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INTRODUCTION





These guidelines have been produced by ANHOPS in order that Occupational Health Services take a consistent approach to the assessment of fitness to work in the NHS.  The information is only intended to act as a guideline, since the final decision upon fitness is dependent upon many variable factors and should be undertaken on an individual basis by someone who has had adequate training and experience of Occupational Health practice within the NHS.








AIM





To ensure that individuals are fit to perform their future work effectively and without a risk to their own or other peoples health and safety.








OBJECTIVE





To ensure that an assessment of fitness is undertaken by means of a risk assessment, which  takes into account:-





	a)	The hazards of the future job and any special fitness standards required.


b)	The health status of the individual (both now and in the foreseeable future).


c) 	The accessibility of support and the extent of protective  equipment 	    available.











ROLES AND RESPONSIBILITIES








Role of Managers:





	1.	To identify the tasks which each individuals will be undertaking.





	2.	To advise the occupational health service of the personnel details and the tasks to be undertaken prior to any appointment.





	3.	To ensure that individuals comply with any need for periodic health surveillance.





	4.	To ensure that no individual commences employment without appropriate occupational health clearance.





	5. 	To make the final decision about employment based upon the advice of the Occupational Health service.











Role of Human Resources:





	To assist managers in situations where the health of an individual may have an influence on the future employment of an individual.











Role of Occupational Health:





	1.	To provide advice to managers about tasks and hazards which may require a specific level of fitness.





	2.	To advise managers of health related issues which may have a bearing on the employent of individuals or groups of individuals. It must be recognised that the relationship between an individual and an occupational health service is based upon confidentiality and therefore consent will be required when discussing individual  health matters with managers.


   





Role of Individuals:





	1.	To co-operate with the organisations health and safety policy and to attend health surveillance programmes that have been recommended.





	2.	To recognise that the occupational health service is an independent confidential advisory service which is provided in order to help improve the health, safety  and welfare of all individuals within the organisation.








SECTION 1








THE PROCESS OF ASSESSING FITNESS





Introduction





An assessment of fitness to work will need to be made at the pre-employment stage and wherever the health of an employee may be affecting or being affected by their employment.  Where a risk assessment has indicated that hazards are present further health surveillance may be required.





	Pre-employment assessment			The process of matching the individuals 							health with their proposed duties.. This 							may provide a baseline for future health 							surveillance.





	Routine health surveillance			The process of identifying workrelated 							health symptoms . The pre-employment 							assessment may provide a baseline.








1.1	The use of a pre-employment questionnaire is the most effective way to commence a pre-employment  health assessment. The questionnaire should be confidential to the Occupational Health assessor, and should only ask for information which is likely to have a significant effect on the individual’s ability to undertake their future work duties in a safe and effective manner. 





1.2	Where appropriate, it is recommended that wherever an employee is deemed fit for employment they are also deemed fit for entrance to a  Superannuation scheme.














1.3	The following information may be appropriate to include on this questionnaire:





a)	A section completed by management which outlines:





	Personal details of the applicant, 


	Details of the post applied for,


	Details of the employing officer,


	Any relevant information relating to previous attendance history,


	Hazards of the future work





b)	A statement concerning the hazards that may be encountered within their workplace, and the need to report any potential work related health concerns to their manager so that they can be investigated. It may also be advisable to state that some of these hazards may  be more significant  were the individual to become pregnant, and that further advice should be sought wherever the individual is concerned.





c)	A signed declaration stating that the individual understands the purpose of the assessment and the need to tell the truth.





d)	Questions regarding general health status, which could affect the ability to undertake the proposed work duties in a safe and effective manner.





e)	Questions about immunisation status etc.





f)	Consent to obtain additional immunisation information.





1.4	Where there is concern about an employee’s ability to undertake their future duties a health interview should be arranged to obtain further details.  No employee should be declared unfit for a post without first having seen and discussed the matter with an Occupational Physician.








