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Version 1.2 											June 2020

1. Background:

2. The Ministry of Defence Police (MDP) is the MOD’s own dedicated civilian police force providing a unique and specialised national civilian police service, not to be confused with the military police. 

3. There are approximately 2800 uniformed personnel and non-uniformed personnel within the MDP organisation spread over numerous locations across the UK. Most non-uniformed civil servants however are currently based at MDP Headquarters, Wethersfield, Essex. (refer to Location List Annex J). The current attrition rate is approx. 9% and MDP intend to recruit around 400 new officers each year from 2020 onwards. 

4. The average age of an MDP police officer in 2019 is 44. The force is currently made up of 89% men and 11% women. Following revised terms of conditions of service many MDP officers may be required to work until 65 years old.

5. The MDP is focused on the Defence Community, providing them with specialist policing services, as well as high value and niche policing services at key Defence sites, including the protection of Britain’s nuclear deterrent and critical national infrastructure. 

6. The MDP police an environment in which the terrorist threat is always prevalent. Many of the tasks are counter terrorist orientated such as safeguarding the perimeters of military bases, protecting against the sabotage of assets and the threat of terrorist incursion - requiring exceptionally high levels of vigilance. At the same time, the role as a civilian police force is to create a safe environment for the Defence Community, free from crime and the fear of crime. 

7. The MDP carries out a wide range of duties which can include foot patrols, mobile patrol, working at height and in confined spaces, marine policing and dog handling. Officers can be posted to specialised roles in the force all of which carry their own unique risks, notably the Marine Unit, the Dog Section, Criminal Investigation Department, Special Escort Group and from tactical to Central or Operational Support.

8. All police officers are initially trained to become an Authorised Firearms Officer (AFO). They are trained to use and carry a variety of weapons and equipment of differing weight and 90% of those on duty are armed at any given time. This is necessary to protect the site and its people and for the officer’s personal safety. 

9. A number of these AFO officers are employed in the marine policing environment. As AFOs they utilise police boats and rigged hulled inflatable boats (RHIBs) and in various sea states. These conditions pose significantly different challenges. The MDP Medical Standards however cover both AFO and Marine tasks and therefore allow both new entrants and incumbent officers to be assessed for their worthiness for seafaring as well as AFO duties. 

10. The AFO duties also require officers to work various shifts including night work and they are expected to have a high level of fitness and tactical awareness to enable them to perform the required standards.

11. All police officers according to their job profile are required to undertake a Fit to Work Medical every 365 days and comply with a range of health monitoring/surveillance like Vision, Audiometry, Respiratory, Whole Body Vibration (WBV), confined spaces and working at heights. They also must undergo regular mandatory fitness testing and personal safety training to remain qualified to carry a firearm and to undertake various police operations. This training has both physical and mental elements and involves personal safety, firearms tactics and decision making which may have to be used in life or death scenarios. Failure to achieve the required standards can lead to capability management. (The College of Policing Code of Ethics July 2014 Annex A) captures the standards of professional behaviour required by a police officer and their responsibilities including Fitness for Work.

12. MDP Firearms License – Health requirements to maintain license

13. For MDP to retain their Firearms license they are required to comply with the College of Policing (COP) licensing fitness and health standards for all officers. As a result, within MDP, all AFOs are required to undertake the following:

· A compulsory Fit to Work medical test every 365 days where officers must pass the required standard of hearing, eyesight and blood pressure. The requirement for auditory testing is to provide the Health and Safety Executive (HSE) some assurance regarding health surveillance for noise exposure. To comply with other statutory health surveillance/monitoring officers are also required to undertake specific tests according to their job role at their Fit to Work medical as is the case with those that are marine officers, wear respiratory protection equipment (RPE), work in confined spaces, at height, are exposed to whole body vibration (WBV) and are night workers. 

· A compulsory fitness test (which applies to all officers) where they must pass to the required level.

14. MDP Authorised Firearms Officers Role (AFO)

15. [bookmark: _Hlk18065150]To become firearms qualified an officer must initially undergo 30 days training which includes classroom work and live firing, and 3 days tactical training. After completing the initial training, the individual is required to re-qualify on the range every 6 months. (3 x 2 days AFO and 4 x 2 days Armed Support Vehicles ASV).

16. Firearms training and subsequent employment can be both physically and mentally demanding. The training MDP officers are required to undertake also requires a degree of cardio vascular fitness and a good level of general mobility to be able to perform the role to the required standards.

17. On the range officers are required to change firing position quickly (from standing to kneeling, to prone and back to standing). This practice is performed whilst wearing protective body armour, eye and ear protection and respirators during some practices.

18. It is imperative that total control is kept on the weapon therefore individuals must have the ability to hold the weapon steady with one hand, whilst they support themselves when changing position (into the prone). 

19. Training and employment maybe in all types of weather conditions (including extreme wet and cold). 

20. A detail of the essential training, qualification and equipment carried by MDP AFOs is provided at (Annex B MOD Police Authorised Firearms Officers Guidance).

21. Levels of medical and physical fitness that fall below the standards necessary to meet the job requirements or the working environment, will potentially adversely affect health, safety and operational efficiency. Any condition that may impair threat perception, communication, weapon handling or physical capability could render the officer unable to safely perform the role. Medical conditions that may lead to sudden incapacity could place both the officer and others at risk.

22. MDP have Medical Standards which cover all medicals. (See Annex C).  

23. The standards reflect fitness to serve as an MDP AFO or Marine Unit Officer at the time of assessment and for a reasonable time thereafter.

24. OH, Practitioner Skill, Training and Experience

25. The desired formal training should be a registered nurse. However, where an OH Service Provider (OHSP) technician is utilised, access to a registered nurse/clinician must be responsible for interpretation of the testing and advice. For Mental Health reviews the MDP expect minimum qualification would be someone with mental health qualification/experience. It is also essential that OH Practitioners at all levels are aware of the demands both physically and psychologically associated with carrying firearms and are aware of the force’s mandatory Multi Stage Fitness Test (MSFT) and Chester Treadmill tests. (See Annex D). 

Personnel Involved and Location

26. Annex J shows the exact locations and preferred delivery method for MDP Fitness for Work medicals.

27. In total around 2600 police officers are at sites where Mobile Unit delivery is preferred and up to 100 at sites where individual clinic appointments at supplier locations are preferred.

28. OH, Services Required
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29. MDP may make use of any of the standard occupational health services available to MOD.  Where MDP have additional requirements, exceeding those these are described below:

viii
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		MDP OH Services Required 



		Item

		Description

		Delivery Location

		Frequency

		Applicable Standards

		Applicable KPI Regime 

		Additional Requirements



		1. 

		Pre-employment / Health Screening Assessment  

		MDP HQ Wethersfield Essex for 2020 * at other sites in 2021 when HQ moves. 



Use of other sites still to be defined.



		As Required - 600 to 700 medicals to gain 400 people a year to employ.  

		MDP Medical Standards apply in addition to Baseline standards of CCS Framework.



*MDP follow College of Policing Standards and the MDP Standards reflect this but they also apply universally to all AFO roles including Marine Unit Officers. 



		Services to be provided; measured and reported against the service levels applicable to   Pre-Appointment and Pre-Enrolment Checks.

 

* Turnaround time for production of the Health Clearance Certificate should be within 2 working days.

		All recruitment medicals are to be carried out at the MDP HQ site at Wethersfield Essex. Follow up appointments may however be at other venues which the OHSP can arrange accordingly.



*The Location of MDP HQ however, is due to change before 2021. It is envisaged that medicals will then be located at other sites (still to be defined). This may mean use of mobile booths to deliver in the future.



There is a requirement for Drug and Alcohol testing based on MDP policy to be included in this medical assessment. Testing should include alcohol and the following drugs – Amphetamines (including ecstasy), Cannabis, Cocaine, Opiates (e.g. Morphine Heroin & Codeine), Benzodiazepines (e.g. Temazepam, Diazepam and Methamphetamines.



A supplier check of candidate identity against photographic identification is required for all face to face consultations.

Where medical standards include criteria for Multi Stage Fitness Test attainment (MSFT) – delivery of the test by the supplier is not required. This is performed by MDP.

Applicants will be required to complete a Medical History Questionnaire that requires GP Validation prior to their assessment. An example of this is at Annex E Applicants will also be required to complete an MDP Baseline/Initial Audiometry Screening Questionnaire example at Annex F. 



The OHSP will also need to supply a Respiratory Questionnaire and/or an OHSP Breathing Apparatus Health Screening Questionnaire (or combined version form) for the applicant to complete at their assessment. This is to facilitate a determination of employee's fitness to undertake face fitting to wear respiratory Protection Equipment (RPE) as well as other AFO tasks.  



The OHSP will be required to review all the Questionnaires with the Applicant and undertake the following tests:  

· Vision

· Audiometry

· Blood Pressure and Pulse

· Urinalysis

· Lung function 

· Weight 

· Height

· BMI- Waist to Hip Ratio 

· Substance Abuse Testing (SAT)



As part of the assessment Applicants will also be required to provide the OHSP with a completed Opticians form (Annex G) along with any prescription. The Optician form requires the Optician to verify the applicant’s identity to ensure that the person who they are testing is that person. Also, in line with the MDP Medical Standards the Optician is required to test for Colour Vision. Should the applicant fail the Ishihara test they then need to be tested by the 2nd or 3rd Edition City Test AND the Farnsworth-Munsell D-15.) Should anyone attend the assessment having failed the Ishihara Colour vision test and been unable to source a City and Farnsworth test the OHSP should arrange for such tests to be undertaken by them as a follow up appointment to the medical assessment). 

As a result of the assessment the OHSP is to provide a Health Clearance Certificate as at Annex H to define the results plus comments. To also define if fit to undertake face fitting to wear Respiratory Protection Equipment (RPE).



The process is currently run off line but MDP are open to suggestions re forms and process online/partial online. To aid understanding of the requirements the document at Annex I highlights the action to be taken by the OHSP as well as the business and the MDP OH team.



		2. 

		Fitness for Work Medical



Linked to the Medical is the requirement for MDP Hearing Conservation Programme /Health surveillance and the defined format of Hearing Outcome Summary Report required for next step actions. 

		The preferred delivery location will generally be on MOD Site or Mobile unit, to minimise disruption to MDP operations.

See Annex J 



For small sites with insufficient complement to fill a whole day clinic - service provision at a supplier location may be required.

		Every 365 days – applicable to all AFO MDP Officers unless identified as Role Exempt.



Those that are Role Exempt can volunteer to have a medical, but any follow up action would need to be via their GP and not the OHSP as not mandatory.

 



. 

		MDP Medical Standards apply in addition to Baseline standards of CCS Framework.



*MDP follow College of Policing Standards and the MDP Standards reflect this but they also apply universally to all AFO roles including Marine Unit Officers. 



		Services to be provided; measured and reported against the service levels applicable to   Health Surveillance and Fitness for Task

		All aspects of this medical are mandatory according to the specific role elements ticked on the questionnaires. The process uses two types of Medical Questionnaires a GP Validated one Annex K and Self Certified Follow Up Medical Questionnaire non-GP validated, Annex L. The GP validated Medical History Questionnaire will be used in the first year the new medical is introduced year 1 and then repeated in year 7. In the years in between years (2,3,4,5 & 6) the Self Certified Follow Up  Medical Questionnaire should be completed instead. 

For both forms/processes used the same assessment will take place every 365 days.

An audiometry screening questionnaire at Annex M will also be required to be completed at each medical and assessed against. Therefore, it is important that the OHSP is familiar with MDP's Audiometric Functional Testing for Firearms Policy and Hearing Conservation Programme (HCP) which will include monitoring against both MDP Medical Standards and/or HSE categories. Year on year previous audiometric tests will be required at the assessment to allow the OHSP to advise if: 

a) extra audiometry tests are required at a periodicity of less than one year.

b) to recommend as to whether the MDP Functional Hearing Test is appropriate 

c) suggest suitable reasonable adjustments if applicable to MDP Policy and within the options available within MDP Hearing policy.

d) to make recommendations to remove/prevent officers from further tasks that may cause unacceptable hearing loss.

OHSP will be required to provide medical outcome summary reports in line with MDP policy and workflow. (See Annex N and O).



Where medical standards include criteria for MSFT attainment – delivery of the MSFT by the supplier is not required. This is performed by MDP.

A supplier check of employee identity against photographic identification is required for all medicals. 

A Standard Operating Process (SOP) incorporating the suggested forms, process and elements to medically assess will be made available to the OHSP. 



For consultations delivered on MOD sites there will be the requirement for clinician briefing prior to starting a clinic. OHSP clinicians shall contact nominated MDP site Point of Contact (POC) to be briefed on local health and safety; security procedures and to obtain an updated attendance list (if required); MDP medical attendance and result sheet at Annex P, OHSP clinicians shall complete an attendance and result sheet and upon completion of the clinic supply it electronically (or a copy to the nominated POC in a sealed envelope marked Medical in Confidence). 

For consultations delivered both on and off MOD sites the OHSP clinicians shall complete and sign a Medical Clearance Certificate known as (MDP OH Form 001) Annex Q at each consultation. Completed Certificates should be returned to the employee to which it relates.  



The OHSP will be required to review all the Questionnaires with the Officer and under take the following tests:  

· Vision

· Audiometry (preferably done in an audio booth)

· Blood Pressure and Pulse

· Urinalysis (for glycosuria)

· Lung function (if the role includes respirator use) 

· Weight

· Height

· BMI- Waist to Hip Ratio



Medical Summary Outcome Reports

All outcomes of the medical results should be discussed with the officer during the consultation and clearly documented in the interim and outcome summary reports to enable MI to be captured around each criterion. Reports must match the results recorded on the attendance sheet and clearance certificate. 



Significantly the reports need to align:

· to the MDP Hearing Outcome Summary workflow process Annexes N & O; and 

· if Officers tick that they are required to wear Respiratory Protection Equipment they must indicate that they are fit to undertake face fitting; and

· if Officers tick that they are a Marine Officer as well as an AFO they should indicate that they are fit to do both duties.  



There may also be the opportunity to adopt the “grading” of officers' fitness as detailed below at 3 where officers are given a fitness certificate levels 1.2.3. & 4:  

· Category 1 fit for all duties

· Category 2 fit with restriction (officer to attend a review appointment within xx weeks).

· Category 3 temporarily unfit with restriction (deemed as temporary non-capable).

· Category 4 permanently unfit. 

To aid understanding of the requirements the document at Annex R highlights the action to be taken by the OHSP as well as the business and the MDP OH team.

MDP would like to work with the OHSP to specifically design the required content of these reports.  



		3

		MDP AFO Audiometry Test 

		Preferred location to be advised on a case by case basis.



		At Fit to work Medicals and when OHSP identify more frequent tests needed with 365 days. 

		MDP Medical Standards and Hearing Status according to HSE Categorisation.

		Services to be provided; measured and reported against the service levels applicable to   Health Surveillance and Fitness for Task

		MDP specific standalone audiometry assessment will be required where OHSP identifies the need to retest Officers more frequently than annually due to their results at their annual Fit to Work medical assessments. Or when an Officer declares a change in circumstance/accident that affects their hearing.  Audiometric testing is a mandatory requirement for every officer every 365 days. Test will be conducted in line with MDP standards and policy. MDP will use these results to inform their Hearing health surveillance/ Hearing Conservation Programme. MDP will provide supplier their hearing policies/processes to enable monitoring. OHSP will indicate on Fit to Work Medical Outcome Summary reports if Officer should have additional tests prior to their next medical and when.   



		4

		Audiometry Medical 

		The preferred delivery location will generally be on MOD Site or Mobile unit, to minimise disruption to MDP operations.



For small sites with insufficient complement to fill a whole day clinic - service provision at a supplier location may be required.

		Baseline on joining/annually for the next two years and then 3 yearly checks thereafter. 



More frequent if tests indicate a need to do so.  

		Hearing status according to HSE Categorisation 

		Services to be provided; measured and reported against the service levels applicable to   Health Surveillance and Fitness for Task

		MDP are currently reviewing risk assessments to see if there is the need to undertake audiometry tests for civilian & MDP officer control room personnel, kennel staff & dog handlers (Non- AFOs). It is envisaged that these tests will be undertaken at the same time the sites conduct their Fit to Work medicals.

 

OHSP to administer all audiometry tests and report outcomes as part of the MDP HCP. 

 



		5







		Mental Health Review:



A referral specifically for cases where there has been a mental health related absence; reported or suspected mental health symptoms.

		Telephone / 

Supplier location within normal contractual travel time / distance.

		As Required

		MDP Medical Standards



Baseline standards of CCS Framework.

		Services to be provided; measured and reported against the service levels applicable to   Health Surveillance and Fitness for Task

		This type of referral must include a face to face consultation.

Further Medical Evidence (FME) must be sought where there is significant mental ill health.

Referrals of this type will be excluded from any SLA targets which limit the proportion of cases for which FME is applied for.



Where consultations are held with OH advisor level practitioners, final reports must be reviewed and agreed by an OH physician level practitioner. MDP expect minimum qualification to conduct review would be someone with mental health qualification/experience.



		6

		In work referral – fitness to undertake the MDP Multi Stage Fitness Test 

		All

		As required.  



Referrals of this type will be made where MDP Officers declare an underlying health condition that may affect them from undertaking the MDP standard Multi Stage Fitness Test (MSFT).

		Baseline standards of CCS Framework.

		Services to be provided; measured and reported against the service levels applicable to   Health Surveillance and Fitness for Task

		An officer may self-declare a condition that precludes them from undertaking the standard MSFT; however, details of the condition may not have been disclosed to the employer. 

The summary of the report should include: 

· The impact of the health/ medical condition on undertaking MSFT and the reason for recommending alternative Chester treadmill test if more applicable. 

· Advice on the prospects of a return to full capability taking the needs of the organisation into account. 

· Previous medical reports conducted by the OH provider should also be examined.



		7

		Weight of Equipment Assessment



A referral specifically for where an employee reports musculoskeletal symptom in relation to use of MDP Body Armour; Weapons; other equipment.

		All

		As required

		Baseline standards of CCS Framework.

		Services to be provided; measured and reported against the service levels applicable to   Health Surveillance and Fitness for Task

		OHSP will need to be aware of generic equipment weight as listed in the AFO guidelines document at Annex B for their specific role. Officers with Musculoskeletal problems who have not had a face to face appointment with OHSP will need one prior to return to work to see if fit to use and carry equipment.



This product may be an OHSP one but MDP information on specific weight of equipment will apply.



			8 

		Specialist referral to an all-inclusive Fit to Work Medical (To cover Confined Spaces, Night working and WBV) as a result of GP refusing to give Officer an MDP MM1 Marine Clearance Form following a medical assessment with them.  

		HMNB Portsmouth



HMNB Devonport



HMNB Clyde





		As required - very small numbers.

		MDP Medical Standards

		Services to be provided; measured and reported against the service levels applicable to   Health Surveillance and Fitness for Task

		MDP currently have a Marine Medical in place whereby officers see their GP every 5 years to get an MDP MM1 Fit to Work Clearance Certificate. MDP will look to replace this process once Fit to Work Medicals in place but this will need Defence Marine Regulator (DMR) approval first. Referrals to OHSP will be for an all-inclusive Fit to Work medical assessment considering any evidence provided by GP. MDP have a process workflow currently in place which can be shared with OHSP to review at Annex S.   



		9

		Breathing Apparatus Medical/Respiratory Surveillance 

		All 

		As required.

		Baseline standards of CCS Framework.

		Services to be provided; measured and reported against the CCS Framework Service Levels applicable to   Health Surveillance and Fitness for Task.

		Those officers who are required to Wear RPE will tick this on their Fit to Work Questionnaire and will undertake a lung function test and be assessed to see if fit to undertake face fitting. If this test is regular it will eliminate the need for separate health surveillance and volumes. Current OHSP indicated that a Breathing Apparatus (BA) medical and face fitting product would better suit referrals generated outside the medical and the need to cover BA would mean specific questions added to the Fit to Work Medical History Questionnaire. Both forms have these added questions.   

*MDP are open to suggestions from the OHSP how best this can be catered for to ensure compliance. MDP Policy and SOP is available to OHSP to better understand requirement. 



		10

		Colour Vision Testing 

		Nearest venue to Applicant/Officer's location. 

		As required.

		MDP Medical Standards and COP latest guidance NPFTC Introduction Version 5.5 25th Nov 2020.

		Services to be provided; measured and reported against the CCS Framework Service Levels applicable to   Health Surveillance and Fitness for Task.

		Applicants to MDP are required to see an Optician and come to their pre -employment medical assessment having undertaken vision acuity and colour vision tests against MDP Medical standards with a completed MDP Optician Form v8 Annex G.  If a candidate fails the Ishihara colour vision test they are then required to undertake either a 2nd or 3rd edition City University test and a Farnsworth - Munsell D15. If the applicant is unable to source where these can be performed by exception only the OHSP will need to supply.

* In line with the College of Policing doc - Strategies for supporting STOs with colour vision deficiency Version 1, 8/11/19 this service may also be required by a few incumbent officers who are required to be re-tested for colour vision and have subsequently failed the Ishihara test performed by their optician.    



		11

		Consultancy Services  

		MDP HQ

		As required.

		MDP Medical Standards and other regulatory standards DVLA, HSE etc. 

		

		There is a need for MDP to acquire consultancy advice and guidance around medical standards, health monitoring/surveillance, risks and changes to policy at certain times during contract. This need requires a doctor or senior clinician support. This input would also be needed for future redesign of any associated MDP OH processes and for complex medical cases. * With no MOD Chief Medical Officer in post this requirement must be met.   
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31. Supplier Security Requirements

32. All OHSP staff attending MDP sites must have gained the relevant Security Clearance prior to arrival. 

33. OH, Supplier personnel who are not UK nationals require Security Check (SC) level clearance or better, to be allowed escorted access to the following MOD site:

a. RNAD Coulport 

34. Supplier must provide full name; date of birth, country and town of birth, vehicle details to the referring manager at least two weeks in advance of attendance at RNAD Coulport. 

35. Supplier must provide full name and car details in advance to get onto any other MOD site as well.

36. Alternative arrangements for locating mobile units at an off-site location will be considered by the MOD but cannot be guaranteed.

37. Drug and Alcohol Screening

38. There is a requirement for drug and alcohol testing based on MDP policy. Screening is essential for all recruitment candidates and may be required reactively for employed MDP Officers. 

39. The policy is pending review and once agreed will be shared with the supplier 

40. Positive Identification of MDP Officers / Candidates

41. Supplier check of employee or candidate identity against photographic identification (passport; driving licence or MOD Issued identity card) is required for all face to face consultations.

42. MDP Medical Standards

43. A single set of MDP Medical standards will apply. These standards will inform all types of medicals and MDP roles, Annex C. As a minimum MDP must comply with College of Police AFO Medical Standards. 

44. MDP Fitness to Work AFO/Marine Medical Specific Requirements:

45. Tasking & Appointment Scheduling

46. MDP require the capability to submit referrals up to three months in advance of the required service delivery date and for the contractor to agree an annual schedule of clinic dates at least three months in advance of the beginning of the programme.

47. Where business needs require MDP want the option of later appointment times for clinics with last consultation start time up to 20:00 hours.

48. Scheduling of on-site / Mobile Unit clinic programme

49. MDP OH team will work out the number of clinic days and appointments needed for each site with the OHSP so that they can provide adequate technicians/nurses to facilitate the medical assessments.

50. Making Referrals

51. Referrals may be made by MDP internal OH team and MDP line managers.

52. Capability to name an individual officer, referring line manager and a site POC, responsible for co-ordinating and scheduling attendance is required for each referral.

53. Additionally, the MDP OH team (up to 6 individuals) shall be authorised to liaise with the supplier on all aspects of the referral, including scheduling, access to all MDP Fit to Work medical reports and progress/ clarification of them, complaints and requesting rework.

54. [bookmark: _Ref479692725]MDP require that the supplier provide every officer with a copy of their report(s) so that they can discuss outcome, and/ or any further action required with their line manager.

55. For each referral officers will supply a completed MDP specific medical health questionnaire form and an audiometry questionnaire. There is the desire for forms to be completed where possible on line and only in exceptional circumstances to provide or take a hard copy on the day. 

56. Clinic Appointment Scheduling:

57. Initial Consultations:

58. Appointment scheduling for Fit to Work medicals shall be via the nominated site POC for the initial consultation stage of the medicals.

59. The supplier shall supply notice of the number of clinic slots and timings on each day of on-site service delivery to the POC. This shall occur no later than 11 weeks prior to the first on site clinic date. 

60. The POC will confirm names of officers attending each clinic; this information will be provided in advance of the clinic date.  Due to changes in personnel availability, this information will be available no earlier than 3 weeks prior to clinic date.

61. Due to the need to maintain operational flexibility to reallocate personnel, or cope with unexpected absences, short notice changes to the clinic attendees may be required.

62. If medicals are to be charged per clinic slot, non-attendance charges shall not be triggered where a clinic slot is filled by an alternate attendee.

63. Follow on Consultations

64. Follow On appointments, for example where escalation to a further review is needed, shall be agreed directly with the individual officer.

65. Conduct of Clinics

66. The OHSP practitioner will review all officers' health declarations on the day of their clinic. Officers will undertake all mandatory tests applicable to their specific role as defined by the College of Policing and MDP.

67. The OHSP practitioner must explain the results to the officer during their assessment against each test performed and advise if they meet the defined medical standards, or if further intervention is required.  Where further intervention is required, the type, next steps and timescales shall be explained, and the assessment results must be captured on the MDP clearance certificate. 

68. Any abnormalities that are not already known or documented may require FME from the officer's GP and agreement will be sought to inform them of the findings.

69. MDP OH team shall be notified by telephone of any individuals identified as unfit or temporarily unfit within 24 hours of the clinic who are an immediate significant risk to themselves and others if they remain carrying a firearm.

70. The decision on whether an officer is removed from operational duty however, remains with the MDP line management to decide.

71. MDP Services where Hearing Acuity is tested

72. All audiograms will be monitored as part of MDP's Hearing Conservation/Health surveillance Programme (HCP) which is a condition whilst the controlling of noise at work (CNWR Act 2005) exemption for firearms activity certificate is in place.

73. It is essential that year on year previous audiometric test results are compared. Therefore, part of MDP's requirement is that when medicals are undertaken that the OHSP staff performing the medicals have access to the Officer's previous results.

74.  All audiometry tests and results to be incorporated as such into an HCP and outcome summary reports and next step actions to be highlighted by the OHSP to cover both MDP Medical Audiometry Standards and HSE categorisation and regulations. Action should cover exploration of Reasonable Adjustments (RA)and Ill Health Retirement (IHR) if applicable. 

75. Outcome Reports – general

76. All MDP Police Officers shall be assessed to the MDP AFO/ Marine Medical standards irrespective of whether they are currently operating in an AFO role. Therefore, OHSP reports must consider the mandatory elements that every MDP officer must regularly train and qualify in so that they are deemed fit to work and carry a firearm when providing results and for a marine AFO fitness also to seafaring tasks.  

77. Notably – Job Related Fitness Test -Multi Staged Fitness Test or Chester Treadmill, Personal Safety Training, First Aid, Weapon Qualification and Firearm tactics. Annex B demonstrates this.

78. MDP will provide a job profile for all referrals to the OHSP to consider when making any decisions. The OHSP must be aware that non-AFO roles are limited throughout MDP. However, RAs, (Including wider Civil Service employment) must be considered and rehabilitation plans, recommendations for return to full duties and advice on RAs must reflect that consideration has been given to this.

79. Pre- employment Health Screening Assessment

80. The OHSP will provide MDP with a Health Clearance Certificate for each applicant to outline their results and any comments. To also state if fit to undertake face fitting to wear RPE. These should be produced within 2 working days of the assessment.

81. MDP Fitness to Work AFO/Marine Medical

82. Every Medical should be documented via an interim or final Outcome Summary Report indicating the result and consequence of the assessment and where applicable when the review appointment is due.  Reports should capture MDP's specific requirements as laid down in the embedded table within this document, reference item 2, additional requirements column. Reports should be produced within 2 working days of the assessment.   

83. [bookmark: _Ref479692749]Reports shall indicate in the narrative the specific tests completed during each conultation.

84. Where any report recommends that an individual is unfit; or temporarily unfit for the role – the report must identify whether this conclusion was based upon failure of the specific standards covering vision, hearing, blood pressure and confined spaces; or wider health risk management factors.

85. Management Information

86. MDP require a capability to obtain monthly reports summarising:

a. The volumes of Pre-Employment & Fit to Work Medicals completed; 

i. The numbers of personnel requiring follow on interventions after the initial consultation.

ii. The numbers found to have met the required standard within the final report.

iii. For referrals where the supplier recommendation is that the individual is not fit; temporarily unfit or fit with restrictions within the final report:

1. The number of referrals where this occurs due to failure to meet the vision standards.

2. The number of referrals where this occurs due to failure to meet the Colour Perception standards.

3. The number of referrals where this occurs due to failure to meet the auditory standards.

4. The number of referrals where this occurs in relation to Blood Pressure criteria.

5. [bookmark: _Hlk24721494]The number of referrals where this occurs in relation to BMI criteria.

6. The number of referrals where this occurs in relation to Respiratory standards (Spirometry).

7. The number of referrals where this occurs in relation to urinalysis.

iv. The numbers undertaking each element of the test standards.

v. There may be a requirement for the reports described to be broken down by site.

b. The volumes of all other referral types opened and closed in month to include - telephone, face to face, and number of case conferences. 

c. In addition to the overall MOD SLA reporting; MDP additionally require a report of the average clearance times for referrals associated with their business unit only.  This should be calculated using the same criteria and categorisation as the overall MOD SLA. 
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The aim of this Code of Ethics is to support each member of the
policing profession to deliver the highest professional standards

in their service to the public.

Ethical behaviour comes from the values,
beliefs, attitudes and knowledge that guide
the judgements of each individual. Everyone

in policing has to make difficult decisions and
complex choices every day of the week. These
range from how to talk to a distressed member
of the public through to how to allocate

scarce resources. The College of Policing, as
the professional body for all in policing, has a
responsibility to support the way these choices
are made. We must make clear the ethical
principles that we expect to guide decisions,
whatever the context, and we must be clear
about what happens if those expectations

are not met. That is what we aim to do in this
Code of Ethics.

Following extensive consultation we have arrived
at nine policing principles. They are built on the
Nolan principles for public life, with the addition
of ‘Fairness’ and ‘Respect’. Our nine policing
principles are:

Accountability  Integrity Openness
Fairness Leadership Respect
Honesty Objectivity Selflessness

These principles underpin and strengthen

the existing procedures and regulations for
ensuring standards of professional behaviour for
both police officers and police staff. This gives
the profession and the public the confidence

that there is a system in place to respond
appropriately if anyone believes that the
expectations of the Code of Ethics have not
been met.

These principles should also underpin every
decision and action across policing. They should
be used, for example, in day-to-day operations
as interventions are planned and debriefed, in
the selection of new staff, in educational and
development programmes, in annual reviews
and in promotion. The principles must be

more than words on a page and must become
embedded in the way police professionals think
and behave.

Alongside the Code of Ethics, the College

of Policing’s commitment to help police
professionals make the right decisions includes
enhancing the knowledge and evidence base as
well as developing a framework for continuous
professional development. Over the next few
years these actions will start to have a significant
impact on the professional support available for
all working in policing.

There is much important work to do to deliver
these changes and to ensure that the Code of
Ethics becomes a key part of growing police
professionalism. It is a responsibility that we all
share and will lead to greater confidence across
the policing profession and in our communities.

Dame Shirley Pearce S L é
V{ﬁ ca .,
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by the Chief Executive of the College of Policing

Policing has always had outstanding people who work tirelessly
to serve local communities. Indeed, many police officers have paid
the ultimate price by putting themselves in harm’s way to keep

the public safe.

In 1829 Sir Robert Peel set out the model of
an unarmed constable patrolling on behalf of
their community, as a citizen in uniform. This
connection between the police and the public
is encapsulated in the phrase ‘the police are
the public and the public are the police’

Peel’s principles focus heavily on the importance
of public support and emphasise the need for

the police to ‘secure and maintain public respect.

This Code of Ethics remains true to the founding
principles of British policing and highlights the
responsibility of those of us who work in policing
to behave in a manner most likely to win the
trust and support of fellow citizens.

The Code of Ethics is a first for everyone who
works in policing in England and Wales. It sets
out the principles and standards of behaviour
we expect to see from police professionals. It
applies to every individual who works in policing,
whether a warranted officer, member of police
staff, volunteer or someone contracted to work
in a police force.

As a profession we should invest in all our
people. Other established professions ensure
that members acquire and maintain the skills
and knowledge necessary to perform their role.
In these professions it is normal to find a clear

system of continuous professional development,
accreditation for specific roles and a code of
ethics or professional conduct.

Policing has not, however, previously adopted all
the hallmarks of a profession. The Code of Ethics
is one step towards obtaining full professional
status for policing, similar to that seenin
medicine and law.

In accepting to abide by this Code of Ethics, we
are committing to principles and standards of
behaviour that are designed to support and
guide us. Use of the Code of Ethics will assist
each of us in doing the right thing when faced
with difficult and complex decisions.

The British model of policing is admired around
the world and one the College of Policing is
constantly asked to help replicate in other
countries. We should be proud of our history and
constantly strive to live out the Peelian principles
as they apply in the modern context.

Chief Constable Alex Marshall

M MAH
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Preamble

1.1 Introduction

1.1.1

The policing profession has a duty to protect

the public and prevent crime. The public expect
every person within the profession to fulfil this
duty by being fair and impartial and giving a
selfless service.

1.1.2

While the great majority of people in policing act
with honesty and integrity, any unprofessional
behaviour detracts from the service provided to

the public and harms the profession’s reputation.

1.1.3

The Code of Ethics sets out the principles
and standards of behaviour that will promote,
reinforce and support the highest standards
from everyone who works in policing in
England and Wales.

1.1.4

The Code also has a preventive role. It requires
everyone in policing to prevent unprofessional
conduct by questioning behaviour which falls
below expected standards. Additionally, it
supports reporting or taking action against
such behaviour.

1.2 Statutory basis of the Code

1.2.1

The College of Policing has issued the Code of
Ethics as a code of practice under section 39A
of the Police Act 1996 (as amended by section
124 of the Anti-Social Behaviour, Crime and
Policing Act 2014).
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1.2.2
As a code of practice, the legal status of the
Code of Ethics:

a. applies to the police forces maintained
for the police areas of England and
Wales as defined in section 1 of the
Police Act 1996 (or as defined in any
subsequent legislation)

b. relates specifically to chief officers in
the discharge of their functions.

1.3 Scope of the Code

1.3.1
The scope of the Code of Ethics extends
beyond its statutory basis as a code of practice.

1.3.2

The expectation of the public and the
professional body is that every person working
in policing will adopt the Code of Ethics.

1.3.3

This includes all those engaged on a permanent,
temporary, full-time, part-time, casual,
consultancy, contracted or voluntary basis.

134
It also includes all forces not funded by
the Home Office and any other policing

organisations outside the remit of the Code
as a code of practice.

1.3.5

The College of Policing may from time to
time revise the whole or any part of the
Code of Ethics.
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1.4 Responsibilities

Everyone

1.4.1

You are responsible for your own professional
behaviour and, to ensure that you are able to
deliver the highest standards possible, you must
have a good understanding of the contents of
this Code.

1.4.2

You are expected to use the Code to guide your
behaviour at all times —whether at work or away
from work, online or offline.

Chief officers

1.4.3
As the head of your force or organisation
you will:

» show by personal example how the
principles and standards in this Code apply

e promote, support and reinforce ethical
behaviour at all times

» show moral courage to do the right thing
even in the face of criticism

e be consistent in what you do and say

e promote openness and transparency
within policing and to the public

e promote fairness and equality in
the workplace

e create and maintain an environment where
you encourage challenge and feedback

» be flexible and willing to change a course
of action if necessary.

Code of Ethics 2014

Leaders

1.4.4

All police personnel in leadership roles are
critical role models. The right leadership will
encourage ethical behaviour. Those who are
valued, listened to and well led are likely to
feel a greater sense of belonging, and so be
more likely to take pride in their work and act
with integrity.

1.4.5

As someone in a police leadership role you will:

 take personal responsibility for promoting and
reinforcing the principles and standards set
out in this Code of Ethics

 actively seek to embed the Code by
ensuring regular reference to it in the
day-to-day work and training undertaken
by your force or organisation

 use the Code of Ethics both to support the
individuals for whom you are responsible
and to guide them in performing their duties.
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Policing principles

2.1 Doing the right thing
in the right way

2.1.1

Every person working for the police service must
work honestly and ethically. The public expect
the police to do the right thing in the right way.
Basing decisions and actions on a set of policing
principles will help to achieve this.

2.1.2

The principles set out in this Code of Ethics
originate from the ‘Principles of Public Life’
published by the Committee on Standards in
Public Life in 1995, as these continue to reflect
public expectations. The Code includes the
principles of ‘fairness’ and ‘respect’ as research
has shown these to be crucial to maintaining
and enhancing public confidence in policing.

2.1.3

The policing principles reflect the personal
beliefs and aspirations that in turn serve to
guide behaviour and shape the policing culture.
The combination of principles and standards

of behaviour encourages consistency between
what people believe in and aspire to, and what
they do.
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Policing principles

Accountability

You are answerable for your decisions,
actions and omissions.

Fairness
You treat people fairly.

Honesty
You are truthful and trustworthy.

Integrity
You always do the right thing.

Leadership
You lead by good example.

Obijectivity
You make choices on evidence and
your best professional judgement.

Openness

You are open and transparentin
your actions and decisions.

Respect

You treat everyone with respect.

Selflessness
You act in the public interest.

The Code - Standards of professional behaviour
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Standards of professional behaviour

3.1 Introduction

3.1.1

These standards reflect the expectations that
the professional body and the public have of
the behaviour of those working in policing. They
originate from the Police (Conduct) Regulations
2012 (for police officers) and the Police Staff
Council Joint Circular 54 (for police staff).

Standards of professional behaviour

1. Honesty and integrity

I will be honest and act with integrity at all times,
and will not compromise or abuse my position.

2. Authority, respect and courtesy

| will act with self-control and tolerance,
treating members of the public and
colleagues with respect and courtesy.

| will use my powers and authority lawfully
and proportionately, and will respect the
rights of all individuals.

3. Equality and diversity

| will act with fairness and impartiality.
| will not discriminate unlawfully or unfairly.

4. Use of force

| will only use force as part of my role and
responsibilities, and only to the extent that

it is necessary, proportionate and reasonable
in all the circumstances.

5. Orders and instructions

I will, as a police officer, give and carry
out lawful orders only, and will abide by
Police Regulations.

3.1.2

The Code has adapted the wording in the
Regulations and Circular 54 so that it applies
to everyone. However, in misconduct
proceedings against police officers, the formal
wording of the Police (Conduct) Regulations

2012 will be used.

| will give reasonable instructions only, and
will follow all reasonable instructions.

6. Duties and responsibilities

| will be diligent in the exercise of my duties
and responsibilities.

7. Confidentiality
| will treat information with respect, and

access or disclose it only in the proper course
of my duties.

8. Fitness for work

| will ensure, when on duty or at work,
that | am fit to carry out my responsibilities.

9. Conduct

| will behave in a manner, whether on or off
duty, which does not bring discredit on the
police service or undermine public confidence
in policing.

10. Challenging and reporting
improper behaviour
| will report, challenge or take action against

the conduct of colleagues which has fallen
below the standards of professional behaviour.
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Honesty and integrity

| will be honest and act with integrity at all times, and will not
compromise or abuse my position.

1.1
According to this standard you must:

e act with honesty and integrity at all times

 use your position, police identification or
warrant card for policing purposes only,
and not to gain a personal advantage that
could give the impression you are abusing
your position.

1.2

In abiding by this standard you gain and
maintain the trust of the public, your leaders,
your colleagues and your team. You are
dependable and a role model.

1.3

The more senior in rank, grade or role you

are, the greater the potential for harm as a
consequence of any misuse of your position or
any failure to meet the standards required by
the Code of Ethics.

Covert policing

1.4

The police service operates on the basis of
openness and transparency. This is essential
to maintaining and enhancing a positive
relationship between the policing profession
and the community.

1.5

To achieve legitimate policing aims, it is
sometimes necessary to use covert tactics.
This is recognised in law.

1.6

Covert tactics must be appropriately authorised
and any deployments must be shown to be
proportionate, lawful, accountable, necessary
and ethical.

1.7

Officers who authorise or perform covert
policing roles must keep in mind at all times
the principles and standards set out in the
Code of Ethics.

Examples of meeting this standard
are when you:

e are sincere and truthful

e show courage in doing what you
believe to be right

e ensure your decisions are not
influenced by improper considerations
of personal gain

e do not knowingly make false, misleading or
inaccurate oral or written statements
in any professional context

 neither solicit nor accept the offer of any
gift, gratuity or hospitality that could
compromise your impartiality

e do not use your position to inappropriately
coerce any person or to settle personal
grievances.

The Code - Authority, respect and courtesy
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Authority, respect and courtesy

| will act with self-control and tolerance, treating members
of the public and colleagues with respect and courtesy.

| will use my powers and authority lawfully and proportionately,
and will respect the rights of all individuals.

2.1
According to this standard you must:

 carry out your role and responsibilities in an
efficient, diligent and professional manner

e avoid any behaviour that might impair your
effectiveness or damage either your own
reputation or that of policing

e ensure your behaviour and language
could not reasonably be perceived to be
abusive, oppressive, harassing, bullying,
victimising or offensive by the public or
your policing colleagues.

2.2

The reasons for your actions may not always be
understood by others, including the public. You

must, therefore, be prepared to explain them as
fully as possible.

Relationships

2.3
According to this standard you must:

e ensure that any relationship at work does not
create an actual or apparent conflict of interest

» not engage in sexual conduct or other
inappropriate behaviour when on duty

e not establish or pursue an improper sexual

or emotional relationship with a person with
whom you come into contact in the course of
your work who may be vulnerable to an abuse
of trust or power.

Examples of meeting this standard
are when you:

e remain composed and respectful,
even in the face of provocation

* retain proportionate self-restraint in
volatile situations

e recognise the particular needs of victims
and witnesses for policing support

» step forward and take control when
required by the circumstances

» keep an open mind and do not prejudge
situations or individuals

e use your authority only in ways that
are proportionate, lawful, accountable,
necessary and ethical.
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Equality and diversity

| will act with fairness and impartiality.
| will not discriminate unlawfully or unfairly.

3.1
According to this standard you must:

e uphold the law regarding human rights
and equality .

« treat all people fairly and with respect

 treat people impartially.

Examples of meeting this standard
are when you:

show compassion and empathy,
as appropriate, to people you come
into contact with

treat people according to their needs

recognise that some individuals who
come into contact with the police are
vulnerable and may require additional
support and assistance

take a proactive approach to opposing
discrimination so as to adequately
support victims, encourage reporting
and prevent future incidents

act and make decisions on merit,
without prejudice and using the best
available information

consider the needs of the protected
characteristic groupings - age, disability,
gender reassignment, marriage and
civil partnership, pregnancy and
maternity, race, religion and belief,

sex and sexual orientation

actively seek or use opportunities to
promote equality and diversity.

The Code - Use of force

Use of force
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| will only use force as part of my role and responsibilities,
and only to the extent that it is necessary, proportionate and
reasonable in all the circumstances.

4.1
This standard is primarily intended for police

officers who, on occasion, may need to use force

in carrying out their duties.

4.2

Police staff, volunteers and contractors in
particular operational roles (for example,
custody-related) may also be required to use
force in the course of their duties.

4.3

According to this standard you must use only
the minimum amount of force necessary to
achieve the required result.

4.4

You will have to account for any use of force,
in other words justify it based upon your
honestly held belief at the time that you used
the force.
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Orders and instructions

| will, as a police officer, give and carry out lawful orders only,
and will abide by Police Regulations.

| will give reasonable instructions only, and will follow all

reasonable instructions.

5.1

According to this standard police officers must
obey any lawful order that is given and must
abide by Police Regulations.

5.2

According to this standard everyone in
policing must give or carry out reasonable
instructions only.

For police officers, examples of meeting
this standard are when you:

» give orders which you reasonably believe
to be lawful

» follow lawful orders, recognising
that any decision not to follow an order
needs to be objectively and fully justified

» support your colleagues, to the best of
your ability, in the execution of their
lawful duty

» accept the restrictions on your
private life as described in Regulation 6
and Schedule 1 of the Police Regulations
2003 and determinations made under
those Regulations.
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There may be instances when failure to follow
an order or instruction does not amount to
misconduct. For example, where a police officer
reasonably believes that an order is unlawful or
has good and sufficient reason not to comply.

54

Any decision to not obey orders or follow
instructions, or that transgresses policing
policies and other guidance, must be able
to withstand scrutiny.

Use of discretion

5.5

Police discretion is necessary, but must be
used wisely. When making decisions about
using your discretion you must:

e use your training, skills and knowledge
about policing

e consider what you are trying to achieve
and the potential effects of your decisions

» take any relevant policing codes, guidance,
policies and procedures into consideration

e ensure you are acting consistently with
the principles and standards in this Code.

The Code - Duties and responsibilities
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Duties and responsibilities

| will be diligent in the exercise of my duties and responsibilities.

6.1
According to this standard you must:

e carry out your duties and obligations to the
best of your ability

« take full responsibility for, and be prepared to
explain and justify, your actions and decisions

 use all information, training, equipment
and management support you are provided
with to keep yourself up to date on your role
and responsibilities.

Examples of meeting this standard
are when you:

e are aware of the influence that
unconscious biases (such as stereotypes
or ‘group think’) can have on your actions
and decisions

» support your colleagues, to the best of
your ability, in their work

e demonstrate an efficient and effective
use of policing resources

 ensure that accurate records of your
actions are kept - both as good practice
and as required by legislation, policies
and procedures

e consider the expectations, changing
needs and concerns of different
communities, and do what is necessary
and proportionate to address them.

