they
belong, training curriculum, nature of work done and should
supports the attainment of organizational and individual
goals. The previous pay system prior to, Agenda for Change



426

remained unchanged for many years after the NHS was set up
in 1948. Negotiations on a new pay and career structure for
all NHS staff (Agenda for Change) are now complete and at
the implementation stage. The structure is based on a single
job evaluation system for all groups and occupations. Tt
retains a national pay framework and is supposedly expected
to have a greater flexibility for individual jobs to be priced
and will probably include a mechanism for pay supplements
in the more difficult regional labor markets. The last 2 years
has been characterized by pay freeze imposed on NHS. Tt is
sad to note that while hard working frontline NHS staff are
working so hard to bring most trust into a good financial
position, they were rewarded with pay freezes while top
managers received pay rises sometimes up to 18 per cent.
The dramatic rises in top managers pay is coming at a time
when most public sector pay was frozen since the last year
and recently capped at just one per cent this year. This
disparity in pay can have a negative effect on staff morale
and productivity. Basic pay for health chiefs, including ward
managers, human resources directors and finance officers,
has soared since last September. Senior hospital managers
have been enjoying a two per cent pay rise while hard
work frontline biomedical staff and other health workers
endured a two—year pay freeze. The pay freeze has come at
a time when cost of living is rising astronomically(38l. The
government imposed two years of pay freezes could in real
terms be up to a 10% cut in pay for NHS staff due to the rate of
inflation. The government has also imposed changes to NHS
pension scheme. This means hardworking frontline staff will
be paying more to work longer and get less in retirement.
Changes to on call allowances and implementation of
agenda for change has significantly affected the pay of
biomedical scientist in the NHS. These changes mean that
some biomedical scientists have seen about a 25 to 30% drop
in their income from these changes alone. The biomedical
science profession is a high level manpower profession.
Recent policies is making it look otherwise. Income paid to
the average biomedical scientist today is not commensurate
to the effort they are putting in to ensure that patients get the
best biomedical service they deserve. Biomedical scientist
who do a night shift for example take home less than those
in other less qualified professions. Under the guise of
departmental reorganizations, some biomedical scientist in
some NHS trust have been ‘down—banded” or down—graded.
This has resulted in staff losing sometimes up to £1,000s
in income along with the loss of their professional status.
Altogether many biomedical staff in the NHS workers have
lost around a third or more of their income already. Despite
all these, more cuts to terms and conditions, are currently
being sought. Some employers are changing terms for new
starters, asking people to sign new contracts on worse terms
than Agenda for Change, or looking to sack and re—engage
whole workforces on worse terms and conditions. There is a
high level of uncertainty in most NHS laboratories. In many
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NHS laboratories, there has been cuts to staff and services.
Many have noticed cuts to staffing levels, vacancy freezes,
ban on replacement of vacancy on a like for like basis and
loss of support and management roles. This is having a huge
impact on morale and team work in most NHS laboratories.
Many biomedical and other NHS staff are being pushed
to breaking points through long hours, overtime, poor
remuneration, less support and increased stress[391.