	


SECTION  2





Potential hazards and work processes within the health service, with suggestions as to appropriate standards of fitness and health 	surveillance programmes








2.1  BIOLOGICAL








2.1.1	EXPOSURE TO BLOOD AND BODY FLUID INFECTIONS.





Any employee who has likely exposure to blood and body fluids should be offered hepatitis B immunisation. Occupational groups such as domestics, porters and CSSD staff may  be in a higher risk group for sustaining needlestick injuries and therefore should be incorporated within the immunisation programme (unless there is evidence from accident/incident forms which may indicate otherwise).





Employees must be informed of the action to take in the event of sharps incidents.








Specific consideration will need to be given to immuno-compromised employees, those taking steroids, and known poor or non responders. They will require additional counselling to ensure that all precautions are being taken and that the individual is fully aware of the risks involved and the action to take in the event of a blood contamination incident. Where the risks of exposure to the individual are felt to be significant, consideration may need to be given to the restriction of some work duties.








2.1.2  UNDERTAKING OF EXPOSURE PRONE PROCEDURES.





Prior	to  employment it is essential that any employee undertaking exposure prone procedures has documented evidence of hepatitis B immunity or non infectivity. Evidence is likely to incorporate a blood form from a recognised microbiology department. The occupations which involve exposure prone procedures will be dependent upon local risk assessments, however they are likely to include doctors within specialities which involve surgical work, midwifes and dentists. Additional  guidance may be found within the documents:





	A Code of Practice for:   Implementation of the UK hepatitis B immunisation guidelines for the protection of patients and staff.      BMA 1995





	Protecting health care workers and patients from hepatitis B.   HSG(93)40





Employees need to be aware that they have a responsibility to discuss any control of infection risks with an occupational physician, should they become carriers of Hepatitis B, HIV, or other blood borne infections. A statement to this effect can be added to the pre-employment questionnaire.








2.1.3	TUBERCULOSIS





The risk of exposure to tuberculosis will vary from Region to Region.  However, it is advisable for any healthcare worker who has regular patient contact to have some immunity to tuberculosis. The presence of a BCG scar is evidence that the body has previously developed some form of resistance and therefore no further action is required. BCG immunisation is only recognised to be approximately 80% effective and therefore an awareness of the need to investigate relevant symptoms is essential. It should be noted that the use of routine chest x-rays is inappropriate for pre-employment purposes.


More precise guidance is available within the document:





	“Control and prevention of tuberculosis in the United Kingdom: Code of 	Practice 1994”   Joint Tuberculosis Committee of the British Thoracic 	Society.








The process of assessment should incorporate:





Questionnaire responses to the following risk factors:


		Persistent unexplained cough 				


		Ethnic Origin 				


		Night sweats


		Residence Abroad


		Unexplained fever or weight loss


		Chest pains and breathlessness


	Where responses indicate a concern about tuberculosis it is advisable that an occupational physician makes a further assessment.


 


Evidence of a BCG scar or grade 2 Heaf Test











2.1.4	Rubella





Ensure immunity of those working in areas of contact with pregnant patients. The incidence of rubella is also likely to be higher within paediatric areas and therefore an of immunity check prior to employment may be approriate. Although there is no occupational requirement, some employers undertake routine rubella screening for all women of child bearing age.








2.1.5	VARICELLA





It is preferable to know the varicella status of all employees who are likely to have patient contact. At the pre-employment stage it is recommended that an enquiry is made as to a history of previous infection. If there is a convincing history of either chickenpox or shingles then no further action is required. Where there is no conclusive history the employee should be tested for antibodies. The few that show no antibodies are susceptible to varicella infection and where practicable should be advised: 





to avoid contact with known cases of chickenpox or varicella, especially if pregnant.





to be aware that if they become pregnant and are exposed to chickenpox or shingles they may benefit from administration of VZIG within 96 hours.


 


	to be aware that should they develop symptoms of varicella infection they would 	benefit from treatment with acyclovir.








2.1.6   MRSA





The value of pre-employment screening for MRSA is debatable. It is generally felt to be unnecessary although it may be undertaken in some areas which wish to minimise the risk of employing staff within an area which is currently free of the infection. Treatment and advice for colonised staff should be available within the hospital environment although the precise mechanism should be determined locally.