10

Business interests

6.2

People working in policing in England and
Wales can have business interests as long as
those interests are authorised and there is
no conflict with an individual’s police work
and responsibilities.

Associations

6.3

Membership of groups or societies, or
associations with groups or individuals, must
not create an actual or apparent conflict of
interest with police work and responsibilities.

6.4

The test is whether a reasonably informed
member of the public might reasonably believe
that your membership or association could
adversely affect your ability to discharge your
policing duties effectively and impartially.

Political activity - police officers only

6.5

Police officers must not take any active part
in politics. This is intended to prevent you
from placing yourself in a position where your
impartiality may be questioned.







The Code - Confidentiality

Confidentiality

Code of Ethics 2014

| will treat information with respect, and access or disclose it
only in the proper course of my duties.

7.1
According to this standard you must:

e be familiar with and abide by the data
protection principles described in the
Data Protection Act 1998

e access police-held information for a legitimate
or authorised policing purpose only

» not disclose information, on or off duty,
to unauthorised recipients

e understand that by accessing personal
data without authorisation you could be
committing a criminal offence, regardless of
whether you then disclose that personal data.

Examples of meeting this standard
are when you:

e ensure that information you enter
onto police systems and into police
records is accurate

 share information with other agencies
and the public when required for
legitimate purposes

e maintain the confidentiality of commercial
and other sensitive information.
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7.2
You must be mindful of risks such as:

e increasing your vulnerability to harassment,
corruption and blackmail by revealing
personal information about yourself or
information held for a policing purpose

 prejudicing investigations by revealing
operational material or tactics.

Social media

7.3

This standard also relates to the use of
any platform of web-based or mobile
communications, social networking sites,
and all other types of social media.

7.4
While there are benefits of social media to
policing, there are also potential risks.

7.5
According to this standard you must:
e use social media responsibly and safely

e ensure that nothing you publish online can
reasonably be perceived by the public or
your policing colleagues to be discriminatory,
abusive, oppressive, harassing, bullying,
victimising, offensive or otherwise incompatible
with policing principles

» not publish online or elsewhere, or offer for
publication, any material that might undermine
your own reputation or that of the policing
profession or might run the risk of damaging
public confidence in the police service.

The Code - Fitness for work

Fitness for work
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| will ensure, when on duty or at work, that | am fit to

carry out my responsibilities.

8.1
According to this standard you must:

 be fit to carry out your role in policing
and fulfil your responsibilities

e not consume alcohol when on duty
e not useillegal drugs

» not misuse legal drugs or other
legal substances.

8.2

If you believe you are unfit to undertake your
role or you are somehow impaired for duty,
you must immediately declare this to your line
manager, Human Resources department or
other relevant person.

8.3

If you are absent from work through sickness

orinjury:

» you may be required to consult appropriate
health professionals and must follow any
advice given unless there are reasonable
grounds not to do so

» you must not engage in activities that
are likely to impair your return to work.
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8.4

If you let your police force or organisation know
that you have a drink or drugs misuse problem,
you will be given appropriate support as long
as you demonstrate an intention to address
the problem and take steps to overcome it.

You may, however, still be subject to criminal

or misconduct proceedings.

8.5

Chief officers should ensure that there are
appropriate systems to support a police officer
or staff member who discloses a drink or drugs
problem, in compliance with 8.4.

8.6

Making a self-declaration of substance misuse
after you have been notified of the requirement
to take a test for possible illegal substances may
not prevent criminal or misconduct proceedings
following a positive test result.
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| will behave in a manner, whether on or off duty, which does
not bring discredit on the police service or undermine public

confidence in policing.

9.1

As a police officer, member of police staff or
other person working for the police service,
you must keep in mind at all times that the
public expect you to maintain the highest
standards of behaviour. You must, therefore,
always think about how a member of the
public may regard your behaviour, whether
on or off duty.

9.2

You should ask yourself whether a particular
decision, action or omission might result

in members of the public losing trust and
confidence in the policing profession.

9.3

It is recognised that the test of whether
behaviour has brought discredit on policing
is not solely about media coverage and
public perception but has regard to all

the circumstances.
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Examples of meeting this standard
are when you:

» avoid any activities (work-related or
otherwise) that may bring the police
service into disrepute and damage the
relationship of trust and confidence
between the police and the public

o comply with the National Crime
Recording Standard

» avoid any activities that may compromise
your or any colleague’s position in policing
or compromise a police operation

e start work on time and are punctual
while at work

e maintain a high standard of appearance
when at work, whether in uniform or
plain clothes - unless your role
requires otherwise.

The Code - Conduct

For police officers and special constables

Code of Ethics 2014

| will report any action taken against me for a criminal offence,
any conditions imposed on me by a court and the receipt of

any penalty notice.

9.4

According to this standard you must report as
soon as reasonably practical any occasion in the
UK or elsewhere where you have been subject
to one or more of the following:

e arrest
e a summons for an offence
» a penalty notice for disorder

» an endorsable fixed penalty notice for a
road traffic offence

» acharge or caution for an offence by any
law enforcement agency.

9.5

You must report to your supervisor or your
professional standards department as soon as
reasonably practical all convictions, sentences
and conditions imposed by any court, whether
criminal or civil (excluding matrimonial
proceedings, but including non-molestation
orders or occupation orders). ‘Conditions
imposed by any court’ would include, for
example, orders to deal with antisocial behaviour,

a restraining order or a bind-over. When you are
in doubt as to whether to make such a report, it
is best to report.

9.6

You must report as soon as reasonably
practical any legal proceedings taken against
you for debt recovery, or any other adverse
financial judgments.

9.7

You must report any serious criminal

conviction against a member of your immediate
family or a close friend so that appropriate
safeguards can be put in place. When you are in
doubt as to whether to make such a report, itis
best to report.

9.8

A police officer being subject to any of these
measures could bring discredit on the police
service, and this may result in action being taken
for misconduct, depending on the circumstances
of the particular matter.

| will report any caution or conviction against me for a

criminal offence.

9.9

According to this standard you must report as
soon as reasonably practical all convictions,
sentences and conditions imposed by any court,
whether criminal or civil.
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9.10

For legitimate policing purposes, such as
vetting or the nature of your particular role,
you may be required to disclose other legal
matters affecting you.
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~ = Challenging and reporting
improper conduct

10.1

According to this standard you must never
ignore unethical or unprofessional behaviour by
a policing colleague, irrespective of the person’s
rank, grade or role.

10.2

You have a positive obligation to question
the conduct of colleagues that you believe
falls below the expected standards and, if
necessary, challenge, report or take action
against such conduct.

10.3

If you feel you cannot question or challenge
a colleague directly, you should report

your concerns through a line manager,

a force reporting mechanism or other
appropriate channel.

10.4
The policing profession will protect
whistleblowers according to the law.

10.5

Nothing in this standard prevents the proper
disclosure of information to a relevant authority
in accordance with the Public Interest Disclosure
Act 1998.

10.6

You will be supported if you report any valid
concern about the behaviour of someone
working in policing which you believe has fallen

below the standards expected. You will not be
supported, and may be subject to disciplinary
procedures, if your report is found to be
malicious or otherwise made in bad faith.

10.7

The police service will not tolerate
discrimination or victimisation or any
disadvantageous treatment against anyone
who makes a valid report of unprofessional
behaviour or wrongdoing.

10.8

Given the overriding duty to report wrongdoing,
genuine concerns in this respect can never

be deemed to bring the policing profession

into disrepute.

Supervisors

10.9
According to this standard you must:

» ensure that your staff carry out their
professional duties correctly

 challenge and address any behaviour
that falls below the standards in this Code,
and report it where appropriate

e assess, take positive action, or otherwise
escalate appropriately any report of
unprofessional behaviour or wrongdoing made
by someone for whom you are responsible.

]
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National Decision Model

The National Decision Model is the primary decision-making
model for police in England and Wales. Individuals, supervisors
and others use it to assess potential decisions or decisions that

have already been made.

4.1 Making ethical decisions

4.1.1

The Code of Ethics promotes the use of the
National Decision Model (NDM) to help embed
ethical reasoning in accordance with policing
principles and expected standards of behaviour.
The model allows people to be more questioning
of the situations confronting them, more
challenging of themselves and better able

to make ethical and effective decisions.

41.2

The model places the Code of Ethics at the
centre of all decision making. This reminds
those in the policing profession that they should
consider the principles and expected standards
of behaviour set out in the Code at every stage
of making decisions.

4.1.3

The NDM is inherently flexible. It can be applied
to spontaneous incidents or planned operations,
by an individual or teams of people, and to
operational and non-operational situations.

It can also be expanded as appropriate for
specialist and other areas of policing. The NDM
also works well for reviewing and debriefing
decisions and actions.

414

In every case the elements of the NDM stay
the same, but users decide for themselves
which questions and considerations they apply
at each stage.
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4.1.5

Understanding, practising and using the NDM
helps people develop the knowledge and skills
necessary to make ethical, proportionate and
defensible decisions in all policing situations.

4.1.6

In a fast-moving incident, the main priority of
decision makers is to keep in mind the principles
and standards set out in the Code of Ethics.

4.1.7

You are not expected to know the Code of Ethics
word for word. What is expected is that you
apply the intent of the Code to your decisions
and ask yourself questions such as:

 |s my decision in line with the principles
and expected behaviours outlined in the
Code of Ethics?

» Will this action or decision reflect well on
my professionalism and policing generally?

» Would | be comfortable explaining this action
or decision to my supervisor?

» Would | be prepared to defend this action
or decision in public?

Supplementary notes

National Decision Model

Take action
and review what
happened

|dentify options
and contingencies

Gather
information and
intelligence

Code
of
Ethics

-
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Assess threat
and risk and
develop a working
strategy

Consider powers
and policy
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When behaviour does not

meet expectations

This section provides general guidance on how behaviour that
does not uphold policing principles or meet expected standards

will be handled.

5.1 Breaches of the Code

511

Breaches of the Code of Ethics will not always
involve misconduct or require disciplinary
proceedings. Breaches will range from relatively
minor shortcomings in conduct, performance
or attendance through to gross misconduct and
corruption. Different procedures exist according
to the type of unprofessional behaviour or
misconduct alleged.

5.1.2

Relatively minor breaches of the Code may
be simply and effectively dealt with through
peer or team challenge. Others may require
local management action - for example, by a
line manager. More significant failures may
require formal action by the individual’'s force
or organisation —such as, in the case of
police officers, the application of the Police
(Conduct) Regulations or the Police
(Performance) Regulations.

51.3

See Box 1 for types of possible actions
on managing unprofessional behaviour
or misconduct.

19

514

All officers, staff and, particularly, supervisors
and managers have a duty to act where a
concern is raised about any behaviour, level of
performance or conduct which may amount to
a breach of the Code.

5.1.5

Behaviour that does not uphold the policing
principles or which falls short of the expected
standards of professional behaviour set out in
this Code of Ethics will be dealt with:

» according to the severity and impact of
any actual, suspected or alleged breach

e at the most appropriate level

 in atimely and proportionate mannerin
order to maintain confidence in the process.

5.1.6

Managers and supervisors are expected to
exercise professional judgement and take into
account the principle of proportionality in
determining how to deal effectively with
alleged unprofessional behaviour.

Supplementary notes

Box 1:
Managing behaviour

The most important management tool is self-regulation. This relates to
your own behaviour and that of your immediate peers and teams through:

 self-awareness and self-challenge
e peer awareness and peer challenge
e team awareness and team challenge.

On an ascending scale of seriousness, other actions include local
management action and formal assessment and investigation.

Local management action

This includes:

» gathering relevant evidence on concerns reported to or noticed by managers, discussing any
shortcomings or concerns with the individual at the earliest possible opportunity, keeping
a contemporaneous note of interactions with the person, and putting the matter on record
(the ‘record” may be the person’s PDR or equivalent)

» averbal warning and advice over future conduct

e management action prior to referral to unsatisfactory performance procedures
« referral to unsatisfactory performance procedures

» management action as part of a local resolution of a public complaint

e issue of an improvement notice and action plan

» redeployment or a temporary change of duty.

Formal assessment and investigation
Actions include:

» management advice

e written warning

 final written warning

 dismissal with or without notice.

The most serious allegations amounting to gross misconduct can result in suspension from
duty or restriction of duty, and may involve a criminal investigation and criminal proceedings.
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5.1.7

Procedures must be applied in a non-
discriminatory manner, and due regard must
be paid to the need to handle allegations
sensitively and confidentially. Fairness and
consistency are watchwords.

5.1.8

There is no single formula for determining
the action to be taken in relation to a concern
about the behaviour or performance of a
member of the police service or someone
working closely with the police. Each case
must be considered individually. See Box 2 for
relevant considerations.

5.1.9

Consideration should always be given to

any relevant regulations, policies or guidance
on managing unprofessional behaviour,
misconduct, unsatisfactory performance or
unsatisfactory attendance.

5.1.10

Where evidenced or alleged breaches of the
standards are so serious that the threshold for
formal assessment is crossed and investigation
is merited, such cases will be referred under
existing mechanisms.

5.1.11

A failure by a police officer to have regard to the
standards of professional behaviour in the Code
of Ethics may be admissible in evidence in any
disciplinary proceedings or on any appeal arising
from a decision made in such proceedings.
5.1.12

Similarly, a failure by a member of police

staff to have regard to the standards of
professional behaviour in the Code of Ethics
may be admissible in evidence in any disciplinary
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proceedings or on any appeal arising from

a decision made in such proceedings under
relevant disciplinary proceedings identified in
any police staff contract of employment.

Box 2:

Determining whether behaviour
does or does not reflect the
Code of Ethics

Considerations include the:
e nature and circumstances of
the behaviour

 position, duties and responsibility
of the person

« difference in restrictions on private life
between police officers and police staff/
other employees/volunteers

e rationale given by the person for
their behaviour

o cffects of the behaviour or
its consequences on:

- internal or external relationships
- the reputation of the police service

- the ability of the person to fulfil
their duties

o cffects of the behaviour on:

- the organisation’s trust and
confidence in the individual

- the public’s trust and confidence
in the police service.

Supplementary notes

5.2 Guidance for members
of the public

5.2.1

You have the right to make a complaint if
you feel that someone within policing has
behaved unprofessionally.

52.2

To make a complaint you should contact the
relevant police force or policing organisation.
This can be online using appropriate websites
and forms, in writing or in person. You can
also make your complaint to the Independent
Police Complaints Commission (IPCC).

523

Further information on making a complaint
about unprofessional behaviour by a member
of the policing profession can be found on
police websites and the IPCC website (which
also provides links to the complaints section
on each police force website).

See http://www.ipcc.gov.uk/
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MANAGEMENT IN CONFIDENCE


MOD POLICE AUTHORISED FIREARMS OFFICER - COUNTER TERRORIST (AFO - CT)





[bookmark: _Hlk21939554][bookmark: _Hlk22538402]This document has been compiled to provide the necessary information and guidance to assist General Practitioners and Medical Consultants carrying out medical examinations/assessments of Ministry of Defence Police Officers currently employed as an Authorised Firearms Officer - Counter Terrorist (AFO-CT). The information provided focuses predominantly on the physical aspects of the role.





Every officer must successfully train and qualify in all five mandatory key elements below. 





Five Mandatory Key Elements





1. Fitness test (Multi Stage Fitness Test or Chester Treadmill)


2. Personal Safety Training (PST)


3. First Aid D13


4. Weapon Qualification 


5. Firearms Tactics





Fitness Test





In order to comply with the firearms national fitness standards required by the College of Policing all AFOs must achieve a level of 7.6 on the Multi Stage Fitness Test (MSFT), this is the base-line fitness level with specialised units being required to achieve a higher level. In the MDP the only unit this applies to is the Tactical Firearms Unit based at AWE Aldermaston/Burghfield, who are required to achieve a level of 10.5. this is due to the nature of their duties and the extra equipment they are required to deploy with.





Currently the MDPP base-line fitness is divided into two levels, those being, Officers employed post April 2014 have to pass and maintain a level of 7.6. MDP Officers employed pre-April 2014 will initially have their level set at 5.7. This will increase to 7.6 by 2021, meaning that all MDP Officers will then meet the College of Policing requirements. 





MULTI STAGE FITNESS TEST (MSFT)





The 15 metre Multi-Stage Fitness Test (15m MSFT) is a field test, used to predict aerobic capacity (VO2max). 





The MDP uses the test to identify if officers have the minimum accepted level of aerobic fitness necessary to perform their role safely. As such, the test is mandatory for all officers. 





The 15m MSFT involves running between two lines 15 metres apart at a speed indicated by audio beeps. The starting pace is 8 km/h and the pace increases by 0.5 km/h every 45 seconds. Participants must jog/run towards the line, decelerate and pivot turn at either end to change direction. Following scientific investigation to identify the aerobic capacity required to safely perform the role, the following standards have been set:


Multi Stage Fitness Test OH Referral All Officers


[bookmark: _Hlk22538463]Estimated VO2max required 35.6


Bleep test standard required 5.7 soon to be increased to 7.6 


Total no. of shuttles required to 5.7 standard 38


Total distance covered to standard 570m


Total time to reach standard 3 min 52 secs





CHESTER TREADMILL WALKING TEST (CTT)





The Chester Treadmill Walking Test is currently the only identified alternative to the MSFT. This option is only offered if an officer is permanently precluded from the standard MSFT.





The test requires the individual being tested to walk at a fixed and constant speed of 6.1kph, with incremental increases in the treadmill gradient of 3% every two minutes up to 12%.





For the MSFT equivalent of a VO2max of 35.6ml/kg/min, the time required would be 10-minutes, at a gradient of 12%. 





Total time to reach standard 10 Minutes


Total distance covered to standard 1.02 KM


Speed 6.1 Kph (constant)


Incline 12%





[bookmark: _Hlk21939615]Personal Safety Training





Overview of Personal Safety Training (PST) one day refresher course.





Officers will be required to pass a job-related fitness test (MSFT or CTT) prior to taking part in the one-day PST requalification course.





Due to intense physical exercise and exertions experienced throughout the course it is imperative that an officer declares themselves fully fit before commencing.   





On commencement of the course all training students must participate in a warm-up. The physical movements that are involved are walking, running, turning and flexing joints. A similar intrinsic process is adopted at the end of the course by means of a cool-down. Failure to complete the warm up for any reason will result in the student being removed from the course.





Listed below are examples of the physical techniques and an indication of the level of physical activity involved in each one.  Every officer will practice and be assessed on all these techniques throughout the course.








· Unarmed defensive techniques (UDT) range from approaching a compliant person to dealing with an aggressive non-compliant person. When necessary if an increased threat level is perceived by the officer, they can consider using upper body techniques or leg kicks for their own or a member of the public’s protection. 


· Ground-skill techniques involve the officers quickly getting themselves up off the ground and away from the threat/danger. This technique is used when an officer is on the ground and must defend themselves by lying on their side and kicking to keep an assailant(s) at bay and when the opportunity arises quickly get to their feet and escape the situation. In these circumstances’ officers, will have to consider utilising defensive techniques to include sweeping leg-kicks, piston kicks, distraction techniques or knee strikes. All of these are extremely psychically demanding as the officer will be required to get themselves up from the ground as quickly as possible.


· All handcuffing techniques require fine motor skills particularly in the application and removal. The take-downs require an officer to take a non-compliant person to the ground under control, apply the handcuffs and then get the person back on their feet. Both the handcuffing take-down techniques and physically assisting the subject to be able to stand back up whilst they are handcuffed involve a substantial degree of physical exertion from the officer involved. 


· Baton strikes require coordination and a good level of physical strength by the officer to ensure they apply the technique correctly and with enough force that would enable them to take control of a non-compliant person. Strong use of the hips, knees, upper body and arms to pivot as you strike is required to produce the necessary fluid shock wave.   


· To make the most effective use of incapacitate spray (PAVA) an officer must move swiftly to position themselves approximately 2 metres from the subject and be prepared to prevent injury to the subject as they become disorientated and possibly collapse to the ground. At this juncture, the officer has the opportunity to quickly gain control and physically restrain the subject whilst applying handcuffs. The officer must assist the subject to return to their feet as quickly as possible. 





First Aid (D13) for Authorised Firearms Officers (AFO -CT)





D13 is the module number from the National Police Firearms Training Curriculum which covers first aid in a tactical firearms environment. It covers a range of first aid subjects but concentrates on the treatment of blunt and ballistic trauma.





1. In order to successfully qualify in D13 First Aid, students need to be able to show that they can perform CPR on an unconscious casualty, carry out a head to toe survey and place the casualty in the recovery position. CPR requires the student to kneel beside the body, performing chest compressions and artificial respiration.


2. The head to toe examination also requires the student to kneel next to the casualty, checking the body systematically from head to toe. This involves manoeuvring around on your knees for some considerable time whilst you check the casualty for any injuries. 


3. D13 also involves students dealing with a casualty in a hostile environment. The assessment is more physically demanding and requires students to check the whole body for catastrophic bleeding. Therefore, pushing and pulling the body over from the prone position, checking underneath for wounds, applying a tourniquet and a chest seal.


4. This assessment should be completed within 90 seconds and again requires kneeling by the body and a fair amount of physical exertion to achieve the aim. 


Firearms Qualification


Firearms Qualification





To qualify with a Force issue firearm requires attending a range complex (normally outdoor) and completing several live-firing practices, these practices each contain a number of exposures, which is the time when the target is presented to the firer, these times range from 35 to 3 seconds and are engaged from distances 7 metres to 50 metres. The practices can be carried out from the standing, kneeling and prone positions and often incorporate a variety of these positions on the same exposure within a limited time frame. The officer must safely and quickly adopt whichever position is relevant and fire the required number of shots at the target. In certain qualification shoots this practice is repeated several times. A relatively new practice involves controlled advancing and retreating over rough terrain whilst changing positions (standing-kneeling-standing) to engage the target.





All range practices are carried out with officers wearing body armour, load-carrying vests, ballistic helmets, appropriate safety equipment i.e. ear and eye protection and on occasion respirators.





Practices are completed with a number of weapons, these being 





· Pistol (handgun)


· Rifle


· Carbine (a short-barrelled rifle)


· AEP Launcher (Riot Gun)


· TASER 





The practices require the officer to be able to safely support the weight of the weapon they are firing in a stable manner whilst keeping the weapon parallel to the ground at all times. This is a mandatory requirement for all the firing positions to be able to achieve accurate results and comply with strict safety measures. 





Understandably a degree of physical fitness and flexibility is essential to be able to manoeuvre in and out of these positions required in a safe and systematic manner, and during a limited time allowance. Consideration must be given to the weight of kit borne by each officer due to the mandatory safety equipment required to be worn. The weight of equipment is covered later in this document. 





Qualification and development shoots are carried out twice a year in all weapons except for TASER and AEP Launcher which is carried once a year. Shooting takes place throughout the year and during inclement weather and includes shooting in low-light conditions. 





Firearms Tactics





Firearms Tactics 





Tactical training involves officers deploying in their operational equipment and weapons and being involved in practical firearms scenarios, exercising the tactics relevant to their role. The training consists of predominantly hands-on practical training with some classroom-based theory. The training requires officers to practice various firearms related tactics both on foot and deploying from vehicles. All AFOs attend tactics training a minimum of four times a year, with officers working to other role profiles attending more regularly.





Aside from the fitness test and personal safety training, firearms tactical training is the most physically demanding training activity within the training year. In order to achieve a form of realism to the training, tactical training is carried out on all terrains and in all weathers. Statistically tactical training is where most officers are likely to sustain injury or aggravate an existing one due to either exhaustion due to weight of kit carried, or the level of fitness required to be maintained throughout the firearms scenario.





[bookmark: _Hlk22547007]The total weight of kit carried on average by an AFO to include weapons, ammunition and personal safety equipment averages about 16kg, or in a full-blown emergency including the carrying of ballistic shields or method of entry equipment, well over 25kg. 





One of the most physically demanding tactics is ‘cover and movement’ this involves moving tactically over varying terrain. This is achieved by running a few metres then kneeling to take cover and repeating this until the subject of the tactic is dealt with, this could require officers to “cover and move” over distances of hundreds of metres.





Building search is a part of all AFOs role profile and involves an AFO approaching a building, entering and searching for a casualty or a subject. This can involve the use of ballistic shields and is again physically demanding in all aspects, normally concluding in the extraction of a person/s who may need assistance to walk due to injuries.











Equipment carried by an AFO





Mobile Patrols/Foot Patrols  





Officers will normally wear/carry all their personal equipment, this will be in the form of carbines either slung around the body or in the case of Pistol/TASER, in holster worn on the leg. All other equipment will be stored in a load carrying vest or in pouches attached to a belt. When deployed in a vehicle, carbines will be stored in an on-board weapon safe. The range and weight of this equipment varies with the officer’s role profile and these differences are documented later in this document. 





Below is the latest generic equipment profiles and weight which indicates what officers will be required to wear and carry according to their role and season.    





Generic Equipment Profiles





			


			Name 


			Weight* (Kg)


			Comments /Further Info





			1


			Traffic (MC)


			11 - 12


			Weight range due to being configured for Summer or Winter.





			2


			MDP RHIB


			12


			Includes: Immersion suit and base/thermal layers, gloves, helmet, comms and boots.





			3


			Public Order


			8.5


			Includes FR Suit, PO Boots, Helmet & Armodillo Body Armour





			4


			Basic PPE*


			8.5


			There is very little difference in weights of MOLLE/Belt order pouches. Based on 4D body armour size.





			5


			Basic Uniform Male


			4 - 7


			Basic NPU & Boots the weight range is due to being configured for Summer or Winter based on average sized. (170cm - 180cm Height Officer)





			6


			Basic Uniform Female


			4 - 6


			Basic NPU & Boots the weight range is due to being configured for Summer or Winter based on average sized. (160cm -170cm Height Officer)





			7


			Body Armour


			5.3


			This includes plates and helmet





			8


			Rope Access 


			4.5


			Includes Peltez harness with all equipment attached. An additional 19kg may need to be carried in the rescue bag of equipment. The 50m Rope Bag weighs an additional 4.8kg. The 200m Rope Bag weighs an additional 16kg.





			9


			MP7


			3.7


			Additional 0.25 kg to be added for every   Magazine + 20 rounds  





			10


			MDP Lifejacket


			3.5


			





			 11


			CBRN


			2.5


			Includes: Respirator, Hood, Gloves & Canister





			12


			Dog Handler


			2


			Includes: Leash, Tracking Harness and Line, Muzzle &Toy 





			13


			Traffic High Vis


			1.2


			Weight of Arktis High Vis Traffic Jacket





			14


			Equipment Vest


			1.2


			Size 3 





			15


			Sig 229


			1.1


			Additional 200g to be added for every Magazine of 10 Rounds and 750g for the holster.





			16


			Glock 17 Gen 4 


			625g


			Additional 280g to be added for every Magazine of 10 Rounds and 750g for the holster.





			17


			C8


			3.7


			Additional 200g to be added for every Magazine of 25 Rounds.





			18


			SA80


			4.8


			Additional 200g to be added for every Magazine of 20 Rounds.





			19


			LM 7 Rifle 


			4.5


			Additional 650g to be added for every Magazine of 20 Rounds, plus 713g for the Schmitt and Bender sight









































Role Profiles (RP)





Below is list of the current MDP armed role profiles, each with short descriptor and an outline of the equipment carried.





[bookmark: _Hlk22548798]Authorised Firearms Officer Counter Terrorist (AFO CT):





This is the base-line role profile on which all other roles are build, all officers are initially trained to this level. AFO CT requires officers to be trained to deal with subjects on foot, in buildings, in an open area and in vehicles, in addition the will be trained in D13 first aid. They will be qualified in the force carbine relevant to their station, the Glock 9mm pistol and the TASER. The initial training is 8 weeks long and they are required to complete modular refresher in all NPFTC modules they are qualified in, each training year, a total of 69 hours training. 





[bookmark: _Hlk23232567][bookmark: _Hlk23232395][bookmark: _Hlk23232477]The total weight of equipment An AFO routinely deploys with averages at 26.435kg, this is a total of No’s 4/5(6)/7/9/16 from the table above.





Marine Authorised Firearms Officer (Marine AFO) 





In addition to the AFO CT Role Profile, officers who work to this role profile will attend an extra 18 hours training each year and will be trained to conduct armed operations on the water. This will include boarding and getting out of police vessels including Rigid Hulled Inflatable Boats (RHIBs), these vessels presenting a unique physical challenge due to their construction and the speed that they can achieve. Officers may need to take their body weight on their knees for periods of time, to allow for rough seas, to prevent back injuries. Officers are trained to board non-police vessels which may involve either cross-decking (moving from a police vessel to the subject vessel). This can be as easy as stepping across or as challenging as ascending a ladder fixed to the side of the subject vessel. 





The total weight of equipment carried by Marine AFO averages at 26.435kg, this is a total of No’s 4/5(6)/7/9/16 from the table above. This will increase to 34.935kg for a RHIB officer, this is a total of No’s 2/4/7/9/16 from the table above.








Rifle Officer





[bookmark: _Hlk22555363]In addition to the AFO CT RP, officers who work to this RP will attend an extra 26 hours training each year, this consist mainly of shooting on the range. This role is a task officers carry out alongside their AFO CT Role Profile and involves them deploying with a larger rifle which weighs 4.5kg, meaning that they are in a position to provide long range engagement capability. 





The total weight of equipment a Rifle Officer routinely deploys with averages at 31.198kg, this is a total of No’s 4/5(6)/7/16/19 from the table above.





Tactical Firearms Unit (TFU) officer





[bookmark: _Hlk22563619]In addition to the AFO CT Role Profile, officers who work to this role profile will attend an extra 56 hours training each year and will be trained in dynamic entry/intervention. As the name suggest these are dynamic tactics which are intended to allow officers to rapidly enter a premise to secure either evidence or subjects. The tactics involve the search of buildings and include the use of ladders, shields and distraction devices (stun grenades). These are physically demanding tactics which is why TFU officers are required to achieve level 10.5 on the MSFT. 





[bookmark: _Hlk23239912]The total weight of equipment carried by a TFU officer averages 26.485kg, this is a total of No’s 4/5(6)/7/16/17 from the table above.





Special Escort Group Officer





In addition to the AFO CT Role Profile, officers who work to this role profile will attend an extra 33 hours training each year and will be trained in escort tactics which involves the escorting of high value assets around the country. This will include the rapid deployment from vehicles, to then employ any one of the AFO tactics which form the basis of their role profile. 





The total weight of equipment carried by a SEG officer averages 26.485kg this is a total of No’s 4/5(6)/7/16/17 from the table above.








Note, any reference to ‘AFO’ is taken to mean ‘AFO – CT’.











GENERAL PURPOSE POLICE DOG HANDLER





In addition to the AFO CT Role Profile, officers who work to this role profile will attend additional training hours to enable NPCC licencing of the dog team to meet operational deployment out with of Firearms deployments.


.


This will increase with the introduction of upskill training for General Purpose Police Dog’s (GPPD) across the Force to Intermediate Firearm Support Dogs (IFSD) and Tactical Firearm Support Dogs (TFSD) capability – this will support AFO CT deployments.





Dog handling is a physically demanding role requiring the handler and dog to be working both internal and outside environments particularly in inclement weather. - the training will be carried out in these environments – as an example the capability assessments required for the GPPD are as per below list – the handler performs a physical active role with the dog in the assessment / training / operational deployment.


. 





The total weight of equipment carried by a Dog officer averages 23.425kg this is a total of No’s 4/5(6)/7/12/ (16- once issued) from the table above.





			


			


			


			





			GPPD Operational Skills 





			Searching 





			Track – Multi-surface (non-contact indications) 


			800 metres, in a rural environment over a variety of terrains, 


			In a suburban or urban environment, 500 metre, unknown and unmarked track of various terrains, pertinent to local Policing needs. 





			Property Search (non- contact indications) 


			5 -15minute progressive search, in realistic areas, dog must locate all evidence. 





			. 





			Person Search (2 persons) 


			10 – 20-minute progressive search for two persons, 1 accessible, 1 concealed 





			





			Use of Force 





			Direct deployment – 





Chase and detain. 


			





Challenge on leash, release, chase, detain, ‘leave’ on one command, control, escort on leash 





			





Challenge off leash, release, chase, detain, ‘leave’ on one command, control, escort on leash 





			Direct deployment – 


Chase and stand-off 


			


Challenge on leash, release, chase, stand- off/recall on command 


			


Challenge off leash, release, chase, stand-off/recall on command 





			Direct deployment- Weapon attack 


			


Attacker advances, challenge, release, disarm by verbal commands, control 


			


Attacker advances, challenge, release, disarm by verbal commands, control 





			


Direct deployment- 


Crowd control 


			


Protect handler and deter hostile crowd 


			


Protect handler and deter hostile crowd 





			Emergency Recall 


			Upon command whilst engaged in chase and detain. 


			Upon command whilst engaged in chase and detain. 





			





Obedience 





			Heelwork-normal and double pace 


			On and off-leash with turns and halts 


			Off-leash, add leave dog and recall to heel, distance control 
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INTRODUCTION





1.1 The overall goal of the MDP medical standards are to ensure that Officers are fit for the role in which they are employed or are seeking to be employed.  It also affords the organisation the assurance that Officers are not put at risk. The primary purpose of fitness to work health assessments is to make sure that an individual is fit to perform their work and designated tasking effectively and without risk to their own or others health and safety.  





1.2 MDP Officers are tasked to provide capability to deter, detect, disrupt, defend and respond to variety of security and criminal threats against the Ministry of Defence.  MDP Officers provide operational Policing ranging from Marine, Dog, Tactical, Special Escort Group (SEG), to Operations. Such roles are clearly both physically and mentally demanding, and many will be of a safety critical nature. Fitness for work is therefore pivotal to achieving its aims of special policing.





1.3 It is recognised however, that there could be some aspects of work-related health effects. Consequently, the health of the worker must be monitored to assess the health impact from any potential work-related activities. There is a legal and regulatory requirement to assess the effects of work-related exposures on worker’s health.  This therefore underpins assessment required for health surveillance.





1.4 In preparing a report the Occupational Health Practitioner (OHP) provides an assessment for fitness pertinent to the duties of the role and the organisational medical standards set by MDP, considering relevant legislation. This legislation includes but is not limited to the Equality Act 2010, which obliges MDP as an employer not to discriminate against applicant, officers or former officers on the grounds of any protected characteristics.





1.5 A functional approach to fitness to work facilitates equality in keeping with the Equality Act 2010. However, it is essential to note that some task(s) could have a safety critical nature and that such task(s) if conducted or performed below attainment of operational capability and operational deployability will have a negative consequence, which in the worst-case scenario could be life threatening.  Reasonable adjustment allows for equality while still meeting the need of the organisation. 





1.6 Authorised Firearm Officer (AFO) national emergency readiness and interoperability, where additional resourcing and backfill may be necessary, supports the case for work related fitness.  MDP’s capacity to make reasonable adjustments may be limited as Officers are AFOs. Reasonable adjustment however provides assurance for incumbent officers with regards to equality. 





1.7 The major tasks of MDP Officers involve differing environments often under pressure and threatening to life of officer, colleagues or the public. All AFOs are reminded that they are responsible for informing the OHP of circumstances which may cause any doubt about their fitness to carry out AFO duties. 





1.8 Occupational Health may need to engage with the family Doctor/General Practitioner (GP) of the AFO or other health professionals to obtain additional medical evidence to determine medical fitness for the AFO role. This will be on a case by case basis and will always be subject to consent being provided by the individual in line with legislation in this area.





1.9 The fundamental role of the AFO is primarily firearm but there are specific roles that reflect other unique function such as Marine, Dog handling and SEG.  This document therefore provides an overview of medical fitness and capability requirement to inform recruitment and reflect fitness to work required at the time of assessment and throughout employment. 








2.  ESSENTIAL JOB FUNCTIONS/TASKS 





2.1 Listing the key essential tasks are useful criteria to determine capability when making a work-related fitness assessment.  Often health risk can be eliminated if attention is paid to the nature of the task. 





2.2 The key to determining whether a job function/task rises to the level of being "essential" is if the removal of the function would ultimately result in a change in the position itself.





2.3 Job functions or task analysis also helps to identify safety critical requirement for a role.  It is a helpful tool in ensuring that discrimination is avoided.  Enhancing identification of task fosters opportunity for modification and/or adjustments or equal opportunity in the workplace.





2.4 The table below outlines the general and some specialised job function / task.  Note that this is not exhaustive, and it is important to take an appropriate Occupational History that will inform capability and demands.


  





			
Task/Function / Event, Contextual factor or Condition


			Related Physical Ability and/or Demands


			Acceptable Demonstration and/or Fitness Criteria





			Carry MP7 and use when applicable.





Partake in weapon competency training


			Stamina, agility, good grasp/ grip range of movement, manual and digital dexterity, spinal flexibility.


Short term memory, vision, auditory ability for dynamic postural changes from kneeling- prone position.


			Ability to comprehend information and process it quickly.  Cardio-pulmonary fitness (Aerobic Capacity).  Ability to be able to hold a weapon steadily into the shoulder for long periods of time.








			Loading and unloading weapon


			Good attention span. Good manual and digital dexterity. 


			Ability to pay attention and sustain attention.  Make safe ready and takes decision.





			Weapon retention and control


			Perception, good grasp/ grip (pinch/power) range of movement, manual dexterity of manipulation. 


			Power grip and prehension function.





			Restrain and control in combative incidents


			Pulling, pushing, balancing, ability to run, walk, crawl, climb, perform sprint chases or brisk walk/jogging.


			Strength (statistic strength endurance and dynamic strength) balance and stability.





			Subject identification


			Vision, auditory, colour identification and discrimination. Visual field, dark adaptation, glare recovery/tolerance.


			Current stability of the Visual Field Defects condition (VFD), stable refraction, binocular vision.





			 Casualty evacuation


			Dragging, pulling, running


			Strength balance and stability





			Wear ballistic, helmet shield and other tactical equipment.


			Stable stance and rapid stance/weight distribution changes.  Gait, core strength agility.


			Coordination and maintain balance.





			Containment of buildings or open area


			Sprinting short distances at high speed, dodging, pushing/dragging/pulling heavy loads, crawling, climbing.


			Mobility and good spinal function are essential for restrain & control, self- defence and other task as public order control.





			Public order control


			Vision, hearing, colour vision, visual field.  Gait, balance, mobility.


			Ability to detect, recognise and localise sounds.  Accurate visual identification of suspect/subject often in adverse climatic conditions. Exercise tolerance.





			Drive armed support vehicle


(High speed emergency driving)


			Visuospatial perceptual ability. Vision, auditory capability, attention and concentration.  Reaction time, muscle power and control, alertness, judgement and adaptive strategies.


			No significant cardiac risk factor. Ability to pay attention and sustain attention.


Meets the standard for driving and firearms use.





			Mobile radio equipment usage 


			Hear a specified decibel (dB) sound at a specified frequency. Sound localisation, detection of sound, speech and sound comprehension.  


			Meets the hearing standards for the MDP fitness for work. (Auditory - fitness for work).





			Foot patrol 


			Mobility, stability, ability to deploy on foot at speed chase to reach the suspect.


			Mobility and full range of motions.





			Vehicle emergency stop 


			Dynamic movement, coordination and maintain balance


			No disturbance of equilibrium and balance.





			Vehicle and foot stop 


			Mobility, dynamic movement, coordination and maintain balance. Ability to deploy on foot with vehicle engine still running.


			No disturbance of equilibrium and balance.  Mobility and full range of motions.





			Confined space entry


			Climbing, twisting, crunching, bending, physical strength and ability.to wear a respirator if required. 


			Perceptual ability, no liability to loss of attention or unconsciousness. Size and weight. Medical conditions prohibiting confined space entry. 





			Work at heights


			Climbing, crunching, twisting, Reaching over head and above shoulder, pinch and power grip.


			Perceptual ability, no liability to unconsciousness or altered awareness.





			Tactical training 


			Gait, stable stance and rapid


stance/weight distribution changes.


			No disturbance of equilibrium and balance. Aerobic capacity for cardiovascular health 





			Personal Safety Training (PST)





			Dexterity, mobility and good spinal functions, strength and stamina.  


			Aerobic capacity. Mobility strength. Static strength, endurance strength and dynamic strength. Free from medication related impairment. 





			Dog handling**


			Dragging, pulling, running, insight and understanding.  Good reaction time, auditory capability, strength and stamina.


			Aerobic capacity. No disturbance of equilibrium and balance, Mobility and full range of motions.





			Wear respiratory equipment/respirators**


			Pulmonary(lung) function.


			No sensitisation history, respiratory function FEV1/FVC >80%, FEV1 and FCV ≥80% of predicted and adequate aerobic work capacity.





			Extreme temperature**


			Ability to adapt behaviour to cope with their thermal environment, example adding or removing clothing, unconscious changes in posture.


			Has ability to feel for differences in temperature.  Ability to utilise provided Personal Protective Equipment. 





			Night work


			Ability to adapt to sleep patterns


			No Narcolepsy/Cataplexy 





			Operates or rides RIB / Marine **


			Posture, dexterity balance and equilibrium.  Boat handling and navigation.  Launching and recovery use of pyrotechnics.


Waterborne activities 


			No disturbance of equilibrium and balance.





			Driving/riding of Quad Bike**


			As above


			





			Use of hand-held power tool**


			Grip, strength and power.


			





			Use Display Screen Equipment (DSE)


			Spinal flexibility


			 











** Denotes specialised task/functions or local environmental conditions such as extreme temperatures and the tasks /activities. AFOs engage in their day to day tasks wearing ballistic armour and carry heavy equipment whilst chasing. Therefore, the presence of serious medical condition/s needs to be considered in assessment for fitness for work.


NOTE:  These standards will be updated from time to time in keeping with legislation, evidence based medical and related professional practices and from user experiences of this standards.








3.  JOB RELATED FITNESS STANDARD FOR AUDITORY, VISUAL AND OTHER HEALTH RISK MANAGEMENT FOR MDP AUTHORISED FIREARMS OFFICERS (AFO) 





3.1 Any task which in the event of failure may result in a serious accident or fatal consequences is regarded as safety critical task(s) and most of the tasks undertaken by MDP AFOs can be considered in this way. Any condition that impairs threat perception, communication or physical capability will impact on this safety critical role.  In keeping with equality, it is important to note that due to national emergency readiness and interoperability of AFO there are a limited number of task(s) to restrict in the role of AFO.





			Capability Item 


			Required Standard


			Rationale





			Aerobic Capacity/ Fitness Level


			New entrants are to attain 7.6 rating in the 15 Metre Staged Fitness Test on entry and to maintain this level thereafter.





Existing AFOs are required to meet 5.7 or above rating at present in the 15 Metre Staged Fitness Test - (bleep test or recommended alternative of the Chester treadmill test.) This will not change until the new fitness requirements are introduced for the 21/22 training year. 





For some AFOs the requirement is higher for example the fitness requirement for the AWE TFU AFOs is 10.5.








			The risk of incapacitation from increasing dynamic oxygen demand resulting in task failure or accident or life-threatening consequences to officer, their colleagues or the public.





			Auditory


			For all AFO Medical Assessments - 





The hearing standard is derived from a sum of total hearing loss (dB) within the low and high frequencies as measured by ‘pure-tone air conduction’ audiometry.  Hearing standards are as below in each ear.





Sum of hearing loss > 84 dB 


Over 0.5,1,2 KHz frequencies





Sum of hearing loss >123db


Over 3,4,6 KHz frequencies








For Pre-employment assessments - 





The use of hearing aids including implant to achieve the auditory standard would not be compatible with the AFO role. Applicants will only be considered suitable if they can achieve the hearing standard unaided.  





For Incumbent AFO assessments -





Testing will be without hearing assistance at their medicals and those that fail to meet the standards will be further assessed as per MDP Medical Hearing Policy and Process Map. 





			


Acceptable hearing ability is required for any task that has a safety critical implication. The specific demand for an AFO includes sound localisation, detection of sound, speech and sound comprehension.  





AFO tasks involve differing environments often under pressure and threatening to the life of an officer, their colleagues or the public. Therefore, effective performance of hearing a critical task is paramount.





Opinion on impact of reduced auditory ability on continuing employment should be assessed on an individual basis.








			Visual Acuity 


{VA} Snellen Test


			 COP states where an Officer's role requires the use of the non-dominant eye and a reasonable adjustment cannot be made eyesight should be 6/7.5 aided or unaided.





According to COP (Nov 2019)


Visual standards are:





Binocular Vision 6/7.5 aided or unaided; 


6/12 (or better) unaided or aided in worst eye;





Unaided binocular vision 6/36 or better. (When successful correction has been achieved using soft contact lenses unaided standard need not apply)











For Incumbent AFOs 





It is recommended that they should bring their most recent prescription with them to their medical assessment. 








			. 





 A level of visual acuity within which to interact safely with the working environment is essential when an officer is in a dynamic situation without their corrective devices. 








The inability of an Officer to distinguish whether presence or absence of a non-threatening object in a variety of conditions, can mean the difference of life or death for the officer, colleague or a suspect holding the unknown object. 











			Binocular vision:


			


			





			Uncorrected Near Vision


			N8


			





			Corrected Near Vision 


			N8


			





			Colour vision: 


			Dichromats and severe anomalous Trichromats are unsuitable for firearms roles





Monochromats are not accepted (complete colour deficiency) 





The use of colour correcting lenses is not acceptable.





*Note Colour Vision is tested once at pre-employment and only again at subsequent annual medicals if there is a medical indication to do so.





Screening test will be done using Ishihara plate as standard test.