6. Psychosocial challenges of working in the NHS
laboratory

There is a general atmosphere of discontent across NHS
hospitals in England. There is worry that, the increased
pressure in the working environment can potentially
increase the cases of human error and result in poor patient
care. Policies are changing so fast in most NHS laboratories
because of the overall measures put in place by the
Conservative government to reduce UK public expenditure.
The NHS is required to make savings of up to £20 billion
by 2015. These unpopular policies has resulted in limited
resources (human and material), extensive work hours,
cuts in pay, de—banding of staff, lack of opportunities for
professional advancement, job cuts and insecurity, high
staff turnover, unrealistic targets and turnaround times.
Before these changes were introduced, employees were
settled, they knew their job roles and could complete their
work efficiently with adequate staffing levels. Recent plans
and policy implementation are causing further worry. Many
are concerned about changes to the pay structure and the
possibility of being moved to a lower pay band and many
fears being downgraded. All these only add to the bad
feelings in most NHS hospitals and resentment that there
are too many highly paid managers while those frontline
staff whose hands are on deck effectively getting the work
done are being underpaid, demoted or even laid off. This
is a serious morale issue that needs to be addressed. NHS
staff are almost four times as likely to be absent from work
with stress as people in other occupationsl40l. Workforce
data on 30000 staff working across 17 NHS trusts showed that
stress and associated psychiatric problems accounted for as
much as 15% of all days lost due to sickness absence in 2008.
This compares with 49 of days lost in the same year due to
stress among 40000 staff, working across a range of other
occupations —in both the public and private sector (including
education, manufacturing, retail and local government)40l.
Recently, there has been an increase in stress—related
symptoms among biomedical and other NHS staff and more
cases of absenteeism resulting from stress—related sickness
are being reportedi41l. Tt is no longer news that a significant
number of staff in the NHS are on job stress—related
medication. The pressure and worry about the amount of
work placed upon individuals is having a negative impact
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on their health, morale and productivity. Morale is at an all—-
time low and hope of an improvement is slim particularly at
a time when the Conservative led government in the United
Kingdom is unrepentant and are not relenting in their
cutbacks. Absenteeism among laboratory staff and other
health workers is a growing management concern. It can
contribute to understaffed laboratories, staffing instability,
and other factors that could have a negative impact on
patient carel42]. Absenteeism and sickness absences are
strong factor that may be responsible for lowering quality.
However, the combination of high absenteeism and high
and increasing work load could also be compounding
factors. Staffing and absenteeism may be part of a vicious
cycle in which low staffing contributes to unit absenteeism,
which contributes to low staffing, and so on. The figures
from the Edinburgh Evening news[43], has revealed that
NHS workers are taking a record amount of time off due
to psychological disorders such as stress or depression.
While overall sickness rates have fallen at NHS Lothian in
the past five years, the amount of time off taken because of
mental conditions has almost doubled. The latest statistics,
released under the freedom of information legislation,
show that almost a quarter of days off taken by workers
including doctors and nurses are now due to mental issues
such as stress, anxiety or depression. While the overall
sickness absence rate dropped to 4.26 per cent in 2012-13
from 4.84 per cent in 2008—9, absence due to stress, anxiety,
depression and other psychological conditions rose from
0.47 per cent to 0.9 per cent44]. Like the Labour Lothians MSP
Sarah Boyack rightly quoted, these findings has “lifted the
lid” on the day—to—day experiences of frontline staff in the
NHS. Sickness absence continues to be an economic burden
to the NHS and there is increasing concern that workers in
health and social care have some of the highest rates of self—
reported illness due to stress, anxiety and depressionl4sl. This
is no longer a problem the NHS can ignore because it has an
enormous costs implications. Around 30 per cent of sickness
absence in the NHS is due to stress and it is associated with
a significant bill to the service per year46l. Stress can also
contribute to accidents and errors by employees, low morale
and low productivity. It has a significant impact on the well—
being of staff, their productivity and effectiveness. There
is need for hospital managers, Quality Care Commision
and the Department of Health to carry out an objective
root cause analysis on these problems and arrive at the
root causes to enable the objective implementation of
corrective actions aimed at obviating the root causes47.48].
There are several causes of job—related stress; increased
staff turnover, poor organizational public image, unrealistic
targets and turnaround times, negative workload, lack of
enabling working environment, suboptimal staffing levels,
lack of support from supervisors and managers, bullying and
discrimination, poor work—life balance, gossip, de—banding
of staff, job cuts, job insecurity, loss of skilled workforce
and lack of developmental opportunities. Symptoms of
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job—related stress include; failure to contribute quality
improvement ideas, evidence of continuous fatigue and
tiredness, high sickness absences, loss of self—confidence,
change in behavior, poor team spirit, loss of concentration,
reduced work output, social isolation, loss of interest in
assigned task, low staff commitment, under—performance,
low staff morale, low productivity, increased accidents and
mistakes, poor relationships with clients and colleagues,
uncharacteristic mood swings, failure to communicate and
lack of zeali491.

7. Conclusion

Biomedical staff in the NHS in England face several
daunting challenges; suboptimal staffing levels, poor
remuneration, relatively less experienced and predominantly
band 5 workforce, more unsocial hours without adequate
recovery time, high staff turnaround, poor motivation, job
cuts, de—banding of staff, pay freezes, lack of opportunities
for professional growth and development. These challenges
can potentially result in increased error rate, job-related
stress, reduced productivity, high sickness absences,
low morale, suboptimal laboratory service delivery, job
insecurity and poor work-life balance. There is the urgent
need to nip these challenges in the bud. Government and
hospital managers will of a necessity have to retract their
steps with regards to cuts to the NHS budget as well as other
unpopular policies that can negatively affect patient care.
There is need to ensure adequate staffing levels and mix,
adequate remuneration of laboratory staff, implementation of
evidence—based specialty oriented practice, determination
of root cause/s of high staff turnover and low morale and
objective implementation of the corrective actions arrived
at as well as identifying other potential sources of waste in
the system rather than pruning the already dangerously low
frontline staffing levels.
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Comments

Background
The NHS is a term used to describe the publicly funded
healthcare delivery system providing quality healthcare
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services in the United Kingdom. There are several
challenges militating against the effective laboratory service
delivery in the NHS in England.

Research frontiers

The aim of this present review is to highlight the
challenges associated with the effective laboratory service
delivery in the NHS in England. It is hoped that evidence
—based information from this review can help in the
formulation of policies that could optimize the laboratory
service delivery in the NHS in England.

Related reports
There is paucity of report on the challenges associated
with quality laboratory services delivery in England.

Innovations and breakthroughs

This review highlights the daunting challenges associated
with laboratory service delivery in the NHS in England;
staffing levels in the last few years have become dangerously
low, less remunerated, relatively less experienced and
predominantly band 5’s, multidisciplinary rather than
specialty based, associated with working more unsocial
hours without adequate recovery time, de—banding of staff,
high staff turnaround, profit and cost driven rather than
quality.

Applications

This review indicates that there is the urgent need to
renege our steps on unpopular policies to ensure that patient
care is not compromised by ensuring adequate staffing level
and mix, ensuring adequate remuneration of laboratory staff,
implementing evidence—based specialty oriented service,
determining the root cause/s for the high staff turnover and
implementing corrective action, identifying other potential
sources of waste in the system rather than pruning the
already dangerously low staffing levels and promoting a
quality delivery side by side cost effectiveness.

Peer review

The manuscript describes the numerous daunting
challenges that laboratory service delivery in the NHS in
England. So there is the urgent need to retract our steps on
unpopular policies to ensure the patient care.
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