2.1.7	TETANUS 





Where there may be an increased risk of occupational exposure i.e. gardeners and estates workers it is advisable to ensure adequate immunity against tetanus. Once a full course has been completed it is recommended that additional boosters are given at  10 yearly intervals, to a maximum of 5 doses in total.

















2.1.8	Diphtheria





The incidence of diphtheria is extremely low and therefore in most circumstances it is reasonable to rely on post exposure measures in the event of a case being diagnosed or admitted to hospital. Some employees such as microbiology staff and those working within infectious disease wards, may be considered to be at an increased risk of exposure, in which case serology should be checked for antibodies prior to consideration of immunising or boosting. Where there is evidence of low immunity, it is essential that the low dose vaccine is used.














2.2  PHYSICAL





2.2.1	PATIENT OR EQUIPMENT HANDLING





Many employees will be required to undertake manual handling activities during their employment.  There are no specific clinical tests which can accurately identify which employees may be at a higher risk of sustaining back problems than another.  A past history of such events , especially where these are associated with periods of absence, may give some indication that the pattern will continue. 





When the following issues are identified, it is recommended that an occupational     physician makes the final decision upon fitness:








A history of previous back problems resulting in an absence of greater than 2 weeks.





A history of a previous back incident resulting in time off work within the last 6 months.





A history of back problems which have resulted in absence from work on two or more occasions within the last 2 years. 











2.2.2	NOISE





The need to undertake audiometric surveillance should be based upon the findings of  local “noise mapping”. Surveillance should be in accordance with Health and Safety guidance No. MS 26.  Where levels of noise have been identified to be above 85dba it may be appropriate to instigate regular audiometric assessments in conjunction with local environmental controls. Reviews should be at regular intervals dependent upon the noise levels found and the audiometry result.





Areas which may give rise to significant noise levels are boiler houses and places where machinery is in use. 























2.2.3	DUST





The need for health surveillance will be dependent upon the type of dust and the amount of dust as identified by hygiene assessments. The commonest dusts which may be encountered within the healthcare setting are : 





		plaster of paris 


		wood dust 	


		building related dusts									


Surveillance will be along similar lines to those outlined for work with respiratory irritants.








2.2.4	USE OF DISPLAY SCREEN EQUIPMENT





In accordance with the European Directive on Display Screen Equipment 1990 it is necessary for employers to ensure that regular users are provided with adequate workstations and have access to appropriate vision screening. The Occupational health service should be available to advise managers and employees on the fitness for these duties wherever health related issues arise such as  upper limb disorders etc..











2.3.  ENVIRONMENTAL








2.3.1	FOOD HANDLING


	


Transmission of Food-Borne Infections is best avoided by ensuring that employers and employees are fully aware of the hazards involved in food handling and that systems are in place which comply with the Department of Health guidance for Food Owners, Enforcement Officers and Health Professionals 1995.  Food Handlers: Fitness to work. 1995	





The employee needs to be fully aware of personal hygiene issues and of the importance of reporting any episodes of diarrhoea or other potentially infectious conditions. The specific questions recommended at the pre-employment stage are:





Have you now or over the last seven days suffered from diarrhoea and/or vomiting





At present are you suffering from:  skin trouble affecting hands, arm or face;  boils, styes or septic fingers;  discharge from the eye, ear or gums/mouth.





Do you suffer from:  recurring skin or ear trouble;  a recurring bowel disorder.





Have you ever been or are you now  a carrier of typhoid or paratyphoid.





In the last 21 days have you been in contact with anyone at home or abroad who may have been suffering from typhoid or paratyphoid.














2.3.2	DRIVING





Pre-employment assessment of fitness to drive should be based upon the DVLA’s Medical Standards for Fitness to Drive: guidelines for Medical Practitioners 1995.





A decision has to be taken with regard to employees who undertake regular driving duties of vehicles which are not classified as public service vehicles or large goods vehicles. Whilst there is no statutory requirement to apply any standards it would seem appropriate to apply the standards that are applicable to professional drivers.