If a candidate or Officer fails Ishihara test, they must be further tested using:


 


2nd Edition City University (fail if 5 or more total errors or 2 errors on the large circle plates)





 or





3rd Edition City University -(fail if 3 or more errors on part 2 of the test)





and





Farnsworth - Munsell D15 - (fail if 2 or more major crossing)





They are required to pass both additional tests.





VERY IMPORTANT NOTE 





Anyone who is consistently diagnosed as protanomalous in 2 out of 3 tests should also be excluded even if they have 2-4 errors on City University or one major crossing error on the D15 test.


  


			Colour vision tasks is required to identify basic colours of cars, clothing etc. To also match colours using a road side drug test kit. 











			Visual Field


			A view of at least 120 degrees horizontally by 100 degrees vertically is required.





 (Can be checked by confrontation unless detailed assessment clinically indicated) 





Must be free of any large defective areas, particularly in the fovea. Defects smaller than the physiological blind spot will be acceptable.


			The inability to accurately judge the distance of objects relies more on the size of the object in relation to other objects, perspective and contextual clues in the environment, rather than binocular vision.  Good visual fields are necessary to see threats from the extreme left or right.  Visual fields are also useful in pursuit driving.     





			Eye Surgery


			A period of six weeks must have elapsed since surgery with no residual side effects and the other eyesight standards are met. Refractive surgery such as LASIK, LASEK, PRK, and ICRS can be considered.


			There should not be any significant weakening of the cornea. Leakage of fluids from a weakened cornea is a risk for the globe of the eye to collapse.





* An Optician’s report can be a valuable tool.

















4.  HEALTH RISK MANAGEMENT FOR MDP OFFICERS 





4.1 Health risk assessment and communication involves a holistic view of task and role/position. This is not exhaustive, and it is important to take appropriate clinical history that will inform fitness for work. The task and demand list above involve high physical demands and differing environmental factors. It is important to assess on an individualised basis whether an individual can perform the essential job functions of the position safely, and whether the candidate or officer’s inabilities or limitations may pose a "direct threat to the health and safety of the colleagues or others”.





4.2   Family Doctor/General Practitioner (GP) engagement and endorsement maybe required for both new and incumbent officers with their consent. 





4.3 Taking into consideration possible consequences of having firearms possession following significant mental ill health, contact with the GP would therefore be considered essential as a matter of routine.





			System(s)/Categories


			Authorised Firearms Officers


			Comment / Rationale(s)





			Ear Nose and Throat Disorders: Severe recurrent ear infection impedes function of balance and communication. 








			Ears


Mild occasional 


Otitis Media (OM)


Healed ear drum perforation


Successful myringoplasty and/or tympanoplasty


(Uncomplicated)


Ventilation tubes (grommets)





Active chronic OM, Otosclerosis, Atresia or stenosis of ear canal


Acoustic neuroma 


Wegener’s granulomatosis 


Meniere’s disease 


Severe recurrent OM


Chronic serous OM


			





Likely to be suitable 


  














Further information, investigation and assessment is required to consider carefully as condition is unlikely to be suitable  





			


Auditory fitness for firearms tasks which are safety critically oriented means that difficulty in identifying available task(s) to fully support and utilise the potentials of the affected officers with impaired hearing at pre-employment and still manage the work is unreasonable to sustain.


Functional capability for auditory function is required for weapon competence training as well as operational deployment. 


MDP is aligned to the College of Policing (CoP) standards whereby new recruits will only be considered suitable if they achieve the AFO standard unaided. For incumbent MDP officers the hearing test will be performed without hearing assistance and will follow the MDP Medical Hearing process as defined in the Hearing Policy/Process Map.  See Process Map.





Ear Nose and throat anatomy are significantly related and play a role in hearing, balance and speech for communication essential for the implementation of most AFO tasks.





			
Nose


(Where there is no significant history) Allergic vasomotor Rhinitis recurrent nasal polyps, persistent chronic sinusitis.





Anosmia 


Significant Recurrent Polyp


Significant history of Chronic Sinusitis








			


Likely to be suitable  

















Further information, investigation and assessment is required to consider carefully as condition is unlikely to be suitable  





			





			Throat


Chronic Laryngitis 











Tracheostomy





			Further information investigation and assessment is required to consider carefully as condition is unlikely to be suitable 





			





			Eyes: Risk factors such as history of eye patching; visual training poses danger for double vision and when the visual environment is reduced.





			Glaucoma


Retinopathies


Radical Keratotomy


Squint /Strabismus 


			Further information investigation and assessment is required as condition is unlikely to be suitable  





			High risk of rupture of the globe if struck or blunt injury to eye.





*Note certain weapon systems require the use of non- dominant eye.





			Cardiovascular 
Any heart limitation to exercise may result in task failure consequently accident and life threatening to officer, their colleagues or the public. Positive medical history can often be elicited with aerobic capacity test result of 5.7 often indicative of Vo2 Max 42 (Maximal Oxygen uptake). Increasing dynamic oxygen demand is prevalent with most of the AFO tasks. Health risks from cardiovascular conditions should be considered in the context of work setting and task. (Aerobic testing is not required by OH Service provider at any medical; Officers undertake a job-related fitness test on recruitment and annually thereafter).  





			


Asymptomatic Coronary Artery Disease (CAD)


Benign Cardiac murmurs 





Controlled hypertension with 


no side-effects of medication


			





Likely to be suitable 





 





			Cardiovascular function when compromised may instigate a cardiac event when increasing dynamic oxygen demand is required in a task.











			


			


			





			Uncontrolled Hypertension or 


Arterial Hypertension with End organ damage or unacceptable side-effects of treatment


Uncorrected Congenital Heart disease


Symptomatic CAD


Recent Myocardial infarction (6week) Aortic Stenosis/Cardiac Outflow obstruction


Acquired Valvular Disorder 


Disturbance of rhythm





Symptomatic established peripheral vascular disease affecting the lower limbs 





Raynaud’s phenomenon


			Further information investigation and assessment is required as condition is unlikely to be suitable.  





For Pre-employment assessments - 





 Any candidate who has a resting BP that is consistently 140mmHg/90 mmHg diastolic or more will not be suitable for recruitment.





For Incumbent AFO assessments - 





Any serving officer who presents a resting BP that is consistently between systolic140mmHg/90 mmHg diastolic can continue to undertake operational duties but should be referred to their GP for follow up





BUT -





Any serving officer who has a sustained Systolic BP of 160mmHg or above; or Diastolic BP of 100mmHg or above should be removed from armed duties and emergency vehicle driving duties immediately until BP treatment /management is considered stable.  Follow up assessment will be needed.





			It is essential to note that most cardiovascular disorders exist on a continuum from mild and controlled to severe and debilitating.





Physical incapacity from exertion impairs judgment and increases associated health risk. NICE blood pressure medical protocols apply. 








Prolonged standing and sitting in a static position are a risk factor for substantial deterioration.





			Haematological Haemoglobin is an essential carrier for oxygen. The amount of oxygen an individual utilises within a given time influences cardiac fitness. It must be remembered that without adequate oxygenation of blood physical activities are compromised.





			Asymptomatic Sickle Cell Trait 








Sickle cell Haemoglobinopathy


 


Thalassaemia with severe Anaemia (unable to safely perform required exertion)





Symptomatic haemophilia (physical tasks and risk of injury may precipitate haemorrhage).





Polycythaemia (Haematocrit>0.55) (Unacceptable risk of disabling complications)





Anticoagulation therapy including Warfarin





Previously undetected iron deficiency anaemia





Other anaemia (many of the underlying conditions causing anaemia will preclude suitability)





G6PD deficiency





Mild Asymptomatic haemophilia





Leukaemia / lymphoma with complete remission





			Likely to be suitable  








Further information investigation and assessment is required as condition is unlikely to be suitable  





			





.


The use of anticoagulation treatment for blood disorders poses increased risk from bleeding. 





			Infectious Diseases


			


			





			Resolved Hepatitis E infection and resolved Hepatitis B infection without carrier stat





Symptomatic HIV





Asymptomatic HIV


Hepatitis B Carriers


Hepatitis C and D


Glandular fever 





			Likely to be suitable  














Unlikely to be suitable  








Recruits with any of these diseases further information investigation and assessment is required


			





			Respiratory The relationship between interaction of cardiovascular and respiratory fitness cannot be over emphasised. Respiratory fitness has a profound impact on exercise capacity and ability to perform task safely and effectively. Adequate pulmonary function of the applicant or incumbent is therefore vital.





			


Asthma not exercise induced


Asthma controlled with inhaler


History Tuberculosis


Spontaneous Pneumothorax on one occasion successfully treated 





Chronic Obstructive Pulmonary Disease (COPD)


Sarcoidosis


Recurrent Pneumothoraces


Active Tuberculosis


Pulmonary infarction 





			


Likely to be suitable  

















Further information investigation and assessment is required as condition is unlikely to be suitable 


 


For Respirator users as a guide - Referral for OH opinion if FEV1 is less than 80% predicted, FVC is less than 80% of predicted or if there is a 10% or greater drop in FEV1 or FVC over a 12 to 18-month period.





			Any persistent respiratory disease impairing exercise capacity and loss of respiratory function is a high health risk to be ignored. 


It is the low functional ability that is taken into consideration not the disease or disorder. Breathlessness on exertion impairs function. 








			Skin





			Mild psoriasis, mild eczema (not on exposed areas)


Extensive skin disease with chronic discomfort or disruption of dermal integrity


Widespread eczema/dermatitis


Severe psoriasis


Severe latex allergy (respirator mask component)


Pustular Acne


Other chronic skin conditions


Malignant Melanoma, following excision (exposure to irritants or in hospitable environments will result in frequent exacerbations- CBRN training)





			


Likely to be suitable  








Further information investigation and assessment is required as condition is unlikely to be suitable 





			





			Endocrine System Diabetics will be eligible to do safety critical work provided they meet the following criteria: 


Well controlled management of condition (Stable State). Any candidate who has had a severe hypoglycaemic episode in the last 12 months will not normally be considered suitable for recruitment. 





Serving officers with Diabetes requiring treatment with any medication, or who have incurred an HBA1c measurement > 6.5% (>48mmol/mol) within the last 6-8 weeks, will require further assessment to establish if there is any resultant damage to end organs.





HbA1c > 6.5% (>48mmol/mol) in individual over the preceding 6-8 weeks is valuable in assessment criteria to establish suitability for operational duties





Hypoglycaemic Prevention Strategy This is essential as individuals who follow regular exercise, a proper diet, correct use of medications and adopt positive life style behaviour regarding smoking, alcohol and have regular physician reviews, reduces the vascular risk factors such as hypertension, hyperlipidaemia and other associated end organ target.





			Insulin-dependent diabetes mellitus (type 1)


			Unlikely to be suitable.  However, further information, and assessment will be needed.





The DVLA Group 2 medical standards apply – the elimination of medical conditions that may lead to sudden incapacity that could place both the officer and others at risk.





In all cases with diabetes it is worthy to note the Secretary of State’s current position that “insulin treated diabetics do not drive emergency vehicles "





Therefore, it follows Officers should not drive an MDP Armed Support Vehicle (ASV)  








Outcome reports shall indicate whether there are any restrictions on suitability for lone working where there are metabolic conditions. 








			Concern for diabetic and the employer majors on hypoglycaemia with the associated decrease in mental and physical functioning. In terms of general health, the modern aggressive approach to prevention, detection and treatment of vascular complications has made considerable difference. 





However further information and assessment will be needed in order to assess each case on its merits; taking into account treatment and monitoring regimes. 











			Non-insulin dependent diabetes mellitus (type 2)


			Likely to require further information, investigation and assessment 





The DVLA Group 2 medical standards apply - the elimination of medical conditions that may lead to sudden incapacity that could place both the officer and others at risk.





Recent hypoglycaemic episode warrants deferral. until evidence as per NICE guidelines can be sufficiently evidenced. – 12 months  





Therefore, Officers should not drive an MDP Armed Support Vehicle (ASV)  








			The complications of diabetes can degrade the functional capacity of an operational firearms police officer. 

















			Thyroid disease


			Likely to be suitable – Individuals must be undergoing treatment or have undergone successful treatment. If doubt exists, likely to require further information, investigation and individual assessment.


			Often with treatment individuals are in euthyroid state and the continued use of thyroid medication is often well tolerated. 





			Pituitary disease


			Likely to require further information, investigation and assessment.


			Can be secondary to other conditions. If these other factors do not exclude a recruit, then hormonal therapy treatment can allow individuals to return to normal function.





			Alimentary (Gastro-Intestinal) Tract 





			Inflammatory bowel disease 


Mild IBS





(Crohn’s or Ulcerative Colitis) 


Chronic Liver Disorder


Chronic Pancreatitis


Stoma 


Peptic ulceration or dyspepsia


Coeliac disease, 


Cholecystitis or cholelithiasis (symptomatic or asymptomatic) 








Hernia {Untreated hernia}/defer till after surgery








			Likely to be suitable 





 


Unlikely to be suitable, or if successfully treated Ulcerative Colitis, likely to require further information, investigation and assessment











Hernia likely to be suitable assuming > 3 months after successful surgical treatment.


Defer until after surgery if treatment outstanding.


			The chronic nature of conditions with unpredictable course and relatively high surgical intervention rates.


Conditions require proximity to toilet, stress is associated trigger,





Training and operational role will be compromised due to local weakness in abdominal musculature. Hernia is likely to increase in severity





			Splenectomy 


			Unlikely to be suitable for Dog handling


			Immunisation history from the Family Doctor/GP should be provided in all cases of dog handling and confined space tasks. It is advisable that Officers engage with their family Doctor/GP to obtain documentary evidence of immunisation. 





			Weight 


Body Mass Index


Waist - Hip Ratio


Percentage body fat


			For Pre- employment assessments - 





The BMI standard should be a BMI ≤ 30 but not lower than 19 and waist circumference of ≤40 inches for men and ≤ 35 inches for woman. 





Applicants who fall out the standard for BMI but have a waist to hip ratio ≤0.95 for men or ≤0.80 for women would meet the requirement. 





For male applicants' body fat less than or equal to 21%. while Females body fat of less than or equal to 30% is acceptable.








*Note on recruitment -





This standard must be adhered to and anyone outside the limit will fail their medical. Candidates will not progress to a weight loss pending pipeline.





For Incumbent AFO assessments - 





The same standards apply but anyone not achieving the standard will not be treated as a fail and the OHSP will be required to provide advice only. 





			Obesity is strongly connected to major cardiac risk factors. The Body Mass Index (BMI) is an approximate measure to determine if an individual is overweight, calculated by dividing their weight in kilograms by the square of their height in metres





Obesity and increasing waist to hip ratio are good cardiac risk indicators. Optimal health should focus in the range of 21-23kg/m2.


.








			Genito-Urinary: Dysfunction of the genitourinary or reproductive system that has the capability of interfering with the required tasks or rendering the applicant or incumbent Officer suddenly incapacitated requires health risk management approach. 





			Congenital Renal Abnormally with normal renal function, Unilateral Kidney


Unilateral kidney (with remaining kidney functioning well), Transient Urinary tract infection





Acute or chronic renal failure 


Polycystic kidney disease.


Major congenital renal abnormality


Renal Dialysis Haemo/ Continuous Ambulatory Peritoneal Dialysis (CAPD)


 


Transplant. With or without AV fistula.	





			Suitable





Likely to be suitable











Unlikely to be suitable require further information, investigation and assessment. 


Possibility of progression to end stage renal failure.


			








Often treatment may be protracted with associated fatigue or treatment related impairments. 


Progression to end stage renal failure.








			Musculo-Skeletal: Any condition that adversely impacts applicants or incumbent’s movement, range of motion, agility, flexibility, strength, dexterity, coordination or the ability to accelerate, decelerate and change directions quickly and easily should be carefully considered.  Also, essential to the musculoskeletal system is proprioception. This is in the context of self- monitoring. It is essential that no Musculoskeletal condition should compromise safe and effective performance of task essential for AFO role.





			Controlled gout without complications 














General 


Scoliosis


Any previous injury (fracture, soft tissue injury) or congenital deformity, causing long term reduction in function of a joint or limb


























Implants


Total hip or knee replacement


Endoprosthetic replacements





Knee disorders


Total meniscectomy


Medial meniscectomy


Lateral meniscectomy


Osteochondritis dissecans


Ligamentous injury requiring surgery or causing instability





Spine


Laminectomy


Cervical discectomy (+/- fusion)


Single level resolved lumbar disc disease with or without {+/-} discectomy


Multiple level lumbar disease


Recurrent low back pain/ persistent sciatica





Arthritis and related conditions


Rheumatoid arthritis 


Progressive Rheumatoid arthritis


Ankylosing Spondylitis with chronic pain


Reiter’s Diseases / reactive arthropathy


Connective tissue diseases


Muscular dystrophy 





Foot disorders


Internally fixed fractures (‘metal work’)


Unresolved chronic plantar Fasciculitis





			Likely to be suitable

















Unlikely to be suitable requires further information, investigation and assessment. Presence of general body asymmetry may directly interfere with the safe utilization of issued standard and specialty equipment, including but not limited to ballistic armour and other personal protective equipment.





























Unlikely to be suitable require further information, investigation and assessment. 


  





			

















Limited joint motion and pain with presence of general body asymmetry may directly interfere with the safe utilisation of issued standard and specialty equipment, including but not limited to ballistic armour and other personal protective equipment.








			Neurological System: The functions of the Nervous system are vast.  Conditions of the central nervous system may predispose to functional deficiency that manifest as sensory (visual, auditory) motor and/or cognitive.  Sudden incapacitation can present with loss of consciousness, impaired mental ability with safety critical implications for work as an AFO.





			Headache/Severe Headaches


























Epilepsy











Narcolepsy





TIA, Significant Head injury


Multiple sclerosis


Parkinson’s disease


Aphasias and apraxia,


Motor Neuron disease 


Cerebral ataxias


Progressive peripheral Neuropathies


			Likely to be suitable





Requires further information, investigation and assessment. 

















Unlikely to be suitable  











Unlikely to be suitable  





Unlikely to be suitable  


			Impact of neurological condition can present as disturbances of awareness, posture, balance and gait, pains in the extremities, numbness/ weakness and 


neuro-behavioural impairment.  





History of epileptic fits after age 5 years is an indication of prognosis. 





In narcolepsy, there is poor control of the sleep wake cycle, individuals unwillingly fall asleep and this can be associated with sudden loss of voluntary muscle tone while awake.





Individuals where no abnormality is found should have their acceptance for entry deferred for a period of 18 months.





			Psychiatry: The function of an AFO requires using sets of complex physical and cognitive skills which are fully described in section 2.4. The cognitive and behavioural impact of mental illness may have significant consequences to the Officer, their colleagues, or members of the public.  Therefore, any candidate presenting with incapacitation from distractibility, inability to make decision, lack of cognitive agility, significant agitation, or poor judgement is likely to be unsuitable for both recruitment and operational duties. In the case of a serving officer so presenting contact with Family Doctor/General Practitioner will be required to provide a holistic assessment of their suitability for operational duties. 





			


History of isolated Reactive Depression, disorders first diagnosed in childhood or adolescence, Mood disorders, Somatoform Disorders, Factitious Disorders Dissociative Disorders, Chronic Fatigue


Syndrome, History of eating disorder, Bipolar disorder, Adjustment Disorder


Severe personality disorder








Psychotic illness, all neurotic or stress related psychiatric disorders, history of substance misuse, history of Generalised Anxiety Disorder, Panic Disorder, Phobic Anxiety, Obsessive Compulsive Disorder, Post Traumatic Stress Disorder (PTSD) alcoholism, History of Sociopathic behaviour, Cognitive and Amnesic disorders, Schizophrenia, Schizophreniform Disorder, Delusional Disorder








Chronic Insomnia





			


Unlikely to be suitable require further information, investigation including a face to face assessment on a case by case basis 
























































Likely to require further information, investigation and assessment on application to force.


Insomnia Screening tool is the SCI 2. OH, to progress to full sleep indicator tool (SCI8) if the SCI 2 score is =>2.   


			





In all cases of mental health ability to process information, to decide after the information processing, and then to undertake a course of action, are vital in the accomplishment of AFO tasks.





A gross assessment of orientation, attention, immediate and short-term recall, language, and the ability to follow simple spoken or written commands is a valuable guidance.























			Learning Difficulties/Neuro-diversity: Intellectual functioning that is below average with associated severe limitations of adaptive functioning in communication health and safety in an AFO will have consequential implication for individual, colleague and the public. 





			Indications learning difficulties such as 


 


Dyslexia, 








ADD, ADHD, Asperger’s Syndrome, dyspraxia, dysgraphia, dyscalculia, 





Severe speech impediment where the individual cannot communicate effectively (unable effectively to perform vital task of radio and voice communication)








			


Likely to be suitable for minor degrees of learning difficulties.








Unlikely to be suitable require further information, investigation and assessment. 














Applicants to MDP will be required to provide their Diagnostic reports for Medical Health Assessment if applicable.


			Learning difficulties of minor degree stable with no associated consequential co-morbidity in all cases with guidance from Specialist with full adult diagnostic report is a valuable tool for consideration of fitness for task/role.


  





			Miscellaneous





			Cervical dysplasia CIN 1/2, pregnancy (3 months following delivery), termination of pregnancy (after 4 weeks where no complications 


Invasive carcinoma





Childhood or early adult malignancy


Malignant disease


Genetic disease


Chronic pelvic inflammatory disease (PID) with chronic pain


Incapacitating menorrhagia


Incapacitating dysmenorrhoea


Endometriosis


Fibroids and ovarian cysts


Cervical dysplasia CIN 3


Polycystic ovary disease


Immunocompromised as a result of an underlying medical condition or medication (increases risk to an officer’s health when working with the public)








			


Likely to be suitable














Unlikely to be suitable











Likely to require further information, investigation and assessment. 





			





			Medication 





			All medication must be reviewed bearing in mind its potential impact on the performance of the individual.  
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The Bleep Test - Multi Stage Fitness Test 





[image: MDP-043-13-042]The MSFT often commonly referred to as the “Bleep test” has been a requirement for all Home Office Police Forces in England and Wales since September 2014.  In order to conduct Personal Safety Training (PST) and assure that the officer has the minimum Vo2Max required to undertake PST training all officers must achieve a Vo2Max of 35 the equivalent of level 5 and 4 shuttles on the MSFT.





In 2013, due to the nature of the MDP role (95% armed), the MDP commissioned a study to identify the minimum standard for their policing role. The Institute of Naval Medicine (INM) determined that a Vo2Max of 35.6 was the minimum standard for an MDP officer to be able to conduct their role. The MDP harmonised this standard with College of Policing (COP) guidance and adopted the standard of vo2max 36 as their minimum standard for all MDP AFO’s. In 2014 the MDP adjusted the terms and conditions of new officers to stipulate that all new officers were required to achieve and maintain a standard of Vo2 Max 40 to better align with Home office armed policing roles.





			JRFT levels for MDP Role 


			Vo2 Max 


			MSFT Level 





			All MDP Officers (employed pre 17 March 2014) 


			36 


			5.7 





			Operational Support Unit (New Entrants from June 2018) 


			41 


			7.6 





			Special Escort Group (New Entrants from June 2018) 


			41 


			7.6 





			All MDP Officers (employed from 17 March 2014) 


			41 


			7.6 





			Tactical Firearms Unit 


			51 


			10.5 











[image: MDP-043-13-092]In 2020 the MDP are harmonising its fitness standards to those employed by home office forces and as per COP guidance for AFO’s. All MDP AFO’s will be required to achieve a minimum Vo2Max of 41 which is the equivalent of level 7 and 6 shuttles on the 15 meter MSFT. This is to ensure effective interoperability for deployment on collaborative operations with our home office policing counterparts.





The 15 metre Multi-Stage Fitness Test (MSFT) is normally carried out in an Indoor facility with suitable flooring for a running activity. Participants are expected to wear suitable clothing and footwear for a running activity.





The aim of the fitness test is to remain in time with the speed of the bleep sound as it speeds up after each level increases by being at each alternative 15 metre line when the bleep sounds.  If you complete the desired number of shuttles for your role you will be deemed as having successfully completed the JRFT for that role. 





[image: MDP-028-14-084]If you receive 3 consecutive warnings due to not arriving on the line either on or before the bleep then the test ends and the last successful completed shuttle is the level achieved.





You do have the option of continuing to run achieving a best effort score. Your score will be recorded but you will not be required to achieve any higher that your role related level on subsequent JRFT.
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APPLICATION TO BECOME AN MDP AUTHORISED FIREARMS OFFICER - MEDICAL HISTORY


QUESTIONNAIRE 





(GP VALIDATED)

















			[image: ]





			


Any personal data supplied on this form will be processed in accordance with the General Data Protection Regulation 2018/Data Protection Act 2018.





			


Confidentiality 








			All information provided by you in the questionnaire or later discussed in an interview with an OH practitioner will be treated with complete confidentiality and will form part of your confidential OH medical record.





This information will not be disclosed or released to any other party without your informed written consent. 





The information held on this form will be held no longer than is necessary for the purposes for which this data is processed.





			


The Questionnaire - 





			


Please complete Section 1 fully and then take the entire form to your General Practitioner (GP). 





 Your GP should complete Section 2 and return the form to you.








			


		SECTION 1 - TO   BE COMPLETED BY THE APPLICANT 





			


· Completion of this form will enable the MOD Occupational Health Service Provider to make a general assessment as to whether you comply with the medical standards required for the role of a Firearms Police Officer. Do not be concerned if you find yourself answering ‘YES’ to a lot of questions. This is quite normal and does not mean that you are unfit for the job. In all situations where concerns are identified you will have the opportunity to discuss these further with the Occupational Health Practitioner. 





· If you do answer YES to any of the questions you will need to give details. 





· All applicants must report their relevant medical conditions to the best of their knowledge. If you have had a previous diagnosis or treatment of a condition by a health care provider, or if you are currently under observation for the condition it is important to record accordingly. 





· Please note that you will be required to sign a declaration at the end of this form, and it is important that your answers are accurate, and you do not withhold any information.











			


Personal Details 








			Surname





			





			First Name 





			





			Middle Name (s) 





			





			Date of Birth - DD/MM/YY


			





			Gender/Sex 





			Male


			


			Female 


			





			Home address





			





			2nd line of address (if applicable)


			





			Town 





			





			County 





			





			Postcode





			





			Telephone Contacts: 





			Please indicate best number to contact you on by entering an Asterix *





			Home





			





			Personal mobile





			





			Work 





			





			E-mail address/es 








			








			


General Practitioner’s Details








			


Name


			


Telephone Number/s











			


Surgery name and full postal address including postcode





			








			











			Any Specialist Details








			


Name


			


Telephone Number/s 





			


Full postal address including post code





			








			











			


Health Questions – Please answer ALL Questions 


 





			


Questions


			


YES 


			


NO 


			


Details





			1. Do you have any physical or mental condition which has potential last 12 months or more?





			


			


			





			2. Do you have any condition, illness, impairment /disability i.e.  (physical, psychological or learning difficulty) that may affect your ability to undertake your role? 





			


			


			





			3. Are you having or waiting for medical treatment or investigation of any kind or on long term regular prescribed medication at present?





			


			


			





			4. Are you troubled by working in enclosed spaces?





			


			


			





			5. Do you have any health concerns working nights?





			


			


			





			6. Do you smoke? 


			


			


			If yes, how many per day?


			





			7. Do you drink alcohol?


			


			


			If yes, how many units per day?


			
































			


 Medical Conditions 








			 You are asked to indicate whether you currently have or have ever had any of the following medical conditions








			


Conditions


			


YES


			


NO 


			 


Details 





			8. Epilepsy/ fits/ fainting attacks/ blackouts or unexplained loss of consciousness


			


			


			





			9. Vertigo, giddiness or problems with balance


			


			


			





			10. Paralysis or any other neurological disorder





			


			


			





			11. Loss of consciousness or memory 


			


			


			





			12. Narcolepsy 





			


			


			





			13. Mental health problems (i.e. stress /nervous breakdown/ nervous debility/anxiety/ phobia), depression 


			


			


			





			14. Alcohol /drug related problems or illness


			


			


			





			15. Eating disorder 


			


			


			





			16. Heart disease (including chest pain/angina)


			


			


			





			17. Raised or low blood pressure


			


			


			





			18. Blood disorder (including anaemia)


			


			


			





			19. Varicose veins or circulation problems


			


			


			





			20. Gastric /duodenal /peptic ulcer or any other abdominal complaint (including hernia)


			


			


			





			21. Recurrent nausea / indigestion /dyspepsia


			


			


			





			22. Bowel disorder (including Crohns /Ulcerative Colitis / Irritable Bowel Syndrome)


			


			


			





			23. Liver disease (including jaundice/hepatitis)


			


			


			





			24. Splenectomy





			


			


			





			25. Metabolic disorder (including diabetes/thyroid)


			


			


			








			Conditions


			YES


			NO


			Details





			26. Joint problems (including fracture/dislocation/arthritis / rheumatism / gout)


			


			


			





			27. Back problems (including prolapsed disc /recurrent low back pain / sciatica)


			


			


			





			28. Kidney disease or bladder trouble


			


			


			





			29. Any known allergy to latex or other components of rubber


			


			


			





			30. Asthma, bronchitis, tuberculosis or other respiratory disease


			


			


			





			31. Skin problems (including eczema, psoriasis or fungal infections)


			


			


			





			32. Eye disease / injury or surgery (including any form of vision correction  


surgery, e.g. laser eye surgery)


			


			


			





			33. Sleep apnoea/Chronic Insomnia 


			


			


			





			SCI 2 Quick screening tool - please answer below and add up points scored





 1. Thinking about the past month, to what extent has poor sleep troubled you in general 


			4 points


			3 points


			2 points


			1 point


			zero





			Not at all


			A little


			Somewhat


			Much


			Very much








 


2. Thinking about a typical night in the last month how many nights a week do you have a problem with your sleep?


			4 points


			3 points


			2 points


			1 point


			zero





			0-1 nights


			2 nights


			3 nights


			4 nights


			5-7 nights











Total score =  





			If you wear glasses/lenses, please bring your prescription to the assessment this is a requirement to comply with DVLA








			Please list all medications currently taken, whether prescription or over the counter including tablets, capsules, injections, inhalers and creams (excluding birth control) 
































			


Details of Medical Condition








			


If you have ticked YES to any of the questions above and want to add any extra information other than that already provided, please use the space below. 








			


Medical Condition Question Number 


			





Details





			














			





			














			





			














			





			














			








 


			


Immunisation History








			Vaccine 


			Date of Last Vaccination 





			DTP


			








			Hep B


			



































			


Health Declaration








			


I will notify you immediately if any of the answers change on my completed form.


I give permission for my General Practitioner to disclose relevant information to the MDP Occupational Health Department in accordance with the Access to Medical Records Act 1988 and the General Medical Council (GMC) guidance 2009.


I consent to this data being held by the MOD Occupational Health Service Provider and the MDP OH Unit on a computer system, in accordance with the confidentiality requirements of the General Data Protection Regulation 2018/Data Protection Act 2018.





			


By signing the declaration below, I confirm that all information provided by me on this form is accurate, complete and true to the best of my knowledge. I agree that it is to be considered as part of my fitness for work report. 





I have not knowingly omitted any details. I understand that the giving of false information or withholding information could subsequently result in my dismissal. I have also read and understand the MOD Privacy Policy & the MOD’s Occupational Health Service Provider’s Privacy Notice as provided in Annex A.








----------------------------------------------------


Employee Signature











----------------------------------------------------


Employee Name











----------------------------------------------------


Date












































			


SECTION 2 TO BE COMPLETED BY THE GENERAL PRACTITIONER


PLEASE NOTE A MEDICAL EXAMINATION IS NOT REQUIRED





			Dear Doctor


Please review Section 1, and complete Section 2 and return the form to the individual.


Your patient has applied to become a Firearms Police Officer with the Ministry of Defence Police (MDP). The questionnaire is part of the assessment process required by the College of Policing (COP) and needs to be completed every 6 years. A self-declaration will be enough for the routine yearly assessments.  


We would like to take this opportunity to remind you of disclosure in the public interest (GMC Confidentiality Guidance 2009).


If you are aware of any other medical information which might be relevant to this application there is a space below to provide details. 


If you have any queries with completing this process, please contact the Ministry of Defence Police Occupational Health Department either by telephone: 01371 854275 or 854802 or via email: MDP-Health@mod.gov.uk





			


Question 


			


YES


			


NO





			Are you in possession of this patient’s complete medical history?


If not, please confirm the date from when his/her records start


…………………………………………………………………………….


			


			





			According to these records and your knowledge of the Patient do the answers given by him/her in the questionnaire appear to be accurate? 


			


			





			From the medical records, available is there any medical reason why your patient should not undertake strenuous physical exercise?


			


			





			From the information, available to you, do you feel there are any risk issues the MDP should consider before we grant your patient continued access to firearms?


			


			





			Are you aware of any other medical information that may be relevant (please detail below)?


			








			





			Additional Comments: (please enclose copies of any relevant correspondence)























			Can you please provide the patient's last Blood Pressure reading and the date the test was performed. 


 Reading.................................................................      Date...........................................................





			Please note that you are not being asked to confirm fitness for a firearm licence application; neither are you being asked to confirm your patient’s fitness to carry and use firearms.


It is the responsibility of the MOD Occupational Health Service Provider to determine fitness or otherwise for a firearm user role. 





GP Signature……………………………………………………………………………………………….





GP Name ……………………………………  Date ……………………………………………………… 





			


Practice Stamp:







































































ANNEX A 





PRIVACY INFORMATION - MINISTRY OF DEFENCE (MOD)       








The MOD Privacy Notice can be found here:  





https://www.gov.uk/government/publications/ministry-of-defence-privacy-notice/mod-privacy-notice





Your data will only be kept for as long as it is necessary for the purpose(s) for which it is provided.








The MOD’s Occupational Health Service Provider’s relevant privacy notice can be found here:





https://www.optimahealth.co.uk/privacy-policy/ 
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MDP OCCUPATIONAL HEALTH BASELINE /INITIAL AUDIOMETRY SCREENING QUESTIONNAIRE
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Any personal data supplied on this form will be processed in accordance with the General Data Protection Regulation 2018/Data Protection Act 2018.





			The purpose of collecting this information is to meet the statutory health and safety requirement for health surveillance of noise at work. The information you provide in this form will be subject to your consent to be shared with the appointed MOD Occupational Health Service Provider (OHSP) and is confidential to Occupational Health. The information supplied on this form will be held as long as the applicant is in employment and for no longer than is necessary for the purposes for which this data is processed.





			


Name:





			


DOB:





			


Current occupation: 


 





			IMPORTANT INFORMATION - Please complete this questionnaire and bring with you to your medical. To help us interpret your hearing test, please answer the questions to the best of your ability. Please note, the results of the test may be affected if you are working in a noisy area during the day of your test. To ensure an accurate test, please make sure your hearing is protected from high levels of noise for at least 24 hours before the test.








			CURRENT EMPLOYMENT 





			


1. 


			


Time in present post


			





			2.


			Do you have to shout to be heard in your present job?


			Yes


			


			No


			





			If Yes – Please comment	








			3. 


			Do you wear Hearing Protection? 


			Yes 


			


			No


			





			If Yes – Please comment on type used (If possible, please bring to the hearing test)

















			4.


			Do you wear a headset or in - ear listening device?


			Yes 


			


			No


			





			If Yes – Please comment











 





			MEDICAL HISTORY





			5.


			Do you have or have had problems with your hearing or ears?


			Yes


			


			No


			





			If Yes – Please comment i.e. have you consulted a GP/Consultant. If so, when? What treatment did you receive and outcome?

















			6.


			Do you use hearing aids?


			Yes


			


			No


			





			If Yes – Please comment














			7.


			Are you taking any current medication?


			Yes


			


			No


			





			If Yes - Please list 

















			8.


			To your knowledge have you ever had Chemotherapy, large doses of Aspirin, injections of antibiotics, drugs for malaria or kidney problems? 


			Yes


			


			No


			





			If Yes - Please list medication 

















			9.


			Have you ever had any of the following? If Yes, please provide details





			


			Condition 


			Yes 


			No


			Details





			


			Any injury/operation to your ears or burst an ear drum?


			


			


			





			


			Ear infections, ear ache, discharging ears, ringing in ears (Tinnitus) or other ear disease as a child or adult?


			


			


			





			


			Ears syringed?


			


			


			





			


			Condition


			Yes


			No


			Details





			


			Any ear disease or deafness in the family?


			


			


			





			


			Any head injury/concussion/unconsciousness?


			


			


			





			


			Giddiness/dizziness or problems with your balance?


			


			


			





			


			Ringing in the ear or head?


			


			


			





			


			Measles /Mumps/rheumatic Fever/Meningitis/Chicken Pox/Malaria/Scarlett Fever/Tuberculosis?


			


			


			





			. ENVIROMENTAL HISTORY





			10.


			Have you ever been exposed to gunfire/blasts /explosions? 





			Yes


			


			No


			





			If Yes – Please detail











			11.








			Do you undertake any of the following activities professionally or socially? If yes, please provide details? 








			


			Activity 


			Yes 


			No 


			Details





			


			Motor sports – bike/car


			


			


			





			


			Shooting


			


			


			





			


			Listening to loud music/noise at events i.e. Pop concerts/Clubbing/DJ


			


			


			





			


			Playing in a band/orchestra


			


			


			





			


			Activity


			Yes


			No


			Details





			


			Use of a personal stereo/I-Pod


			


			


			





			


			Contact sports


			


			


			





			


			Other noisy activities – use of power tools/chainsaws/DIY


			


			


			





			OTHER





			12.


			Have you ever had noises in your ears whilst at work, in noisy environments or whilst undertaking any of the activities mentioned above? ad n


oises in your ears 


			Yes


			


			No


			





			If Yes – Please give details where, when and how long?





 





			DECLARATION 





			Name:








Signature:





			Date:
























































FOR COMPLETION BY THE MOD OH PRACTITIONER ONLY 


			


The above section of the form must be signed by the Applicant before an assessment can take place. In keeping with GDPR and ethical principles relating to consent please ensure that Applicant indicates if he/she has had the opportunity to confirm an understanding of the purpose of the assessment and agrees to the assessment and provision of a report to employer or designate. Also, ensure Applicant has access to the Audiogram. 


 





			Date of Test:  





			





			Hours worked before test:





			





			EAR EXAMINATION


			Right Ear


			Left Ear





			


Tympanic membrane seen


			


			





			Tympanic membrane not seen – wax present 


			


			





			Tympanic membrane - 


			Normal 


			Scarred 


			Perforated 





			Left 


			


			


			





			Right 


			


			


			





			RESULT OF HEARING TEST – HSE CATEGORISATION








			1


			2


			3


			4


			U





			Right





			500, 1K 2K





			3K 4K 5K











			Left





			500, 1K 2K





			3K 4K 5K











			Unilateral Loss





			COMMENTS AND ACTION 





























			Copy of audio given to individual 


			Yes 


			


			No


			





			Review Date:


			





			AUDIOMETRY CONDUCTED BY:








			Name: 





			Signature:





			Position:





			Date:





			Practitioner Stamp:
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Any personal data supplied on this form will be processed in accordance with the General Data Protection Regulation 2018/Data Protection Act 2018.

















Please take photographic ID to your appointment which can be either your driver’s licence, passport or identity card.


			YOUR DETAILS (To be completed by candidate)





			


Name:                                                                           Date of birth:











To the Optician:


The above-named individual has applied to the Ministry of Defence Police and it is necessary for us to have a report regarding their unaided /aided eyesight.  We would be grateful if you would complete the details below. Please note that the individual is responsible for any charges that are raised for this service.





			VISUAL ACUITY 


			(Snellen test)


			


			





			


			Right eye


			Left eye


			Binocular





			


Unaided vision


			


6 /


			


6 /


			


6 /





			


Aided vision


			


6 /


			


6 /


			


6 /





			


Near vision tested at 40cms


			


N / 





			


Is the field of vision full by confrontation test?


			


Yes    /    No*





			COLOUR VISION


			





			Please specify test used


Ishihara / City University 2nd or 3rd edition /Farnsworth


			Test result                                                  Normal/Abnormal 





			*If result abnormal please provide details:


Ishihara screening test – if abnormal then confirm with either:


1. 2nd edition City University test - (fail if 5 or more total errors or 2 errors on the large circle plates) or if 2nd edition is unavailable, 3rd edition City University Test - (fail if 3 or more errors on part 2 of the test)


and


2. Farnsworth - Munsell D - I5 - (fail if 2 or more major crossings)


			





			Very important note - Anyone who is consistently diagnosed as protanomalous in 2 out of 3 tests should also be excluded even if they have only 2 -4 errors on City University or one major crossing error on the D15 test. If this is the case, please state so below.








 





			EYE SURGERY


			





			Has the patient undergone refractive surgery?


			


                                Yes / No*








			If yes state type of surgery e.g. LASIK, PRK, LASEK (please note that you must leave at least 6 weeks after surgery before getting this assessment done) 


			





			


Date of surgery





			


Right Eye        Yes / No*


			


Left Eye           Yes /No*





			CORRECTIVE PRESCRIPTION


			





			


If patient requires correction, please detail below (in dioptres) 


			





			


Corrective prescription:





			


Right Eye        


			


Left Eye           














			OPTICIANS DETAILS


			





			Company Name:








			Opticians Stamp:





			Company Address:

















			





			Photographic ID Verified by: (please delete as necessary)


· Driver’s Licence


· Passport


· ID Card





			





			Date of Examination and Photographic ID Verified:


			





			


			Optician’s Name:……………………





Optician’s Signature:………………….





			


			





			


			











Candidate


Please bring this completed form, your current prescription and your corrective lenses (glasses or contact lenses) with you when you attend your MDP medical assessment. 





The optician’s form will be assessed and held by the MOD’s occupational health provider, Optima Health.    





Privacy Information


In accordance with UK Data Protection legislation, the Ministry of Defence will collect, use, protect and retain the information on this form for exercising or performing rights and obligations in connection with employment including the production of management information, which will be collected centrally. Please see the MOD Privacy notice that can be found:  www.gov.uk/government/publications/ministry-of-defence-privacy-notice/mod-privacy-notice . If you have any concerns, you should advise the DBS Enquiry Centre.





The Optima Health privacy notice can be found on: https://www.optimahealth.co.uk/privacy-policy/ 
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RESTRICTED – MEDICAL


MINISTRY OF DEFENCE POLICE



OCCUPATIONAL HEALTH SERVICE



HEALTH CLEARANCE



Name of applicant:
                                               Date of Birth:  .. /../..


The above individual has had a health assessment and is considered to have:


Achieved the medical standards required for the role of



Armed Police Officer.
























  (


Further information is required prior to a determination of fitness:


  (



Has not achieved the standards required for the role of Armed Police Officer       
  (




The applicant may reapply following a period of                                         

  ( 


AND:


Following my assessment, I can advise that the Officer is fit to undertake face fitting for a role which involves wearing Respiratory Protective Equipment  
            






             (


OR 



Following my assessment, I can advise that the Officer is not fit to undertake face fitting and should not be placed into a role which requires the use of Respiratory Protective Equipment due to the reasons given in the additional comments box below 
   




  (


Additional comments to any of the above: 


Name:


Signed:







Date:
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MDP MEDICAL ASSESSMENTS


 Application to become an MDP AFO 


All Fitness to Work Medicals for Authorised Firearms Officers (AFOs) & Marine Unit AFOs


need to cover the following:


To identify any condition that could impair physical or functional capacity for role.


· Medical Health Surveillance (The Control of Noise Regs 2005)


Link to HSE ‘Noise, don’t lose your hearing’:



http://www.hse.gov.uk/pubns/indg363.pdf


According to specific roles will need to cover -



· Fitness for advanced/response driving


· Fitness for night working



· Fitness for working in confined spaces



· Fitness to wear Respiratory Protection Equipment (RPE)


· Whole Body Vibration


			STANDARDS TO APPLY TO ALL MDP MEDICAL ASSESSMENTS 





			MDP Medical Standards for AFOs and Marine Unit Officers. V9.APRIL 2020








			COP AND MDP REFERENCE DOCs





			Appendix 2 NPFTC Introduction version 5.2 20th April 2017



Medical Standards for New Recruits 2017 v1.2



Medical Assessment of Authorised Firearms Officers & Specially Trained Taser Officers



NPCC Circular 11LL’2017 – Colour Vision Standards- Further Amendment 24/7/17



NPCC Circular 04AP’2016 – Medical Standards for AFOs and Eyesight standards for STU Taser Officer 11/3/16



UCL report on Colour vision standards for STU officers v5 June 2017



MDP Fitness Policy & SOP



MDP Hearing Policy & Process Map.



SFOSN 66/18 Annual Medical Guidance for Hearing and Vision Tests


NPCC Circular 16AP’2017 – GP Engagement 



NPFTC Introduction version 5.5 25th November 2019








			Category: PRE- EMPLOYMENT MEDICAL





			Frequency:  On application to join MDP





			Medical Questionnaires: (IT IS LIKELY THAT THESE WILL ALL BE OFFLINE – HARD COPIES) * Please note that should there be a process to do all or any of this online MDP are open to suggestions.


· New Medical History Questionnaire – (GP to complete/sign with applicant) Completed form should be sealed in an envelope for security reasons and brought along to give to the clinician at their medical assessment.


· Opticians Form VERSION 8 – (Optician to complete/sign with applicant) IMPORTANT TO NOTE IF CANDIDATE HAS FAILED THE ISHIHARA TEST BOTH THE 2ND or 3RD EDITION CITY AND THE FARNSWORTH - MUNSELL D -15 TESTS MUST BE UNDERTAKEN AND BOTH PASSED TO PROGRESS IN SELECTION PROCESS. OFFICERS THAT ARE CONSISTENTLY DIASGNOSED AS PROTANOMALOUS IN 2 OUT OF 3 TESTS SHOULD ALSO BE EXCLUDED EVEN IF THEY HAVE ONLY 2- 4 ERRORS ON CITY UNIVERSITY OR ONE MAJOR CROSSINGS* If candidates are unable to find provision to test City and Farnsworth by exception only they will be referred at their medical to the OH Service provider to undertake as a follow up apt.)  


