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“This document has been approved by the ANHOPS Executive Committee.  The information is intended to act as a guideline only, as any local occupational health practice should be determined by someone with adequate training and experience of occupational health within the NHS”.
BACKGROUND

It is a requirement of clinical governance that Occupational Health professionals compare their performance with others and where possible against agreed standards. The Faculty of Occupational Medicine are currently producing “Instructions for Continual Professional Development” which are likely to emphasise this requirement. (Due 2002). There is clear evidence that clinical practice within occupational medicine varies widely.  (1) (2)

For Occupational Health Physicians to be able to compare their workplace practices with colleagues it is therefore important that some form of standardised data is used.  For this purpose ANHOPS recommends that the following information should be collected as “core clinical data” for comparative purposes. It is recognised that many occupational health services may not yet be able to measure these particular occupational health data standards, however consideration should be given as to how it can be obtained in the future.

Employees and occupational health professionals need to recognise that this data does not necessarily mean best practice is being followed.  In particular “more” appointments may actually mean that best practice is not being followed.  For this reason it is essential that data of this type is not used for performance monitoring except in circumstances where all parties are in agreement and independent occupational health professional advice is available to discuss the data in more depth.

It is recognised that this data will need to be developed and refined on a regular basis in the future, and possibly adapted to accommodate local or regional needs. As data collection becomes more sophisticated it should be possible for O.H. Physicians and O.H. Units to compare and contrast their working practices on both a regional and national basis.  In order to facilitate this data collection process a priority level has been applied to each set of data.

It is likely to be a requirement of re-validation that the job plans and workloads of individual occupational physicians will be reviewed on a regular basis. Comparative clinical data will help with this process although it will also be necessary for other non-clinical and management data to be considered.  An example of this type of quality data is given in section 3 but others may need to be developed.

Whilst much of this data may be similar to that which my be used by senior occupational health nurses (in particular the employer data) it is intended that these data standards are for full-time occupational physicians who have contract management responsibilities.

It is recognised that much of the work undertaken by an occupational physician or nurse is at the specific request of an employer and therefore may not always be an indication of “best practice”.  Comparison of specific employer data between employers and Trusts, may be helpful however it will not measure the actual work activities of individual occupational physicians and therefore it will also be necessary to collect data relating to the individual occupational health physician.

Population data is based upon head counts rather that whole time equivalents within this document.  It is anticipated that this data will be collected at the end of each financial year and therefore the population data should represent an average headcount for the year.

SECTION 1

EMPLOYER DATA

Priority 1

1. The number of pre-employment assessments undertaken per year, per 1000 employer population

a) The number of employees not appointed owing to health grounds and the reasons why 

b) per 1000 pre-employment assessments.

c) The number of employees accepted, for whom additional formal management advice was    

d) given, per 1000 pre-employment assessments.

e) The number of DNA appointments per 1000 appointments sent 

2. The number of hepatitis B immunisations given per 1000 employer population

a) The number of surface Ag positive cases per 1000 employer population.

b) The number of Hepatitis B DNA investigations undertaken per 1000 employer population.

3.   The number of new (and the total number including reviews) of management referral assessments 

 undertaken, per 1000 employer population.

a) The number of referrals per 1000 employer population for musculo-skeletal reasons.

b) The number of referrals per 1000 employer population for psychological reasons.

c) The number of referrals per 1000 employer population for respiratory reasons.

d) The number of referrals per 1000 employer population for dermatological reasons.

e) The number of referrals per 1000 employer population for occupationally acquired infection

 purposes.

f) The number of DNA appointments per 1000 employer population.

g) The number of short-term/recurrent sickness absence referrals per 1000 employer population.

4. The number of needlestick injuries and the number seen within occupational health, per 1000 population per year.

a) The number of needlestick injuries per year peer employment group. 

b) The number of times PEP is used per 100 needlestick injuries.

Priority 2

5.
Other Immunisations:

a) The number of  BCG immunisations given per 1000 employer population

b) The number of Rubella investigations undertaken per 1000 employer population

c) The number of varicella investigations undertaken per 1000 employer population.

d) The number of consultations for travel immunisations per 1000 employer population.

6. The number of employees per 1000 employer population under respiratory surveillance (per hazard).

7.  The number of ill health retirement forms completed per 1000 employer population

 a) The number of ill health retirement forms completed per 1000 employer population undertaken 

      by Occupational Health, compared with the total number of ill health retirements in that 

      organisation.

 b) The number of ill health retirement forms completed per 1000 employer population for

            musculo-skeletal reasons.

 c) The number of ill health retirement forms completed per 1000 employer population for 

      psychological reasons.

d) The number of ill health retirement forms completed per 1000 employer population for other

            reasons.

Priority 3

8. The number of new HIV positive cases identified per 1000 employer population per year

9.   The number of new hepatitis C cases identified per 1000 employer population per year 

10. For the items required in no. 7 to record whether the referrals were on the balance of probabilities, 

      “work caused”, “work related” or “independent of work”.   

SECTION 2

PERSONAL OCCUPATIONAL HEALTH PHYSICIAN CLINICAL ACTIVITY:

The following personal data relates to the clinical activity performed by the occupational physician. This data set should be collected for each individual physician.

Priority 1

1.   The total number of new face to face consultations undertaken per year. 

 a) The number of new consultations as analysed by work-relatedness. (eg musculo-skeletal,

      psychological, respiratory, dermatological, occupational acquired infections)

2. The DNA rate for management referrals per 100 appointments per year.

3. The number of ill health retirement forms completed per year. 

a) Cases to be analysed by type of condition and work-relatedness. (see number 5 and 9).