2.3.3	RADIATION





There is no specific requirement for health surveillance unless the anticipated exposure levels require compliance with the Ionising Radiation Regulations. This is very unlikely within most healthcare settings and further advice may be sought from the local radiation protection advisor. The occupational health records should be used to document and review any abnormal exposures.





	





2.4  CHEMICAL








2.4.1 RESPIRATORY SENSITISERS and IRRITANTS





e.g. glutaraldehyde, formaldehyde, film processing chemicals and colophony from solder flux.





Exposure to these compounds should be minimised and preferably excluded wherever possible. Where a risk of exposure exists, health surveillance should be undertaken in accordance with “Medical aspects of occupational asthma”  MS25  H.S.E. 1991(shortly to be revised) and Preventing asthma at work  HSE 1994 .  This will incorporate:	





Pre-employment assessment with lung function measurement and skin examination.





Regular questionnaire surveillance, with lung function and medical examination where indicated.











2.4.2	CYTOTOXICS





There is no specific requirement for health surveillance of employees who use cytotoxics. The employee should  be fully trained and aware of the relevant safety requirements. The occupational health records should be used to document individuals who are handling cytotoxic drugs and to review any abnormal exposures.  Employees who are pregnant should not undertake these duties.




















2.4.3	MERCURY	





Employees who are required to repair sphygmomanometers may be exposed to high levels of vapour. It is therefore essential that adequate environmental controls are in place. Where there is any doubt about exposure levels, a baseline urinary mercury assessment may help to support and monitor environmental controls. 








2.4.4	EXPOSURE TO OTHER CHEMICALS


	


Refer to hazard data sheets and any COSHH assessments that have been undertaken.











2.5  PHYSCOSOCIAL








2.5.1	VIOLENCE and AGGRESSION





Certain areas such as accident and emergency units and learning disability units may experience a high incidence of violence and aggression towards employees. These episodes should be recognised so that employees can be provided with appropriate training and debriefing. The latter should include advise regarding the possibility of taking individual legal action.








2.5.2	SHIFT WORK





It is recognised that shiftwork may cause or exacerbate certain health problems. Rotating shifts need to be planned carefully, so that they  fit in with circadian rhythms. 		


 





�



SECTION 3		








COMMON OCCUPATIONS and THEIR HAZARDS








The following table outlines the main areas of employment together with examples of the same main hazards.  It is always possible for other hazards to be present within these locations and therefore all departments should undertake a regular review of their written risk assessments to ensure that none have been overlooked.  Reference to the COSHH “Guidance for the initial Assessment in hospital” 1983 may be beneficial.





Healthcare Assistants 


General Nursing�
Hepatitis B, Manual Handling


Tuberculosis


Varicella & other blood borne infections


�
�
Medical Illustrations


Radiographers�
Glutaraldehyde


Photographic chemicals


�
�
Estates Operatives/Gardeners�
Tetanus, Noise, Dust, Manual Handling


�
�
Endoscopy Staff�
Glutaraldehyde 


Dust


�
�
Theatres 


Midwifery 


Dentistry�
Exposure Prone Procedures, Manual Handling,


Anaesthetic Gases, Glutaraldehyde, Formaldehyde,


Methyl Methacrylate, Rubella, Varicella. Repeated hand washing.�
�
Medical Physics�
Mercury,  Manual Handling


�
�
A & E Staff/OPD


Learning Disability Unit�
Violence,  Manual Handling,  Plaster of Paris,


Hepatitis B, Violence.


�
�
Laboratory Staff�
Diphtheria, Glutaraldehyde, Formaldehyde


& other microbiological hazards


�
�
Catering�
Manual Handling, Hand washing.