· Baseline/Initial Audiometry Screening Form - MDP A1 form is required to be completed by the candidate. The completed form should be brought to the candidate's medical assessment to be reviewed by the OH clinician.   


· Respiratory Questionnaire - OHSP will supply a Respiratory Health Surveillance Form which the candidate will be required to complete on arrival to their medical assessment and discussed with the OH Clinician during their medical assessment.  (See below)


· Breathing Apparatus Health Screening Questionnaire - OHSP will supply a Breathing Apparatus Questionnaire which the candidate will be required to complete on arrival to their medical assessment and discussed with the OH Clinician during their medical assessment. * If it is possible to combine Respiratory Questionnaire and Breathing Apparatus Health Screening Questionnaire then MDP are willing to do so. Questions must enable OHSP to determine if fit to undertake face fitting along with related medical standards 


*AS CANDIDATES WILL BE REQUIRED TO COMPLETE SOME FORMS ON THE DAY OF MEDICAL ASSESSMENT, THEY NEED TO BE INVITED TO ATTEND AHEAD OF THEIR APPOINTMENT TIME SO AS NOT TO SHORTEN ACTUAL TIME OF ASSESSMENT  





			PRE- EMPLOYMENT MEDICAL ASSESSMENTS (INITIAL /YEAR 1)





			Full medical history must be verified by the candidate’s GP prior to OH assessment. The MDP Medical Standard lists the general and specialised job functions and tasks essential to determine fitness to work required joining the force. 



The OH Service Provider will review all the Questionnaires with the candidate. Further investigation will be required if the candidate’s response could indicate that they may not meet the standard.  In addition, the OHSP must undertake the following tests: 



· Vision 



· Audiometry 



· Blood Pressure and pulse



· Urinalysis



· Lung function 



· Height 



· Weight - BMI – Waist to Hip Ratio



· Substance Abuse Testing (SAT)



The minimum tests to comply with COP standards are included in this list.  





			MEDICAL SCREENING ELEMENTS - standards and process applied:  





			Vision 





			· Binocular Vision 



6/7.5 aided or unaided 



(6/12 or better worst eye)



Unaided 6/36 



When successful correction has been achieved using soft contact lenses unaided standard need not apply. 



Colour Vision



Colour vision established as normal with Ishihara as a screening test no further tests required.



If abnormal then must be confirmed using 2nd Edition City University Test (fail if 5 or more total errors on the large circle plates) or 3rd Edition City University test (fail if 3 or more errors on part 2 of the test) AND Farnsworth D15 (Fail if 2 or more major crossings) 



Officers are required to pass both additional tests. Very important note - Anyone who is consistently diagnosed as protanomalous in 2 out of 3 tests should also be excluded even if they have only 2 -4 errors on City University or one major crossing error on the D15 test. 


Dichromats and severe anomalous trichomats unsuitable for firearms role.





			Audio 





			Initial / Baseline Audio Questionnaire to be completed Officers will be tested without hearing assistance at their medicals and those that fail to meet the standards will be further assessed as per MDP Hearing Policy and Process


The hearing standard is derived from a sum of total hearing loss (dB) within the low and high frequencies as measured by pure tone air conduction hearing audiometry. 



Hearing standards are as below in each ear:



· Fail if sum of hearing loss>84dB over 0.5, 1 and 2KHz frequencies 



· Sum of hearing loss > 123dB over 3, 4 and 6 KHz frequencies.  



*Any temporary problems with wax/infection may require repeat audiogram and the test at this stage must be in a sound proof booth. The OHSP will advise the officer of follow up procedure.





			BP & Pulse 





			MDP will not recruit anyone who has a sustained resting BP level above 140mmHg/ 90mmHg or more.



BP will be checked 3 times over the duration of the medical. 



If the BP does not meet the standard after this the OHSP will refer candidate to their GP with a letter for follow up. 



The Health Clearance Certificate will be annotated – Further information is required prior to a determination of fitness.





			Urinalysis 





			If blood, protein or glucose found - the OHSP will refer candidate to their GP with a letter for follow up. 



The Health Clearance Certificate will be annotated – Further information is required prior to a determination of fitness.





			Lung Function 





			Referral for GP opinion if FEV1 is less than 80% predicted, FVC is less than 80% of predicted


If results do not meet the standards the OHSP will refer candidate to their GP with a letter for follow up. 



The Health Clearance Certificate will be annotated – Further information is required prior to a determination of fitness. Please note however that Officers must be fit to undertake face fitting to wear Respiratory Protection Equipment. If the candidate is unable to wear a face mask due to specific reasons but has passed lung function test this will be treated as a pass. The OHSP will need to annotate the Health Clearance Certificate accordingly suggesting reasonable adjustments. This information can then be considered when posting candidate to station.  





			Height





			No standard – self explanatory 





			Weight 





			Record and refer to BMI & Waist to Hip ratio outcomes





			BMI & Waist to Hip ratio





			The standard for a recruit should be a BMI no greater than 30 but no lower than 19 and a waist circumference of no greater than 40 inches for a man and 35 inches for a woman.



Candidates that fall out of this BUT have a Waist to Hip ratio of no greater than 0.95 for men and 0.80 for women would however still meet the requirement. 



On recruitment, this standard must be adhered to and anyone outside the limit will fail.





			Substance Abuse Testing (SAT)





			Any candidate that refuses to participate in drug and alcohol testing will not be considered for employment.



If results are positive for the illicit use of named substances specimens will be sent for further analysis at an OHSP designated lab in line with chain of custody process.  Candidate will be informed of failure and excluded from further recruitment campaigns. 


Substances tested for will include - Amphetamines (including ecstasy), Cannabis, Cocaine, Opiates (e.g. Morphine, Heroin, Codeine), Benzodiazepines (e.g. Temazepam, Diazepam) & Methamphetamines 
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						LIST OF MDP STATIONS


			No			Station						On Site Medical with mobile van with hearing booth			Off Site Medical


			1			ABBEYWOOD  STATION 			MOD POLICE
#0010 CGH, DE&S Abbey Wood
BRISTOL , BS34 8JH                                                                                                                                                                                       			YES





			2			ABBEYWOOD CID			As above			YES





			3			ALCONBURY			SPO Office, Building 511, Tech Site, Alconbury, Huntingdon, PE28 4DA						YES





			4			ALDERMASTON, SEG			AWE Aldermaston, Reading, Berks, RG7 4PR			YES





			5			ALDERMASTON, TFU			AWE Aldermaston, Reading, Berks, RG7 4PR			YES





			6			ALDERSHOT CSG & Firearm branch			CSG Aldershot, Mellor Building, Provost Barracks, Aldershot, GU11 2DN & Firearms Training Manager, MOD Police, Mellor Building, Provost Barracks, Aldershot, Hants, GU11 2DN			YES





			7			BACTON			Bacton Gas Terminal, Paston Road, Bacton, Norwich, NR12 0JE			YES





			8			BARROW			Bae Systems, Room 12, 3rd Floor, Building A43, Bridge Road, Barrow In Furness, Cumbria, LA14 1AF			YES


			9			BEITH			Room B3, Building 250, Beith, KA15 1JT			YES





			10			BENHALL (GCHQ)			GCHQ, Hubble Road, Cheltenham, GL51 0EX						YES





			11			BICESTER CSG			Bicester Garrison, C Site Bldg C32A, Arncot, OXON, OX25 2LD			YES AT KINETON





			12			BICESTER STN (Dog Unit)			As above			YES





			13			BURGHFIELD			AWE Burghfield, Reading, RG30 3RP			YES





			14			CALEDONIA			Room 2, Building 3016, Hilton Road, Rosyth, Dunfermline, KY11 2XH			YES





			15			CID CATTERICK			MDP CID, 96 Richmond Road, Catterick Garrison, North Yorkshire, DL9 3AW						YES





			16			CID LONDON/NORTHOLT			Ministry of Defence Police CID London, RAF Northolt, Building 861, Ruisslip, Middx, HA4 6NG. 						YES





			17			CLYDE, CMU			HMNB  Clyde, Helensburgh, G84 8HL			YES





			18			CLYDE, CSG & CID			HMNB  Clyde, Helensburgh, G84 8HL			YES





			19			CORSHAM			Room 123, Building 420, MOD Corsham, Westwells Road, Corsham, Wiltshire, SN13 9NR			YES





			20			COULPORT			RNAD Coulport, PO Box 1, Cove, Aberdeen, Compressor Station			YES





			21			CROMBIE			 DM Crombie, Crombie, Dunfermline, KY11 8LA			YES





			22			CROUGHTON			422 Security Forces, Unit 4626, RAF Croughton, NN13 5XP			YES





			23			DCPOs			Ministry of Defence Police, Mellor Buildin, Provost Barracks, Aldershot, GU11 2DN 						YES





			24			DERBY (Raynesway)			Rolls Royce Submarines, Raynesway, PO Box 2000, Derby, DE21 7XX                                  (For GPS use: DE21 7BE)			YES





			25			DEVONPORT			HMNB Devonport, Plymouth, PL2 2BG			YES





			26			DONNINGTON			Room 215, MDP Portsmouth, Unicorn Gate Police Station, Portsmouth, PO1 3LH						YES





			27			EASINGTON 						YES





			28			FAIRFORD						YES





			29			FORT HALSTEAD			DSTL Fort Halstead, Halstead, Sevenoaks, TN14 7BP			YES





			30			FYLINGDALES			Building 382, RAF Fylingdales, Pickering Moor, Fylingdales, North Yorkshire, YO18 7NT			YES





			31			GARLOGIE			Ministry of Defence Police Garlogie.
Finnarcy, Echt.
Aberdeenshire.
AB32 6US.			YES





			32			GLEN DOUGLAS			MDP, DM Glen Douglas, 			YES





			33			GOSPORT			Defence Munitions, Fareham Road, Gosport, Hampshire, PO13 0AH			YES





			34			HEREFORD			HQ Hereford Garrison, Stirling Lines, Hereford, HR4 7DD			YES





			35			KINETON/ BICESTER			Building 622, MDP DM Kineton, Temple Herdwyke, Southam, CV47 2UL			YES





			36			LONGMOOR (part of Salisbury Plain)			Martin S to provide address			TO BE HELD AT PORTON DOWN


			37			LONGTOWN			Room 1, Building 41, DM Longtown, Carlisle, CA6 5LX (for Sta Nav use CA6 5LU)			YES





			38			MENWITH HILL			RAF Menwith Hill, Nr Harrogate, North Yorkshire, HG4 7RF			YES





			39			MILDENHALL/LAKENHEATH			MOD Police, USAF Mildenhall, Airfield Site, Bury St Edmonds IP28 8NF						YES





			40			NORTHERN IRELAND			Thiepval Barracks Lisburn, 89 Clive Road, Palace Barracks, Holywood, BT18 9RA. 			YES





			41			OAKHANGER			Room 3, Building OR50, MOD (TCS) Oakhanger, Bordon, GU35 9JE			YES





			42			OSU Menwith Hill (N)			Operational Support Unit (North), Beaver Block, RAF Linton on Ouse, York, YO30 2AJ			YES





			43			OSU(S)			Bldg 26, MDP HQ Wethersfield, Braintree, Essex, CM7 4AZ			YES





			44			PORTON DOWN			DSTL Porton Down, Salisbury SP4 0JQ			YES





			45			PORTSMOUTH			HMNB Portsmouth, Unicorn Road, HMNB Portsmouth, PO1 3LH			YES





			46			REGENTS PARK BARRACKS			Regents Park Barracks, Albany Street, London, NW1 4AL			YES





			47			SALISBURY PLAIN			MDP Salisbury Plain|Building 20 |Westdown Camp |Tilshead |Wiltshire|SP3 4RS			TO BE HELD AT PORTON DOWN


			48			ST FERGUS			Transco North Sea Terminal, St Fergus, Peterhead, Aberdeenshire, AB42 3EP			YES





			49			VULCAN			Vulcan NRTE, Police Control Building, Dounreay, Thurso, Caithness, KW14 7TY			YES





			50			WELFORD			RAF Welford, Hangmans Stone Lane, Welford
Chaddleworth, Berkshire, RG20 7EX			YES


			51			WETHERSFIELD			MDP HQ, Wethersfield, Braintree, Essex, CM7 4AZ			YES





			52			WHITEHALL			MDP OST, mod MAIN Building, Horseguards Ave, Whitehall, London, SW1A 2HB						YES





			53			YORK (Territorial Division HQ)			Building 116 Wetherby Block, Imphal Barracks, Fulford Road, York, YO10 4HD








									As at 16 July 19 and based on previous year's data


						Total No of Officers Needing On Site Appts			2279


						Total No of Officers Needing On Site Appts			103


						Officers who did not have a medical			192


						TOTAL			2574
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Applicable to AFOs - initially at Year 1 and Year 7 only
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Any personal data supplied on this form will be processed in accordance with the General Data Protection Regulation 2018/Data Protection Act 2018.











			


Confidentiality 








			All information provided by you in the questionnaire or later discussed in an appointment with the MOD Occupational Health Service Provider (OHSP) will be treated with complete confidentiality and will form part of your confidential OH medical record.





This information will not be disclosed or released to any other party, (this includes other MDP departments) without your informed written consent or in response to a court order. Only in exceptional circumstances where there is intention to self-harm, deliberate intent to cause serious harm or death to others or a threat to national security is it acceptable under the practitioner’s code of professional conduct to breach confidentiality.





The information held on this form will be held no longer than is necessary for the purposes for which this data is processed.





			


The Questionnaire





			


a) Please complete Section 1 fully and then take the entire form to your General Practitioner (GP).





b) Your GP should complete Section 2 and return the form to you.





c) Please note that this questionnaire only needs to be completed by your GP every 6 years.   An annual self-certified questionnaire will be sufficient for assessments in between.





d) Once both sections are complete please place the original form in a sealed envelope marked with your name and staff number. It is your responsibility to keep this document safe and hand this to the MOD OHSP at the beginning of your medical assessment. Failure to do so will mean your assessment will not take place. You are strongly advised to keep a copy of this completed form for your retention.





e) For Incumbent Officers Only - In addition to completing this form, you are also required to complete an MDP annual medical template form to enable the MOD OHSP to register you on the system and to generate a unique referral ID.





If you have any queries, please contact MDP Occupational Health Team via


MDP-Annualmedicals@mod.gov.uk














			


SECTION 1 (TO BE COMPLETED BY THE EMPLOYEE)





			


· Completion of this form will enable the MOD OHSP to make a general assessment as to whether you comply with the medical standards required for the role of a Firearms Officer. Do not be concerned if you find yourself answering ‘YES’ to a lot of questions. This is quite normal and does not mean that you are unfit for the job. In all situations where concerns are identified, you will have the opportunity to discuss these further with the OHSP It is important that you answer these honestly.





· If you do answer YES to any of the questions, you will need to give details on page 8, including referencing the corresponding question number.





· Officers must report their relevant medical conditions to the best of their knowledge. If an Officer has had a previous diagnosis or treatment of a condition by a health care provider, or if the Officer is currently under observation for the condition, it is important to record this accordingly. 





· Please note that you will be required to sign a declaration at the end of this form. Therefore, it is important that your answers are accurate, and you do not withhold any information.





Officers are required to select and tick the applicable boxes below to ensure that the medical assessment is appropriate to the tasks associated to their role. This could mean ticking several boxes.  For example:


 


· Night workers - Only Officers who regularly work for at least 3 hours during the period midnight to 5am are classed as night workers. If this is the case, you should tick this box; 


· Confined Space working - Officers who regularly work in confined spaces should tick this box;


· Whole Body Vibration - Marine officers & others exposed to significant vibration must tick this box.


· Respiratory Protection Equipment (RPE) Officers who are required to wear a Respirator.





And so, on…..












































			1 SECTION 1


Please tick the relevant boxes which apply:








			MDP OFFICER ROLE REQUIREMENTS FOR FITNESS TO WORK MEDICALS


This is not an exhaustive list. Occupational Health Practitioner should also refer to the MDP Medical Standards for information on Job functions or task analysis.











			 Authorised Firearm Officer    [image: ]








			Manual Handling    











			Non-Authorised Firearm Officer 





			Use of Hand Vibration Tool   











			Dog Handler    








			Quad Biker 











			Working at Heights    








			Display Screen Equipment User    











			Confined Space Working    








			 High Speed Emergency Driving     











			Use of Ballistic /Body armour   








			Respiratory Protection Equipment (RPE)


Breathing Apparatus User   











			Authorised Firearm Driving Support Vehicle Officer    








			CBRN Working        








			Public Order Control 





   





			Whole Body Vibration (WBV)








			Night Worker





			Marine Officer

















			


Personal Details 








			Surname





			





			First Name 





			





			Middle Name (s) 





			





			Rank





			





			Staff Number 





			





			Date of Birth - DD/MM/YY


				





			Home Address





			





			Street Address





			





			Town 








			





			County 





			





			Postcode





			





			Station Address








			





			Telephone Contacts: 





			Please indicate best number to contact you on by entering an Asterix *





			Home





			





			Personal mobile





			





			Work 





			





			E-mail address/es 











			








			


General Practitioner’s Details








			


Name


			


Telephone Number/s





			


Surgery name and full Postal address including postcode





			








			














			


Health Questions – Please answer ALL Questions 


 





			Questions


			YES 


			NO 


			 Details - If yes, please describe the problem below





			1. Do you have any physical or mental condition which has the potential to last 12 months or more?


			


			


			





			2. Do you have any condition, illness, impairment /disability (i.e.  physical, psychological or learning difficulty) that may affect your ability to undertake your role? 


			


			


			














			Questions


			YES


			NO


			Details - If yes, please describe the problem below





			3. Are you having or waiting for medical treatment or investigation of any kind or on long term regular prescribed medication at present?


			


			


			





			4. Are you troubled by working in enclosed spaces?


			


			


			





			 5. Have you ever suffered from Claustrophobia (before or after wearing respiratory protection equipment or similar? 


			


			


			 





			6. Do you have difficulty smelling odours?  


			


			


			





			7. Do you have any health concerns working nights?


			


			


			





			8. Do you smoke? 


			


			


			If yes, how many per day?


			





			9. Do you drink alcohol?


			


			


			If yes, how many units per day?


			











			


 Medical Conditions 








			 You are asked to indicate whether you currently have or have ever had any of the following medical conditions





			Conditions


			YES


			NO 


			  Details - If yes, please describe the problem below





			10. Epilepsy/ fits/ fainting attacks/ blackouts or unexplained loss of consciousness


			


			


			





			11. Vertigo, giddiness or problems with balance


			


			


			





			12. Paralysis or any other neurological disorder


			


			


			





			13. Loss of consciousness or memory 


			


			


			





			14. Narcolepsy 





			


			


			





			15. Mental health problems (i.e. stress /nervous breakdown/ nervous debility/anxiety/ phobia, depression)


			


			


			





			16. Alcohol /drug related problems or illness


			


			


			





			17. Eating disorder 


			


			


			





			18. Heart disease (including chest pain/angina)


			


			


			





			19. Raised or low blood pressure


			


			


			





			20. Blood disorder (including anaemia)


			


			


			





			21. Varicose veins or circulation problems


			


			


			





			22. Gastric /duodenal /peptic ulcer or any other abdominal complaint (including hernia)


			


			


			





			23. Recurrent nausea / indigestion /dyspepsia


			


			


			





			24. Bowel disorder (including Crohns /Ulcerative Colitis / Irritable Bowel Syndrome)


			


			


			





			25. Liver disease (including jaundice/hepatitis)


			


			


			





			26. Splenectomy


			


			


			





			27. Metabolic disorder (including diabetes/thyroid)


			


			


			





			28. Joint problems (including fracture/dislocation/arthritis / rheumatism/gout)


			


			


			





			29. Back problems (including prolapsed disc /recurrent low back pain / sciatica)


			


			


			





			30. Kidney disease or bladder trouble


			


			


			





			31. Any known allergy to latex or other components of rubber


			


			


			





			32. Asthma, bronchitis, tuberculosis or other respiratory disease


			


			


			





			33. Skin problems (including eczema, psoriasis or fungal infections)


			


			


			





			34. Eye disease / injury or surgery (including any form of vision correction  


surgery, e.g. laser eye surgery)


			


			


			





			35. Sleep apnoea/Chronic Insomnia 


			


			


			





			If you wear glasses/lenses and have your prescription available, please bring to the assessment.





			Please list all medications currently taken, whether prescription or over the counter including tablets, capsules, injections, inhalers and creams (excluding birth control) 


























			


Details of Medical Condition








			


If you have ticked YES to any of the questions above and want to add any extra information other than that already provided, please use the space below.





			


Medical Condition Question Number 


			





Details





			














			


























			














			


























			














			





























 


			


Immunisation History








			Vaccine 


			Date of Last Vaccination 





			DTP


			








			Hep B


			


























			


Health declaration and consent








			I will notify the MOD OHSP immediately if any of the answers change on my completed Fit to Work History Questionnaire prior to my Medical Assessment.


I give permission for my GP to disclose relevant information to the MOD OHSP in accordance with the Access to Medical Records Act 1988 and the General Medical Council (GMC) guidance 2009.


I consent for a medical outcome summary report being written and that the information provided, produced by the MOD's OHSP to be disclosed to myself, the MDP OH team and line management (as recorded on HRMS).


			By signing the declaration below, I confirm that all information provided by me on this form is complete and true to the best of my knowledge, and I agree that it is to be considered as part of my fitness for work report.





I have not knowingly omitted any details. 





I understand that the giving of false information or withholding information could subsequently result in my dismissal. 





I have also read and understand the MOD Privacy Policy, and the MOD’s Occupational Health Service Provider’s Privacy Notice provided in Annex A.








----------------------------------------------------


Employee Signature





----------------------------------------------------


Employee Name





----------------------------------------------------


Date


















































			


SECTION 2 (TO BE COMPLETED BY THE GENERAL PRACTITIONER)


PLEASE NOTE A MEDICAL EXAMINATION IS NOT REQUIRED





			Dear Doctor


Please review Section 1, complete Section 2 and return the form to the individual.


Within the requirements of their role, your patient has access to firearms. The patient is an Authorised Firearms Officer (AFO) with the Ministry of Defence Police (MDP). The questionnaire is part of the medical assessment process required by the College of Policing (COP) and needs to be completed every 6 years. 


We would like to take this opportunity remind you of disclosure in the public interest (GMC Confidentiality Guidance 2009).


If you ever have significant concerns around this individual’s health or behaviour that might be relevant to their use of firearms, please do not hesitate to contact the MDP Occupational Health team by emailing MDP-AnnualMedicals@mod.gov.uk





			SECTION 2 


Please answer all questions below:








			Question 


			YES


			NO





			Are you in possession of this patient’s complete medical history? If not, please confirm the date from when his/her records start


…………………………………………………………………………….


			


			





			According to these records and your knowledge of the patient do the answers given by him/her in the questionnaire appear to be accurate? 


			


			





			From the medical records available, is there any medical reason why your patient should not undertake strenuous physical exercise?


			


			





			From the information, available to you, do you feel there are any risk issues the MDP should consider before we grant your patient continued access to firearms?


			


			





			Are you aware of any other medical information that may be relevant (please detail below)?


			


			





			Additional Comments: (please enclose copies of any relevant correspondence)














			Can you please provide the patient's last Blood Pressure reading and the date the test was performed.


Reading..............................................................    Date...............................................................





			Please note that you are not being asked to confirm fitness for a firearm licence application; neither are you being asked to confirm your patient’s fitness to carry and use firearms.


It is the responsibility of the MOD Occupational Health Service Provider to determine fitness or otherwise for a firearm user role. 





GP Signature……………………………………………………………………………………………….





GP Name ……………………………………  Date ……………………………………………………… 





			


Practice Stamp:








































































































ANNEX A 





PRIVACY INFORMATION - MINISTRY OF DEFENCE (MOD)       








The MOD Privacy Notice can be found here:  





https://www.gov.uk/government/publications/ministry-of-defence-privacy-notice/mod-privacy-notice





Your data will only be kept for as long as it is necessary for the purpose(s) for which it is provided.








The MOD’s Occupational Health Service Provider’s relevant privacy notice can be found here:





xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx
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MDP AUTHORISED FIREARMS OFFICER FIT TO WORK MEDICAL HISTORY ON LINE QUESTIONNAIRE





(SELF CERTIFIED – FOLLOW UP)





Applicable to AFOs in Years 2,3,4,5,6 Only
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Any personal data supplied on this form will be processed in accordance with the General Data Protection Regulation 2018/Data Protection Act 2018.











			


Confidentiality 








			


All information provided by you in the questionnaire or later discussed in an appointment with the MOD Occupational Health Service Provider (OHSP) will be treated with complete confidentiality and will form part of your confidential OH medical record.





This information will not be disclosed or released to any other party, (this includes other MDP departments) without your informed written consent or in response to a court order. Only in exceptional circumstances where there is intention to self-harm, deliberate intent to cause serious harm or death to others or a threat to national security, is it acceptable under the practitioner’s code of professional conduct, to breach confidentiality.





The information held on this form will be held no longer than is necessary for the purposes for which this data is processed.








			


The Questionnaire





			


You are also required to complete an MDP Fit to Work medical template form to enable the MOD OHSP to register you on the system and to generate a unique referral ID. The MOD OHSP will then send you a link to the medical history and audiometry online questionnaires. 





Once you have completed the online questionnaires please print a paper copy of each to bring with you to your Medical Assessment. 





Please alert your station medical Point of Contact (POC) once the questionnaire has been completed as they are responsible for coordinating the clinic date and time for your Fit to Work Medical.





If you have any queries, please contact MDP Occupational Health Unit via


 MDP-Annualmedicals@mod.gov.uk


























			


PLEASE READ BELOW PRIOR TO COMPLETION





			


· Completion of this form will enable the MOD OHSP to make a general assessment as to whether you comply with the medical standards required for the role of a Firearms Officer. Do not be concerned if you find yourself answering ‘YES’ to a lot of questions. This is quite normal and does not mean that you are unfit for the job. In all situations where concerns are identified, you will have the opportunity to discuss these further with the OHSP. It is important that you answer these honestly.





· If you do answer YES to any of the questions, you will need to give details on page 6, including referencing the corresponding question number.





· You must report your relevant medical conditions to the best of your knowledge. If you have had a previous diagnosis or treatment of a condition by a health care provider, or if you are currently under observation for the condition, it is important to record this accordingly. 





· Please note that you will be required to sign a declaration at the end of this form. Therefore, it is important that your answers are accurate, and you do not withhold any information.





Officers are required to select and tick the applicable boxes below to ensure that the Medical Assessment is appropriate to the tasks associated to their role. This could mean ticking several boxes.  For example:


 


· Night workers - Only Officers who regularly work for at least 3 hours during the period midnight to 5am are classed as night workers. If this is the case, you should tick this box; 


· Confined Space working - Officers who regularly work in confined spaces should tick this box;


· Whole Body Vibration - Marine officers & others exposed to significant vibration must tick this box.


· Respiratory Protection Equipment (RPE) Officers who are required to wear a Respirator.





And so, on…..















































			


SECTION  1


Please tick the relevant boxes which apply:








			MDP OFFICER ROLE REQUIREMENTS FOR FITNESS TO WORK MEDICALS


This is not an exhaustive list. Occupational Health Practitioner should also refer to the MDP Medical Standards for information on Job functions or task analysis.








			 Authorised Firearm Officer    








			Manual Handling    











			Non-Authorised Firearm Officer 





			Use of Hand Vibration Tool   











			Dog Handler    








			Quad Biker 











			Working at Heights    








			Display Screen Equipment User    











			Confined Space Working    








			 High Speed Emergency Driving     











			Use of Ballistic /Body armour   








			Respiratory Protection Equipment (RPE)


Breathing Apparatus User   











			Authorised Firearm Driving Support Vehicle Officer    








			CBRN Working        








			Public Order Control 





   





			Whole Body Vibration (WBV)








			Night Worker





			Marine Officer

















			


SECTION 2


Personal Details 








			Surname





			





			First Name 





			





			Middle Name (s) 





			





			Rank





			





			Staff Number 





			





			Date of Birth - DD/MM/YY





			





			Home Address





			





			Street Address





			





			Town 





			





			County 





			





			Postcode





			





			Station Address








			





			Telephone Contacts 





			Please indicate best number to contact you on by entering an Asterix *





			Home





			





			Personal mobile





			





			Work 





			





			E-mail address/es 














			








			


SECTION 3


General Practitioner’s Details








			


Name


			


Telephone Number/s





			


Surgery name and full Postal address including postcode





			








			








			




















			


SECTION 4


Health Screening - Please tick the relevant boxes which apply:








			


Date of your last Fit to Work Medical: -








			Since your last Medical Assessment -








			1.


			Has there been any change(s) to your health status?


			Yes


			


			No


			





			2.


			Have you undergone any surgery?


			Yes


			


			No


			





			3.


			Have you suffered any serious illness?


			Yes


			


			No


			





			4.


			Have you sustained any injury on duty?


			Yes


			


			No


			





			5.


			Have you been exposed to any potentially harmful substance?


			Yes


			


			No


			





			6.


			Have you taken any sickness leave?


			Yes


			


			No


			





			7.


			Have you consulted a G.P. or other specialist for any reason?


			Yes


			


			No


			





			8.


			Have you taken any medication?


			Yes


			


			No 


			





			9.


			Have you suffered Claustrophobia before or after wearing Respiratory Protection Equipment?


			Yes


			


			No


			





			10.


			Are you concerned about any aspect of your health?


			Yes


			


			No


			





			11.


			Do you wear glasses/lenses for Driving?


			Yes


			


			No


			





			12. 


			Do you wear glasses /lenses for reading/close work


			Yes


			


			No


			





			If you wear glasses/lenses and have your prescription available, please bring to the assessment.





			If you have answered Yes to any of the above questions, please give brief details 










































































			


Health Declaration








			I will notify the MOD OHSP immediately if any of the answers change on my completed Fit to Work History Questionnaire prior to my Medical Assessment.


I give permission to my General Practitioner to disclose relevant information to the MDP Occupational Health Department in accordance with the Access to Medical Records Act 1988 and the General Medical Council (GMC) guidance 2009.


I consent for a medical outcome summary report being written and that the information provided, produced by the MOD's OHSP to be disclosed to myself, the MDP OH team and line management (as recorded on HRMS).


			By signing the declaration below, I confirm that all information provided by me on this form is complete and true to the best of my knowledge and I agree that it is to be considered as part of my fitness for work report. 





I have not knowingly omitted any details.





I understand that the giving of false information or withholding information could subsequently result in my dismissal.





 I have also read and understand the MOD & Privacy Policy and the MOD's Occupational Health Service Provider's Privacy Notice provided in Annex A.








----------------------------------------------------


Employee Signature





----------------------------------------------------


Employee Name





----------------------------------------------------


Date
























































ANNEX A





PRIVACY INFORMATION - MINISTRY OF DEFENCE (MOD)








The MOD Privacy Notice can be found here:  





https://www.gov.uk/government/publications/ministry-of-defence-privacy-notice/mod-privacy-notice





Your data will only be kept for as long as it is necessary for the purpose(s) for which it is provided.








The MOD’s Occupational Health Service Provider’s relevant privacy notice can be found here:





XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX 
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MDP OCCUPATIONAL HEALTH ANNUAL AUDIOMETRY SCREENING QUESTIONNAIRE
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Any personal data supplied on this form will be processed in accordance with the General Data Protection Regulation 2018/Data Protection Act 2018.





			The purpose of collecting this information is to meet the statutory health and safety requirement for health surveillance of noise at work. The information you provide in this form will subject to your consent be shared with appointed MDP Occupational Health Service Provider (OHSP) and is confidential to Occupational Health. The information supplied on this form will be held as long as the applicant is in employment and for no longer than is necessary for the purposes for which this data is processed.





			


PLEASE COMPLETE BELOW





			


Name:


			


DOB:





			Current Role: AFO or Non AFO


			





			


Staff Number 





			Specific Role:





Marine


Dog handler


Firearms Instructor


Other





			


			





			


Date of last MDP OH Hearing test: 


 





			 To help interpret your Hearing Test please answer the questions to the best of your ability. The results of the test may be affected if you are working in a noisy area during the day of your test. To ensure an accurate test – Please make sure your hearing is protected from high levels of noise for at least 24 hours before the test.





This questionnaire will be completed on line where possible. If not possible please bring completed to your Fit to Work Medical Assessment 


























			





			SINCE YOUR LAST HEARING TEST – Have you: 








			1.


			Had to shout to be heard?








			Yes


			


			No


			





			If Yes – Please give details

















			2.


			Had any viral illness or head injury? 








			Yes 


			


			No


			





			If Yes – Please give details where, when and how long? Treatment given and outcome?  





 





			3


			Noticed or anyone else noticed any deterioration in your hearing?





			Yes


			


			No


			





			If Yes – Please give details











			4


			Used Hearing protection at work?








			Yes


			


			No


			





			If Yes – Please give details and type used 











			5


			Had any problems with your ears or hearing like - whistling/ringing/ buzzing in the ears?


			Yes 


			


			No


			





			If Yes – Please give details











			6 


			Started taking any regular medication?








			Yes 





			


			No


			





			If Yes – Please give details











			7


			Used Hearing aids?








			Yes


			


			No


			





			If Yes – Please give details











			DECLARATION 





			


Name:





Signature:








			








Date:








FOR COMPLETION BY OH PRACTITIONER ONLY


			This form must be signed by the officer before an assessment can take place. In keeping with GDPR and ethical principles relating to consent please ensure that the officer indicates if he/she has had the opportunity to confirm an understanding of the purpose of the assessment and agrees to the assessment and provision of a report to employer or designate. Also ensure officer has access to their hearing results (audiogram).  





			Date of Test:  





			





			Hours worked before test:





			





			EAR EXAMINATION


			Right Ear


			Left Ear





			


Tympanic membrane seen


			


			





			Tympanic membrane not seen – wax present 


			


			





			Tympanic membrane - 


			Normal 


			Scarred 


			Perforated 





			Left 


			


			


			





			Right 


			


			


			





			RESULT OF HEARING TEST – HSE CATEGORISATION





			1


			2


			3


			4


			U





			Right


			500, 1K 2K





			3K 4K 5K











			Left


			500, 1K 2K





			3K 4K 5K











			Unilateral





			COMMENTS AND ACTION 



































			Copy of audiogram given to individual 


			Yes 


			


			No


			





			Review Date:


			





			AUDIOMETRY CONDUCTED BY:





			Name: 





			Signature:





			Position:





			Date:





			Practitioner Stamp:
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1. POLICY AIM


1.1 An MDP officer must have acceptable auditory ability in order to perform safety critical tasks. In respect of Authorised Firearms Officers (AFOs), their hearing must be of a standard where they are safe to operationally deploy with weapons, and allows them to reach the required training standard. This policy also applies to any MDP officer where a noise risk assessment has identified a risk in their role. 


1.2 The aim of this policy is to detail adjustments and additional measures put in place to manage any officers who are unable to meet the required standard at audiometry testing and assess an officers fitness to train and deploy with firearms. 


2. APPLICABILITY



2.1
This policy is applicable to all Ministry of Defence Police Officers.


3. POLICY DETAIL


3.1
The MDP currently has an exemption from the HSE Control of Noise at Work Regulations 2005, which allows officers to be potentially exposed to noise, such as a firearms discharge, without ear protection, in an operational situation. This exemption does not apply to training, and the protection provided in these situations has been scientifically proven by the Institute of Naval Medicine (INM) to prevent any damage to hearing in all training scenarios, with all weapons types, carried out by the MDP. 


3.2
The conditions of the HSE exemption requires the MDP to have in place a Hearing Conservation Programme (HCP) (which is covered under the MDP Annual Medical Programme), and for all AFOs to undertake annual audiometry tests to determine whether there is deterioration of an employee’s hearing due to regular exposure to work place noise levels. It is accepted that “annual” in this regard is within 365 days of the previous test. Officers must undertake a hearing test, as part of the annual medical process, within 365 days even if previous tests have been failed but the functional tests have been undertaken and passed. Where an officer has previously passed the functional tests within 365 days, but continues to fail their OH hearing test, there is no requirement to disarm this officer whilst within the 365 days. 


3.3
The functional tests will only be undertaken when the OH Service Provider states it is appropriate. Where the referral report states that it is not appropriate for the officer to undertake functional testing the LM must disarm the officer immediately, even where a previous functional test is extant, report via the FP14 process and refer the matter to MDP OH for review. 


3.4
Details of the functional testing of range activities, firearms training / exercising and vocational testing (i.e. radio / usual PPE) are set out in Annexes B to E to this policy. 



3.5
Functional testing must not take place until the second audiometric test has been completed. 



3.6     Where an officer has previously passed the functional tests within 365 days but continues to fail their annual audiometric test, the Line Manager will not remove the officer from firearms using the FP14 process. When the officer takes the vocational and firearms functional tests after their annual audiometric test, the Line Manager must complete an FP14, withdrawing the officer at section 1 and returning them at section 3, detailing that the vocational and firearms functional tests have both been passed. The test date, withdrawal date and return date should be the same. The Line Manager must follow the FP14 process correctly through the relevant Superintendent and ensure the FP14 is forwarded to the Chronicle Team so the dates are on the officers record. Once a fail has been entered onto Chronicle the system will automatically turn the officer red, even though the officer is not being restricted from firearms duties or disarmed at this point. Therefore the need to get the firearms and vocational functional tests completed and results into Chronicle, is paramount.



3.7
The standard required to pass audiometric testing is taken from the College of Policing (COP) guidance which replicates the standard required for recruitment into the Police Service in general. If an MDP officer is unable to meet the standard required, unaided by auditory assistance, they will require ‘Functional Tests’ (FT) which will assess an officer’s ability to safely deploy operationally with weapons. 


3.8
Both functional tests should be carried out after completion of the Annual Medical hearing test, and must be undertaken within 365 days as a minimum, subject to more frequent audiometric testing as advised under the MDP Annual Medical Programme. If an officer is required to undertake more frequent audiometric testing, and / or there is any deterioration in their hearing, a further vocational and firearms functional test must be completed as directed by the OH service provider.    



3.9
The Line Manager must organise all functional testing directly with local Firearms training and the FCIR Supervisor. 



3.10
If an officer fails any element of the functional testing set out at Annex B or Annex C they have the right to appeal. The appeal must be provided to the Appeal Officer (Head of HR or designated other in their absence) within 10 working days of the failure occurring. The appeal must detail the reasons for the appeal and include any supporting documentation. The process for appealing the results of any functional testing is at Annex E.


4. IMPLICATIONS OF THE POLICY



Training Requirements 


4.1
There are no training requirements. Staff conducting functional tests will follow instructions contained within this policy. 


IT Infrastructure



4.2
There are no additional IT issues associated with the introduction of this Policy.


Related Policies or Documents


MDP Firearms Training SOP



MDP Firearms FP14 Process



MDP Reasonable Adjustment & Capability Policy



MDP Reasonable Adjustments Line Manager Guidance



MDP Annual Medical Programme


MDP Medical Standards – AFO/Marine 



5. 
MONITORING AND REVIEW



5.1
At this time the Head of HR will be responsible for monitoring and reviewing this policy and will conduct a formal review of the efficiency and effectiveness of its application. This includes a review of the following measures:


· Feedback on the content of this policy from policy users.


· Environmental scanning of policy related matters (intranet and internet)



· Implementation of actions arising from Equality Analysis


6.
WHO TO CONTACT ABOUT THIS POLICY



6.1
Chief Officer Resources and Planning owns this policy with management of its content being devolved through Head of HR.


7.
   ABBREVIATIONS


AFO
Authorised Firearms Officer



C&C
Command & Control 



COP
College of Policing 



DCO
Deputy Commanding Officer



ECO
Exercise Commanding Officer



FCIR
Force Control Information Room



FP14
FP14 – Force Firearms Removal / Return Process



FT

Functional Test



HCP
Hearing Conservation Programme



HSE
Health & Safety Executive



INM

Institute of Naval Medicine



MDP
Minsitry of Defence Police 



NCP
National Safety Precautions



OH

Occupational Health 



PNC
Police National Computer



PPE
Personal Protective Equipment



RCO
Range Commanding Officer



SPO
Senior Police Officer



Annex A 


MDP Audiometric Functional Testing for Firearms Policy – AFO Process Map






















































































Annex B



MDP Audiometric Hearing Functional Test - Vocational 



			Section One





			Officer Name


			





			Officer Staff Number


			





			Station/Department


			





			FCIR Incident Number


			








			Section Two





			Scenario  - Vocational


1. The officer undertaking the test should be allocated an airwaves radio and normal PPE for their role. They may use any prescribed hearing aid(s) during this scenario. 


2. The following test is not to assess PNC check/Airwave knowledge or ability, but to assess whether the officer can hear radio messages clearly and respond effectively. 


3. The test location should be within the normal working environment. If the SPO or designated corroborating officer (DCO) believes extenuating circumstances have prevented the successful completion of the test, for example a fire alarm, then the test should be re-done. 



4. The SPO/DCO should remain with the officer for the entirety of the test. 



5. Contact should be made with FCIR by the SPO or DCO, to advise the point to point contact details for the officer being tested.



6. FCIR will make contact via point to point to ensure the officer is ready to commence the test, and to serve as a test of the airwaves radio and allow for volume adjustment prior to commencement. 



7. Using the provided template (at Annex D to the MDP Audiometric Functional testing for Firearms Policy) the officer should request information from FCIR who will issue a series responses over the airwaves radio. Each option will have a variant, for example colours, addresses. 


8. The officer may write down any details for recall purposes, and, as detailed in Annex D, after each communication must relay the message back to FCIR for verification. 



9. FCIR will provide a pass or fail at the end of the test which is recorded at Section Three, below. 









			Section Three





			Test Results (Please tick appropriate boxes) 



The officer heard the radio messages clearly and was able to respond effectively. 


The officer was not able to hear the radio messages clearly and not able to respond effectively. 








			Overall Test Result: Pass:  Fail: 





			Conducting Officer: 



SPO / DCO Name……………………………………….. Rank…………… 



SPO / DCO Signature……………………………………. Date of Test……………………………












PLEASE RETAIN A COPY TO BE PROVIDED TO FIREARMS TRAINER PRIOR TO FIREARMS FUNCTIONAL TEST.



ONCE FIREARMS FUNCTIONAL TEST COMPLETE PLEASE FORWARD BOTH ANNEX B AND ANNEX C TO MDP OH.



			I consent to the MDP OH Team recording this information and for this form to then be sent to the MOD Occupational Health Provider for inclusion on my medical record.





			Signature:


			


			Date:


			








Annex C



MDP Audiometric Functional Hearing Test - Firearms


			Officer Name


			





			Staff Number


			





			Station / Department


			








			Testing procedure





			1. The test will be conducted in an outdoor training environment. 


2. All officers participating in the training event will conduct NSPs.


3.  All officers participating in the training event will adopt inner and outer hearing protection and remove any hearing aids worn. For outer protection, PELTOR electronic ear defenders are permissible. 


4. All officers participating in the training event will form a line and the RCO/ECO will position themselves relative to the officers as though conducting a range practice. 


5. The RCO/ECO will choose 5 of the below listed commands at random and instruct all officers to adopt them: 





			· ‘Raise non firing hand’                              



· ‘Low port position’



· ‘Advance’






			· ‘South position’



· ‘Kneeling position’



· ‘Prone position’



· ‘Withdraw’





			6.The RCO/ECO should deliver each command and check the line for the appropriate response; all officers are expected to respond to all 5 commands quickly, effectively and safely. 


7. If necessary an officer can be further tested individually at the discretion of the RCO/ECO to confirm ability to respond.


8. Should an officer still be unable to respond quickly, effectively and safely, they will be deemed to have failed and the officer will be removed from firearms training.    





			Test Results (Please tick the appropriate box)





			PASS


· The officer responded quickly, effectively and safely (


FAIL


· The officer did not respond quickly, effectively and safely (


COMMENTS:








			RCO/ECO



Name……………………………………………………               Rank …………………………………..



Signature………………………………………………                Date of Test…………………………… 








ONCE FIREARMS FUNCTIONAL TEST COMPLETE PLEASE FORWARD BOTH ANNEX B AND ANNEX C TO MDP OH AND INCLUDE IN FP14 PROCESS.


			I consent to the MDP OH Team recording this information and for this form to then be sent to the MOD Occupational Health Provider for inclusion on my medical record.





			Signature:


			


			Date:


			








Annex D


Vocational Functional Test – Officer Template



			Officer Name


			





			Staff Number


			





			Station / Department


			





			Date of Functional Test


			








			VEHICLE CHECK





			Vehicle Registration Number


			





			Make


			





			Colour


			





			Keeper Details


			








			PERSON CHECK





			Name


			





			Date of Birth


			





			Place of Birth


			





			Wanted Details


			








			Transaction Code


			





			C&C Incident Number


			








OFFICER TO RETAIN A COPY


Annex E



MDP Audiometric Functional Testing Policy –Test Appeal Process

















Appeals should be addressed to:



Superintendent - Head of HR



Building 1070



Ministry of Defence Police HQ



Wethersfield



Braintree



Essex



CM7 4AZ[image: image2.jpg]







Annual Audiometric Hearing Test - tested without hearing assistance









HEARING TEST 1




Without hearing assistance









Pass




Continue Full operational duties









Fail









TEST IN AUDIO BOOTH: OFFICER IS DISARMED IMMEDIATELY - SUBMIT FP14




Officer informed of result at Annual Medical that a further re-test required. Line Manager also informed.