4. The number of cases seen for the management of inoculation injuries from a source positive blood 

      borne virus.

Priority 2

5. The total number of review consultations undertaken per year.  Broken down re reason and work   relationships (see 7 and 9)

6. The total number of new pre-employment assessments undertaken in the year.

a)   The number of employees rejected and reasons why over the last year.

b) The number of employees accepted for employment for whom written occupational health advice  was returned to management.

7. The total number of self-referrals seen per year.

a) The number of new and review referrals seen for musculo-skeletal reasons.

b) The number of new and review referrals seen for psychological reasons.

c) The number of new and review  referrals seen for other reasons.

8. The number of appointments seen per year relating to health surveillance. (Broken down by type of

       hazard)

Priority 3

9.   The figures in priority 1, number 1,  broken down by “work related or  “independent of work”

SECTION 3

EXAMPLES OF ACTIVITY DATA MEASUREMENTS FOR MONITORING QUALITY:

In order to ensure that the occupational health service is continually monitoring and improving its own quality standards it is recommended that the following activities are considered:

1. Reviews its waiting time data i.e. the number of working days from the receipt of a management 

      referral to the clinic appointment time.   

2. Reviews the number of times a client has to wait longer than 30 minutes more than their appointment time.

3. Audits the clinical records contents following management referrals. (see appendix 1)

4. Audits the organisational contents of clinical records against an agreed departmental standard. (appendix 2 for example)

5. Records and formally reviews all complaints, adverse comments and compliments received within the year.

6. Reviews all documented “incidents” which occur within the department during the year.

7. Reviews and updates all occupational health departmental policies/procedures every 3 years.  This is documented.

References:

1) Audit of immunisation practice.  P Verow, I Blair, Occupational Medicine 1998.

2) Benchmarking Occupational Health Services.  (Thames Management Group 1998)

Occupational Health Record Audit Following

Management Referrals

INTRODUCTION

This tool has been designed by the West Midlands Clinical Governance Group (ANHOPS) in order to benchmark/audit compliance with individual clinical note recording.  The audit tool was developed by the group and is suitable for auditing clinical records following all types of new management referrals. Page one covers information that should be available within the overall occupational health record and should be updated following any consultation.  The information on page two should be found on the clinical record page.

Date of Audit   _______________    Number of Clinical Records To Be Audited  ________________

Name Of Unit for Benchmarking Purposes  ___________________________________________

(will remain confidential)

Information Available Within Occupational Health Records

	
	YES
	NO
	N/A

	PATIENTS DETAILS

	Name
	
	
	

	Address
	
	
	

	Telephone number
	
	
	

	Date of birth
	
	
	

	Occupation
	
	
	

	GP name and address
	
	
	

	Completed pre-employment form
	
	
	

	

	EMPLOYERS DETAILS

	Name of Employer
	
	
	

	Area of work
	
	
	

	Post title
	
	
	

	Hours of work
	
	
	

	Date commenced employment
	
	
	

	

	REFERRAL DETAILS FROM MANAGER

	Reason for referral
	
	
	

	Details of sickness absence in last 2 years (where relevant)
	
	
	

	Letter / Memo asking specific questions
	
	
	

	Whether any relevant workplace problems (e.g disciplinary  performance etc.)
	
	
	

	Clarification that employee is aware of the reason for referral
	
	
	


Information Available on Clinical Records Page

	
	YES
	NO
	N/A

	Name of patient (on each page)
	
	
	

	Date of consultation (on each page)
	
	
	

	Reason for consultation
	
	
	

	Whether patient at work or not
	
	
	

	Summary of sickness absence situation
	
	
	

	History of  problem
	
	
	

	Past medical history
	
	
	

	Social history (if applicable)

· in pension scheme

· dependants

· smoking
	
	
	

	Functional ability questions
	
	
	

	Physical examination (if applicable)
	
	
	

	Current treatment (if applicable)

· Medication

· Referral to specialist

· Referral to physiotherapy

· Referral to psychology
	
	
	

	

	CONCLUSION / ACTION

	1. Diagnosis
	
	
	

	2. Record of action taken e.g.

· Letter to manager

· Letter to General Practitioner
	
	
	

	3. Date of review stated
	
	
	

	Signature of clinician
	
	
	


OCCUPATIONAL HEALTH & SAFETY UNIT

PROCEDURE FOR OCCUPATIONAL 

HEALTHCARE RECORDS 

November 2000

Introduction

Occupational Healthcare records should be stored in a consistent format. The actual format is likely to vary between different occupational health services however it is essential that everyone working within the service is aware of the format of the records. This format should be recorded in writing and reviewed on an annual basis. An example of a typical format is outlined below.

Order of Notes

· Re-use the foolscap manila folders

· Immunisation / front sheet 

· History sheets – chronological order

· Divider marked Clinical Notes

· Clinical Notes (see below)

· Results –  on mounted board

· Correspondence – reverse chronological order in a polypocket

Within the Clinical Notes Section the order is as follows:

· Immunisation sheet

· Physiotherapy referrals/ needlestick forms etc.

· Health Surveillance

· Pre-employment (chronological order)

Preparation of folder

New folders will be set up at registration stage.  Secretaries to include additional sections as necessary.
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