�
�
Porters


Domestics�
Manual Handling


Blood borne infections via clinical waste (specifically sharps)


�
�
Ambulance Staff


Security Staff�
Violence, Manual Handling, Driving�
�
Doctors�
Exposure Prone Procedures, Tuberculosis & other microbiology hazards, Violence�
�
Mortuary Staff�
Manual Handling, Tuberculosis & other microbiology hazards


�
�
Administrative Staff�
Display Screen Equipment


�
�
General�
All staff with regular patient contact


Hepatitis B, Tuberculosis


�
�









SECTION 4








COMMON HEALTH PROBLEMS WHICH MAY AFFECT EMPLOYMENT





	This section outlines some of the more common medical complaints which may present at a pre-employment assessment. The assessment should be based upon the need to minimise any future health and safety risks that could be encountered by the employee and others within the organisation. Every effort should be made to provide employers with advice which could help them to locate potential employees in suitable posts as in accordance with the Disability Discrimination Act 1995.





	The final decision about employment rests with the appointing manager, based upon the advice provided by the occupational health service. Where there are areas of doubt regarding future fitness, it may be advisable to discuss these with all parties concerned, once appropriate consent has been obtained.





	The information given below is intended to highlight the areas of concern that apply to a number of common medical conditions.  Didactic, blanket statements about fitness for particular jobs are not appropriate in this context, and individual assessment is essential, relating the person to the required duties.








4.1	STATURE AND PHYSIQUE





	Where moving and handling of patients or objects are to be undertaken consideration may need to be given to height and weight measurements. It should be recognised however that it is frequently possible to minimise the amount of manual handling activities by the use of appropriate lifting and moving aids and adaptations. Under the Manual Handling Operations Regulations, 1992, employers should perform risk assessments of such operations and minimise the risks wherever possible.





	Height





	Small and large individuals may be disadvantaged in some lifting tasks, and  especially where lifting as one of a pair when a matching of heights would be preferable.








	Weight





	This is usually considered in terms of the Body Mass Index (BMI) which also takes into account height.  This index should be interpreted with some caution, however, as heavily muscled people may have a BMI of greater than 30 without being obese, and some ethnic groups may have different causes for, and health effects from, obesity.





	Marked obesity may present problems with reduced exercise tolerance and an ability to use correct manual handling techniques. On an individual basis, this may be relevant in the ability to undertake  physically demanding tasks.  A BMI of greater than 30 is only a weak predictor of back pain and a decision about fitness should not be made on this measurement alone.











	A low BMI may imply a poor physique, and may therefore present concerns for the individual and / or their partners when undertaking  physically demanding work. If very low, i.e. less than 15,  it may  suggest an eating disorder or other pathology. A problem of this nature is more likely in females.





	


	Height/Weight Limits





	Whilst some employers have attempted to apply height and weight limits to certain occupations which require manual handling duties, these cannot be justified on medical grounds. Particular care may need to be taken for personnel who are required to undertake manual handling activities within confined spaces such as patients homes etc. 








4.2	BACK PROBLEMS


	


	The use of X-rays or MRI scans are of little use in predicting future attendance at work. Factors which may be relevant when assessing fitness for manual handling are a history of previous back pain (particularly if there has been a recurrence) resulting in a single period of sickness absence for greater than 4 weeks, or for more than 3 separate periods of absence, and/or evidence of nerve root compression, and/or significant abnormality on examination are indicators of increased risk of further back problems and may prove a bar to undertaking significant manual handling tasks  or tasks which require recurrent bending and twisting actions.  An individual assessment should always be made, however, taking into account the required duties.








4.3	SKIN DISEASES





	At the pre-employment assessment 3 factors need to be considered:





1.	Whether the future duties may aggravate the skin condition due to exposure to allergens or irritants. Latex allergy is becoming an increasing problem within the healthcare environment. Every effort should be made to avoid the use of such products.








	2.	Whether there is a potential cross infection hazard due to a colonisation of abnormal skin by bacteria and an increased shedding of skin scales. (With increasing problems from MRSA this is a major consideration in clinical areas.)