TEST NOT IN AUDIO BOOTH: OFFICER REMAINS ARMED AT DISCRETION OF SPO UNTIL FOLLOW ON TEST 2




IF OFFICER HAS PASSED FUNCTIONAL TESTS WITHIN 365 DAYS THERE IS NO REQUIREMENT TO DISARM UNLESS ON OH ADVICE – SEE PARA3.3









HEARING TEST 2 (AUDIO BOOTH) without hearing assistance




OH SERVICE PROVIDER CLINICIAN TO ADVISE  IN REPORT THAT FUNCTIONAL TEST IS APPROPRIATE & FREQUENCY OF FUTURE TESTING. FINAL OUTCOME REPORT SENT TO OFFICER, LINE MANAGER & MDP OH














Pass




Full operational duties RETURN THROUGH FP14









Fail




OFFICER CONTINUES TO BE DISARMED -SUBMIT FP14 IF NOT SUBMITTED AFTER TEST 1









VOCATIONAL FUNCTIONAL TEST




VOCATIONAL FUNCTIONAL TEST (ANNEX B) MUST BE UNDERTAKEN AND PASSED PRIOR TO FIREARMS FUNCTIONAL TESTING (ANNEX C). 




Annex B to be signed and provided to Firearms Trainer prior to undertaking Firearms Functional Test.


































FIREARMS FUNCTIONAL TEST




Once Vocational Functional Test has been passed the officer can undertake the Firearms Functional Test as detailed in Firearms Training SOP and Annex C to MDP Hearing Policy.




Annex C to be signed and SPO/Hd Dept to annotate 1935 card that Functional Testing passed or failed
























Fail




OFFICER CONTINUES TO BE DISARMED









Pass




Full operational duties RETURN THROUGH FP14









APPEAL PROCESS AT ANNEX E









Officer to retain Annex B and Annex C and copies sent to MDP OH 














Please refer to: 




• MDP Reasonable Adjustment & Capability Policy




• MDP Line Managers’ Guide Reasonable Adjustments




• Ministry of Defence Police (Performance) Regulations 2012




• Line Managers’ Guide – MDP (Performance) Regulations 2012 Managing Attendance & Medical Capability









IF MEDICAL ADVICE OR OH STATE FUNCTIONAL TEST NOT APPROPRIATE









Full operational duties resumed FOLLOWING SUBMISSION AND APPROVAL OF FP14














FP14 sent to Chronicle Hub by Line Manager 














Officer disagrees with result of Firearms or Vocational Functional Test









Officer to provide a written appeal outlining reasons for appeal. 









Appeal to be sent to the Head of HR (or designated other in their absence) acting as the Appeal Officer, within 10 working days of the failure occurring.









An appeal can only be made where the officer feels any element of the functional testing was not carried out according to the policy and process









Appeal to be copied to Line Manager.









Appeal Officer must discuss the appeal with the relevant RCO / ECO / SPO/ Designatated Corroborating Officer, and provide a written response to the officer within 10 working days of receipt of the appeal.
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SOR HEARING ACUITY FOR INCUMBENT OFFICERS NOVEMBER 2019





Statement of Requirement – Outcome Summary Report requirements for specific MDP services where hearing acuity is tested for incumbent Officers


1. Background:



a. MDP services where hearing acuity is tested for incumbent Officers against MDP occupational medical standards are:


i. Fitness for work AFO/Marine Medical (“MDP Annual Medical”)


ii. MDP Audiometric test


2.  Required Specification: Fitness for work AFO/Marine Medical (“MDP Annual Medical”)


a. Where hearing acuity is tested and results in a failure to meet MDP occupational standards – 



i. Interim reports shall indicate within the narrative, whether the Officer has not met the MDP standards and the HSE category. It should indicate if the hearing testing was conducted in a static or mobile hearing booth or with headphones.  This is needed to inform decision making by MDP Line Management.


ii. Outcome Reports shall include: 


1. HSE Category attained during testing and to include if officer has dropped a Category since the previous annual hearing test.


2. Confirmation that the 2nd hearing test was conducted in a static hearing booth.


3. Statement to clarify if officer met or did not meet the required MDP Hearing standards. 


4. If an Officer fails to meet the standard and is an AFO; report to state whether the officer is fit to undertake an MDP Functional Hearing Test (FT).


a. If the officer is fit to undertake the FT – whether they would be fit for all duties upon a successful result in the FT.



b. If officer is not fit to undertake the FT what is preventing this and advise on next steps. 


5. If an Officer fails to meet the standard and is not an AFO; OH, Service Provider to make appropriate recommendations including if they can continue with their current duties. 


6. Advise if officer requires audiometric hearing test more frequently than the default 365-day periodicity.



3.  MDP Audiometric test:


a. MDP Audiometric test service must be delivered in a hearing booth.



i. Outcome Reports shall include: 


1. HSE Category attained during testing and to include if officer has dropped a Category since last test.


2. Statement to clarify if officer met or did not meet the required MDP Hearing standards. 


3. Statement on whether hearing acuity results have deteriorated compared to the previous audiometry results.



4. If an Officer fails to meet the standard and is an AFO; report to state whether the officer is fit to undertake an MDP Functional Hearing Test (FT) as described at Annex A.


a. If the officer is fit to undertake the FT – whether they would be fit for all duties upon a successful result in the FT.



b. If officer is not fit to undertake the FT what is preventing this and advise on next steps. 


5. If an Officer fails to meet the standard and is not an AFO; OH, Service Provider to make appropriate recommendations including if they can continue with their current duties. 


6. Advise if officer requires further audiometric hearing test before their next Annual Medical (within 365 days).


Annex A;



			MDP Hearing Functional Test procedure





			1. The test will be conducted in an outdoor training environment. 


2. All officers participating in the training event will conduct Normal Safety Precautions (NSPs).


3.  All officers participating in the training event will adopt inner and outer hearing protection and remove any hearing aids worn. For outer protection, PELTOR electronic ear defenders are permissible. 



4. All officers participating in the training event will form a line and the Range Conducting Officer (RCO)/ Exercise Conducting Officer (ECO) will position themselves relative to the officers as though conducting a range practice. 


5. The RCO/ECO will choose 5 of the below listed commands at random and instruct all officers to adopt them: 





			· ‘Raise non firing hand’                              



· ‘Low port position’



· ‘Advance’






			· ‘South position’



· ‘Kneeling position’



· ‘Prone position’



· ‘Withdraw’





			6.The RCO/ECO should deliver each command and check the line for the appropriate response; all officers are expected to respond to all 5 commands quickly, effectively and safely. 


7. If necessary, an officer can be further tested individually at the discretion of the RCO/ECO to confirm ability to respond.


8. Should an officer still be unable to respond quickly, effectively and safely, they will be deemed to have failed and the officer will be removed from firearms training.    












V0.1 





November 2019
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        OFFICIAL-SENSITIVE-PERSONAL (MEDICAL IN CONFIDENCE ONCE COMPLETED)                          


MDP FIT TO WORK MEDICAL ATTENDANCE SHEET






			Station Name:            


			


			Date of Fit to Work medical:          


			


			





			Time slot


			Name of Officer Attending:



SURNAME, Forename



(Station POC please add)


			Officer's Staff No:



(Station POC please add)


			OH, Service Provider Referral ID:



(OHSP use)


			Is Officer in a Specialist Role?



(e.g. Requires whole body vibration)


			Mandatory Elements



Please state if an officer has met or not met the required MDP medical standards for vision, hearing or BP by indicating if it is a “pass”, “fail” or “pass-refer” (if result is pass but a follow-up is still required.)


			Lung function test 


If undertaken, please indicate if deemed fit to undertake face fitting to wear respiratory protection equipment.   


			Health Questionnaire 


Does Officer need a Follow Up apt for anything on this?





			


			


			


			


			


			Vision:


(Pass/ Fail)






			Hearing:


(Pass/ Fail/ Pass-Refer)


			Audio booth used


(Yes/No)


			Blood Pressure


(Yes/No)


			Please indicate (Yes/No)


			Please indicate (Yes/No)





			


			


			


			


			


			


			


			


			


			


			





			


			


			


			


			


			


			


			


			


			


			





			


			


			


			


			


			


			


			


			


			


			





			


			


			


			


			


			


			


			


			


			


			





			


			


			


			


			


			


			


			


			


			


			





			


			


			


			


			


			


			


			


			


			


			





			


			


			


			


			


			


			


			


			


			


			





			


			


			


			


			


			


			


			


			


			


			





			


			


			


			


			


			


			


			


			


			


			





			


			


			


			


			


			


			


			


			


			


			





			


			


			


			


			


			


			


			


			


			


			





			


			


			


			


			


			


			


			


			


			


			





			


			


			


			


			


			


			


			


			


			


			





			


			


			


			


			


			


			


			


			


			


			








Please list any officers from your station not seen during the mobile unit visit so we can ensure that they are booked in for an individual annual medical appointment:



			Staff No.


			Officers Name


			Reason (e.g. AL/LTS/Retirement)





			


			


			





			


			


			





			


			


			





			


			


			





			


			


			





			


			


			








			Prior to any medicals being carried out, the station point of contact will electronically complete this attendance sheet with the details of the officers who will be attending a Fit to Work medical 


After each day of medicals, OHSP will send an electronic copy of the attendance sheet to the POC and MDP OH via the OH Service Provider Portal.


POC are required to email a copy of the attendance sheet to Chronicle on MDP-Chronicle-GMB@mod.gov.uk.


Hard copy attendance sheets are no longer required.



Thank you.









OFFICIAL-SENSITIVE-PERSONAL (MEDICAL IN CONFIDENCE ONCE COMPLETED)
Nov 2019 v1.4
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[image: ]                                              OFFICIAL-SENSITIVE-PERSONAL       


                                  MEDICAL IN CONFIDENCE (when completed)       MDP OH Form 001 V 3 09/19                            


                                                                                                             


MDP OH HR


MDP FIT TO WORK MEDICAL CLEARANCE CERTIFICATE





			Name:


			Station:





			Staff Number:


			Rank:

















Date of FTW Medical:                                            Location of Medical: 





Vision Test:         Standard Met:                               Standard Not Met:








(Please tick)


Hearing Test:       Standard Met:                              Standard Not Met: 








(Please tick)








Was the hearing test conducted                              - Please see guidance on Page 2


n a booth? Y/N:   


                                                      


Blood Pressure Test:       Standard Met:                              Standard Not Met: 








(Please tick)


* Any Officer who has a sustained Systolic BP of 160mmHg or above or Diastolic BP of 100mmHg or above means standard not met.


 


If the Officer had a lung function test are they deemed fit to undertake face fitting to wear respiratory protection equipment.    Y/N        








Does the officer need a follow up appt for an item on the health questionnaire? Y/N











                                               





Technician/                                                                      Signed:                                                                


Clinician Name:                                                             (Technician/


     Clinician)                                                                                                                                                                                                


                                           


                                                  





 Signed:                                                                                   


 (Officer)                                                                               Date:


  Has your line manager updated your 1935 medical section? (Y/N)





When complete:


· This certificate must be shown to the Officer’s line manager to sign the 1935 medical section. For Student Officers at OCC, this form must be handed to a Training Manager for the 1935 sign off.


· Only where an Officer had an off-site OHSP appointment, must the line manager send a copy of this certificate to the Chronicle Hub and MDP OH Team.  Addresses are:  


· Chronicle Hub, Building 401, MDP HQ, Wethersfield, Braintree, Essex, CM7 4AZ (or)	           MDP-Chronicle-GMB@mod.gov.uk  and 


· MDP OH, Building 1070, Room 108, MDP HQ Wethersfield, Braintree, Essex, CM7 4AZ (or)      MDP-annualmedicals@mod.gov.uk


· The SPO is required to keep a copy of the certificate for their records.  All officers are reminded that if they are aware of any change in their medical status that may affect their ability to carry out their role, then they must report this to their line manager immediately who will need to make a risk-based decision on what action to take.


SUMMARY GUIDANCE NOTES


1. HEARING 


If the officer has not met the hearing standard:


Was first hearing test conducted in a booth?


YES              Immediately remove from firearms (unless has a valid functional test pass within the last 12 months)


NO                Remain armed until a second test is conducted in a booth


OH Service Provider (OHSP) should contact officer within 2 weeks to make a second hearing appointment.  If not, the officer must ring OHSP on XXXXXXX to ensure an appointment is arranged.


Did officer pass second hearing test in a booth?


YES              Can be rearmed


NO                Officer remains unarmed and should receive a final letter from OHSP (via MDP OH) which will include advice on the functional tests.   


Functional Tests – If OHSP recommend functional tests, Line managers must organise a test in accordance with MDP Hearing Policy and the Management and use of the Chronicle system SOP which can be found:


· MOSS: Business Functions > Capability & Sickness Management > 02-Key Documents > MDP Hearing Policy


· SharePoint: Resources & Planning > Attendance & Capability > 12-Policy & Process


· MDPNet: R Drive > Corporate Services > Attendance & Capability > Policy & Process > Hearing Policy


· SharePoint: MDP-Occ Policy Design and Learn Support > MDP procedures SOPs > Chronicle > Management and use of the Chronicle system


2.  VISION


Did officer fail to meet the vision standard or forget their glasses?  


YES               Immediately remove officer from firearms 


Officer must attend their own ophthalmologist or optometrist for corrective treatment or spectacles and send copies of their prescription, with their full name, work address, contact telephone number and staff number by either posting it to: 





· OHSP ADDRESS; or


· Scanning and emailing to OHSP XXXXXXXXXXXXX 





Once received by OHSP the prescription and case will be reviewed by a clinician and the officer and Line Manager will be informed of the outcome on whether they have met the MDP vision standard. In the meantime, if following the appointment with the ophthalmologist or optometrist they can certify that the officer now meets the required standard, the SPO has the discretion to return the officer to AFO duties, notifying both the Chronicle and MDP OH team by e-mail to MDP-Chronicle-GMB@mod.gov.uk and MDP-annualmedicals@mod.gov.uk.  
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-
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MEDICAL IN CONFIDENCE (when completed)




 




MDP OH HR




 




MDP 




FIT TO WORK 




MEDICAL 




CLEARANCE 




CERTIFICATE




 




 




Name:




 




Station:




 




Staff Number:




 




Rank:




 




 




Date of 




FTW




 




Medical:  




   




    




    




                               




Location of Medical: 




 




 




Vision Test:




 




        




Standard Met:




  




     




                    




    




Standard Not Met:




 




(




Please tick




)




 




Hearing Test:




 




      




Standard Met:




     




     




                 




   




Standard Not Met: 




 




(




Please tick




)




 




 




Was 




the 




hearing test conducted 




 




                            




-




 




Please see guidance on Page 2




 




n a booth




?




 




Y/N:   




 




      




                                                




 




Blood Pressure




 




Test:




 




      




Standard Met:




                              




Standard Not Met: 




 




(




Please tick




)




 




* 




Any Officer who has a sustained Systolic BP of 160mmHg or above or Diastolic BP of 100mmHg or above




 




means




 




standard not met.




 




 




 




If the Officer had a lung function test 




are




 




they deemed fit to undertake face fitting to wear 




respiratory protection equipment.




    




Y/N        




 




 




Does the officer need a follow up appt for an item on the health questionnaire? Y/N




 




 




Technician/




 




                                                                     




Signed:                                                                




 




Clinician Name:  




                                                         




  




(




Technician/




 




 




    




Clinician




)                                                                                                                            




                     




 




 




Signed




:




                                                                                   




 




 




(




Officer




)  




      




         




                                                              




Dat




e




:




 




 




 




Has your line manager updated your




 




1935




 




medical section?




 




(Y/N)




 




When complete:




 




-




 




This certificate must be shown to the Officer’s line manager




 




to sign the 1935 medical section




.




 




For 




Student Officers at OCC, this form must be handed to a Training Manager for the 1935 sign off.




 




-




 




Only w




here 




an 




Officer had an 




off




-




site




 




O




HSP




 




appointment




,




 




must 




the line manager send a copy of this 




c




ertificate to the Chronicle Hub




 




and MDP OH Team




.




  




Addresses 




are:  




 




o




 




Chronicle Hub, 




B




uilding 401




,




 




MDP HQ, Wethersfield




, Braintree




, Essex, CM7 4




AZ




 




(




or)




 




           




MDP




-




Chronicle




-




GMB@mod.gov.uk 




 




and
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                                   MEDICAL IN CONFIDENCE (when completed) 



MDP OH HR 



MDP FIT TO WORK MEDICAL CLEARANCE CERTIFICATE 



 



Name: Station: 



Staff Number: Rank: 



 



Date of FTW Medical:                                            Location of Medical:  



 



Vision Test:         Standard Met:                               Standard Not Met: 



(Please tick) 



Hearing Test:       Standard Met:                              Standard Not Met:  



(Please tick) 



 



Was the hearing test conducted                              - Please see guidance on Page 2 



n a booth? Y/N:    



                                                       



Blood Pressure Test:       Standard Met:                              Standard Not Met:  



(Please tick) 



* Any Officer who has a sustained Systolic BP of 160mmHg or above or Diastolic BP of 100mmHg or above means 



standard not met. 



  



If the Officer had a lung function test are they deemed fit to undertake face fitting to wear 



respiratory protection equipment.    Y/N         



 



Does the officer need a follow up appt for an item on the health questionnaire? Y/N 



 



Technician/                                                                      Signed:                                                                 



Clinician Name:                                                             (Technician/ 



     Clinician)                                                                                                                                                  



 Signed:                                                                                    



 (Officer)                                                                               Date: 



  Has your line manager updated your 1935 medical section? (Y/N) 



When complete: 



- This certificate must be shown to the Officer’s line manager to sign the 1935 medical section. For 



Student Officers at OCC, this form must be handed to a Training Manager for the 1935 sign off. 



- Only where an Officer had an off-site OHSP appointment, must the line manager send a copy of this 



certificate to the Chronicle Hub and MDP OH Team.  Addresses are:   



o Chronicle Hub, Building 401, MDP HQ, Wethersfield, Braintree, Essex, CM7 4AZ (or)            



MDP-Chronicle-GMB@mod.gov.uk  and  
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MDP MEDICAL ASSESSMENTS


Applicable to Incumbent AFOs 


All Fitness to Work Medicals for Authorised Firearms Officers (AFOs) & Marine Unit AFOs


need to cover the following:


To identify any condition that could impair physical or functional capacity for role.


· Medical Health Surveillance (The Control of Noise Regs 2005)


Link to HSE ‘Noise, don’t lose your hearing’:



http://www.hse.gov.uk/pubns/indg363.pdf


According to specific roles will need to cover -



· Fitness for advanced/response driving


· Fitness for night working



· Fitness for working in confined spaces



· Fitness to wear Respiratory Protection Equipment (RPE)


· Whole Body Vibration


			STANDARDS TO APPLY TO ALL MDP MEDICAL ASSESSMENTS 





			MDP Medical Standards for AFOs and Marine Unit Officers. V9. April 2020





			COP AND MDP REFERENCE DOCs





			Appendix 2 NPFTC Introduction version 5.2 20th April 2017



Medical Standards for New Recruits 2017 v1.2



Medical Assessment of Authorised Firearms Officers & Specially Trained Taser Officers



NPCC Circular 11LL’2017 – Colour Vision Standards- Further Amendment 24/7/17



NPCC Circular 04AP’2016 – Medical Standards for AFOs and Eyesight standards for STU Taser Officer 11/3/16



UCL report on Colour vision standards for STU officers v5 June 2017



MDP Fitness Policy & SOP



MDP Hearing Policy & Process Map



SFOSN 66/18 Annual Medical Guidance for Hearing and Vision Tests


NPCC Circular 16AP’2017 – GP Engagement 



College of Policing Doc - Strategies for supporting STOs with colour vision deficiency 8/11/19



NPFTC Introduction Version 5.5 25th November 2019








			Category: MDP FIT TO WORK MEDICALS FOR INCUMBENT OFFICERS 





			Frequency:  Annually – every 365 days





			FORMS Applicable – 



Medical History Questionnaire (GP Validated) - Applicable to AFOs – Initially at year 1 and Year 7 (GP to complete/sign with officer if first medical using this form - treat as Year 1) The Questionnaire will be scrutinised by OHSP prior to health screening *GP will only be required to repeat this process with officer every six years following on from the initial test. 


Years 2, 3, 4, 5, & 6 -A Self Certified – Follow Up Medical History Questionnaire should be completed.


 Audiometry Screening Questionnaire - MDP A 2 form (to complete/sign with officer at every medical) As OHSP has performed Audiometry tests at previous medicals baseline already set.  


ALL MEDICALS INVOLVE THE COMPLETION OF A MEDICAL HISTORY QUESTIONNAIRE AND AN AUDIOMETRIC QUESTIONNAIRE EVERY 365 DAYS 





			MDP Fit to Work Medicals for Incumbent Authorised Firearms Officers - Medical Assessments (Medical assessments will be the same each year) – FORMS WILL VARY – either Medical History Questionnaire GP Validated or Medical History Questionnaire Self Certified – Follow Up





			– Full medical history must be verified by the candidates GP prior to OH assessment at years 1 & 7 only. The MDP Medical Standard lists the general and specialised job functions and tasks essential to determine fitness to work in the force and carry a firearm.    



 The OHSP will review the health questionnaire with the candidate. Further investigation will be required if the candidate’s response could indicate that they may not meet the standard.  In addition, the OHSP must undertake the following tests: 



· Vision 


· Audiometry



· Blood Pressure and Pulse


· Urinalysis



· Lung function (For Officers required to wear a Respirator)



· Weight 



· Height



· BMI – Waist to Hip Ratio



The minimum tests to comply with COP standards are included in this list.  


*This medical will only be mandatory for those officers whose role profile requires then to carry a gun i.e. firearms officer.


 For all NON AFOs who are role exempt the medical will be voluntary. There will however be exceptions to this as some Dog Handlers do not carry a gun but will need a medical. The OHSP practitioners should therefore ensure that they check exactly what boxes the Officer has ticked on the form to ensure the medical covers appropriate role tasks. Following the medical assessments and outcome reports the MDP OH team will identify those Officers who undertook the medical voluntarily and any follow up action that they may require will be directed to their GP rather than through MOD OH Service Provider


OFFICERS WILL TAKE A MEDICAL CLEARANCE CERTIFICATE MDP OH FORM 001 WITH THEM TO THE MEDICAL WHICH WILL NEED TO BE ANNOTATED WITH THEIR RESULTS ON THE DAY BY THE OHSP CLINICIAN.  WILL COVER THE MEDICAL OUTCOME RECORDED ON THE CERTIFICATE WILL ALLOW MDP TO DETERMINE IF THE OFFICER SHOULD BE DISARMED. PRIOR TO ANY MEDICALS BEING CARRIED OUT AT A STATION THE MDP POC WILL ELECTRONICALLY COMPLETE AN ATTENDANCE SHEET WITH THE OFFICER/S WHO WILL BE ATTENDING THE MEDICALS. A HARD COPY OF THIS SHEET WILL BE GIVEN TO THE CLINICIAN TO RECORD THE RESULTS ON. FOLLOWING COMPLETION OF THE SHEET IT MUST BE RETURNED IN A SEALED ENVELOPE MARKED MEDICAL IN CONFIDENCE TO THE MDP STATION SPO/POC.   THIS SHEET WILL BE SENT TO BOTH MDP OH AND THE CHRONICLE ADMIN TEAM. MDP FOSN 66/18 FOR FULL DETAILS. 





			MEDICAL SCREENING ELEMENTS - standards and process applied:  





			Vision 





			· Binocular Vision 



6/7.5 aided or unaided 



(6/12 or better worst eye)



Unaided 6/36 


When successful correction has been achieved using soft contact lenses unaided standard need not apply. 



· Colour Vision



Colour vision is to be tested once on joining MDP and ONLY again if there is medical indication to do so.



IT IS RECOMMENDED THAT OFFICERS SHOULD BRING THEIR PRESCRIPTION WITH THEM TO THEIR APPOINTMENT IF THEY WEAR LENSES OR GLASSES.


CONSEQUENCE OF FAILING TEST 


First test - Did officer meet the vision standard or forget their glasses?


If YES >>>> MDP ACTION -Temporarily removal from Firearms duty while further investigations undertaken



Officer must attend their own ophthalmologist or optometrist for corrective treatment or spectacles and send copies of their prescription, with their full name, work address, contact telephone number and staff number by either posting it to: 



· MOD OH Service Provider (OHSP)


· Scanning and emailing to XXXXXXXXXXXXX


Once received by the OH SP the prescription and case will be reviewed by a clinician and the Officer will be informed of the outcome on whether they have met the MDP vision standard. In the meantime, if following the appointment with the ophthalmologist or optometrist they can certify that the Officer now meets the required standard the Senior Police Officer (SPO) has the discretion to return the Officer to AFO duties, notifying both the Chronicle I-Hub and MDP OH team by email.





			Audio





			Audio Questionnaire MDP A2 to be completed by Officers and assessed by the OHSP as part of the medical. 


Officers will be tested without hearing assistance at their medicals and those that fail to meet the standards will be further assessed as per MDP Hearing Policy and Process and a relevant outcome report produced in line with agreed hearing acuity outcome report requirements. 


The hearing standard is derived from a sum of total hearing loss (dB) within the low and high frequencies as measured by pure tone air conduction hearing audiometry. 


Hearing standards are as below in each ear:



· Fail if sum of hearing loss>84dB over 0.5, 1 and 2KHz frequencies 



and /or 



· Sum of hearing loss > 123dB over 3, 4 and 6 KHz frequencies.  



Any temporary problems with wax/infection may require repeat audiogram and the test at this stage must be in a sound proof booth. The OHSP will advise the officer of a follow up appointment to re-test.



CONSEQUENCE OF FAILING TEST-



Follow MDP Hearing Policy/ Process Map 





			BP & Pulse





			Any Officer who has a resting BP that is consistently 140mmHg /90mmHg or more the OHSP will refer the officer to their GP and book a follow up apt for them.  



 The BP will be checked 3 times over the duration of the medical if above the standard. 


CONSEQUENCE OF FAILING TEST-



If an Officer has a BP between 140mmHg/90mmHg and 160mmHg/100mmHg they can remain armed and for Chronicle will be recorded as a PASS


Any Officer who has a sustained Systolic BP of 160mmHg or above or Diastolic BP of 100mmHg or above MDP ACTION - should be to remove from armed duties and emergency vehicle driving duties immediately pending further assessment. For MDP Chronicle this will mean the overall Medical result must be recorded as a FAIL.  OHSP TO NOTIFY MDP OH TEAM IMMEDIATELY IF ANYONE HAS THESE RESULTS





			Urinalysis





			If blood, protein or glucose found - the OHSP will refer the officer to their GP and book a follow up apt for them.  



CONSEQUENCE OF FAILING TEST-


The Officer is likely to remain armed during this period and for Chronicle will be recorded as a PASS. If Clinician on the day however deems this as an emergency that requires Officer not to be armed, they will notify MDP OH team Immediately.





			Lung Function (For Officers who use Respirators)





			Referral for GP opinion if FEV1 is less than 80% predicted, FVC is less than 80% of predicted or if there is a 10% or greater drop in FEV1 or FVC over a 12 to 18 months’ period.


If results do not meet the standards the OHSP will refer candidate to their GP and arrange for follow up apt. 


CONSEQUENCE OF FAILING TEST- 



The Officer is likely to remain armed during this period and for Chronicle will be recorded as a PASS. If Clinician on the day deems this as an emergency that requires Officer not to be armed, they will notify MDP OH team Immediately. Following a review appointment, the outcome report will clarify if the Officer is fit to undertake face fitting to wear respiratory protection equipment and what next step action is required. 





			Weight





			  Record and Refer to BMI & Waist to Hip Ratio outcomes  





			 Height





			 No standard – self explanatory





			  BMI & Waist to Hip Ratio





			The standard for a recruit should be a BMI no greater than 30 but no lower than 19 and a waist circumference of no greater than 40 inches for a man and 35 inches for a woman.



Candidates that fall out of this BUT have a Waist to Hip ratio of no greater than 0.95 for men and 0.80 for women would however still meet the requirement. 



On recruitment, this standard must be adhered to and anyone outside the limit will fail. For Incumbent Officers this test is for advice only.


CONSEQUENCE OF FAILING TEST- 



For Incumbent Officers Failure in this area does not mean that they have failed the overall Medical. These tests whilst mandatory are for the OHSP to provide advice and guidance on health and wellbeing to help improve the Officer’s fitness to work. Therefore, the Medical will be deemed a PASS providing no other failings and the OHSP will produce an OUTCOME SUMMARY REPORT and no further follow appointment will be needed. 
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ANNEX 


MARINE MEDICALS FLOW FOR REFERRAL TO OHSP


STEP 1:


· Officer completes MDP MM1 form and takes the form to the GP/Doctor. 





· GP/Doctor refuses to complete the form or due to a known medical condition, the Officer has been declined a MDP Marine Medical Certificate. 





· Officer informs LM accordingly who then contacts MDP OH Department. LM to email Officer’s details and reason for the referral (either refusal from GP/Doctor or known medical condition) and attach a job description.  





· MDP OH to raise a bespoke referral as per their internal guidance notes. Once raised, a note of the Referral ID is made. 





· MDP OH to inform the LM of Referral ID and ask that the officer completes an annual medical questionnaire. Officer to mark each of the documents below with the Referral ID, double envelope and send to MOD OHSP by recorded delivery:





1. Completed Annual Medical Questionnaire


2. MM1 form (including Doctors comments or attached GP documentation)





MOD OHSP Address:





xxxxxxxxxxxxxxxxxxxx





STEP 2:


· Once documentation received, MOD OHSP to contact the Officer to arrange a face to face appointment (within travel time of Duty Station). 


· The Officer must take a copy of the “MDP OHS Marine Medical Clearance Certificate” (to be supplied) which will be signed by the MOD OHSP.  An Outcome Report will be loaded to the MDO OHSP Portal.  





STEP 3:


· MDP OH sends the Outcome Report and Certificate to the Officer and LM. 
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Service Specific Requirements


Northern Ireland Security Guard Service

1. Background:


2. The Northern Ireland Security Guard Service (NISGS) provide Civilian Armed Guarding at dedicated MOD establishments within Northern Ireland.  


3. All operational roles in the NISGS require an officer to be qualified to carry a firearm safely and effectively in an environment which requires them to be prepared to react in accordance with the rules of engagement.

NISGS Civilian Security Officers (CSOs) must be trained and qualified in all of the following to be able to complete ‘normal duties’ within an armed guarding role:

a. Personal Weapons – Weapon Handling Training (WHT) / Annual Combat Marksmanship Test (ACMT) / Limit of Night Visibility Shoot (LNV)

b. Security

c. Guarding 

d. Search


e. Incident Management 


f. Battlefield Casualty Drills


g. Conflict Management 


h. Comms


i. Patrol


j. Legal


4. Personal Weapons 


5. To qualify with a Service Firearm, officers are required to attend a range complex (normally outdoor) and complete a number of live firing practices with a 9mm Sub Machine Gun. 


6. The practices are carried out from either the standing, kneeling or prone positions and have short timed periods for the officer to adopt whichever position is relevant, and fire the required number of shoots at the target. Some practices involve movement from a standing position to kneeling or prone and back to standing after firing is completed. In certain practices this is repeated up to 10 times.


7. The practices are carried out with officers wearing body armour, hearing protection and helmets.

8. The practices require the officer to be able to support the weight of the weapon, in a stable manner, in any of the firing positions to achieve accurate results. In addition, there is a degree of physical exertion and mobility required as officers move from one position to another.


9. Qualifications are completed every 6 months and may be in any weather condition.


10. Incident Management  


11. Incident Management courses are of 1 day duration, twice per year. The courses consist of practical, and classroom-based theory training. 

12. The training requires officers to practice various incident management related tactics and scenarios. The officers will normally be fully kitted wearing body armour and ballistic helmet.

13. Officers will be carrying a weapon and 2 x magazines. In addition, officers will be required to wear a webbing belt with ammunition pouch and helmet band. 


14. There is a degree of physical activity where officers need to be able to move quickly to positions of cover and move tactically over distances of several hundred metres over varying terrain.


15. Incident Management training may be carried out in any weather condition with officers needing to wear appropriate clothing.


16. Physical Fitness


17. All training detailed above requires a degree of cardio vascular fitness and a good level of general mobility in order to be able to carry out the physical activities required to complete and gain qualification.


18. Whilst temporary adjustments will be considered by NISGS Line Management, there is no scope for permanent light duties for NISGS CSOs and OH reports shall avoid making such recommendations.


19. Standard Equipment Carried by NISGS CSOs

a. Weapon



3.2 Kilos

b. Bergen / Ancillaries / Boots
6.8 Kilos.

c. ECBA




6. 8 Kilos.

d. Ballistic Helmet


1.5 Kilos.

e. Total




18.3 Kilos.

20. Standard Duties Carried Out by NISGS CSOs

21. During their normal course of duty whilst wearing ECBA, ancillaries, boots & carrying a helmet & Bergen, the individual would be required to undertake: Standing, Walking, Running, (short distances), crossing low obstacles (stepping over), and negotiating stairs. 


22. Working Pattern


23. NISGS CSOs are shift workers, working 2 x 12hour day shifts 0700 – 1900, followed by 2 x 12hour night shifts 1900 – 0700, followed by 4 rest days. The shift pattern is worked over 10 weeks, which includes a 2-week flexible period at weeks 2 & 3, during which each officer is expected to work 7 shifts. Weekly hours worked can vary between 36 & 48 hours gross, averaging 42 hours per week over the 10-week shift cycle.

24. During a normal 12-hour shift, an individual would be required to wear ECBA for (on average) 7 x one-hour periods and carry the additional equipment for (on average) 2 of those 7 x one- hour periods, dependent on location and tasking. 

25. In the event of an incident or increase in Security Threat, the wearing of PPE; ECBA, Helmet and Ancillaries, would be for the entire duration of that threat / incident.  


26. All officers are entitled to 90 minutes of refreshment within the 12hour shift, which can be taken as either 1 x 90minute, 1 x 60 minute & 1 x 30 minute, or 2 x 45 min meal breaks. There are no official ‘rest periods’ outside of the meal breaks.


27. Supplier Personnel Skill, Training and Experience


28. Whilst there are no requirements for additional formal training or experience, it is essential that OH Practitioners at all levels are aware of the particular demands both physically and psychologically associated with carrying firearms.

29. Personnel Involved and Locations


30. There are approximately 400 NISGS Civilian Security Officers at NI sites throughout Northern Ireland. Site address details will be provided to the successful supplier after placement of contract.


31. OH Services Required


32. In addition to the standard services available to MOD, NISGS have a requirement for additional specialist services described below:


		NISGS OH Services 



		Item

		Description

		Delivery Location

		Frequency

		Applicable Standards

		Applicable KPI Regime 

		Additional Requirements



		1. 

		Pre-employment / Pre-appointment fitness for role assessment

		Supplier location within normal contractual travel time / distance. 

		As Required

		Aligned to MDP  Specific Clinical Standards 




		Services to be provided; measured and reported against the service levels applicable to Pre-Appointment and Pre-Enrolment Checks.

 

		NISGS Clinical Standards are aligned with Ministry of Defence Police (MDP).






		2. 

		Periodic Fitness for role Assessment (“NISGS Annual Firearms Medical”)

		The preferred delivery location will generally be on MOD Site or Mobile unit, to minimise disruption to NISGS operations.




		Annual




		Aligned to MDP  Specific Clinical Standards 




		Services to be provided; measured and reported against the service levels applicable to   Health Surveillance and Fitness for Task

		Additional requirements for this service are fully described at Section 15.






		3. 

		Firearms Mental Health Review:

A referral to provide clinical advice on an employee’s fitness to carry firearms, following mental health symptoms.




		Supplier location within normal contractual travel time / distance.

		As Required – referrals will be made where there has been a mental health related absence; reported or suspected mental health symptoms 

		Baseline standards apply.

		Services to be provided; measured and reported against the  service levels applicable to   Health Surveillance and Fitness for Task

		This type of referral must include a face to face consultation.


Further Medical Evidence must be sought where there is significant mental ill health.


Referrals of this this type will be excluded from any SLA targets which limit the proportion of cases for which FME is applied for.


Where consultations are held with OH Advisor level practitioners, final reports must be reviewed and agreed by an OH Physician level practitioner. MOD expect minimum qualification to conduct review would be someone with mental health qualification/experience.





		4. 

		Weight of Equipment Assessment

A referral specifically for where an employee reports musculoskeletal symptoms in relation to use of NISGS Body Armour; Weapons; other equipment.

		All

		As required

		Baseline standards apply. 

		Services to be provided; measured and reported against the service levels applicable to   Health Surveillance and Fitness for Task

		OH provider will need to be aware of generic equipment weight as listed in section.  Officers with Musculoskeletal problems who have not had a face to face appointment with OH provider will need one prior to return to work to see if fit to use and carry equipment.



		5. 

		NISGS AFO Audiometry Test 

		Preferred location to be advised on a case by case basis.




		At Fit to work Medicals and when OHSP identify more frequent tests needed with 365 days. 

		Aligned to MDP  Standards and Hearing Status according to HSE Categorisation

		

		This is a new requirement brought about as part of the Hearing conservation programme ‘built in’ to the annual medical.  It may be exceptionally required where more frequent than annual testing is clinically indicated – so will need to be included within the CPLT paper


Standalone audiometry assessment will be required where OHSP identifies the need to retest Officers more frequently than annually due to their results at their annual Fit to Work medical assessments. Or when an Officer declares a change in circumstance/accident that affects their hearing.  Audiometric testing is a mandatory requirement for every officer every 365 days. Test will be conducted in line with MDP standards.



		6. 

		Colour Vision Testing 

		Nearest venue to Applicant/Officer's location. 

		As required

		MDP Medical Standards and COP latest guidance NPFTC Introduction Version 5.5 25th Nov 2020

		Services to be provided; measured and reported against the CCS Framework Service Levels applicable to   Health Surveillance and Fitness for Task

		Applicants to NISGS are required to present evidence of Colour vision, after testing b an Optician prior to the pre-placement consultation.


If a candidate fails the Ishihara colour vision test they are then required to undertake either a 2nd or 3rd edition City University test and a Farnsworth - Munsell D15. 

Exceptionally – delivery of such testing may be required by the OH service provider.






		7. 

		OH Reports – All types

		N/A

		N/A

		N/A

		N/A

		Reports produced in relation to NISGS CSO personnel shall take account of the role and task descriptions in this document.


Whilst temporary adjustments will be considered by NISGS Line Management, there is no scope for permanent light duties for NISGS CSOs and OH reports shall avoid making such recommendations.








1. NISGS Medical Standards

2. Clinical standards applied for NISGS are aligned with Ministry of Defence Police and for pre-employment fitness for role and periodic fitness for role assessments (“NISGS Annual Firearms Medical”).  Please refer to the MDP related specification (Annex A to ITT statement of requirement) - for full details.

3. Tasking & Appointment Scheduling

4. To ensure that Operations are supported at all times, NISGS personnel require the capability to submit referrals where the delivery date is up to three months in the future.  Normal Service level targets for health surveillance, monitoring and specialist fit for role assessments, which require reports to be completed within 10 working days of referral shall not apply in these cases.


5. OH report Requirements

6. Whilst temporary adjustments will be considered by NISGS Line Management, there is no scope for permanent light duties for NISGS CSOs and OH reports shall avoid making such recommendations.


7. NISGS Security Requirements


8. There is a risk that MOD civilians and their dependants working and living in NI or ROI, may be targeted by extremist organisations.

9. Special precautions are essential to conceal the association with MOD for all employees and dependants within Northern Ireland.

10. There is a requirement to make referrals of all types, without specifying a home address if the employee declines to provide this to the supplier.  Any process for verification of identity must not rely on validation of employee home address.


11. OH supplier mail sent to a home address shall not include any reference to Ministry of Defence; Guard Service; grade or rank on the envelope.


12. At supplier clinics held outside MOD Sites, employees shall not be referred to by grade, rank or reference made to employment with MOD within public areas.

13. NISGS Management Information


14. NISGS require a capability to obtain monthly and ad-hoc reports summarising:


i. The volumes of Annual Medicals completed; 


ii. The numbers of personnel requiring follow on interventions after the initial consultation


iii. The numbers found to have met the required standard


15. NISGS Annual Medical Specific Requirements:


16. Making Referrals


17. Referrals may be made by Line Managers or DBS HR team.


18.  Capability to nominate individual employee; referring Manager and a site POC, responsible for co-ordinating and scheduling attendance is required for each referral.


19. NISGS require that the supplier provide every CSO with a copy of their report(s) so that they can discuss outcome and/ or any further action required with their Line Manager.

20. For each referral Employees will supply a completed NISGS specific health questionnaire form, or complete an equivalent electronic version via the supplier online portal.

21. Scheduling of on-site / Mobile Unit clinic programme


22. NISGS require an agreed schedule of clinic dates at least three months in advance – to allow planning of attendance.


23. Clinic Appointment Scheduling:


24. Initial Consultations:


25. Appointment Scheduling for annual medicals shall be via the nominated site point of contact (POC) for the initial consultation stage of all NISGS Annual Firearms Medicals.


26. The supplier shall supply advance notice of the number of clinic slots and timings on each day of on-site service delivery to the POC.   This shall occur no later than two weeks prior to the first on site clinic date.


27. POC will confirm names of employees attending each clinic; this information will be provided in advance of the clinic date.  Due to changes in personnel availability, this information will be available no earlier than 3 weeks prior to clinic date.


28. Due to the need to maintain operational flexibility to reallocate personnel, or cope with unexpected absences, short notice changes to the clinic attendees may be required.


29. Non-attendance charges shall not be triggered where a clinic slot is filled by an alternate attendee.


30. Follow On Consultations


31. Follow On appointments, for example where escalation to a further review is needed - shall be agreed directly with the individual’s Line Manager.

32. Conduct of Clinics


33. Employees will have a review of annual health declaration by the OH Practitioner and undertake all mandatory tests.

34. The OH Practitioner must give an explanation of the results to the officer, advise if they meet the defined clinical standards, or if further assessment or intervention is required.  Where further intervention is required, the type, next steps and timescales shall be explained in person during the clinic.


35. NISGS Line Managers shall be notified by telephone of individuals identified as unfit or temporally unfit within 24 hours of the clinic.


36. The decision on whether an employee should be removed from operational duty remains with NISGS Line Management to decide.

37. Outcome Reports:


38. Every Annual Medical shall be documented via interim or a final Outcome Summary Report indicating the outcome of the assessment and when the review appointment is due.
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Service Specific Requirements


Defence Fire & Rescue (DFR) 


1. PROVISION OF OCCUPATIONAL HEALTH SUPPORT FOR DEFENCE FIRE RISK MANAGEMENT ORGANISATION PERSONNEL


2. Background:


3. Defence Fire & Rescue (DFR) organisation within MOD employs around 170 personnel at 31 sites within the UK, the majority of these will be within operational Fire Fighter roles.


4. DFR are required to attend in response to emergency Fire and Rescue events within the MOD estate and will be exposed to a number of risks that are uncommon within the wider MOD population.  These include but are not limited to aircraft, nuclear, explosives, marine environments, railway environments, high voltage installations, hazardous materials including Asbestos, working at height, in confined spaces, underground and within bulk fuel installations.


5. Fire crews can be called upon to respond at a moment’s notice into a very fluid and dynamic situation which is highly charged, mentally stressful and physically demanding, all without warning. 


6. The crews may need to operate in extremes of temperature while wearing self-contained breathing apparatus and Firefighter PPE for extended periods in all weather conditions.


7. The average age of DFR Fire Fighters is approximately 50 years of age and may increase year on year.  This increasing age profile may result in increasing rates of age related conditions.


8. OH Services Required

9. DFR will require OH Services to ensure that new recruits are fit to undertake fire fighting duties prior to employment and to confirm the fitness for duty, and general well being of all personnel in the Defence Fire Risk Management Organisation, up to and including the rank of Chief Fire Officer (CFO).


10. To provide advice and support to individuals who are temporarily unable to meet the required standards to enable them to return to full operational duties.


11. Personnel Involved and Locations


12. There are approximately 170 personnel within the Defence Fire Risk Management Organisation, based at 31 geographic locations in the UK.


13. Services Required


14. DFR may make use of any of the standard services available to MOD.

15. In addition to the standard services available to MOD, DFR have a requirement for additional specialist services described below:


		DFR OH Services 



		Item

		Description

		Delivery Location

		Frequency

		Applicable Standards

		Applicable KPI Regime 

		Additional Requirements



		1. 

		Pre-employment / Pre-appointment assessment

		Recruitment may cover any of the DFR locations.


Delivery may be required on MOD site (primarily for bulk recruitment) or at supplier location – to be specified on a case by case basis depending on the candidates home address

		As Required

		DFR Clinical Standards apply.



		Services to be provided; measured and reported against the service levels applicable to 

Pre-Appointment and Pre-Enrolment Check


 

		MOD Specific Form DFR Form 213 Health Declaration (or an online equivalent) to be used to capture candidate’s health history.


DFR Form 214 to be used to report recommendations – in place of; or in addition to the supplier’s normal outcome report format.






		2. 

		Operational Fitness Assessment

		The default delivery location will vary according to the permanent duty station of each employee and may include on MOD Site; Mobile unit or supplier location.


See location summary at Para 23 - 24

		Periodic Fitness for Role assessment:


Every 3 years upto age 45; 


Every two years 45 to 55;


Every year over age 55




		DFR Clinical Standards apply.

		Services to be provided; measured and reported against the service levels applicable to   Health Surveillance and Fitness for Task

		Forms & Reports:


MOD Specific Form DFR Form 215 Health Declaration (or an online equivalent declaration) to be used to capture candidate’s health history.


The following outputs will be required in place of; or in addition to the supplier’s normal outcome report format.