	Cross infection concerns relate primarily to skin conditions affecting - exposed areas of skin, in particular the hands and forearms, and it should be borne in mind that profuse scalp scaling and otitis externa in those with psoriasis or severe seborrhoeic dermatitis can also pose risks. Cross infection hazard is of concern with all clinical staff including some PAM staff e.g. physiotherapists, but risk is maximal in operating theatres, ITU's, surgical/ burns/ renal units and with immunosuppressed patients. The risk of contamination of food products with skin scales is also significant.


	


	3.	Whether there is a substantially increased risk of infection or contamination of the individual due to penetration of microbiological agents e.g. blood-borne viruses, or other hazardous substances.





	


	Eczema/Dermatitis/Psoriasis








	These conditions may be aggravated by exposure to irritant substances,  use of disinfectants or even simple soaps, and wet work, including repeated hand washing, e.g. clinical staff and food handlers. Appropriate gloves may afford some protection but adverse effects from sweating inside gloves may prevent any substantial gain.


	


	


	If contact dermatitis is due to a specific allergen then it is essential to avoid further harmful exposure.  





	Bacterial colonisation may be very high in some of these skin conditions, and clearance of MRSA can frequently be very difficult. Employees who are suffering from active skin conditions which  affect exposed areas should avoid close contact with patients known to be carrying MRSA.





	Persistent or active eczema/dermatitis of the hands and forearms is likely to prove a bar to work in clinical areas, although an individual assessment should always be made. Food handlers would not be employed unless lesions were away from exposed areas and could be appropriately covered.	Those with recurrent disease will need redeployment during the active phase, if employed within an "at risk" area as outlined above. 





	The individual risk assessment should determine the likelihood of the duties making the disease more persistent or severe owing to any irritant effects.





	





4.4	DIABETES





	The complications associated with long standing disease should be assessed in accordance with other parts of this guidance e.g. visual problems.





	The other area of concern relates to the risk and potential consequences of hypoglycaemia in insulin dependent diabetics. Concern should be focused particularly on duties where sudden incapacity could cause substantial risks to the individual or others e.g. clinical staff working in relative isolation with dependent patients.  Rapidly rotating shift patterns may pose problems for maintaining diabetic control, but do not necessarily preclude employment.





	Individual assessment should focus on frequency of hypoglycaemic attacks, the presence of warning symptoms and the general understanding and management of their diabetes by the individual.  Reporting of hypoglycaemia may not be accurate even outside the pre-employment situation.  Warning symptoms may diminish with long-standing diabetes, serious hypoglycaemic episodes and in those running with a very tight control. This is also likely to be due to chronic periods of hypoglycaemia at night.  Warning symptoms may recur once adequate control is re-established.





	In posts where safety may be compromised by an alteration of consciousness or awareness, applicants should have stable diabetic control.  Newly diagnosed diabetics who have not established a history of control must be treated with caution and nurse training or higher risk duties may be deferred.





	Drivers should be assessed in line with DVLA guidance.








4.5	EPILEPSY





	A two part assessment should always be made:





	1.	The risks to the individual or to others if a fit occurs.  This may include physical risks to the individual or others (e.g. a surgeon who is operating), danger posed by their effective absence (e.g. in an intensive clinical care situation), or problems posed by the distraction of others (e.g. operating theatre staff).





	2.	The risk of further fits occurring in any individual.  





		After a first fit the risk of seizure recurrence is much higher in the first months, and the longer the period passed since the fit the less the risk.  Studies have produced widely varying estimates of risk, but Group I driving entitlement is restored after 12 months in most cases.





		After a second fit medication is likely to have been started and most people achieving control will do so in the first 2 years. The risk of recurrence reduces the longer the period since the last fit.





		Sleep deprivation may provoke epilepsy, but many people can tolerate rotating shifts.  Modern DSE should not provoke a fit even in flicker sensitive individuals.





	Decisions about fitness for work will be dependent upon careful consideration of the above factors.  Where the risks resulting from a fit are low, then recurrent fits need not prove to be a bar.





	If the risks from a fit are higher then fit free control over a period of one or two years should be established.  High risk areas would include surgical staff, anaesthetists and midwives.





	Vocational drivers should be assessed in line with DVLA guidance.





	Anti-epileptic medication does not generally interfere with work performance.














4.6	PSYCHIATRIC ILLNESS AND PERSONALITY DISORDERS





	This is a particularly difficult area of assessment.  Information from GP's can be invaluable, and factual information from the individuals psychiatrist may be required. 





	An assessment should be made of the general prognosis of the condition, with a balanced judgement on an individual case basis.  Psychiatric illness may be disruptive for others,  over and above the effects on the individual concerned.





		Vocational driving should be assessed in line with DVLA guidance.  Medical standards for Fitness to Drive - Guidance for Medical Practitioner 1995.





	The following points which were identified following the Beverley Allett                   case may be helpful in making a risk assessment:





	1.	Previous employment record, incorporating sickness absence record.





	2.	The period of stability, with or without treatment.





	3.	Compliance with treatment.





	4.	Insight.





	5.	Stability in other aspects of life.





	6.	Adverse coping strategies - e.g. alcohol, denial.





	7.	Assessment of personality.





	8.	Assessment of stressors in the post.





	9.	Degree of supervision in the post.





	10.	Any additional information available.








	Bipolar Affective Disorder





	Recurrent depression is the more usual form and severity varies. Episodes may be precipitated by physical or mental stress. Particular problems are that the hypomanic phase is characteristically without insight and there is often a refusal to accept medication.  It is important to identify the individual pattern of disease, and particularly a period of stability, without which it would be difficult to successfully employ individuals in stressful, responsible posts - particularly if working in relative isolation.





	Schizophrenia





	Following an acute episode 75% of people will have recurrent or chronic symptoms. In the acute episode insight is virtually always absent.  Persistent symptoms are associated with psychomotor impairment and difficulties with social interaction.


	For those with minor persistent symptoms clinical care posts will probably be unsuitable, as will middle or higher management posts.  More severely affected individuals will not cope with positions of responsibility e.g.  supervisory posts or those demanding personal interaction.





	The fitness of those with recurrent symptoms will depend upon the frequency of recurrence and the symptom pattern during and between acute episodes.





	The temptation to see employment as purely therapeutic should be avoided, and a defined role with realistic expectations from the employee and management is important.





	Personality Disorder





	If the formal diagnosis of major personality disorder has been made the individual should not be employed in the clinical care situation, and is unlikely to be suitable for management duties.





	Neuroses





	Sufferers have insight, and advice on employment will be very much on an individual basis.  Previous sickness absence record will often be helpful.





	Eating Disorders / Self-Harming Behaviour





	Applicants for nurse training who have a history of these problems, or of excessive sickness absence or excessive use of counselling should not be accepted until they have shown the ability to lead an independent life without professional support, and have been in stable employment for at least two years.  Those with eating disorders should have demonstrated a stable and acceptable weight over this period.





	Consideration should be given to similar expectations when considering fitness for all medical and nursing duties, and for all duties placing highly stressful demands on the holder.





	Alcohol and Drug Abuse





	Those who have recognised and successfully dealt with an alcohol problem should be assessed in a balanced and fair manner.  A history of recurrent problems is likely to be disadvantageous, but an assessment of the current situation must be made, and should include information from any alcohol services involved in ongoing care.  The level of supervision in a post is factor that must be considered.





	Similar concerns should apply to rehabilitated drug users, but there must be even greater concerns about work in an area with access to controlled or psychotropic medication.





	Alcohol and drugs may have been used as a coping mechanism for the pressures of life or work, and this must be considered when assessing fitness for a demanding post.





	DVLA guidance should apply to vocational drivers.








4.7	INFECTIOUS CONDITIONS





	Sepsis





	Staff with chronic discharging ears or persistent infective lesions should not work as clinical care staff or food handlers as long as they remain potentially infectious.











	Tuberculosis





	Individuals with smear positive pulmonary TB generally become non-infectious after 2 weeks treatment, and remain so if compliant with therapy.  Non-pulmonary TB need not be considered infectious.





	Anyone with multiple drug resistant TB would require individual assessment.