DFR Form 214 to be used to report examination findings.


DFR Form 211 – certificate of fitness to be provided for every case.


The assessing clinician is to inform the Referring Line Manager whether they are fit for full operational duties immediately following the assessment by email or electronic message via the online portal within one hour of the consultation.





		3. 

		Return to Work Fitness Assessment

		Nearest Supplier location

		As required – following long term sick absence, or when performance or other concerns about fitness for duty are identified

		DFR Clinical Standards apply. 




		Services to be provided; measured and reported against the service levels applicable to   Health Surveillance and Fitness for Task

		Forms & Reports:


MOD Specific Form DFR Form 215 Health Declaration (or an online equivalent) to be used to capture candidate’s health history.


The following outputs will be required in place of; or in addition to the supplier’s normal outcome report format.


DFR Form 214 to be used to report examination findings.


DFR Form 211 – certificate of fitness to be provided for every case.


The assessing clinician is to inform the Referring Line Manager whether they are fit for full operational duties immediately following the assessment by email or electronic message via the online portal within one hour of the consultation.






		4. 

		Pre-Course Fitness  Assessment

		The default delivery location will vary according to the permanent duty station of each employee and may include on MOD Site; Mobile unit or supplier location.  


See location summary at Para 23 - 24

		Individuals will be assessed by DFR Managers and individuals may be required to repeat the Operational Fitness Assessment




		DFR Clinical Standards apply.

		Services to be provided; measured and reported against the service levels applicable to  Health Surveillance and Fitness for Task

		Forms & Reports:


MOD Specific Form DFR Form 215 Health Declaration (or an online equivalent) to be used to capture candidate’s health history.


The following outputs will be required in place of; or in addition to the supplier’s normal outcome report format.


DFR Form 214 to be used to report examination findings.


DFR Form 211 – certificate of fitness to be provided for every case.


The assessing clinician is to inform the Referring Line Manager whether they are fit for full operational duties immediately following the assessment by email or electronic message via the online portal within one hour of the consultation.





		5. 

		Physiotherapy

		Nearest Supplier location

		As required

		Baseline standards apply.




		Standard KPIs applicable to Physiotherapy

		The standard restricted provision of assessment plus up to 6 sessions shall not apply to DFR personnel.


MOD Require an option to extend to a further 6 sessions, where good progress has been made through Physio intervention, but the individual does still not meet the requirements of the Operational Fitness Assessment and would be expected to do so by the use of the additional Physio sessions.





		6. 

		Health Surveillance – Asbestos Medical

		Nearest Supplier location

		Pre-exposure and periodically as required by statute

		Control of Asbestos Regulations 2012 and any other applicable legislation

		Services to be provided; measured and reported against the service levels applicable to   Health Surveillance and Fitness for Task

		DFR Personnel are treated as Licenced Asbestos workers in relation to health monitoring within Control of Asbestos Regulations 2012.





Table 1

7. DFR Medical Standards

8. Specification and guidance on the application of the medical standards for DFR Firefighters and recruit candidates are detailed within the DFR Medical Standards, Chapters 4 -13.

9. The DFR Medical Standards will be reviewed periodically to ensure that they align with latest standards issued by Firefit / CFOA and following TU consultation will be re-issued accordingly.

10. Supplier Training / Skills & Experience


11. Clinical personnel providing services to DFR are required to have an understanding of the numerous DFR Job Roles and what is required of individuals to perform in these roles.

12. DFR Specific Forms


13. A number of DFR specific forms are used in relation to their specialist occupational health requirements.


14. Whilst these were historically used in hard copy format – supplier equivalents in electronic format, allowing electronic completion and submission by the employee are welcomed.


15. Appointment Scheduling

16. All appointment scheduling for all Occupational Health services shall be co-ordinated through the Fire Station Manager, or Line Manager, to ensure that the most cost appropriate appointment is made thus minimising the incurred cost to the DFR Budget.


17. To ensure that Operations are supported at all times DFR personnel require the capability to submit referrals where the delivery date is upto three months in the future.  Normal Service level targets for health surveillance, monitoring and specialist fit for role assessments, which require reports to be completed within 10 working days of referral shall not apply in these cases.


18. DFR  Locations and Addresses


19. DFR Fire Station and office locations are provided, together with the default delivery location applicable to personnel at that site.  

20. Preferred delivery locations are applicable to DFR Operational Fitness; Pre-Course Fitness and Return to Work fitness health assessments only and are provided to aid supplier planning.

21. Actual delivery location may vary and will be advised on a case by case basis at the point of referral.


22. MOD DFR Locations 


		Station

		Address



		A01 Coulport

		Fire Station, HMNB Clyde, Coulport,HELENSBURGH,G84 0PD



		A02 Faslane

		Fire Station, HMNB Clyde, Faslane, Helensburgh, Argyll & Bute, FASLANE, G84 8HL



		D04 Fylingdales

		DF&RS Fire Station Fylingdales, RAF Fylingdales , Pickering ,North Yorkshire,YO18 7NT



		D08 Menwith Hill

		DF&RS Fire Station Menwith Hill, RAF Menwith Hill, HARROGATE, HG3 2RF



		F02 Donnington

		DF&RS Fire Station Donnington, DSDC Donnington, TELFORD, TF2 8JT



		G01 Boscombe Down

		Fire Station, QinetiQ, MOD Boscombe Down, Salisbury, Wilts, SP4 0JF






		G04 Fairford

		DF&RS Fire Station, RAF Fairford (USAF), Fairford, Gloucester, GL7 4DL



		G04 Porton Down

		TBAFire Station, Porton Down DSTL, Salisbury, Wilts, SP4 0JQ



		H06 Croughton

		Fire Station, RAF Croughton, Northants,


NN13 5NQ



		H08 Scampton

		Lincolnshire


TBA



		H11 Alconbury

		Fire Station (DFR), 423 ABS/CEF, RAF Alconbury, Cambs, PE28 4DA



		H15 Lakenheath

		Fire Station, 48 CES/CEF, RAF Lakenheath, Brandon, Suffolk, IP27 9PN



		H16 Mildenhall

		c/o Business Support Team (BST),Building 447, H16 Fire Station, RAF Mildenhall, Bury St Edmonds, Suffolk,


IP28 8ND



		H97 Wyton FS

		DFR, Bazalgette Pavillion, Desk X645, RAF Wyton, Huntingdon, Cambs, PE28 2EA



		J03 Bicester

		Fire Station, DSDC Bicester, Palmer Avenue, Lower Arncott, Bicester, OX25 2LD



		J08 High Wycombe

		TBA



		J99 Halton

		TBA



		Westdown Camp 




		Tilshead, Wiltshire, SP3 4RS



		Rosyth

		H M Dockyard, Rosyth, Dunfermline, Scotland, KY11 2XX.



		RAF Valley

		RAF Valley, Holyhead, Anglesey, LL65 3NY.



		RAF College Cranwell 

		RAF College Cranwell, Sleaford, Lincolnshire, NG34 8HB



		Thornbury Barracks

		Pudsey


Leeds


LS28 8HH



		Leamington Spa

		Warwickshire


TBC



		Abbey Wood

		Stoke Gifford, Bristol BS34 8JH



		DFR HQ Andover

		 Sedgemoor Building, Spur G & H, IDL 54, Marlborough Lines, Monxton Road, Andover, SP11 8HT



		DIO Sutton Coldfield

		Defence Infrastructure Organisation , Kingston Road, Sutton Coldfield, West Midlands, B75 7RL



		York Area Office

		DFR AMT (N), HQ 15 Bde,


Imphal Barracks, York, YO1 4AV



		HMNB Devonport

		DFR Fire Safety office, Bldg 215, HMNB Devonport, Plymouth, PL2 2BG



		Colchester

		DFR, HQ Colchester Garrison, Bldg PO4,Merville Barracks, Colchester, Essex, CO2 7SW



		HMNB Porstmouth

		DFR Fire Safety Office, Admiralty House, Bldg 1/20A, Post Point 14, HMNB Portsmouth, Hants, PO1 3LR



		Shornecliffe

		DFR Fire Safety Office, HQ 2 (SE) Bde, Somerset House, Sir John Moore Barracks, Shornecliffe, Folkestone, Kent CT20 3HJ





23. DFR Operational Fitness Assessment Flow Chart 
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DFR Fire Station Manager  tasks the Contractor to arrange requested Operational Fitness Assessment direct or via Defence Business Services as HR Service provider.



 







The Contractor contacts Fire Station Manager or Line Manager to identify suitable time(s); Locations and date(s) for Operational Fitness Assessment(s) to be conducted taking account of individuals shift pattern.







Where an individual Operational Fitness Assessment is required the Contractor to forward confirmation of appointment details to Fire Station Manager. 







Where multiple Operational Fitness Assessments are required, the Contractor to forward a completed clinic schedule to the Fire Station Manager.







The Contractor to upload agreed appointments onto Electronic system. 







The Contractor delivers Operational Fitness Assessments in accordance with agreed schedule and complete DFRS Form 211 to be issued electronically to Fire Station Manager / Line Manager. 
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MINISTRY OF DEFENCE



DEFENCE FIRE AND RESCUE SERVICE



THE MEDICAL AND PHYSICAL FITNESS STANDARDS FOR FIRE-FIGHTERS EMPLOYED ON THE MOD ESTATE



FORWARD



This document seeks to facilitate the process that the Defence Fire and Rescue Service (DFRS) needs to undertake to meet its obligations as an employer in the light of legislative changes which came into effect on 1 October 2004. It is based on available evidence on the most prevalent medical conditions as described in the Office of the Deputy Prime Minister (ODPM) Guidance and its purpose is to assist medical personnel in providing advice to fire and rescue service managers on medical and fitness issues for recruitment and retention within DFRS. However, the document does not seek to provide the sole source of guidance for managers in arriving at decisions on recruitment or retention. Managers are obliged to carry out assessment of the individual, including an appropriate risk assessment and consideration of whether reasonable adjustments could be made to enable DFRS to recruit or retain the individual. 



The terms used throughout this document are as follows:



Occupational Health Adviser (OHA) - a qualified OH nurse with a Specialist Practitioner OH qualification.



OH Practitioner – either an OHA (as above) or a Medical Officer (doctor) with a qualification in Occupational Medicine.



Medical Officer – a doctor who may or may not have a qualification in Occupational Medicine but can provide a medical opinion on the fitness of a fire-fighter.



For further advice and guidance contact:



MOD DFRS Policy 
tel. 01264 38 1707


DMSD-Civ OM 
tel. 020  7807 0462



Chapter 1 provides detailed guidance on the legal issues that need to be taken in to account when assessing Medical Standards. This chapter summarises the numerous Acts, Regulations and other ‘laws’ that influence the assessment of ‘fitness for work’ and what may constitute discrimination. Without a thorough understanding of the law in relation to Employment Rights and Discrimination it is impossible to carry out an adequate ‘risk assessment’ of the suitability or otherwise  of an individual for any particular job. This is essential reading for both occupational health staff and line managers.


Chapter 2 provides guidance on the standards for recruits, which are a combination of medical, physical and other assessments of suitability to carry out fire fighting duties. At Annexe A are standard forms for confirming the fitness of recruits following a medical examination by a Medical Officer at pre-employment and prior to proceeding to physical assessments. Physical and other assessments of suitability of recruits are carried out under the supervision of a Fire Officer not below the role of a Station Manager. The appropriate assessment forms for the physical tests are at Forms Annex A-C


Chapter 3 contains guidance for the regular Operational Fitness Assessments for existing personnel, and for assessments that may be required for individual cases such as post sickness absence (paragraph 3.1 a-d refers). It is expected that Occupational Health Advisers will carry out all regular Fitness Assessments and refer any doubtful cases to a Medical Officer for a medical opinion. Forms Annexes A-D provide all the standard forms for these assessments and an Algorithm for the management of fire-fighters who fail the Regular Fitness Assessments is at Annex A to Chapter 3. Consent Forms are included in the Forms Annexes but may also be required at Chapter 2. 



Chapters 4 to 12 contain more detailed medical advice on individual medical issues to assist occupational health practitioners in assessing medical fitness. As these chapters are intended for occupational health staff the content is very “medical” and may not be easy for non-medical personnel to follow.


Annexes contain all the standard forms for pre-employment, fitness assessments and consent forms.
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CHAPTER 1



THE LEGAL POSITION OF FIRE AND RESCUE SERVICE MEDICAL ISSUES


INTRODUCTION 


1.1
On 1st October 2004 the employment provisions of the Disability Discrimination Act 1995 were extended to include uniformed services. This means that from that date fire-fighters are no longer exempt from these provisions. The main change is the need to assess those with disabilities on an individual basis and consider reasonable adjustments in any cases where there is an issue over their capability for their role. This is particularly important for those with a significant disability where the evidence suggests it is unlikely that they will be able to fulfil their duties. Fire and rescue services must not make assumptions based on the majority of individuals with this condition, but must always specifically consider the individual, conduct an appropriate risk assessment and consider whether any adjustments can be made and are reasonable. In the DFRS opportunities for reasonable adjustment and redeployment are limited by the significantly limited availability of non-operational roles like Fire Prevention Officers or operational roles with low physical commitment like Control Room Operators that provide this function in County Fire Brigades.


1.2
The aim of this document is to provide DFRS Medical Advisers with medical evidence to help them in providing advice to fire and rescue service managers on medical and fitness issues surrounding the recruitment, retention and redeployment of fire and rescue service staff. This document is not intended to guide fire and rescue service managers on their responsibilities in applying the provisions of the Disability Discrimination Act. 



1.3
Additionally from 1st October the Fire Services Act 1947 was replaced by the Fire Services Act 2004. The new Act removes the requirements for appointment set out in the Fire Services (Appointment and Promotions) Regulations. Consequently there are no longer any statutory provisions relating to appointments. DFRS managers and medical advisers are advised to refer to the provisions of the Fire Service National Framework 2004/05 Section 5.19 which states that:



‘Fire and Rescue Authorities... should, following enactment of the Fire Services Bill, act in accordance with the guidance issued by ODPM and employ best practice in the operation of appointments and promotions for all staff in line with legal requirements and the principles of IPDS’. 



Implications of the Disability Discrimination Act (DDA) for the Defence Fire and Rescue Service 



1.4
Details of the DDA are set out below. With the removal of the exemption covering uniformed staff, DFRS will need to apply the same principles to the recruitment, retention and redeployment of fire-fighters as have applied to MOD civilians since the original introduction of the DDA in 1995. A ‘blanket’ view of medical conditions is no longer appropriate; each individual applicant or employee must be assessed on their own merit, with an individual risk assessment of the proposed role being conducted by the Medical Adviser. The resulting decision based on this advice is specific to the individual and role. While the ultimate decision on employment will be for fire and rescue service managers, the advice provided by the Medical Adviser will play a key role. 



1.5
Previous guidance to the fire and rescue service on medical issues have been highly prescriptive. Specific medical conditions were first prohibited following the Godber Report of 1968 and further medical conditions were added in recommendations by the Joint Working Party on Appointments Provisions in 1988. Although few of these recommendations were incorporated into statutory instruments, they formed the basis of an expanded series of recommendations produced by the Association of Local Authority Medical Advisers (ALAMA). This publication, ‘Medical Aspects of Fitness for Fire-fighting’ was started in 1994. Further chapters were added through the 1990’s and others were updated. Significant parts of the latest ODPM Guidance are based on the original ALAMA work. Some of these recommendations were straightforward and didactic, addressing a number of conditions with advice to ‘accept’, ‘accept with caution’, ‘reject’ or ‘retire’. The recommendations were produced by experienced occupational physicians working in conjunction with expert clinicians in each field and based on available evidence at the time although much of the evidence was not referenced. This approach is not in keeping with the provisions of the DDA and it was therefore felt necessary to form a stakeholder steering group to oversee the production of a work of reference for Medical Advisers to help them provide advice that meets the requirements of the DDA. 



1.6
This document is based on the advice produced by this stakeholders steering group and has been designed to enable Medical Advisers to conduct an appropriate risk assessment. A high level job analysis has been used to identify the work demands of individual roles within DFRS. It addresses a number of common medical conditions and has incorporated the current available evidence relevant to employment. The job analysis (See 1.7 to 1.10 below) has identified the importance and frequency of activities required of the identified roles within the Service. This allows Medical Advisers to perform an objective assessment of physical and psychological abilities of individuals against the requirements of the role. It also allows both Medical Advisers and Management to identify any potential adjustments to roles. Management can then meet the requirements of the Disability Discrimination Act by determining whether these adjustments are reasonable when set against the common and essential tasks of each role. Medical Advisers are expected to make individual assessments by combining medical evidence with the requirements of the role. There are some general guidelines to help provide an overall view of the risk associated with these conditions. Specific aspects of relevant legislation are outlined below. These all form key aspects of the risk assessment process which is itself enshrined in legislation. 



1.7
Early discussions with the Integrated Personal Development System (IPDS) group at the Fire Service College (FSC) lead to the consolidation of 18 discrete roles within the UK Fire and Rescue Services. Not all these roles apply to DFRS, but those that do are summarised in Table 1. These roles, which were provisionally endorsed by ODPM, fell within four clusters comprising Operational roles on the fire ground, Management roles, Fire Control and Fire Safety roles. However, the clustering of roles was re-evaluated and revised clusters were formed. Four revised clusters of roles were formed on the basis of the statistical analysis, referred to as ‘operational’, ‘management/safety’, ‘control’ and ‘trainer’ roles. The revised clusters are listed below: 



			Operational roles    Fire-fighter          (FF)



                                 Crew Manager    (LF)



                                 Watch Manager  (Sub O)


			Management/    Station Manager   (Stn O/ADO)



Safety roles       Group Manager     (ADO)



                           Area Manager        (DO/SDO)



                           Brigade Manager   (ACO/DCFO/CFO)



                           Fire Safety Officer 



                           Training Manager  





			Control roles          Control Operator (FF)



(In DFRS  this is not a distinct role, but part of normal FF duties) 


			





			Training roles        Trainer


			








Job Analysis by Questionnaire 



1.8
The four clusters of roles proposed by IPDS were revisited using a job analysis questionnaire to investigate for commonality across six ‘activity categories’. These six categories were found to comprise a ‘physical’ component and a ‘psycho-social’ component. The physical component included ‘movements performed’, ‘strength tasks’, ‘environments encountered’, and the ‘wearing of SCBA’. The psycho-social component comprised ‘addressing groups’ and ‘operational pressure’. These are listed in the table below: 



			Activity Categories


			Constituent Activities and Tasks





			Movement


			Sprinting; Running; Jogging: Walking; Climbing stairs/ladders; Jumping; Hammering; Digging





			Strength


			Lifting more than 5kg, 10kg, 20kg, 40kg; 


Carrying more than 5kg, 10kg, 20kg, 40kg; 


Pushing/pulling more than 5kg, 10kg, 20kg, 40kg.





			Environment


			Fire compartment temperatures above 100ºC; Elevated temperatures (30-100ºC); Freezing temperatures (sub-zero); Dust; Overcrowding; Open spaces; Height; Enclosed spaces; Total darkness; Partial darkness; Working in water; Working under water; Handling hazardous substances; Smoke; High humidity.





			Addressing Groups


			Addressing groups of people





			Operational pressure


			Dealing with traumatised victims; Dealing with traumatised others (e.g. relatives, public); Making critical decisions quickly





			SCBA


			Using SCBA








1.9
A job analysis questionnaire used by Optimal Performance Ltd (OPL) with other employment groups was modified for fire and rescue service use by a series of evening workshops at the FSC and used to identify potential core requirements of the various roles. Questions 1 to 5 provide basic demographic data which serve both to describe the population sampled and identify to which role respondents belonged. The remaining Questions 6 to 13 involved categorical responses; for example respondents indicated how many times they performed certain activities in a typical year, with response options ranging from ‘not at all’ to ‘many times per day’.



1.10
The requirement for each of the revised clustered roles to perform each of the activity categories is described in Chapter 2 of the ODPM fire and Rescue Service Guidance and is summarised in the table below. 



Summary requirement of revised clustered roles: 



			Clustered roles


			Movement


			Strength


			Environment


			Address Groups


			Operational pressure


			SCBA





			Operational


			High


			High


			High


			High


			Very high


			Very high





			Manager/Safety


			Low


			Low


			Low


			Very high


			Moderate


			low





			Control (In DFRS this is part of Operational FF role)


			None


			None


			None


			Moderate


			High


			None





			Trainer


			Moderate


			Moderate


			Moderate


			Very high


			Moderate


			High








1.11
Standards are inevitably prescriptive as they are intended to standardise and ensure uniformity. They also simplify assessment where advisers are not required to have a deep understanding of an issue. This, in many circumstances, is an advantage. In these circumstances Medical Advisers do not necessarily require extensive training in occupational medicine, and there can be an assumption that recruiting is safe when risk is minimised. Rather than knowing what they are getting, Management knows exactly what they are not getting as recruits, and who should be retired on grounds of ill health. 



1.12
Management will be primarily concerned with operational efficiency. Fire-fighters must be fit enough to meet the physical demands of their job whenever required to do so. They must generally be able to withstand rotating shifts and work with periods of intense activity punctuated by periods of inactivity. The process of identifying and maintaining an efficient workforce must be cost-effective, and within this is a requirement to ensure that fire-fighters will remain operationally fit for as long as is reasonable to be cost-effective. In essence, fire-fighters must start fit, stay fit, and be safe at work. Management must ensure recruitment and retention is fair and meets all the relevant legislation for employment law and Health and Safety Law. 



1.13
Physical fitness promotes good health (see 4.82) and is protective against musculoskeletal injury incurred in manual jobs. It is essentially a management issue (but it links with the Health & Safety at Work Act), and is defined as a capability requirement to meet specific job-related standards. These were the subject of a number of projects commissioned by ODPM to ensure that standards for selection reflect the requirements of the job (e.g. development and validation of national point of entry selection tests). Medical Advisers must familiarise themselves with these standards as they form part of the medical risk assessment. The main risks for fire-fighters, and concerns for management are: 



· injury to the individual or to others 



· sickness absence 



· ill-health retirement. 



1.14
While a set of prescriptive standards can minimise the risk of injury and reduce sickness absence, it is likely to prevent many individuals from joining who in fact are capable of working safely as fire-fighters with acceptable levels of sickness absence or risk. Prescriptive standards also lead to excessive ill-health retirement of individuals who remain capable of working safely and effectively in some Fire and Rescue Service roles. Social and legal policy is moving away from general prescriptive medical standards in favour of individually based assessments: 



· Risk awareness is increasing in line with a willingness to seek compensation and redress



· Employment rights and equal opportunities provisions have expanded 


· Tight budgets and the pressure to strive for optimum efficiency in the public sector have led to critical focus on pensions appeals with new, tighter procedures 



Old standards are no longer acceptable and a more flexible approach to individual cases is now required. 



1.15
While all decisions on recruitment, redeployment and retirement are for Management to make, they need good medical advice. There is an increasing need for an intelligent approach to interpretation of the effect of the various Fire and Rescue Service roles on health, and the effect of the health of employees on these roles. 



LEGAL BASIS OF STANDARDS AND GUIDANCE 


Statute Law, Common Law, Acts of Parliament and Regulations


1.16
Statute law (law made by Parliament) overrides common law (law made by the judges). Statute law takes two forms: Acts of Parliament and statutory regulations. Regulations are made by the authority of an Act of Parliament, often by a Minister, and have to be laid before Parliament, though they are normally not debated if no objections are raised. Regulations are designed to provide the details of legislation which Parliament has no time to discuss, within a policy laid down by the parent Act. For example, many health and safety regulations, such as the Control of Substances Hazardous to Health Regulations (COSHH), are made under a power given in the Health and Safety at Work Act 1974 (HSWA). Statutory regulations are just as legally binding as the Act itself.



1.17
Where statute conflicts with the common law, statute must take precedence. Where statutes conflict, there will normally be guidance concerning which one is to have priority over the other. For example, Section 59 Disability Discrimination Act 1995 (DDA) states that “any act done in pursuance of any enactment is not unlawful under the DDA”. An employer who is required to do something under the HSWA or statutory health and safety or road traffic regulations can use that as a defence to a complaint of disability discrimination. However, note that the revised Disability Code of Practice on Employment and Occupation (2004) states (paragraph 6.8):



‘Genuine concerns about the health and safety of anybody (including a disabled employee) may be relevant when seeking to establish that disability-related less favourable treatment of a disabled person is justified. However, it is important to remember that health and safety law does not require employers to remove all conceivable risk, but to ensure that risk is properly appreciated, understood and managed’.



1.18
Guidance is given in a number of forms, for example Approved (by the Health and Safety Commission) Codes of Practice (ACOP) under the HSWA, ACAS Codes under employment rights legislation, and Disability Rights Commission Codes under the DDA 1995. The Health and Safety Executive gives guidance on compliance with the health and safety legislation. Failure to comply with an ACOP is presumed to be a criminal offence unless the employer shows that he has complied with health and safety law by equally effective means. Failure to comply with other Codes of Practice and HSE guidance will be taken into account by courts and tribunals in deciding whether the employer has complied with the relevant statute. 



1.19
Management standards and guidance lie relatively low in the order of precedence, but it is difficult for an employer who has laid down standards for their employees to try to argue later that these standards are not legally binding (see Melville –v- Home Office 2005). The medical guidance in this publication represents expert interpretation of available evidence. 



1.20
Legislation underpins all that Medical Advisers do, and it is therefore essential that guidelines are evidence based and robust enough to stand up in a court of law. Their production must therefore follow general principles behind modern medical practice. Where evidence is clear and authoritative it should provide the basis for decision making. Where there is limited evidence, then consultation and consensus among practitioners should be sought. This process must also follow the principles of continuing professional development to ensure that the guidance is current, and the practitioner must make every effort to stay up to date with new developments that will inevitably be a year or more ahead of published guidance. 



1.21
It must also be acknowledged that most cases are complex, and require extrapolation from several bodies of evidence. This process can only be done by the practitioner who knows the fire-fighter, understands local issues and can make a decision that balances local Service needs, resources and options with the fire-fighter’s overall physical and mental capabilities. 



Other relevant legislation 



1.22
Medical Advisers will be expected to have an understanding of the law in relation to health and employment, including anti-discrimination law. There are a number of excellent reference books, guidance notes and codes of practice available elsewhere, so only a very brief overview is included here. 



Health and Safety at Work etc Act 1974 (HSW Act) 



1.23
The Health and Safety at Work Act 1974 is an enabling Act under which a number of very important regulations have been introduced. It is criminal law and so flouting it may result in prosecution. It is written in a rather generic manner, however s.2 of the Act states:



‘It shall be the duty of every employer to ensure, so far as is reasonably practicable, the health, safety and welfare at work of all his employees.’ 



This is as prescriptive as the Act gets and is a duty of care based on negligence, a failure to take reasonable care. It is not a strict or absolute duty. You should compare the general duties under the Act with those imposed by some of the regulations. 



1.24
A good example is Stark v Post Office where a worker suffered a serious injury when a bicycle supplied by his employer unexpectedly collapsed and he was catapulted over the handlebars. There was no way in which the employer could have known about the metal fatigue that had caused the accident. The employer had done everything reasonable by regularly inspecting and maintaining the bike. The employee sued for breach of statutory duty, the statute in question being the Provision and Use of Work Equipment Regulations 1992. These regulations impose an absolute duty on the employer. The equipment shall be maintained in good repair (not ‘the employer should do what is reasonably practicable to maintain it’). The employer was held liable, though not negligent. 



But what of offers by individuals to waive the employer’s liability? 



1.25
It has been established since the nineteenth century that a worker’s agreement to put up with his employer’s negligence is no defence to the employer. If, for example, the employer has negligently exposed the employee to a dangerous level of a substance which has caused damage the courts will not accept it as a defence that the employee could have resigned. Problems arise where the employer has done everything reasonable to protect the majority of the workforce and cannot be expected to do 


more, but a particular individual has a special susceptibility. Has the employer a duty to dismiss such an employee who is willing to undergo the risk?



1.26
In Withers v Perry Chain Co Ltd the Court of Appeal held that the employer had no duty to dismiss an employee who was so sensitive to a substance that she could not work anywhere in the factory without developing dermatitis. This rule was applied by the Court of Appeal in Sutherland v Hatton (later approved by the House of Lords), where they held that a worker suffering from stress-related illness caused by work because of an individual vulnerability had to be allowed to decide for himself whether to continue in the job despite the risk, or to resign.



1.27
In Coxall v Goodyear, a case of a worker with a particular susceptibility to a substance which caused him to suffer from occupational asthma, the Court of Appeal upheld the guidance in Withers v Perry Chain, while deciding on the facts that the employer was negligent in not acting on the advice of the occupational physician, who, with the worker’s consent, had suggested that the man be moved to a different part of the factory (the letter had been mislaid). However, in this case Lord Justice Brown stated that there might be cases where the risk of harm was so great that the employer would be under a duty to dismiss an employee for his own good, despite his willingness to run the risk. The example given was of a ‘spiderman’ with epilepsy working at a height. 



1.28
The most recent case where this issue was raised was Lane Group PLC v Farmiloe where a fork lift truck driver in a warehouse was unable to wear protective footwear because of psoriasis (which was accepted to be a disability under the DDA). The employer was content to allow him to work with ordinary shoes, and the worker was willing to run the risk of injury to his feet, but an environmental health inspector insisted that personal protective equipment must be worn, otherwise she would prosecute. The employer, having failed to find suitable footwear, reluctantly dismissed the man. The employment tribunal held that the employer should have conducted an individual risk assessment for this employee, in which the risk of a foot injury was balanced against the risk of losing the job, but the Employment Appeal Tribunal disagreed. They held that the Personal Protective Equipment Regulations 1992 impose an absolute duty to provide protective equipment where the risk cannot be adequately controlled by other means. The employer had no choice. Similarly, in Page v Freight Hire Ltd the female lorry driver was removed from driving a chemical tanker against her express wishes on the advice of the chemical plant owners. The Employment Appeals Tribunal held that the matters to be considered when determining whether a course of action was justified included the seriousness of the risk being guarded against, the steps reasonably necessary to eliminate it, and, in suitable cases only, the wishes of the employee affected. 



1.29
Therefore using the risk matrix of consequence vs. likelihood; if the consequence is slight, the Withers principle will apply, but where the consequence is disability or death, it will not. In the Lane Group judgment however, the company would have had to commit a criminal act and ignore an enforcement notice to comply with the wishes of the worker. It seems hard on a worker with a disability that he or she is precluded from employment by a risk which is relatively minor and which the worker is willing to undergo, and it runs counter to the modern philosophy of patient autonomy and the rights of the individual under the Human Rights Act. Until the appeal courts are able to consider this issue at length Medical Advisers should advise the employer to comply with health and safety laws unless a reasonable adjustment would permit a disabled person to work without falling foul of the regulations. Although in general this is a matter for the employer, a Medical Adviser is expected to assist in risk assessment. For example a Medical Adviser is much better placed to estimate the onset of symptomatic lung deterioration or the risk of a person with epilepsy collapsing at a critical time. 



The Management of Health & Safety at Work Regulations 1999 



1.30
The ‘Management Regulations’ were first issued in 1992 and were amended significantly in 1999. They ‘put meat on the bones’ of the HSW Act. They explain the employer’s position in relation to the duty provided for in s.2 and provide guidance on conducting a risk assessment: 



Regulation 7 states: 



‘Every employer shall ... appoint one or more competent persons to assist him in undertaking the measures he needs to take to comply with the requirements and prohibitions imposed upon him by the relevant statutory provision’. 



and guidance is given with regard to how to assess competence. In relation to the quality of the risk assessment and how comprehensive it must be, Regulation 3 gives the general requirements: 



Every employer shall make a suitable and sufficient assessment of: 



· the risks to the health and safety of (his) employees whilst they are at work 



· the risks to the health and safety of persons not in his employment 



Every employer shall: 



· review the risk assessment if there is reason to suspect it is no longer valid or if there has been a significant change 



· record the significant findings of the assessment and identify any group of employees as being especially at risk 



and paragraph 13 of the Approved Code of Practice (ACOP) provide further guidance: 



‘Insignificant risks can usually be ignored as can risks arising from routine activities – unless the work compounds those risks ... the level of risk arising from the work activity should determine the degree of sophistication of the risk assessment.’ 



1.31
As pre-existing health will affect the ability to do the job and may affect the predisposition to subsequent ill health and the possibility of endangering others, the pre-employment medical assessment is a critical part of the risk assessment for that particular individual in the proposed occupation. 



1.32
There are specific health and safety obligations on employers to assess risk where there are women of childbearing age at work. It is a statutory requirement to assess female employees of childbearing age, whether or not they are pregnant, in case they may become pregnant in the future. You should not wait until they announce that they are pregnant, though the risk assessment should be reviewed at this stage in accordance with Reg 3 of the Management Regs. Failure to conduct a risk assessment is not only a criminal offence under the HSW Act but is also a civil offence under the Sex Discrimination Act 1975. Employers may have to alter working conditions, hours of work or offer suitable alternative work. If none is available a suspension on maternity grounds (on full pay) becomes necessary in order to avoid risk to her or the unborn child. 



Sex Discrimination Act 1975 



1.33
This Act makes it unlawful to treat a person less favourably on grounds of sex, although the European Court extended this to include gender reassignment. Later, a European Directive prohibited discrimination on the ground of sexual orientation, and this has now been incorporated into UK law by regulations which came into force in 2003. It is nearly always unlawful to discriminate against an individual simply because of his or her sex, and such discrimination cannot be justified. This is direct discrimination. Sexual harassment is a form of sex discrimination. 



1.34
Where the employer imposes a ‘provision, criterion or practice’ which is more difficult for members of one sex to comply with than the other this is indirect discrimination, which can only be justified by showing that it is a genuine job-related necessity. Examples may be minimum height requirements and minimum physical strength measurements. In most cases the employer should use the same fitness tests for both male and female job applicants, unless this would generate errors, for example the Chester step test where a 300mm step is used for men and a 255mm step for women on account of average height. If a minimum height and strength is needed to be an effective fire-fighter the employer is allowed to insist on this, even though in practice fewer women may be able to comply than men. There are very few health and safety laws which impose limitations on the employment of women, and they are all connected with the potential for a woman to bear a child. They are set out in Schedule 1 of the Employment Act 1989 and include work with lead and ionising radiation. 



Principal Civil Service Pension Scheme and Relevant Case Law 



1.35
As with any other ill-health retirement scheme, it is the wording of the scheme that is important, not what the Medical Adviser feels is morally right. If the fire-fighter meets the requirements for incapacity defined in the PCSPS they are entitled to an ill-health retirement pension, however this decision is one for Management, based on the advice of the Medical Adviser. There is relevant case law that Medical Advisers should know. A number of these cases, with notes, are listed on the ODPM website (www.odpm.gov.uk) {NOTE: The PCSPS has slightly different conditions to the Firemen’s’ Pension Scheme Order 1992, but the principles are the same}. For the DFRS, recommendations for Ill Health Retirement can only be approved by the Cabinet Office Medical Advisers (currently Capita Health Solutions). This is an entirely different contract to the normal provision of Civilian Occupational Health Services to the MOD, but just happens to have been awarded to the same supplier.


Employment Rights Act (ERA) 1996 



1.36
This Act includes the following rights: 



· Maternity rights, 



· Right to paternity leave, 



· Parental leave, and 



· Right to time off to care for dependants in an emergency. 



1.37
It is automatically unfair to dismiss an employee because she is pregnant or for any reason related to her pregnancy (e.g. time off because of morning sickness or pregnancy related high blood pressure). Women are entitled to up to 26 weeks paid maternity leave. They can also take an additional unpaid 26 weeks maternity leave. Fathers are entitled to two weeks paid leave at or near the time of the child’s birth. Each parent is entitled to up to a total of thirteen weeks’ unpaid parental leave before the child’s fifth birthday. 



1.38
Employees may take reasonable time off to arrange for care for a dependant in an emergency. What is reasonable ultimately depends on the ruling of an employment tribunal. This right is given, for example, to assist an employee to cope with a situation where a young child or elderly relative is suddenly taken ill, or where a close relative has an accident or dies. 



Common Law 



1.39
It is the principle of identifying foreseeable harm and taking steps to prevent the occurrence that underlies the common law duty of care. Although the principle was enshrined in the HSW Act, the Act affords no liability under civil law, although a successful prosecution under it would assist a civil claim for negligence. The common law is an important part of the law of both England and Scotland. It is the law made by the judges without reference to statutes. Much of our civil law is in the form of common law alone. There is, for example, no Contract Act: the law is in the cases. Most of our criminal law is now in statutory form. 



1.40
The common law of negligence (called ‘delict’ in Scotland) is important in the civil law of compensation. Where an employer fails to take reasonable care for the health or safety of an employee or third party he may be liable to compensate anyone who suffers injury. He may also be liable for breach of statutory duty, and it is common for claimants to sue both for common law negligence and for breach of one or more of the statutory regulations. 



1.41
Sometimes there is no statutory duty, as in the case of stress-related illness or post-traumatic stress disorder, so negligence is the only possibility. Most of the statutory regulations, including the Management Regulations, give rise to a possible action for breach of statutory duty, but the Health and Safety at Work Act itself does not. Where the employer knows or ought to know that the worker has a particular vulnerability the duty of care is greater (Walker v Northumbria CC). Another example was a worker with monocular vision who was held to deserve greater eye protection than other workers (Paris v Stepney Borough Council). Where the worker has a disability, it will be part of the Medical Adviser’s job to advise the employer on the degree of disability, its impact on the individual and the likely effect on others. 



The Disability Discrimination Act 1995 



1.42
Knowledge of the requirements of the Disability Discrimination Act 1995 (DDA) Parts I and II is a key responsibility for Medical Advisers. The contents of the Act are briefly discussed below, but this is intended as a reminder only. Medical Advisers must obtain official guidance documentation. Regulations extending the Act to police, fire-fighters and prison officers, as well as small employers, came into force on October 1 2004. At the same time the Code of Practice was revised by the Disability Rights Commission. 



Who Decides? 



1.43
Part 2 of the DDA contains provisions for ensuring equality of access to employment for disabled people. Actions against employers are heard predominantly in Employment Tribunals. Officially, only the Tribunal can interpret the Act and decide which conditions apply, under what circumstances, what is or is not reasonable adjustment and therefore when discrimination has occurred. Medical Advisers play a crucial role in advising employers on whether a condition is likely to meet the criteria (set out in Part 1 of the Act) to be counted as a disability under the Act. Medical Advisers must therefore be able to assess both the longevity of a condition and its likely impact on day to day activities. 



Definition of Disability 



1.44
Disability can be defined in many different ways. The Disability Discrimination Act defines disability as: 



“A physical or mental impairment which has an effect on his or her ability to carry out normal day-to-day activities.” 



That effect must be: 



· Substantial (that is, more than minor or trivial) 



· Long term (that is, it has lasted or is likely to last for at least a year, or for the rest of the person’s life if they are not likely to live longer than a year). 



1.45
The definition includes mobility and sensory impairment and hidden impairments such as mental health issues, learning disabilities, and conditions that are controlled by medication but would otherwise be considered disabilities, such as epilepsy or diabetes. 



1.46
‘Normal’ does not include activities such as sports, or physical requirements of some work such as the ability of a policeman to chase a thief, or a postman to walk five miles with a heavy bag, or a musician to play an instrument. Day-to-day activities are fully explained in the Approved Code of Practice and Guidance on defining disability. In brief, disability is covered in eight areas: 



· Mobility – the ability to travel as a passenger in a car or on public transport, walk a short distance at a reasonable pace, climb stairs. 



· Manual Dexterity – using hands and fingers with precision, pick things up, use a standard keyboard. 



· Physical Co-ordination – pouring water from kettle to cup, feeding themselves, walking unaided. 



· Continence – infrequent loss of bowel control, loss of bladder control asleep once a month, frequent day-time minor faecal or urinary incontinence. 



· Ability to lift, carry or otherwise move everyday objects – carrying a shopping bag, carrying a tray of cups steadily, moving a chair. 



· Speech, hearing or eyesight – very slow speech, inability to ask specific questions to clarify instructions, inability to hear normal speech in a moderately noisy environment or a voice on the telephone, failing the standard driving eyesight test, inability to read ordinary newsprint, total inability to distinguish colours. 



· Memory or ability to concentrate, learn or understand – any form of epilepsy, inability to remember names of close friends, inability to write a cheque. 



· Perception of the risk of physical danger – inability to feel very hot or very cold, persistent inability to cross a road safely. 



1.47
The definition of disability has given rise to a large number of cases in employment tribunals. One difficult area is where the job applicant or employee has a mental impairment. The Act states that mental impairment includes an impairment resulting from or consisting of a mental illness only if the illness is a clinically well-recognised illness. This in practice has meant that the illness is included in the World Health Organisation’s International Classification of Diseases List, thereby maintaining a medical approach to the definition of disability. The Government has announced that this requirement will be removed when the Draft Disability Bill becomes law, probably late in 2005. 



1.48
Another problem has been progressive illnesses. The Act gives as an example cancer, MS, muscular dystrophy and HIV. At present someone with one of these conditions counts as disabled only when they become symptomatic, even if as yet the symptoms do not create a substantial impairment. When the Draft Disability Bill becomes law, they will be counted as disabled from the date of diagnosis. If an individual has a physical impairment that stems from a psychological problem (functional overlay or somatisation), e.g. someone who genuinely believes that he cannot walk though no physical cause can be discovered, this should be assessed under criteria for a physical impairment for the purpose of the DDA. An impairment may result from an illness or it may consist of an illness (McNicol v Balfour Beatty). The tribunal or court would, however, have to be convinced that the individual had a physical impairment. In most cases of functional overlay the defining characteristic of the condition is that, although the individual states they cannot perform an activity, they demonstrably can. In these circumstances the DDA is unlikely to apply (as was decided in McNicol). 



Direct and Indirect Discrimination 



1.49
The employer has a duty not to discriminate against job applicants and existing employees. Occupational health will be involved pre-employment in assessing fitness for the job. This assessment should be made only after the applicant has satisfied the other criteria, like education and character. The recruitment process must comply with the Act. It is unlawful, for example, to insist that only disabled people have a medical examination, but it will be lawful, where a particular problem has arisen, to ask the job applicant to be medically assessed. An example given in the Code of Practice is someone with a heart condition. Paragraph 7.31 of the Code states that the medical examination should be restricted to assessing the implications for the particular job in question. Occupational health will also be asked to advise where an existing employee has developed a medical condition or has had an accident. It will be difficult for the Fire and rescue service to defend a policy that states that those who develop a condition in employment may be allowed to remain, whereas job applicants with the same condition will be rejected except for the expected eyesight deterioration that occurs with age. 



1.50
Important changes in the DDA have been made by the Disability Discrimination Act (Amendment) Regulations 2003 which come into force on 1st October 2004. These create a new form of discrimination: direct discrimination. After 1st October, there are the following main kinds of discrimination: 



Direct discrimination 



1.51
This is treating someone less favourably just because of the fact of his or her disability. For example, an applicant for a job as fire-fighter is automatically rejected because of his insulin-dependent diabetes or her epilepsy. This is unlawful and cannot be justified. The employer will not be able to defend by arguing that these conditions make the job applicants unfit. ‘Blanket bans’ have to go. Each person must be assessed as an individual. Only if there is a specific statutory requirement that the disabled person cannot satisfy, e.g. that he is unable to qualify for the requisite driving licence, will the employer have a defence against not carrying out an individual risk assessment. 



Failure to make a reasonable adjustment 



1.52
This is failing to make adjustments to the work environment or a provision, criterion or practice which may assist the disabled person to be employed and which a court would deem to be reasonable. The determination of what is reasonable rests on whether the adjustment achieves its goal, whether it would adversely affect other workers, its cost and practicality. It is the employer’s duty to consider such adjustment and determine whether it would be reasonable in the circumstances. 



1.53
Suppose a fire-fighter has an accident that makes it inadvisable to drive a fire engine, for safety reasons. Can the driving part of the duties be removed and given to someone else? Is there an administrative job (s)he can do? If (s)he is allowed time off for regular physiotherapy or counselling, will this assist him/her to return to full duties? Can (s)he return to the job on a part-time basis or on different hours? Can (s)he be provided with equipment that will enable him/her to work? All kinds of modifications must be considered. The employer need only do that which is reasonable, Financial assistance may be available from the Access to Work scheme. If it is reasonable to expect the employer to make an adjustment the employer cannot justify not making it. There is no duty to create a job especially for the disabled person, but transfer to available vacancies must be considered. In Archibald v Fife Council a road sweeper had an operation which left her unable to walk more than a short distance. The employer paid for her to be trained to do office work. She applied for 100 office jobs with the Council, but because she was required to undergo competitive interviews she was unsuccessful. The House of Lords held that the employer should have considered transferring her to a desk job without forcing her to compete with other job applicants. 



Disability related discrimination 



1.54
This is treating someone less favourably for a reason related to their disability, e.g. sickness absence, being unable to climb a long ladder, being unable to cope with a dangerous situation because of a depressive illness, having defective eyesight. This kind of discrimination can be justified by the employer if it is a ‘material and substantial reason’. 



Justification for an act of discrimination 



1.55
Health and safety is a common justification put forward by employers for discriminating against the disabled. Sometimes there is a specific requirement of statute law, for example the job involves driving a vehicle and the road traffic laws do not permit someone with this disability to drive this kind of vehicle. This is a clear defence to a charge of discrimination, either direct or indirect. However, the employer must not use health and safety law as a ‘false excuse’. The employer who refuses to hire a job applicant because he is in a wheelchair and the office is on the sixth floor has not considered reasonable adjustments. Could the office be moved to the ground floor? Is there equipment available for purchase at a reasonable cost that can be used to evacuate a wheelchair user in the event of a fire? Safety can only be a justification if the employer can show that a risk assessment has been competently performed and that it demonstrates that the risk is too great to permit this individual to do the job, despite reasonable adjustments. The burden of proof is on the employer to justify an act of discrimination. In Jones v Post Office a senior occupational physician advised the employer that a person with insulin dependent diabetes should not drive a small van more than two hours a day. The employee held a Class 1 licence entitling him to drive that vehicle. The Court of Appeal held that a competent and reasonable risk assessment had been performed and that the employer had justification. 