	Blood-borne Viruses





	Infectious carriers ('e' antigen positive) of hepatitis B and HIV infected health care workers should not undertake exposure prone procedures, in accordance with DOH guidance.  At this stage in time, individuals who are e antigen negative may undertake exposure prone procedures, however they will need to be counselled within the  Occupational Health service and advised of the importance of reporting any change in health status.





	Health care workers with Hepatitis C should also be assessed, and it may be felt prudent to exclude them from exposure prone procedures also - it is more transmissible than HIV and greater than 40% of those infected will develop chronic hepatitis.





	All applicants known to have HIV should be seen by the OHP.  As immunosuppression develops the risk of contracting TB in particular must be addressed and liaison will be required with appropriate specialists.  Once symptoms of fatigue and malaise appear staff may need modified duties, with reduced hours and avoiding heavy physical exertion and significant stress.





	Enteric Fever





	Individuals with a history of, or suggesting, typhoid or paratyphoid fever should not be employed as a food handler without medical assessment.








4.8	VISION





	Visual acuity 





	Requirements vary according to the demands of the post.  Reasonable guidelines for clinical staff are the ability to achieve, with correction, an acuity of 6/12 and N6 at 38 cms.  Those with acuity worse than this are likely to need additional assistance/aids, where applicable or available. 





	Vocational drivers should be assessed in accordance with DVLA guidance.





	Monocular Vision





	Whether actual or effective, this would be a bar to vocational driving, but should be acceptable for most other duties providing adaptation has taken place.  Employment should not be in an area where there is substantial risk of injury to remaining eye e.g. a laser area.




















	Visual fields





	A deficit will require formal assessment for vocational driving.  Severe peripheral field loss may present an increased risk of injury in certain environments e.g. with regular exposure to violent patients, but this will need to be assessed on an individual basis.








	Colour Vision





	A deficit is unlikely to be a problem except in a few technical (including medical illustration posts) or laboratory posts where further assessment is  best undertaken by means of practical tests.











4.9	HEARING





	Hearing impairment is likely to present  practical difficulties in communication, use of equipment (e.g. stethoscopes) or ability to detect warning signals.





	Individual assessments should be made relating the person to the post, and practical tests are often more helpful than audiometric results.  A protocol for voice tests has been established.  It is advisable to determine the likely prognosis of the condition, particularly for those who are about to enter their training or who are early in their careers, dependent on acceptable hearing levels, so that advice can be given.





	Health visitors and others undertaking hearing tests should have audiometry, and should know if they have a hearing deficit although this need not preclude employment.





	A hearing deficit per se should not bar an employee from employment in noisy environments, but risks and hearing protection must be discussed.











4.10	CARDIAC AND RESPIRATORY DISEASE





	Fitness will generally depend on the individuals physical capabilities.  or angina in particular.  Mental stress from the work must be considered on an individual basis.  Duties which are likely to provoke angina or undue breathlessness are inadvisable.  DVLA guidance will apply to vocational drivers.





	Work with respiratory sensitisers is unlikely to be suitable for asthmatics. This will be dependent upon the risk assessment, and the stability and severity of the underlying asthma. Pre-existing asthma can make the detection of occupational asthma more difficult, and will also be worsened by the development of occupational asthma.  Where a person is known to have occupational asthma it is essential to advise them against continuing exposure to the causative agent. The ways to achieve this will be dependent upon individual factors.











	The majority of respiratory sensitisers encountered within the NHS require intermediate level health surveillance as defined in MS25, and those with mild, stable asthma with no history of sudden severe attacks should not be excluded from employment, providing that exposure is adequately controlled, and appropriate education and surveillance schemes are in place.  Those with more severe, labile or 'brittle' asthma are not likely to be found fit for duties with a significant risk of sensitisation.  Work with glutaraldehyde and formaldehyde will require more regular health surveillance. The frequency of this surveillance will be dependent upon the extent of the environmental controls and the results obtained from previous surveillance.











4.11	STOMAS





	There may be problems with bag position in relation to bending, stooping and carrying loads close to the abdominal wall.  An individual assessment should be made.