1.56
Another common defence used by employers is that the disability renders the job applicant incapable of doing the job. A job applicant with a bad back is unlikely to be fit enough to be a fire-fighter. But remember that reasonable adjustments must be considered before rejecting him. Where the job involves working in a team, a disability which renders an individual unreliable and perhaps a risk to others, e.g. a mental problem, would be justification for excluding him. Employers may be unhappy about employing someone who is likely to have above average sickness absence. Although it is reasonable to expect an employer to make allowances for a disabled person’s absence caused by disability, there may come a stage at which the absence is so excessive that the employer can say ‘enough is enough’. Separate records should be kept of sickness absence related to a disability, and other sickness absence. Absence for treatment permitted by the employer is not sickness absence and should not be recorded as such. 



1.57
In Meikle v Nottinghamshire CC a partially sighted employee was unable to work because her employer did not provide better lighting and large print books. As she was unable to work, she was encouraged to take sick leave and when her right to sick pay was exhausted resigned and claimed constructive dismissal. The Court of Appeal held that having failed to make the reasonable adjustments to the work, her employer exacerbated the situation and should have given her extended sick pay. The duty to make reasonable adjustments may therefore extend to sick pay. If a job applicant is unlikely to be able to work for long enough to make worthwhile the costs of training and uniform and equipment, this will be a justification for rejecting him. 



Reasonable Adjustments 



1.58
The DDA requires employers to make reasonable adjustments to facilitate the employment of disabled people. The Medical Adviser can suggest adjustments to be considered in light of the clinical findings and knowledge of the condition. They may include varying the hours of work, meal times, locations of work, allowing for additional time off for acute sickness or hospital appointments, allowing for slower performance, or providing additional support or equipment. Adjustments to equipment are important to consider, such as adaptations to communications equipment for those with hearing impairment, or adjustments to clothing, harnesses or personal protective equipment to allow for individual musculoskeletal or skin conditions. 



1.59
It is for the employer to consider whether the adjustments are reasonable or not – and to defend that decision to a Tribunal if necessary. The onus lies with the employer rather than the employee to disprove discrimination. Failure to make reasonable adjustments cannot be justified except where the employer can demonstrate he was not informed by the employee that reasonable adjustments were required, or could not reasonably be expected to know. This places a responsibility on the Medical Advisor to ensure the relevant information is passed to the Service as knowledge by an Occupational Physician acting on behalf of the Service is deemed to be knowledge by the employer. The duty of confidence of a doctor or nurse means that clinical information cannot be disclosed without consent, so that it may be necessary to advise management about reasonable adjustments without telling them why they are needed. It also places a responsibility on the employer to postpone any adverse decision for a reasonable period of time whilst awaiting confirmation of a diagnosis or definitive treatment. 



1.60
Long term-changes which affect the number of hours at work or productivity may necessitate a review of the contract of employment. Adjustments which require specialist equipment may attract grants from charitable concerns or schemes such as Access to Work. Access to Work can pay other costs related to employment besides provision of specialist equipment. These should all be considered before cost is considered unreasonable. 



When Does the DDA Not Apply 



1.61
Employers may ask a Medical Advisor whether the DDA applies to an individual. It is important to distinguish whether the individual’s medical condition meets the three criteria of long term, substantial impairment of day to day activities. Day to day activities are everyday activities including commuting and do not necessarily include work related activities or indeed activities related to that specific form of work. This is to avoid a condition meeting the act’s definition in one job but not in another. 



1.62
The DDA is unlikely to apply to an individual with arthritis who takes frequent sick leave for colds and flu as the poor attendance record is unrelated to the disability. The DDA is equally unlikely to apply to an individual who cannot stand in one place for 2 hours – such as at a conveyor belt – because such activity cannot be considered to be a normal day to day activity. In this way, difficulty 


climbing stairs does meet the DDA criteria for disability but difficulty climbing a long ladder does not because it is not a normal day to day activity – and there are additional H&S concerns anyway. 



Individual variation 



1.63
Individuals with the same diagnosis may differ considerably in the severity of their condition and how it affects their day to day lives. Employers frequently ask an Occupational Physician whether a condition ‘is a DDA one’, yet two people with for example Crohn’s disease, may have different severities of disease so that one suffers little adverse effect whilst the other suffers a substantial adverse effect. The answer therefore lies in the subjective assessment of the condition’s impact on normal day to day activities. Motivation, level of education and the degree of family support can lead to very different presentations for the same condition. It therefore follows that Medical Advisers will provide Services with different advice for different individuals with the same condition. This is not as confusing as first thought – the DDA is all about individual assessment. 



Interpretation of evidence 



1.64
The probability of clinical outcome and knowledge of the work and the workplace form the cornerstones of risk advice by Occupational Physicians. Service Medical Advisers must have knowledge of Service tasks and be expected to take the lead in providing the medical advice in the process of risk assessment. Advice from General Practitioners or indeed hospital specialists with no formal training in occupational medicine has, on occasion, been dismissed by Tribunals as unqualified or inappropriate. While clinical information from GPs and specialists is essential to the risk assessment process, care should be taken in the use of reports when these clinicians have also provided advice on capability related to employment. 



1.65
Where workplace risk assessment is being applied, Management take the lead on the basis that they have a greater depth of understanding of the role and the requirements of the job. Medical Advisers should limit their advice to factors specific to the medical process. An example of this co-operation may be a fire-fighter who has a lower back condition and who has difficulty wearing a BA set for an extended period of time. Management would be expected to estimate the typical amount of time a fire-fighter spends wearing a BA set each time and the cumulative period over a month and the medical advisor may then comment on whether this would be within the capabilities of the individual or whether it might aggravate the condition. Also, current safety practices, such as use of safety harnesses, or working in pairs rather than alone, are fundamental to risk assessments. Medical Advisers must avoid making assumptions about the workplace when assessing risk. 



Tolerance of symptoms 



1.66
Both symptoms and signs are subjective. Medical Advisers must be careful to ask correct and detailed questions in order to determine the limit of the medical condition. An unlimited list of symptoms may raise suspicions. Similarly, careful examination and the use of repeatable measures are important in the clinical assessment. Objective measures such as muscle wasting or loss of spinal reflexes are preferable to subjective reports which may rely more heavily on illness behaviour or secondary gain. However, it is equally important to identify those with a significant condition but a high ‘pain threshold’. 



Reasonable adjustments 



1.67
Recruiting and retaining individuals with temporary or permanent disabilities or medical conditions may require Management action. This can be ‘reasonable adjustments’ to aspects of work 


or the workplace that reduce risk or improve capability, or investment in treatment and rehabilitation. Circumstances will inevitably differ between services. Shift patterns, balance of work (urban vs. rural etc.) and numbers involved may differ significantly, with associated differences in financial support available. It may therefore be possible to recruit or retain individuals in some Services, or some areas within one Service, but not in others. These are decisions for Management; however Medical Advisers may be required to assist in decision making. Where there is an opportunity to outlay resources on enabling options, Medical Advisers should consider risk, and advise Management not on the basis of clinical need (which is an issue for the general practitioner and the NHS) but on the basis of likelihood of successful outcome. For example privately funded knee arthroscopy may be supported while total hip replacement may not be supported. 



Acceptability of risk 



1.68
Risks cannot always be eliminated, a principle accepted within the Health and Safety at Work Act. Management will need to take a view on an accepted level of residual risk. Medical Advisers will need to be able to express risk in appropriate terms to enable Management to make decisions on the acceptability of risk. There will also be varying levels of acceptability depending on whether the risk is to life, a limited effect on health, or to property. The principles of Withers and Coxall outlined above should be applied. Where there is a limited effect, then the financial aspects of risk versus cost of reducing or eliminating the risk will be relevant. In general, where members of the public or other fire-fighters are at risk, the level has to be kept as low as possible. If in doubt, the risk levels acceptable for Group 2 drivers in the DVLA guidance are a useful comparator. 



1.69
Where the risk is solely to the individual themselves, then a higher level of risk is generally acceptable. In these circumstances there has to be a balance between the risks of an effect on health including ill-health retirement against the benefits of remaining in work and the choice of the individual to continue in work and accept the risk. Management cannot devolve the risk to the individual and will always retain responsibility, but can legally defend acceptance of a higher level of risk where there is an appropriate balance between risk and benefit. Even more importantly, Medical Advisers must distinguish between risk of ill-health developing as a result of work versus the risk of ill-health developing at work but not because of work. Thus if a person with epilepsy chose to work alone where the sole risk was the same as the risk they would accept living alone at home, this would be considered reasonable. If an employee in a sedentary role with advanced coronary artery disease chose to work, with a high risk of a coronary event while at work, this would be acceptable provided work did not foreseeably precipitate that event. 



Pensions 



1.70
The Disability Discrimination Act (Pensions) Regulations 2003 came into force on October 1 2004. They impose a duty on employers to make reasonable adjustments to pensions. The practical result is that employers in the emergency services will have to separate assessment of job applicants for fitness for the job, and the actuarial risk of allowing them to be admitted to the ill-health retirement component of the pension scheme. If it is more likely than not that the employee, although now fit for work, will be unable to work up to the normal age of retirement, the employer may refuse to permit him to enter the ill-health retirement scheme. This is likely to involve separate assessments for fitness for the job and for the pension. Where an employee is excluded from the ill-health retirement pension he will be paid extra wages in line with the pension contributions he will not have to make. This scheme will not affect an injury pension. 
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Chapter 2


RECRUITMENT STANDARDS


GENERAL


2.1
The MOD requires that an applicant seeking appointment as a fire-fighter employed on the MOD estate shall:



a.
Be of good character.



b.
Have attained the age of 18 years.



c.
Have successfully undertaken and passed all elements of the NFS process as identified above.



d.
Have satisfied a medical officer selected by the fire and rescue service that their lung capacity and general level of fitness are such as to enable them to undertake fire fighting duties.  They are not to have any physical abnormality and are not suffering from any disease, which in either case would be likely to incapacitate them temporarily or permanently for the performance of their stated duties.  In addition, the candidate’s aural capacity (hearing) should meet the required standards.  It is not permissible for applicants to wear hearing aids.



e.
Have satisfied a medical officer selected by the fire and rescue service that they are fit to undertake fire fighting duties.  Also that there is no abnormality or disease which would be likely to affect visual function, temporarily or permanently, so as to incapacitate the individual in carrying out the range of operational duties.  It is not permissible for recruit applicants to wear spectacles or contact lenses because of the expected deterioration of visual acuity with age.



MEDICAL


2.2.
The candidate is to satisfy the medical officer that:



a.
Their lung capacity assessed by the measurement of the forced expiratory volume in one second (FEV1.0) and the forced vital capacity (FVC) is satisfactory. [In most cases this would require at least 80% of expected results for age and height]



b.
If there is a history of asthma and/or peak expiratory flow rate is > 75ml/min below expected, the candidate must pass the exercise related lung function test specified in Chapter 5, Paragraph 5.9. 



c.
Their general level of fitness, including their aerobic capacity (VO2 max), as measured by ether a Maximal or Sub-Maximal test; is such as to enable them to undertake fire fighting duties.  They are not to have any physical abnormality and are not suffering from any disease, which in either case would be likely to incapacitate them temporarily or permanently for the performance of their stated duties.  A potential fire-fighter is to be capable of achieving at least a predicted VO2 max, of 42 millilitres of oxygen per kilogram of body weight per minute (ml/kg/min).



EYESIGHT


2.3.
The candidate is to satisfy the examining medical officer that they are fit to undertake fire fighting duties.  This is determined by the absence of any abnormality or disease that would be likely to affect or impair visual function either temporarily or permanently, so as to incapacitate the individual in carrying out the range of operational duties.  Also:



a.
Have uncorrected (without spectacles or other visual aids) distance visual acuity of not less than 6/9 in the best eye and 6/12 in the worst eye (according to Snellen test type).



b.
Be able to read N12 at 33 cm unaided with both eyes open. (N6 at 33 cm if under the age of 25 years)



c.
Have no more than +3.00 dioptres of hypermetropia in the better eye.



d.
Have no more than –0.25 dioptres of myopia in each eye for applicants under 25 years of age.



e.
Have no more than –0.75 dioptres of myopia in the better eye for applicants aged 25 years and older.



f.
Have normal visual field in each eye, as determined by confrontation techniques.



g.
Have no history of night blindness or any ocular disease that is likely to progress and result in future failure of the visual standards.



h.
The candidate has a red/green colour perception of not less than CP3  ( see JSP 346) as determined by the Ishihara Plate Test.  Those candidates who fail the Ishihara test should be tested by Holmes-Wright Lantern at HIGH brightness (CP3).  Applicants who fail CP3 will be rejected as unsuitable (colour blind/unsafe). As an alternative to the Holmes-Wright Lantern, the Farnsworth D15 test may be used.



Excimer Laser Photo Refractive Keratotomy



2.4.
Candidates are to be asked if they have had such treatment performed.  Any person confirming as such is to be referred to a Consultant Ophthalmic Surgeon experienced in these procedures to determine fitness for fire fighting duties (see details at 6.37 to 6.62 – especially paragraphs 6.39 and 6.62).



General Health


2.5.
A candidate is to satisfy a medical officer that their Body Mass Index (BMI) Rating and Body Fat Percentage Estimation does not exceed the values contained in Chapter 9, Paragraphs 9.33 to 9.39. A BMI over 30 may be acceptable in exceptional circumstances. In these cases the guidance in Chapter 9 at Paragraphs 9.35 to 9.39 must be followed and candidates should be measured against the fat percentage table at 9.37. If facilities to measure body fat are not available, a Body Mass Index of up to 33 is acceptable provided the normal waist measurement is less than 40” (102 cm) in men and 35” (89 cm) in women. In addition, any active, persistent or relapsing condition, medical or physical, that could interfere with service under emergency or normal circumstances will be a reason for medical investigation.  Such conditions may include:



a.
Insulin dependent diabetes.



b.
Endocrine disorder – requiring medication.



c.
Obesity. 



d.
Hernia.



e.
History of peptic ulceration or chronic disease of the digestive tract.



f.
Cardiovascular disease, hypertension (i.e. systolic BP of more than 160 or diastolic BP of more than 90).



g.
Chronic low back pain or arthritis.



h.
Chronic bronchitis or obstructive or restrictive airways disease.  Chronic upper respiratory tract problems.



i.
Chronic skin disorder.



j.
Epilepsy, vestibular or neurological disorder likely to limit work at heights or in confined spaces.



2.6.
However, each case will have to be individually assessed as, for example, a very well controlled insulin dependent diabetic who understands the condition well and gets adequate warning of hypoglycaemic attacks may actually be suitable with little or no ‘reasonable adjustment’.



2.7.
A candidate is to be of good general muscular physique and fit for any manual work, including lifting, climbing and all fire and rescue service related duties involving the use of breathing apparatus.  Any disability must be so slight that it does not interfere with the ability to handle tools or perform heavy manual work.  The individual is to have good locomotion to be able to run, climb ladders, jump, crawl and perform all kinds of manual labour under conditions expected at a fire or similar incident.



Hearing Test


2.8.
The candidate is to undergo (without hearing aids) an audio-metric test to determine their standard of hearing.  Candidates are to achieve a minimum standard of H2 in each ear (see Chapter 6, Paragraphs 6.75 and 6.83. especially Paragraphs 6.82 and 6.83) on entry.



Step Test


2.9.
A Step Test is only to be carried out if the candidate’s fitness is considered satisfactory after advice as specified in Chapter 4  Para 4.86 to 4.88.  The candidate is to take 20 steps of 300 mm (255mm for women) in height quickly (in 30 seconds).  The pulse is taken before the exercise and at 1 and 2 minute intervals at conclusion.  The pulse must return to the pre-exercise level after 2 minutes. Occupational Health Practitioners need to keep in mind the fact that some medication (e.g. beta-blockers) may give an apparently better result than the candidates actual fitness. If the appropriate equipment is available, NFS validated step tests such as the Chester or Harvard Step Tests should be used. 



Balance


2.10.
Under the guidance of a medical officer, candidates are to be subjected to the Romberg test and results are to be confirmed as normal.
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CHAPTER 3


MEDICAL AND PHYSICAL STANDARDS FOR EXISTING PERSONNEL EMPLOYED ON THE MOD ESTATE


Periodicity of Examinations


3.1
All personnel are to be subject to regular Operational Fitness Assessments to confirm their fitness for duty and general well being.  DFRS Form 215 (Operational Fitness Assessment – Forms Annex D) and the Report Form DFRS Form 211 at Forms Annex E are to be completed in all instances of an Operational fitness Assessment or medical examination being performed. DFRS Form 215 is to be kept with the individual’s other Medical Records and the Report form (DFRS Form 211) is to be sent to the appropriate line manager. The flow chart at Annex A to this Chapter details the procedure to be followed. Operational Fitness Assessments are to be carried out by a designated OH practitioner in the circumstances below:



a.
Every three years to age 45



Every two years from 45 to 55




Every year over the age of 55



b.
When referred by line management on return to work



i.
On return to work following sickness or accident that may affect the future efficiency or the safety at work of the individual or work colleagues.



ii.
For sickness absence or performance issues that may be due to poor health or fitness.



c. More frequently than as stated in 3.1a and 3.1b on advice from the OH practitioner.



d. At the request of the line manager if there is a concern about fitness



Restricted Duties


3.2
After consultation with the MOD appointed OH practitioner, the judgement to place a person on “restricted duties” rests with local line management.  The decision is to be based on the prevailing circumstances of each case.  OH advice will influence such decisions with the aim being to return the individual to full health and operational fitness as soon as possible. However managers are advised that a fire-fighter may be considered temporarily unfit for full operational duty, but his/her GP may refuse to sign them “off sick”. If no restricted duties are available, the manager will have to consider other options including the possibility of special paid leave in consultation with local Personnel Management Authority. (Disability Discrimination Act – requires the manager to consider ‘Reasonable Adjustment’)



Visual Standards


3.3
An employee is to satisfy an OH practitioner that they are fit to continue with fire-fighting duties.  Eyesight examinations are required during the Operational Fitness Assessment, with spectacles if worn.  If spectacles are worn the frequency of full eyesight tests to assess the suitability of current spectacles is determined by their optician/ophthalmologist. This is the responsibility of the individual. The MoD screening tests are to confirm that the individual is able to:



a.
See at least 6/9 with the best eye, 6/12 with the worst eye and read N12 at 33 cm with both eyes, using spectacles 



b.
See at least 6/60 with each eye and read N48 at 33 cm with both eyes without the use of spectacles.



c.
Have a normal binocular visual field as determined by confrontation techniques.



d.
Are “colour safe” from a combination of the Ishihara Plate Test and Holmes-Wright Lantern/Farnsworth D15 tests.



Hearing Standard


3.4
The candidate is to undergo an audio-metric test to determine their standard of hearing.  The requirement is to achieve a minimum standard of H3 (ODPM System - which is a total hearing loss of not more than 80 dB in the lower frequencies [0.5, 1 & 2 kHz] and/or a total of 120 dB in the higher frequencies [3, 4 & 6 kHz] and/or a total of 90 dB {no single value >40 dB} in the speech frequencies [1, 2 &3 kHz]).  Those failing to achieve this standard are to be referred for additional specialist medical testing and examination. Note The level of H3 is required in the better ear and the other ear must be free from perforation and/or any evidence of active disease. However, fire-fighters who only achieve H3 in the best ear are to have a fire ground test to ensure they can hear all necessary orders/instructions. (The tests are to be carried out under the guidance and supervision of a fire officer not below the rank of Station Officer with additional assessors/instructors drawn from Fire and rescue service personnel on station).


3.5
Use of In-ear radio speakers by fire-fighters with reduced hearing levels.  Any fire-fighter required to use an in-ear speaker or other radio device that obstructs the hearing to the ear (e.g. headphone) must have a hearing level of at least H4 (a sum of not more than 120dB loss in the range 0.5, 1 and 2 kHz and/or 150 dB in the range 3, 4 and 6 kHz and/or 120 dB in the 1, 2 and 3 kHz range) in the other (unobstructed) ear to enable them to hear shouted warnings, alarm whistles or horns.  Any fire-fighter who does not achieve this standard must not use any radio device that obstructs hearing in the better ear.



Fitness Test


3.6
A Fitness Test is only to be carried out where the candidate is fit enough to undergo an exercise test. To exclude any known underlying cardiovascular pathology and to ensure that the candidate is fit to take the test, the following conditions must be discounted. Should any of the health factors below exist then the candidate should be assessed by a medical officer (see para 2.13) before the exercise test is undertaken:



a.
A history of any heart condition, chest pain and/or shortness of breath.



b.
Significant hypertension e.g. systolic>160, diastolic>90 on repeated testing after 15 minutes rest.



c.
Abnormal lung function e.g. Peak flow>10% below expected on the best of three attempts. In the event of failing a Peak Flow assessment refer the fire-fighter to the medical officer with a vitalograph.



d.
Recent significant injury.



e.
BMI>33.



Once the above conditions have been excluded or fitness to take the test confirmed by a medical officer, a validated fitness test such as the Chester or Harvard Step test or the Multi-Stage Shuttle Run test should be performed as this allows an adjustment for age. However, if the appropriate equipment is not available the Fire Brigade step test may be used.  This is a single test, the candidate is to take 20 steps of 300 mm in height for men and 250mm for women in 30 seconds.  The pulse is taken before the exercise and at 1 and 2 minutes at conclusion.  The pulse should return to the pre-exercise level after 2 minutes. Any candidate not considered fit enough to undertake a fitness test will be considered to have failed the Operational Fitness Assessment. 


Cardiorespiratory Fitness (VO2)



The recommended National standard of cardiorespiratory fitness for operational Firefighters is 42 mlsO2/kg/min and is applicable irrespective of age, gender or duty system. Due to the risks inherent in the role fire fighting personnel should be withdrawn from operational duties where aerobic capacity is below 35 mlsO2/kg/min.



General Health



3.7
The onus of responsibility lies with the individual to maintain an appropriate standard of fitness in order that they may carry out their full range of duties.  In addition:



a.
Personnel are to satisfy an OH practitioner that their Body Mass Index rating does not exceed the values contained in Chapter 9.35.  Exceptions may be made for persons of heavy muscular/skeletal build. The practitioner determines whether an individual falls into this category (see paras 9.31 to 9.39).



b.
Any active, persistent or relapsing condition, medical or physical, that could interfere with service under emergency or normal circumstances will be a reason for medical investigation.  The following conditions are examples of conditions requiring medical referral:



i.
Insulin dependent diabetics.



ii.
Other Endocrine disorders.



iii.
Obesity.



iv.
Hernia or hydrocele.



v.
Serious varicose veins.



vi.
History of peptic or duodenal ulceration or chronic disease of the digestive tract.



vii.
Cardiovascular disease, hypertension (i.e. systolic BP of more than 160 or diastolic BP of more than 90).



viii.
Chronic low back pain or arthritis.



ix.
Chronic bronchitis or obstructive or restrictive airways disease.  Chronic upper respiratory tract problems.



x.
Chronic skin disorders.



xi.
Epilepsy, vestibular or neurological disorder likely to limit work at heights or in confined spaces (including severe migraines).



xii
Patent perforation of one or both eardrum, otitis media, or gross nasal sepsis or obstruction.  Healthy perforation of one eardrum may be acceptable provided a minimum standard of H3 (ODPM System) is achieved in the better ear and there is no chronic discharge.



Neurological Disorders


3.8
Fire-fighters developing neurological disease (in addition to those already mentioned in Chapter 2, Paragraph 2.11 a - x and Chapter 3, Paragraph 3.7 b xi) such as severe recurrent migraine, multiple sclerosis, cerebral vascular accidents, malignant disease or neurological symptoms following 


head injury, which degrades functional capacity will require a full medical assessment, still using DFRS Form 215. Due to the variety of both symptoms and functional loss associated with the above disorders, there are no specific work limitations applicable for all and each should be dealt with on individual merit. 



3.9
As a general rule, conditions with a latent predisposition to sudden disability, which may pose a risk to the individual or their colleagues are not compatible with continuing employment as a fire-fighter. A good comparison to the standard required of a fire-fighter is the neurological standards required for a LGV or PCV (formerly class II) driving licence. Details of these standards can be found in the DVLA booklet “At a glance – A guide for Medical Practitioners” which can be accessed free from the DVLA web-site www.dvla.gov.uk.



Testing Personnel


3.10
The Operational Fitness Assessment is compulsory for all ranks, so all Personnel will be required to undertake a regular Fitness Assessment to assess their standard of fitness for duty and general well being. All non-operational personnel who are deployed in an operational role are required to meet the operational fitness standard.  In any event it is highly desirable that all DFRS personnel maintain their own good health, fitness and well being. 



Failing the Assessment


3.11
If a fire-fighter is found to be unfit they should be given a period of time to improve (fire-fighters are a valuable commodity costing about £1,000,000 and take four years to fully train). Fitness training is allowed to take place during normal working hours. If there is a medical problem, the fire-fighter should be referred to their General Practitioner for management and treatment. If there is a need for ongoing occupational health supervision, and there is no local occupational health facility available, the case should be referred to the Civilian Occupational Health Service Contractor via civilian personnel management. Medical details should be sent to the contractor within a sealed envelope marked “Restricted - Medical” with the signed consent of the fire-fighter. A flow chart at Annex A summarises the procedure for dealing with fire fighters after their fitness assessment.



OH Practitioners


3.12
The Operational Fitness Assessment has been prepared with the intention that, an Occupational Health Adviser (specialist OH Nurse) will perform the assessment. However when no OH Adviser is available then the assessment can be performed by a local Medical Officer, preferably with Occupational Medical training. In the absence of any local resources, assessment will need to be made through the Civilian Occupational Health Service Contract.



Prior to Training


3.13
As a consequence of fire-fighters undertaking operational fitness assessments regularly, they are only required to complete a statement of recent health circumstances (DFRS Form 210) at Form Annex F prior to attending training courses if their fitness assessments have taken place according to the schedule at Paragraph 3.1. Should DFRS Form 210 indicate that the fire-fighter has suffered an illness, injury or medical condition since their last fitness assessment or if they have not completed their fitness assessments as specified in Paragraph 3.1, they should be referred to the occupational health department before approval for the training can be given. 



Routine Health Surveillance 



3.14.
There may be a requirement for fire fighters to undergo routine health surveillance as a result of Health and Safety Legislation (e.g. Control of Substances Hazardous to Health Regulations [COSHH] or exposure to Physical Agents like Noise and Vibration) at differing frequencies to the schedule of fitness assessments at paragraph 3.1. With annual fitness assessment, risk assessments for these exposures were less important as comprehensive assessment took place routinely each year. With the reduced frequency of routine fitness assessment, greater attention will be required on risk assessments to identify fire fighters requiring health surveillance between routine fitness assessments. This is most likely to occur with noise exposure, especially on airfields with younger (under 45) fire fighters.


ANNEX


Annex A: 
The Operational Fitness Assessment Algorithm 
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Annex A to Chapter 3 



The Operational Fitness Assessment Algorithm 
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CHAPTER 4


CARDIOVASCULAR PROBLEMS


INTRODUCTION 


4.1
Cardiovascular problems are common and can be a major risk to fire-fighters and colleagues. At best a condition can cause pain or discomfort that is a distraction, at worse it can lead to altered consciousness, reduced physical capability or sudden collapse. If there is any doubt about fitness, an assessment by a cardiologist should be sought to enable the Medical Adviser to assess the risk and advise on short and long-term management of the individual. 



CARDIAC RHYTHMS 


SINUS RHYTHM 



General 



4.2
The rate and rhythm of the heart is normally controlled by an impulse originating in the sino-atrial node and spreading through the atria then the ventricles. Normal sinus rhythm implies normal conduction through this pathway. 


Sinus Arrhythmias 


4.3
Sinus arrhythmia is a variation of normal sinus rhythm where there are alternate periods of slow and more rapid discharges from the sino-atrial node. It is usually related to respiration with the faster heart rates towards the end of inspiration. It is most obvious in younger people. If it is not related to respiration an underling cause should be considered. 



Sinus Bradycardia 



4.4
Classically defined as a pulse rate less than 60 bpm, sinus bradycardia is a normal finding in many individuals, particularly the athletically trained where rates as low as 35 – 40 and pauses of up to 2 seconds are not uncommon. These are often found on 24 hour ECG monitoring. In these circumstances there should be no cause for concern in pre-employment or routine medical screening. The presence of these findings on a routine ECG should however prompt the examiner to check that the individual is asymptomatic and is physically fit. Sinus bradycardia may also be related to sinus node dysfunction associated with drug therapy, chronic degenerative changes of the sinus node, excessive enhancement of vagal tone, and acute ischaemic infarction of the sinus node. If underlying pathology is suspected you should seek a cardiologist opinion and only recommend employment if the individual is at low risk from working as a fire-fighter and the long term prognosis is good. 



Sinus Tachycardia 



4.5
Defined as a pulse rate greater than 100 (in an adult) originating from the sino-atrial node. Anaemia and thyrotoxicosis should be excluded as the underlying cause. Caffeine and anxiety may also cause tachycardia. The presence of tachycardia may make step-test results difficult to interpret, but in the absence of any related medical conditions it should not be considered significant. 



CONDUCTION DISTURBANCES 



Sick Sinus Syndrome 



4.6
Sick sinus syndrome may present as palpitations, syncope or pre-syncope. Most cases are idiopathic and probably related to a degenerative disease of the sinus node, atria and possibly other parts of the conducting system. Many individuals will be asymptomatic initially, but can develop significant signs such as pauses, bradycardia, and escape tachycardias, and there is a risk of presyncope or syncope. The risk of sudden collapse is significant. A cardiology report should be sought although it is unlikely that employment as a fire-fighter will be recommended. 



ATRIOVENTRICULAR (AV) BLOCK 


First degree 



4.7
Generally benign, first degree block is defined as a prolonged P-R interval greater than 0.22-0.23 seconds. This implies slowing of atrio-ventricular conduction. If there are symptoms of syncope or presyncope, investigation to exclude other conditions should be considered with a cardiology opinion. If the individual is asymptomatic, first degree heart block can be accepted as a normal variant and employment as a fire-fighter can be recommended. 



Second degree 



4.8
Defined as occasional blocked ordinary P waves, Mobitz type I (Wenkebach) and Mobitz type II can both progress to complete heart block, with the risk of both presyncope and syncope. In young people an intermittent type l (Wenkebach phenomenon) may be seen in fit individuals, often just nocturnally on a 24 hour ECG that is due to high vagal tone. Over the age of 45 it is unlikely to be benign and even in asymptomatic individuals pacemakers should be considered. If high vagal tone is suspected, a cardiology opinion should be sought before recommending employment as a fire-fighter. The finding of either type of second degree block on a standard ECG requires further assessment. Most cases of second degree AV block, apart from type I in the young, will need pacing. 



Third degree 



4.9
Often referred to as complete heart block, there is complete independence of atria and ventricles. Even in its congenital form this is not benign, and any development of symptoms will need pacing (see pacemakers below). 


Interventricular Conduction Disturbances



Incomplete Bundle Branch Block


4.10
There is a delay in conduction through either right or left ventricle but overall QRS duration is <0.12 seconds. Incomplete Right Bundle Branch Block pattern is seen in 2% of children and young adults. It may also be present in Congenital Heart Disease. In middle aged males there is no evidence of increased cardiovascular risk. Incomplete Left Bundle Branch Block is thought to be a step in development of the complete form and should be considered as such. 



Right Bundle Branch Block (RBBB) 



4.11
RBBB can occur as a congenital, normal, finding in 1% of young adults, although it may be associated with congenital heart disease. Its development in adults may be associated with conditions such as hypertension although about 30% still have no cause.



Left Bundle Branch Block (LBBB) 



4.12
LBBB generally indicates underlying hypertension or coronary heart disease. It may also occur in other conditions such as cardiomyopathy and valvular disease (see below). Its development in adults is often associated with cardiac disease with a high mortality. A cardiology opinion should be sought before advising on employment in a physically active or high pressure role. 



Complete Heart Block 



4.13
Complete heart block at ventricular level is generally incompatible with long-term survival without pacing (see pacemakers below). Where this is a result of myocardial infarction it is generally associated with extensive myocardial damage and poor long-term survival. Right or left bundle branch block is also associated with large infarct size and although it is not an indication for pacing it is associated with higher one-year mortality, although this is mostly early mortality in-hospital. Mortality is greatly increased in the presence of heart failure. A cardiology opinion should be sought before advising on employment in a physically active or high pressure role. 



ATRIAL ARRHYTHMIAS 



Atrial Extrasystoles 



4.14
Atrial extrasystoles are occasionally found on 12 lead ECGs, with an incidence of around 0.5%. They will be seen on 24 hour tapes in the majority of adults. Rarely they may trigger symptomatic palpitations, and will need to be differentiated from other causes. They are generally of no prognostic significance. 



Atrial Flutter 



4.15
Atrial flutter is almost always associated with underlying organic atrial disease and is very rarely seen in normal subjects. It can be paroxysmal or chronic, and the rate and any other symptoms are related to the degree of atrioventricular block. The predominant symptoms are palpitations although a degree of deterioration of exercise capacity can be seen. Palpitations can be precipitated by exercise. This would compromise an individual’s ability to function. Individuals may be successfully treated with either drugs or ablation therapy. Fitness for work should be determined by the individual’s symptoms taking into account the nature of any underlying cardiac condition, with advice from a cardiologist. This is a complex area as some individuals tolerate this rhythm well whilst others do so badly, even at similar rates. 



Atrial Fibrillation (AF) 



4.16
Atrial fibrillation is the most common cardiac arrhythmia. It can be paroxysmal or chronic and has a very variable presentation from being asymptomatic through palpitations without haemodynamic effect to those that include haemodynamic collapse and heart failure. Exercise intolerance is not uncommon, even in those who feel they are asymptomatic. Paroxysmal AF develops into chronic AF in about 30% of patients. AF is most often associated with hypertension but is also due to underlying ischaemic heart disease in men only, whilst high alcohol consumption, thyrotoxicosis, and valvular heart disease are amongst the many other causes. It is more common with increasing age and can be present in normal hearts (lone AF). Prevalence in the 55-64 age group is 6.2/1000 for men and 3.8/1000 for women. When AF occurs in young patients it may be due to a focal arrhythmia that can be effectively treated by ablation in some patients. AF may be vagally mediated; this occurs more commonly in younger men aged 30-50 and only rarely progresses to permanent AF. Attacks tend to occur at night and are often aborted by exercise although they may be precipitated by rest and alcohol and the relaxed state after exercise or eating. It is usually unrelated to structural heart disease, and should not be considered a contra-indication to employment as a fire-fighter. AF may also be adrenergically mediated; this tends to occur during the day, and is associated with stress, exercise, caffeine or alcohol. Although rarer than vagally mediated AF, and usually only lasting a few minutes, it is more frequently associated with structural heart disease. 



4.17
AF is of clinical significance both because of its immediate clinical effects, and because of long-term complications. Immediate effects may be palpitations, chest pain, shortness of breath, and low exercise tolerance. Heart failure may follow. Syncope is rare but may be associated with the start or termination of arrhythmia. Long-term effects include ventricular dysfunction and complications from thromboemboli. The relative risk of death is twice that of individuals with normal sinus rhythm and the risk of stroke is increased by a factor of five independent of age. Rheumatic mitral valvular atrial fibrillation has a 17 fold increased risk of TIA or CVA while non-rheumatic AF has over a five fold increased risk. Both have an annual rate of stroke of around 4.5%. A meta-analysis of trial outcomes with warfarin demonstrates an average of 45/1000 strokes per year in untreated patients, with a reduction to 14/1000 on warfarin associated with an increase of 3/1000 with major bleeds. These are general statistics, and the risk of stroke is significantly lower in individuals under 60 with no other risk factors. One such study had no strokes among 112 patients. 



4.18
A number of anti-arrhythmic treatments are available; however individuals on treatment should be viewed with caution. Paroxysmal AF is often diminished by treatment, not cured. It recurs in over 90% of patients in spite of treatment, and up to 50% of patients discontinue drug therapy because of side effects of drugs or treatment failure. One study of sotalol versus propafenone showed 37% and 30% of patients attack-free during a one-year period. Cardioversion may have good short-term results, however only around 10% can be expected to remain free of AF over four years, and this increases to only 27% when combined with anti-arrhythmic treatment. Anti-arrhythmic drugs are not without side effects; these include heart failure and other arrhythmias, including fatal ventricular dysrhythmias associated with co-existing heart disease. Current DVLA guidelines for Group 2 drivers require the arrhythmia to be controlled for at least 3 months, and allow driving provided that the left ventricular ejection fraction is good (i.e. LVEF is >0.4), and there is no other disqualifying condition. 



4.19
In summary, AF is associated with serious physical symptoms that are incompatible with effective operational fire fighting, although symptoms vary significantly between individuals. There is also a significant risk of sudden collapse, again varying between individuals with varying risk factors. Young individuals with no other risk factors who are relatively or absolutely asymptomatic may be considered fit for operational fire fighting after advice from a consultant cardiologist. 



SUPRAVENTRICULAR TACHYCARDIA (SVT) 



General 



4.20
There are three main types: 



• Atrial tachycardia 



• Atrio-ventricular nodal (junctional) re-entrant tachycardia 



• Atrio-ventricular re-entrant tachycardia. 



In atrial tachycardia (the rarest) there is usually underlying heart disease. In the other two types there is usually no associated gross structural heart disease but there may be demonstrable electrocardiographic or electrophysiological abnormalities. Treatment of accessory pathways by ablation therapy can eliminate the problem but not all individuals are suitable. They generally appear in youth with recurrent attacks throughout life. Attacks tend to present as palpitations that may be associated with syncope or reduced exercise tolerance and in some cases shortness of breath and chest pain. They are considered benign unless they are associated with a rapid heart rate greater than 250 bpm or if attacks are prolonged. 



Wolfe Parkinson White Syndrome 



4.21
Wolfe Parkinson White Syndrome is a condition associated with pre-excitation via an accessory pathway and ranges in incidence from 0.1 to 3.7/1000. The risk of sudden death is low at approximately 0.0015 per patient year but many deaths occur without warning. Frequency of tachycardia increases with age and can rarely be fatal, especially with paroxysmal AF which can degenerate into VF. The diversity of presentations means that specialist opinion will usually need to be sought for risk stratification, and restrictions placed on virtually all symptomatic individuals. Those who have successful ablation however are usually cured and returned to normal risk levels. 



VENTRICULAR ARRHYTHMIAS 



Ventricular Extrasystole 



4.22
Ventricular extrasystoles (ectopic beats) are generally asymptomatic and although seen in less than 1% of 12 lead ECGs they are expected as an incidental finding in 24 hour tapes in the majority of adults. They are usually benign and can be caused by nicotine or coffee. In rare cases they may indicate underlying disease. If the individual is asymptomatic and the finding is incidental with no clinical abnormality of the cardiovascular system the individual should be considered fit. 



4.23
If symptoms such as discomfort, palpitations, syncope or breathlessness are present, the individual should have 24 hour monitoring to quantify the extrasystoles and look for other dysrhythmias. A specialist opinion should be sought before providing advice on employment in these circumstances. The presence of ventricular ectopics with underlying cardiac disease, especially if accompanied by left ventricular dysfunction, often indicates a worse prognosis. Ventricular ectopics provoked by exercise or occurring in the recovery period of an exercise test also carry a worse outcome. 



Ventricular Tachycardia 



4.24
Ventricular tachycardia is defined as five or more consecutive ventricular beats at a rate of >120 bpm. There are many forms and mechanisms but individuals should be considered at potential risk of sudden cardiac death or major debilitating symptoms and should be investigated. A specialist opinion must be sought before providing advice on employment as there is great variety between individual types. 



Ventricular Fibrillation 



4.25
Individuals presenting with a history of ventricular fibrillation would be survivors of a serious cardiac event. It is essential to investigate the underlying pathology and steps taken to prevent recurrence before advising on employment. 



ISCHAEMIC HEART DISEASE 


General 


4.26
The major manifestations of ischaemic heart disease are myocardial infarction (MI), sudden cardiac death, chronic stable angina and unstable angina. The underlying mechanism is a variable degree of coronary artery narrowing/occlusion. There is debate as to what constitutes significant narrowing. Significant flow limitation does not occur until there is a reduction in cross-sectional area by 70% in animal studies. This equates to a 50% reduction in diameter. The latter is usually measured on angiograms. Flow limitation sufficient enough to produce effort angina does not usually occur until it is greater than 70% luminal diameter. Ischaemic heart disease is very common throughout the population. It is responsible for a quarter of all deaths, and among 55-64 year olds, 6% of men and 3% of women have angina. Modern interventions have significantly reduced event rates in survivors. The recent EUROPA study in low risk proven ischaemic heart disease patients demonstrated an event (MI, cardiovascular death or sudden death) rate of less than 2% per annum. Unfortunately many will have symptoms that will limit lifestyle and employability. In general, decisions on employment will need to consider the risk of work precipitating ill-health, the risk of sudden incapacity to the individual, colleagues and the public, and the impact of symptoms on the ability to work. Any decisions should be made with input from a cardiologist, and regular review should be a core part of individual risk management. 



ANGINA 



General 



4.27
Angina is chest pain related to myocardial ischaemia and it is therefore essential to differentiate from other causes of pain in the chest, neck or arms that mimics the pain of angina. A useful classification of angina based on history divides symptomatic individuals into three groups. Typical angina is substernal pain precipitated by exertion and relieved by rest or nitroglycerin. Atypical angina has two of these features, while non-anginal chest pain has one or none of these three features. The most important aspect of a history of angina, besides the immediate limitations it makes on individual capability, is the prediction of future risk, particularly of myocardial infarction. Sudden collapse or inability to continue in a physical task when fire fighting will clearly present a very serious risk both to the individual and to others in the team and the general public. Medical advisers must therefore be particularly careful before either accepting individuals with such a history, or of allowing such individuals to continue operational fire fighting. 



4.28
Atypical chest pain needs cardiological assessment to exclude angina, progressing, if necessary, to coronary angiography or myocardial perfusion imaging. Subjects with typical angina are 13 times more likely to have significant coronary disease than those without. The risk varies with symptoms and age, and the following table illustrates the predictive probability of an individual having significant coronary artery disease: 



			Pre-test probability of coronary artery disease (%)





			Age


			Asymptomatic


			Non-anginal chest pain


			Atypical angina


			Typical angina





			(yr)


			F


			M


			F


			M


			F


			M


			F


			M





			30-39



40-49



50-59



60-69


			<1



1



4



8


			2



6



9



11


			1



3



8



19


			5



14



22



28


			4



13



32



54


			22



46



59



67


			26



55



79



91


			70



87



92



94








4.29
The risk is also affected by the co-existence of smoking, hyperlipidaemia, diabetes, ECG changes and previous myocardial infarct. The above percentages are therefore an amalgam of a spectrum of risk depending on the presence or absence of these factors. A variety of tools are available to calculate an accurate risk depending on the presence or absence of all these variables. Studies have demonstrated that analysis of these factors has high predictive value. The addition of further tests may confirm the assessment but infrequently changes the assessment. Common diagnostic tests performed are exercise ECG assessment, myocardial perfusion imaging and angiography. 



4.30
The main advantage of exercise ECG testing is that, although it may not predict long-term risk, it helps predict short term risk and is therefore used by agencies such as the DVLA as a simple and effective method of assessing risk of a sudden incapacitating event. On the other hand angiography is not as predictive but demonstrates the need for treatment. 



4.31
Individuals with new onset angina have a high risk of an acute ischaemic event. Within fifteen months of the onset of symptoms, 7% develop non-fatal MI and 4% die. A further 19% require revascularisation. There does, however, appear to be a significant variation in plaque type that causes symptoms of angina. Acute ischaemic events are related to unstable plaques and significant intimal damage caused by the inflammatory process of arteriosclerosis. Individuals with stable angina often appear to have more stable plaques without associated intimal damage and these in turn appear less likely to lead to sudden rupture with either direct luminal occlusion or associated thrombus formation. Angina after MI has a particularly poor prognosis. One trial showed that after 2.4 years of follow-up, MI had recurred in 10.5% of untreated patients and 5.6% of patients treated with angioplasty or CABG, with mortality of 4.4% and 3.6% respectively. Modern management reduces the risk through risk factor intervention but does not remove it. 



Variant or Prinzmetal Angina 



4.32
Variant angina presents as angina at rest, often with recurrent episodes, but with a well preserved exercise capacity. There also tends to be diurnal periodicity to the symptoms, clustering of episodes and symptom-free periods. The underlying cause appears to be coronary artery vasospasm, and at other times the coronary arteries may appear angiographically normal in some individuals. It is essential to differentiate between symptoms of unstable angina, minor plaque rupture and embolisation which can also lead to a similar clinical picture. Where there is a confirmed diagnosis of variant angina, the risk pattern is different from other forms of angina, and the individual may be considered fit for fire fighting duties providing this is supported by a cardiologist. 



Unstable Angina 



4.33
Stable angina may progress to unstable angina where symptoms worsen, are harder to control, there may be pain at rest, and ECG changes may persist at rest. It may be accompanied by changes in the sensitive cardiac markers such as the troponins indicating myocardial damage (infarction) even in the absence of typical ECG changes. Risk score predictors such as the TIMI risk score can be used to predict the risk of cardiac events at 14 days in these individuals. Death or MI occurs in around 20% and death, MI or urgent revascularisation in up to 41%. This has improved considerably with aggressive treatment and current expectations are for a non-fatal MI in 6.5% and death in 1.2% after six weeks. 



4.34
In these circumstances great care should be taken in recommending a return to sedentary work. Working in a role exposing individuals to significant pressure such as control room work, and particularly to any physical workload, should not be considered in such cases until they have either stabilised or had revascularisation. The medical adviser will not only have to consider what has happened but take account of the disease modifying therapy prescribed to the individual and future diagnostic/interventional plans. 



MYOCARDIAL INFARCTION 



General 



4.35
Myocardial infarction represents a serious event in any current or prospective employee that merits further assessment or investigation. There are two main issues: Firstly a previous, proven myocardial infarction indicates the presence of significant underlying ischaemic heart disease with the associated risk of future events. Secondly there are specific complications that can arise as a result of MI that in their own right can affect employability. In most cases, risk assessment will rely heavily on the results of specialist investigations post-MI, and a report from a cardiologist is essential to enable an appropriate occupational risk assessment. The risk to colleagues or members of the public, and the risk to the individual from work exacerbating the condition must be differentiated from the risk of an event happening regardless of work. The former are health and safety issues, while the latter should be governed by individual choice and common sense. 



4.36
Acute complications are not particularly relevant to occupational physicians as they are likely to occur either in a hospital environment or during very early convalescence when individuals are not at work. Clinicians are most unlikely to recommend a return to any sort of work in these early stages unless there has been a diagnostic failure, and occupational physicians are likely to advise further time off work until recovery is well under way. Chronic complications include heart failure, ventricular aneurysm formation, mitral regurgitation secondary to papillary muscle dysfunction (see under mitral valve below) and a variety of electrical complications (see under arrhythmias above). The psychological impact of an MI is of major importance, particularly if the individual previously considered themselves fit and healthy. 



4.37
Depression is a common symptom post-MI, and is strongly associated with mortality within a few months of the initial event. The 18-month risk of mortality is increased by a factor of 3.5 to 8 in those with clinical depression. Specific psychological support interventions do not appear to have had any significant effect on reducing this mortality; however exercise therapy does appear to have a beneficial effect. 



4.38
The continued presence of symptoms following infarction places an individual in a high risk group for further ischaemic events. These individuals are very unlikely to be suitable as fire-fighters, and are rarely fit to continue with operational fire fighting. Care should also be taken in employment in high pressure environments such as key management roles. In asymptomatic individuals already in service, full post-infarction assessment, including stress testing is required. A negative stress test should include no symptoms, no significant ST changes and the individual should have completed Stage III (at least 9 minutes) of the Bruce Protocol with no anti-anginal therapy. Any doubt about the stress test should lead to angiography. 



Ventricular Aneurysm 



4.39
Ventricular aneurysms may be formed post-infarct in the ventricular wall from a full thickness or near-full thickness infarct. They are therefore indicators of a severe MI with significant myocardial damage and reduced cardiac capabilities long-term. They do not themselves cause symptoms but are associated with reduced efficiency because they ‘steal’ stroke volume, and they are commonly associated with thromboembolic events and dysrhythmias. It is thought that up to half are associated with thrombus within the ventricle and around 5% lead to embolic events. 



Treatment by aneurysmectomy may be possible, often accompanied by CABG. Untreated ventricular aneurysm carries a high risk of sudden collapse as well as a reduced exercise tolerance, and is generally incompatible with operational fire fighting. 



Revascularisation 


4.40
In the 1970s and early 1980s several trials looked at the long term outcome of coronary artery bypass graft surgery against standard medical treatment. A consensus of opinion emerged that individuals who had either significant triple vessel disease or left main stem disease or reduced left ventricular function benefited in terms of prognosis from coronary artery bypass graft surgery. It was also indicated for symptomatic relief of individuals with significant triple vessel disease. 


4.41
Where symptoms were not severe or troublesome and investigation showed single or double vessel disease (excluding proximal anterior descending disease and left main stem disease), particularly in the presence of good left ventricular function, medical therapy was found to offer comparable long term results. These trials were summarised in guidelines and indication for coronary artery bypass graft surgery such as those by Kirklin. Around twenty years ago coronary angioplasty started to develop. The ACME trial compared angioplasty with medical treatment and demonstrated that patients with single vessel disease treated with angioplasty showed at six months a reduction in numbers of attacks of angina and improved quality of life over those treated medically. Nevertheless 46% of this angioplasty group still had angina. Similarly the RITA 2 study comparing angioplasty to medical care for an initial treatment strategy showed that after a median of 7 years, death or MI had occurred in 14.5% of angioplasty patients and 12.3% of the medical care patients. Symptom improvement was greater in the angioplasty group. Thus despite symptomatic improvement adverse events were similar in both groups. 



4.42
Despite these successes of angioplasty against medical treatment, the longer term results versus surgery were less convincing. The RITA I trial compared outcome in patients with single or multi vessel disease that was considered suitable for either angioplasty or surgery. These results showed that mortality was similar but at six months those patients randomised for coronary angioplasty had a higher incidence of recurrent angina (32% compared to 11% in those randomised to surgery). There was also a greater need for both repeat angiography and procedures in the angioplasty group. This supported previous published observational data on the early natural history of angioplasty which reported restenosis following angioplasty in up to 40% of patients. It was also noted that restenosis was most likely to happen in the first four to six months. The two year follow up data from the RITA trial supported this. 



4.43
For the longer term however graft occlusion resulted in recurrent disease in the coronary artery bypass graft patients. Meta-analyses support this with little difference in mortality but around one third of patients treated with angioplasty requiring a further procedure compared to around 3.3% of surgical ones. These factors led to further developments. Unfortunately saphenous vein grafts occlude with time. With around 50% of vein grafts being blocked by ten years arterial grafts were increasingly used as these have lower occlusion rates with around 90% of these arterial grafts being patent at ten years. 



4.44
Angioplasty also developed with the use of stents to try and reduce early re-stenosis. This was endorsed in 2000 by the National Institute of Clinical Excellence. The BENESTENT study clearly showed that stenting in native vessels reduced the incidence of restenosis. The arterial revascularisation therapy study (ARTS) is looking at these more efficacious treatments. It compares coronary artery bypass graft surgery to angioplasty in patients with multi vessel disease in terms of major cardiac or cerebrovascular events. In the surgical group 93% of patients received an arterial graft. The angioplasty group used stents. The one year results show the rates of death, acute MI or stroke were low, not differing between the two groups (9.5% for stented patients and 8.8% for surgical patients) however the event free survival was higher in the surgical patients (87.3% versus 73.3% of patients) entirely because of the need for re-intervention in the stented patients. 



4.45
From an occupational health point of view these studies offer clear messages. Despite active intervention there are still significant proven long term problems for patients who required intervention. New methods such as stenting and bypass graft surgery with arterial grafts are reducing the event rate but it remains significant and all patients will need very careful assessment which will have to take in to account the procedures, the length of time from the procedure and the underlying state of the coronary artery disease together with intervention. Single vessel arterial grafting carries the best prognosis if all other vessels are normal, there is no evidence of myocardial damage and full risk factor intervention is in place. In these circumstances, a single stent with the same preconditions will be expected to do well after the first 6 month high recurrence period is over. 



4.46
In both of these groups employment will need careful consideration, with the results of a recent exercise test to confirm good exercise tolerance and lack of evidence of myocardial ischaemia (symptoms and electrocardiographic evidence). More diffuse disease and multiple stenting/grafting have more risk of recurrence and ongoing symptoms. Many individuals will consider themselves effectively cured by these procedures but the evidence is not in favour of this. Palliation has occurred with a significant future event rate and need for further intervention. 



HEART FAILURE DUE TO ISCHAEMIC HEART DISEASE 


General 


4.47
Heart failure generally represents the terminal stages of ischaemic heart disease with a high risk of acute events and poor long-term prognosis. Mortality within 2 years for all grades of heart failure in the Framingham study was 25%. This varies from 10-20% for mild heart failure to 75% for severe heart failure. Of all deaths, up to 50% will die suddenly from either arrhythmic or embolic causes. Such a high risk would generally be considered incompatible with operational fire fighting, and could have a significant impact on control room operators. 



VALVULAR HEART DISEASE 



Mitral Stenosis 



4.48
Mitral stenosis is almost always due to rheumatic heart disease. As the incidence of rheumatic fever has declined in Western Europe it is no longer frequent in the young. By contrast it remains prevalent in many parts of the world including Eastern Europe where it causes significant morbidity even in young adults. Signs will often be present at pre-employment screening but any history of rheumatic fever should alert the examiner to a careful search. There are underlying risks with further damage to the valves and a need for ongoing surveillance, and as the condition progresses, there is usually a requirement for medication and often intervention. If atrial fibrillation develops, anticoagulants will be needed (see separate guidance). 



Mitral Regurgitation 



4.49
Mitral Regurgitation was also mainly due to rheumatic heart disease but now the majority is non-rheumatic in the Western World. Mitral regurgitation should be investigated for the underlying cardiac cause (including ischaemic heart disease, chordal rupture, mitral valve prolapse and secondary to cardiac dilatation from other causes). There is a significant risk of progression with cardiac chamber dilatation. Serving fire-fighters should be fully assessed and only advised to continue if their condition is mild, investigations (such as echocardiography) show no major haemodynamic upset and the risk of sudden incapacity is very low. They must be kept under annual specialist review. 



4.50
Mitral regurgitation is also a sequel to myocardial infarction. Severe regurgitation is usually related to papillary muscle rupture or severe dysfunction and is not generally compatible with long-term survival without valve replacement. Individuals with mitral regurgitation post-MI have twice the relative risk of death compared to post-MI individuals with no regurgitation. Applicants with mild mitral regurgitation may be considered for fire fighting following cardiac assessment, which will take into account the underlying cause, and should be kept under annual review. 



Mitral Valve Prolapse 



4.51
The commonest cause of malfunction of the mitral valve is prolapse of one or both of its cusps during systole. The extent of this is extremely variable as are the consequent signs and haemodynamic effects. Mitral valve prolapse is more commonly found in adult women. Mild degrees are so common as to be regarded as normal a variant. Rarely significant regurgitation may give rise to haemodynamic consequences. If found at pre-employment screening or during routine medical examination it needs cardiological assessment. 



Aortic Stenosis 



4.52
Aortic stenosis is now most frequently related to degeneration of the aortic valve, often with an underlying bicuspid valve. The natural history is very variable with some cases remaining static for years whilst others can progress quite quickly. Chest pain, syncope and dyspnoea are the classic symptoms and sudden death is a risk. Generally aortic stenosis is considered critical when the gradient exceeds 50 mm Hg or the valve area is less than 0.4cm² /m² body surface area. Symptoms including sudden death are often provoked by exertion; therefore intensive follow-up is required in any symptomatic individual exposed to exertion in their occupation. 



Aortic Regurgitation 



4.53
In aortic regurgitation there is a significant risk of progression with dilation of the cardiac chambers. This will eventually lead to cardiac failure. Exercise tolerance will be limited as the condition progresses. At pre-employment screening, great care should be taken in assessing recruits to detect the early diastolic murmur of aortic regurgitation. Other signs and the development of symptoms occur relatively late in the disease process. Serving fire-fighters should be assessed by a cardiologist and kept under annual review. 



Prosthetic Heart Valves 



4.54
Individuals with mechanical prosthetic heart valves will need permanent anticoagulation. See separate guidance on this. Individuals with tissue prosthetic heart valves are not routinely anticoagulated. The majority of these individuals will develop problems later as the prosthetic valve degenerates faster than the native valve, and they will require a mechanical valve later in life. This is often 10 or more years down the line from surgery (and lengthening with better surgical techniques). Fire-fighters with tissue valves should be kept under annual cardiology review. 



CONGENITAL HEART DISEASE 



General 



4.55
Defects are often associated with each other and in any individual it is necessary to get full information from the centre that provided care for the patient. 



Ventricular Septal Defect 



4.56
Small, high membranous lesions are benign and occur in 1 in 500 live births. Most close spontaneously with most no longer patent by 10 years of age. Apart from the risk of endocarditis small residual defects pose no problem. Individuals with large lesions can develop haemodynamic disturbances and pulmonary hypertension. This usually occurs early in childhood. Where a successful repair has been carried out, individuals should be able to serve as fire-fighters if they are symptom free. 



Atrial Septal Defect 



4.57
Small defects are benign, but should not be confused with patent foramen ovale which is not a true defect and does not normally lead to symptoms or pathology later in life. Larger defects with significant shunting of blood can lead to haemodynamic disturbances and pulmonary hypertension. These complications usually start in mid-adult life. Since a murmur is often the only presenting feature this is one of the reasons why individuals with ejection systolic murmurs should be investigated by a cardiologist. Significant signs such as fixed splitting of the second sound, and any symptoms such as reduced exercise tolerance should be treated with particular caution. Specific advice should be sought for those treated with the new percutaneous closure devices as there is little evidence for the long-term prognosis with these techniques. 



Patent Ductus Arteriosus 



4.58
Patent ductus arteriosus may be successfully treated pharmacologically in the newborn, and by ligation and device closure. Unless associated with other significant pathology individuals should be considered fit for all duties. 



Coarctation 



4.59
Aortic coarctation is strongly associated with bicuspid (potentially stenotic) aortic valves. Untreated coarctation has a high risk of morbidity and mortality. Even after ‘successful’ surgery there are long term sequelae. Systemic hypertension may persist after surgery. Individuals should be kept under regular cardiologist review to ensure they do not develop further cardiovascular disease. 



Pulmonary Stenosis 



4.60
Pulmonary stenosis does not always require treatment. If necessary, balloon valvuloplasty or valve replacement is carried out in childhood following which the condition is rarely progressive. Potential recruits who are symptom free should therefore be considered fully fit. 



Biscuspid Aortic Valve 



4.61
Bicuspid aortic valve occurs in 1–2% of the population and is more common in males than females. Problems usually only arise later in life when one third will calcify leading to aortic stenosis and another third will lead to aortic regurgitation. Asymptomatic bicuspid valves will not usually present at medical screening other than by a soft ejection systolic murmur. Any identified either through history or signs such as a murmur should be referred to a cardiologist. Further five-yearly assessments are recommended to identify any significant degree of aortic stenosis or regurgitation. It is these consequences which limit employability. 



Complex Congenital Heart Disease 



4.62
Many individuals with complex lesions such as tetralogy of Fallot are surviving in to adult life after surgery. In many cases the results are excellent but the surgery has to be viewed as ‘repair’ rather than ‘correction’. There are still significant risks from decompensation and therefore despite seemingly good results specialist advice is always necessary. 



HEART MUSCLE DISORDERS 



Cardiomyopathies 



4.63
Hypertrophic, dilated and restrictive cardiomyopathy are all associated with significant morbidity and mortality. To this classic list, arrhythmogenic right ventricular cardiomyopathy (also referred to as ‘right ventricular dysplasia’) has been added and also has significant risk associated with it. Individuals may develop permanent disease as a result of chemotherapy. Besides the physical limitations these conditions impose, there is also a considerable risk of increased morbidity and mortality to themselves and risk to others if individuals were to continue to work as active fire-fighters. 



Myocarditis 



4.64
Acute viral myocarditis can be self limiting with full resolution of any associated cardiac failure. It can also lead to chronic cardiac failure with permanent cardiac damage. Such individuals will need careful assessment. 



PERICARDIAL DISEASE 



Pericarditis 



4.65
Most episodes of pericarditis are either viral or idiopathic in origin. They are usually self limiting but may be recurrent. A cardiologist opinion should be sought if there is a recent history of the condition or the individual is subject to recurrent bouts, although most have a complete and uncomplicated recovery. 



Constrictive Pericarditis 



4.66
Individuals with constrictive pericarditis generally have significant underlying pathology, morbidity and mortality. 



Infective endocarditis 



4.67
Episodes of infective endocarditis usually indicate underlying structural cardiac disease such as valvular or septal abnormalities. Any history of endocarditis should require a cardiology assessment and decisions on employment should depend on the nature of the underlying pathology. 



HYPERTENSION 


General 


4.68
There is a continuous relationship between blood pressure and cardiovascular risk which renders a numerical definition arbitrary. In the 2003 European Guidelines they retained the 1999 World Health Organisation /International Society for Hypertension classification as in the table below without retaining the term ‘borderline’ to reflect the fact that the threshold for treatment is flexible and dependent upon total risk. ‘Hypertension’ is often referred to as a systolic pressure of 140mmHg or more and diastolic pressure of 90mmHg or more but the true management of an individual must take in to account the complete risk profile. 



			Category


			Systolic


			Diastolic





			Optimal



Normal



High normal



Grade 1 hypertension (mild)



Grade 2 hypertension (moderate)



Grade 3 hypertension (severe)



Isolated systolic hypertension


			<120



120-129



130-139



140-159



170-179



>180



>140


			<80



80-84



85-89



90-99



100-109



>110



<90








4.69
Blood pressure can be affected by several factors. The following table lists some of these factors and the degree they may affect blood pressure. In the context of an employment medical the white coat effect is often the major problematical area and may lead to further assessment being required such as ambulatory recording. Choice of sphygmomanometer and calibration are also relevant. 



			Patient factor


			Systolic


			Diastolic


			Technical factor


			Systolic


			Diastolic





			“White coat”



Acute smoking



Acute caffeine



Acute ethanol



Distended bladder



Talking, sighing


			+11 to 28



+6



+11



+8



+15



+7


			+3 to 15



+5



+5



+8



+10



+8


			Cuff too narrow



Cuff not centred



Low elbow



Back unsupported



Arm unsupported



Cold season


			-8 to +10



+4



+6



+6 to 10



+1 to 7



+6


			+2 to 8



+3



+6



+6 to 10



+5 to 11



+3 to 10








4.70
Correct conditions for measuring blood pressure are to have the patient seated, relaxed, with tight clothing removed from the arm. The arm should be supported at heart level. Avoid talking during the procedure. Lower the pressure slowly at 2mmHg per second, reading to the nearest 2mmHg. Measure the diastolic as the disappearance of sounds (phase V). 



4.71
Blood pressure effects are influenced significantly by the presence of additional risk factors and target organ damage: 



			Risk factors


			Target organ damage





			Smoking


			Heart disease



     Left ventricular hypertrophy



     Angina/MI



     Coronary revacularisation





			Dyslipidaemia


			





			Diabetes mellitus


			





			Male or post-menopausal woman


			





			Family history of cardiovascular disease



     Male under 55



     Female under 65


			 Heart failure





			


			Strokes or TIA





			


			Nephropathy





			


			Peripheral arterial disease





			


			Retinopathy








The Framingham study showed that individuals in the highest risk group of systolic blood pressure over 195 with no associated cardiovascular disease had a risk of a cardiovascular event of under a third over a fifteen year period. Evidence suggests that treatment reduces the risk to individuals. As the risk of a cardiovascular event is small in such individuals it would be reasonable to support employment in those with isolated hypertension that is effectively treated. 



4.72
Medical advisers assessing absolute risk of an adverse event related to blood pressure must consider the risk factors rather than basing their advice on employment solely on blood pressure readings. The MRC trial identified the following factors to enable grouping into high or low risk. 



			Factor


			High risk


			Low risk





			Age



Serum cholesterol in mmol/l



Body mass index



Ischaemic electrocardiogram



Number of cigarettes smoked/day


			>65



>8



>30



+ve



40


			<45



<5



<27



-ve



0








 The additional factors of lack of exercise, high salt intake, alcohol intake and other dietary factors are harder to quantify for absolute risk although they have been shown to have significant relative risk reduction. 



Advising On Employment 


4.73
Where hypertension (systolic > 140, diastolic > 90) is identified at pre-employment screening, the individual should be referred to their GP and recruitment delayed until the condition has been assessed and the outcome of any treatment required is known. It would be prudent to remove fire-fighters from operational duties if their resting blood pressure exceeds 180mmHg systolic and 120mmHg diastolic. 



4.74
Individuals with controlled hypertension with no symptoms from medication are usually fit for service as fire-fighters. The choice of drug should be tailored to the individual’s need to cope with physical exertion. A small dose of diuretic, an angiotensin converting enzyme inhibitor, angiotensin II receptor blocker, alpha blocker or calcium channel blocker is generally acceptable. Beta-blockers should be used with caution as the stress response may be reduced, and fatigue can be a problem; this will need to be assessed on an individual basis. Exercise test results (such as the step test) will also be affected. Approximately 70% of individuals will need two or more drugs to achieve control. Hypertension combined with other disease or other factors such as obesity may increase the risk of morbidity and careful judgement should be used before advising on fitness for employment. 



Cardiac tumours 



4.75
If a cardiac tumour is found, or is declared, a specialist opinion should be sought. Malignant cardiac tumours are rarely successfully managed by surgical excision. Myxoma responds well to complete excision, with a 1-5% recurrence rate. 



PERIPHERAL VASCULAR DISEASE 


Claudication 


4.76
The symptoms of claudication are likely to limit the effectiveness of fire-fighters. They are unlikely to reach the fitness standards required to serve operationally. Claudication is also associated with other significant cardiovascular disease and a full assessment should be conducted with specialist opinion sought on any positive findings. In some rare cases claudication will be due to a congenital lesion which can be successfully treated. Specialist advice should be sought in each case and the nature of intervention (medical, angioplasty and surgical), together with the extent of the disease will need to be considered. 


Varicose Veins 


4.77
Asymptomatic varicose veins do not usually result in significant morbidity. Provided individuals are able to pass the relevant physical tests there should be little cause for concern. Very prominent veins could give rise to traumatic haemorrhage. If individuals have symptoms that affect their physical ability, advice on employment should be deferred until after treatment. 



Pulmonary hypertension 



4.78
There are numerous underlying causes of pulmonary hypertension. The condition generally indicates significant heart and/or lung pathology with serious risk of sudden incapacitating events and long term morbidity. Specialist reports are essential. 



Pacemakers 



4.79
Pacemakers may be affected by either electromagnetic interference or direct trauma. An expert opinion should be sought from the manufacturer before advice is given on employment. Electromagnetic radiation is extremely unlikely to cause permanent damage to the unit, but it may inhibit output or in some cases cause a variable rate pacemaker to change to fixed rate. The effects are usually temporary while in close proximity to the source of interference. As a rule of thumb some manufacturers recommend that individuals should remain around 1m per 10kV distant from sources of high voltage. The evidence for interference from radio transmitting equipment such as mobile phones and personal radio communication equipment shows a very low risk, probably around 1:100,000, of adverse events. The advice from most studies suggests the handset should be kept between 10 and 50 cm away from the pacemaker although the risk may be effectively zero for many modern pacemakers. 



4.80
There is a risk of damage to the pacemaker or pacemaker site from direct trauma. Individuals should therefore avoid contact sports, and any fire fighting duties should be assessed depending on the location of the pacemaker and the expected activity. Fracture of a pacemaker lead as a result of wearing or carrying equipment may pose a threat. Individuals who are pacemaker-dependent face real risk from pacemaker malfunction which could lead to disabling symptoms and this aspect must also be considered. An expert opinion should be sought from a cardiologist on both risk of pacemaker failure and risk of trauma to the leads. 



Anticoagulants 



4.81
Warfarin may be prescribed either short or long term for a variety of conditions. The obvious side effect of this is an increase in clotting time and therefore an increased risk of both internal and external bleeding. There is a significant increase in the risk of deep and superficial bruising with associated morbidity although there does not appear to be an increase in risk of fatal bleeding following trauma without head injury. There is a small but devastating risk of brain 



haemorrhage following head trauma. There does not appear to be a significant risk below a PTR of 2, however the risk rises to about 10 fold at a PTR of 3 with a continued increase in risk as PTR rises further. Individuals should therefore avoid exposure to the risk of significant trauma, particularly trauma to the head. 



EXERCISE 



General 



4.82
There is some evidence that a single exercise session has an acute beneficial effect on lipid levels by reducing triglycerides, increasing high-density lipoprotein and cholesterol and reducing blood pressure as well as improving insulin sensitivity and glucose homeostasis. There is considerable evidence that long-term physical exercise reduces blood pressure although isolated exercise does not appear to have a prolonged beneficial effect. Exercise should be combined with other lifestyle changes. Physical exercise is known to produce an acute rise in blood pressure. An increase of the order of 35-50mmHg systolic and 8-29mmHg diastolic can be expected. It is also known that vigorous physical activity predisposes to an acute coronary or cerebral vascular event. The risk associated with vigorous activity varies by a factor of 5-100 depending on age, cardiac risk factors including target organ damage and the physical and emotional circumstances of the individual. In fit individuals, sudden unexpected death related to exercise remains rare even though overall there is an increased risk of sudden death of 3-7 episodes per 100,000 per year during demanding physical work. 



4.83
In the absence of a history of cardiovascular disease, in normotensive individuals, the risk from either physical assessment or from demanding physical work is considered very low. There are no medical grounds for supervision of occupational fitness assessments in these low risk individuals. Individuals with a significant cardiovascular history or with hypertension that is moderate or high should be formally assessed by a cardiologist before undertaking fitness assessments or resuming operational fire fighting duties. 



4.84
Individuals with controlled hypertension with no symptoms from medication are usually fit for service as fire-fighters. There is evidence that those taking treatment have a higher risk than those normotensive individuals on no treatment, but the risk is low. The choice of drug should be tailored to the individual’s need to cope with physical exertion. A small dose of diuretic or ACE inhibitor is generally acceptable. Beta-blockers should be used with caution as the stress response is often reduced, and fatigue can be a problem. Step test results will also be affected, giving a falsely improved result. There are several guidelines available for assessing risk of exercise in those with cardiovascular risk factors. 



4.85
Fire-fighters who have remained operational and have not developed any cardiovascular problems should not need any specific assessment. Individuals who have developed symptoms of angina, rhythm disturbance or a coronary event should be formally assessed by exercise ECG, and preferably by a cardiologist, before returning to active training for fire fighting duties. They should be able to reach at least the end of stage 3 of the Bruce protocol without any significant ST segment depression. Exercise is known to increase the blood pressure (see above), and this rise is directly related to the increase in heart rate. There is a theoretical risk of exercise in individuals with severe hypertension, although no studies could be found that demonstrated a definite risk. Exercise may be a part of treatment of those with cardiovascular disease, but in a steady state manner rather than in bursts as may be required in operational fire fighting. 


FITNESS TESTING 



General 



4.86
Where it is determined that an individual should have a medical assessment before undertaking fitness assessments, it is important to get this process in chronological order. There is no point undertaking medical assessments after the fitness testing has taken place. This may seem self-evident, however timetables are frequently re-organised and do not always take medical assessments into account. Medical Advisers should use their common sense in advising on medical fitness for tests. There is an onus on the individual to raise specific issues, and a simple questionnaire approach to screen individuals for health problems is often sufficient unless testing is particularly arduous. 


4.87
Certain specific hazards should be avoided. The valsalva manoeuvre, straining against a closed glottis particularly when lifting, is potentially dangerous as it increases intrathoracic pressure and puts strain on the heart. It is completely unnecessary, and individuals should be taught to exhale when lifting. All significant lifting or other manual tasks should be conducted in accordance with Manual Handling Regulations. This is an issue for safety staff and need not involve medical staff. Provided these regulations are followed there should be no significant risk for normal individuals. Obviously those with specific musculoskeletal problems should be assessed and advised where appropriate. 



4.88
There is now no statutory requirement for fitness tests (apart from the step test) and future testing will be linked to point of entry selection testing. Individual Services are advised to use fitness testing as a means to assess both initial fitness and to periodically assess whether fitness is maintained. There are a variety of tests that may be selected. Serving fire-fighters would not normally require medical assessment before undertaking these tests unless they had a specific medical problem. Where tests are used, it is important to consider reasonable adjustments for those unable to complete them for reasons of disability. 
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CHAPTER 5


RESPIRATORY PROBLEMS


Introduction 



5.1
The lungs are the main organs responsible for gaseous exchange. An adequate intake of oxygen is essential when carrying out fire fighting duties which can require considerable exertion over long hours of duty. The early use of breathing apparatus protects the lungs from many of the hazardous fumes found at fires but a disease-free respiratory system is essential for a healthy fire-fighter. 



Asthma 



5.2
Asthma is a disease characterised by variable constriction of the airways causing an increased resistance to air flow leading to reductions in ventilation and hyperinflation of the lungs. Symptoms vary from a slight dry cough to an audible wheeze. Status Asthmaticus is the condition whereby air is trapped in the lower airways and cannot be exhaled, resulting in severe hypoxia which may be life threatening. People who suffer from asthma often have airways which constrict in response to non-specific stimulants such as exercise, respiratory infections, cold dry air, and exposure to irritant dusts or vapours including smoke. This condition is known as bronchial hyper-reactivity. Because asthma is a variable disease the degree of hyper-reactivity may itself vary over time and in response to treatment. Furthermore it must be recognised that bronchial hyper-reactivity may occur in otherwise normal people generally as a consequence of a chest infection, and this may not resolve for up to six weeks post infection. In such people, exercise is the commonest precipitant. 



5.3
Frequent or prolonged admissions to hospital as a child, with treatment using steroids and theophylline derivatives, signifies a degree of asthma which is likely to have resulted in persisting abnormal lung function in adulthood. About 25% of contemporary UK children will have a diagnosis of ‘asthma’ recorded in their general practitioner notes and about 40% of all children will have been treated with salbutamol before the age of six years. In most cases this is not true ‘asthma’ but the response to viral respiratory infection. The prevalence of true childhood asthma is around 15%. Thus reference to early medical records is likely to be unhelpful. The following definitions are used: 



			Mild childhood asthma


			Onset >10 years, <5 attacks/year, few or no hospitalisations, remission by age 16





			Moderate asthma


			5 or 6 attacks/year, few hospitalisations, requires nebuliser but not IV therapy, no residual spirometric changes





			Severe childhood asthma


			Onset<10 years, >6 attacks/year, lost schooling, hospitalisations requiring IV steroids and theophylline, spirometric changes





			Adult asthma


			Onset >16 years





			RADS


			Onset >16 years following a chemical incident








5.4
True childhood asthma, generally atopic, typically presents before the age of eight and most children ‘grow out of it’ by the age of 20. Of the remainder, 27% have remissions lasting six months to three years and 21% have attacks more frequently than six monthly. Atopic asthma in childhood is therefore associated with a relatively good prognosis. 



5.5
Among 880 UK adults aged 23 who had reported asthma or wheezy bronchitis from birth to age seven, 81% reported no further asthma or wheezing after their 16th birthday. Eight percent, free of these symptoms between 16 and 23, reported wheeze at the age of 23. Relapse at 33 was more common among current smokers and atopic subjects. The risk factors for a recurrence in, or persistence through, to adulthood are severe or frequent childhood asthma, early onset, disturbed lung function in childhood, co-existing eczema and cigarette smoking. Despite improvement in symptoms, it is widely held that although bronchial hyper-responsiveness improves to the point that the asthma seems to have disappeared, the airways remain vulnerable in adult life with a potential recurrence of symptoms in middle age as a result of the ageing process, disease and smoking.  


5.6
Occupations which routinely expose the person to irritant or volatile chemicals, strenuous exertion, heat and smoke should be avoided by people with a clear history of severe or moderate childhood asthma – and certainly by those with current asthma. It should be remembered that although successful treatment may abolish almost all asthmatic symptoms, such a situation does not mean that the individual no longer has asthma. Studies have shown that the wearing of respiratory masks and BA sets may precipitate asthma attacks because of the challenge of cold dry air. Under these circumstances immediate treatment could be necessary and the removal of a BA set for treatment is not an option in a hostile environment. The wearing of BA sets or respiratory masks should therefore be avoided in those known to be currently asthmatic or at risk of recurring asthma. 



5.7
A history of childhood asthma which appears to have gone into remission should not automatically bar an applicant from becoming a fire-fighter if the asthma was mild, went into remission before 16 years and there is no residual loss of function on spirometry. ‘Remission’ should be defined as an absence of asthmatic symptoms for 4 years since cessation of anti-asthma medication, in line with HM Forces requirements owing to the known requirement to wear respirators and be exposed to an ever changing environment. Medical history in such cases is very important, and where a consultant respiratory physician is of the opinion that the individual has a significant risk of asthma the individual should not be exposed to the risks associated with fire fighting. Where there is less certainty, all such individuals will require spirometry and some form of bronchial challenge (see below). 



5.8
It should be remembered that due to the variable nature of the disease, spirometry is frequently normal in asthma and is therefore an insensitive measure of either diagnosis or severity. Bronchial reactivity testing, using non-specific agents such as histamine or methacholine, is performed in most district hospitals but is unlikely to be done routinely. A small proportion of people have increased bronchial reactivity on such testing but are and have always been asymptomatic and would therefore not be regarded as having asthma. The results of such tests should therefore be considered only in the light of an appropriate medical history. A number of fire and rescue services have local arrangements for this test. 



5.9
Exercise testing relies on the fact that exercise is a common trigger for asthmatic symptoms and has been used successfully by the British Army since 1997. The British Army exercise test involves repeat spirometry after the individual has exercised to 80% maximum heart rate (see box). This mechanism is useful as it identifies those who choose not to declare a history of asthma. Of 80 army applicants who had not declared previous asthma but who had a low peak expiratory flow rate (PEFR) on routine testing, 50% subsequently failed the exercise challenge. The test should be interpreted with the same care as for the pharmacological methods described above. 



			Exercise testing for asthma



· Ask all applicants about asthmatic symptoms and check all applicants PEFR



· If there is a history of asthma, or recorded PEFR is more than 75ml/min below predicted PEFR, refer for exercise testing



· Measure FEV¹1, FVC and PEFR at rest



· Exercise on treadmill until applicant reaches 80% maximum heart rate and then stop



· Repeat spirometry at 1, 5, 8, 10 and 12 minutes post exercise



· If FEV1 falls by >15% pre-exercise level (typically at 8 minutes post exercise) there is a residual asthmatic tendency








Adult Onset Asthma 



5.10
Adult onset asthma is bronchial hyper-reactivity developing after the age of 16 years in the absence of a history of atopy. Many individuals subsequently develop eczema or show other signs of atopy and so a significant proportion is believed to be previously undiagnosed atopy – or atopy in remission. The management is as for atopic asthma and the occupational considerations are the same. 



5.11
True adult onset with no features of atopy should raise the question of Occupational Asthma, and a careful occupational history will need to be taken. Reactive Airways Dysfunction Syndrome (RADS) is an asthma-like bronchoconstriction which occurs as a consequence of exposure to irritant gases, fumes and vapours. Applicants with a history of RADS should be treated as if they have asthma. Some studies consider many sufferers as being originally asthmatic, with the chemical stimulus providing the necessary trigger for a relapse. Serving uniformed fire personnel with RADS should not be exposed to smoke or fumes, so the development of this condition in a fire-fighter warrants careful investigation and may necessitate redeployment or retirement. 



5.12
The control of asthma by the use of prophylactic medication is usually compatible with normal work in a range of occupations. Caution should still be exercised where the occupation will expose the individual to possible irritants and asthma precipitants, including the breathing of pressurised dry air. When the asthmatic tendency is known to the employer, the employer’s duty of care is enhanced and it is both appropriate and legitimate to refuse to employ the individual in such a capacity. 



Obstructive lung disease 



5.13
Obstructive lung disease is characterised by airways obstruction which is mainly irreversible. There is disease of the airways plus or minus a varying degree of emphysema. Cigarette smoking is a major cause. Symptoms are those of cough, shortness of breath on exertion and sputum production. Pulmonary function tests show the ratio of FEV¹/FVC usually less than 60%, although initially the symptoms of chronic bronchitis may be present without such significant reduction in lung function. Cessation of smoking will help to arrest deterioration and ‘No Smoking’ policies should be encouraged in the Fire Stations. Obstructive lung disease is unlikely to be a problem in recruits.



5.14
Anyone who is developing obstructive lung disease is likely to have difficulty in maintaining the fitness required as an active fire-fighter. They will be increasingly short of breath on exertion and serial lung function tests will show deterioration. FVC is usually unaffected however FEV¹ is reduced and the total time of expiration is increased. Where obstructive lung disease is suspected, FEF 25% -75% should be measured and a significant reduction from the predicted value would confirm an obstructive pattern and should warrant referral. This is frequently seen in long-term smokers. Smokers should be warned if this is noted on routine testing and given every help to stop smoking. This will alert observers to early changes in airways resistance. If routine lung function tests show an FEV¹/FVC percentage less than 60%, such lung function is generally incompatible with fire fighting duties. These individuals are likely to have difficulty meeting the physical requirements of operational fire-fighter training. 



5.15
It is advisable to refer to a specialist respiratory physician for a full assessment, including permeability and reversibility before any permanent decision on employment is made. Acute infections can produce a marked transient deterioration in lung function. Airways obstruction may be partially reversed by bronchodilators but the possible acute effects of exposure on compromised lungs must be considered. 



Acute effects of smoke inhalation 



5.16
Acute smoke inhalation will result in pneumonitis and may result in pulmonary oedema requiring ventilation. Subsequent management should include assessment for RADS. 


Chronic effects of smoke inhalation 


5.17
It has been suggested for many years that the conditions under which fire-fighters work might cause permanent lung damage. Most longitudinal studies in fire-fighters have failed to show any long term deterioration in lung functions when smoking was allowed for compared with other groups of workers. In a study of fire-fighters in 1991 deaths from all types of respiratory disease, including growths occurred less often than expected. This is perhaps surprising given the potential exposure of the fire-fighter to organic carcinogens and asbestos. One small French study does show some long-term deterioration in small airways function and decrease in permeability. These abnormalities were worse in fire-fighters who smoked. The study suggests that monitoring lung function in all professional fire-fighters is necessary. The routine lung functions carried out now under recommendations in Fire & Rescue Service Circulars should give valuable information and be a safeguard to their health. 



Restrictive lung diseases 



5.18
Conditions giving rise to a restrictive pattern of lung disease are much rarer than those producing obstructive lesions but in general are likely to have more serious consequences. Restrictive lesions affect the lung tissue itself, interfere with gaseous exchange and make the lungs stiffer. They can occur in acute or chronic forms and the main symptom is breathlessness. Lung function tests show a reduced FVC with no evidence of airways obstruction and more sophisticated tests will show a reduced transfer factor with decreasing compliance and decreased oxygen levels in the blood. Although fire-fighters may be exposed to a variety of substances that can cause restrictive disease as a result of secondary occupation or hobbies, the only exposure of significance in fire fighting is to asbestos. Fire-fighters would normally use BA on the fire ground when exposed to smoke or fume and therefore significant asbestos exposure is very rare. There is a greater risk in fire investigation where significant dust is present. There is no statutory requirement for health surveillance following asbestos exposure in fire-fighters and no clinical justification for implementing any surveillance. As there is a known link between smoking, asbestos exposure and the development of restrictive lung disease and tumours, fire-fighters should be given advice and support to help stop smoking. 



5.19
Although most causes of restrictive disease are chronic, sarcoidosis frequently resolves spontaneously over a period of 12-18 months. Any redeployment may therefore be temporary unless the condition becomes chronic. Any condition affecting gaseous exchange is likely to be incompatible with fire fighting duties. All cases of fire-fighters suffering with restrictive lung disease will need regular monitoring. It should be remembered that oxygen saturation may fall markedly on exertion when showing almost normal levels at rest. 



Spontaneous pneumothorax 



5.20
It is not generally possible to predict susceptibility to spontaneous pneumothorax. There is a need for careful rehabilitation after the initial episode. A return to full duties with lifting and carrying should be delayed for at least three months. Any recurrence should be fully investigated in order to exclude bullae when pleurodesis may be required. 



Pulmonary embolism 



5.20
Any recommendation to employ an individual with a history of pulmonary embolism depends on the underlying medical condition that led to thrombosis and embolism. Information on occupational issues of anticoagulation will be found in the section on the cardiovascular system (Paragraph 4.81). Once individuals have stopped taking anticoagulants, fitness for employment depends on the lung function and any other underlying conditions. 



GROWTHS IN THE LUNG 


Benign Growths 



5.22
Benign growths of the lung are rare and after resection it is likely that a fire-fighter will be able to continue normal duties. 



Malignant Growths 



5.23
Even if a satisfactory resection is possible and sufficient pulmonary function remains, great care should be taken before returning individuals to active duties. There is a high risk of metastasising to the brain giving rise to the possibility of sudden haemorrhage and unconsciousness or epilepsy. 
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CHAPTER 6


PROBLEMS WITH THE NERVOUS SYSTEM AND SPECIAL SENSES


Introduction 



6.1
Neurological disease may have an adverse impact on an individual’s career in terms of: 



• Mobility 



• Risk of sudden incapacity 



• Cognition – including the perception of danger 



• Communication – expressive and receptive 



• Special senses. 



There may be an increased tendency towards sickness absence and a heightened risk that a full career term will not be completed. The assessment of an individual requires each of these areas to be reviewed with regard to knowledge of the severity of the disorder and its likely rate of progression or resolution. There may be profound health and safety concerns in relation to fire-fighters but relatively few concerns in other areas of the Service. Whilst this may preclude working as a fire-fighter, it does allow for fire-fighters affected by neurological disease to be retrained into other roles with or without reasonable adjustment. 



Epilepsy 



6.2
The term epilepsy covers conditions which may lead to a sudden disturbance in consciousness. Three broad topics will be discussed here; febrile convulsions, childhood syndromes and major generalised epilepsy. A risk assessment should be made in each individual case, based on a report from a specialist. It is essential to consider the long-term history of the condition in relation to periods of pressure or stress, and shift work as well as the response to medication. Where the risk is considered low it may be safe for these individuals to undertake operational fire fighting. Individuals should have been fit-free for at least one year, with a low risk in relation to the pressures of work. Any changes in medication should be accompanied by a suitable period away from operational fire fighting to ensure the individual remains fit-free. 



Febrile Convulsions 



6.3
Generalised convulsions are more common in the first five years of life than at any other time. Febrile convulsions occur in 3% of children and demonstrate an idiopathic susceptibility to convulsions. There is a genetic component. They are rare below the age of six months or above the age of five years. About 90% of febrile convulsions occur within the first 24 hrs of a febrile illness, typically when the rate of temperature rise is greatest. When assessing the likelihood of brain damage and susceptibility to adult epilepsy, the age of the child at the time of the febrile convulsion is important. Convulsions in the younger child tend to be more damaging. The chance of a severe seizure (longer than 15 minutes) falls after the age of two. The risk of epilepsy amongst children who have not suffered a febrile convulsion is 0.5%. The incidence of epilepsy following febrile convulsion ranges from 5-10% and the epilepsy generally appears by the age of seven years. Convulsions associated with a febrile illness after the age of five years have the same significance as a non-febrile convulsion and carry a 16% risk of late onset epilepsy. 



6.4
It is difficult to justify precluding an individual from a particular uniformed role for what might become a problem, based on an event many years previously. The vast majority of early febrile convulsions that result in epilepsy do so by the age of seven. An individual with a history of febrile convulsions but clear of epilepsy by the age of 25 should be viewed as having the same risk as the general population. A history of multiple or severe febrile convulsions may warrant delay in recruitment until after the age of 25. A history of late onset febrile convulsion with or without residual brain damage should be viewed with extreme caution in relation to safety critical roles. Advice from a specialist should be sought and careful consideration given to the effectiveness of treatment and the overall risk of an event at work. 



CHILDHOOD EPILEPSY SYNDROMES 


Childhood absence epilepsy (petit mal) 



6.5
Childhood absence epilepsy, formerly known as ‘petit mal’ is an interruption of consciousness typically occurring between 5-12 years of age and frequently precipitated by hyperventilation. It is generally benign and resolves spontaneously although there is a distinction to be made between simple absences seizures and absences occurring as part of temporal lobe epilepsy. Some researchers have shown that up to 56% of children with absence seizures continue to have attacks after the age of 21 years although most put the prevalence at a much lower figure. 



6.6
Livingston found that of 15,000 children with epilepsy, only 2.3% had ‘pure’ petit mal. Of those children with the ‘pure’ form, 92 of 117 patients followed up ceased to have either EEG abnormality or seizures by the time they were 20 years and only 17 children continued to have absence seizures in adulthood. However, of those 100 children who recovered from ‘pure petit mal’, 54 developed grand mal epilepsy in adolescence or adulthood, particularly if the onset of petit mal occurred after the age of ten years. Roger also found an unfavourable prognosis if the onset was after the age of ten years or before the age of five, with an overall favourable result in 48% of patients studied. 



Benign Focal Epilepsy (Rolandic or Sylvian Epilepsy) 



6.7
Benign Focal Epilepsy, also referred to as Rolandic or Sylvian Epilepsy, is a partial epilepsy which originates in the same well defined area of the brain. The manifestation may be simple or quite complex and it is the commonest partial epilepsy of childhood, accounting for up to 16% of childhood epilepsy. Simple focal epilepsy is usually motor, with conservation of consciousness, although some patients suffer from somatosensory changes as well. These changes may be confused with an aura of a complex partial seizure (temporal lobe epilepsy). Onset is typically between five and ten years and rarely after 12 years. The condition predominantly affects boys and there is no neurological or intellectual deficit. Attacks occur only during sleep in 75-80% of cases and the condition resolves spontaneously during adolescence. There is a strong genetic component and most children with benign focal epilepsy recover by their mid-teens and do not go on to develop any other form of epilepsy. The incidence of further seizures in this group is estimated at 2%. 



Complex Partial Epilepsy 



6.8
This is amongst the commonest and most intractable forms of epilepsies. Its onset is typically before 20 years of age. The lesion may be in the temporal lobe but in some children the lesion is extra-temporal. About a third of cases have a cause such as birth trauma, head trauma or meningitis. Another third have an identifiable severe seizure – such as a severe febrile convulsion whilst the final third have no identifiable cause. There appears to be no genetic link other than amongst those whose temporal lobe epilepsy followed a febrile convulsion. Most complex partial seizures are generally paroxysmal, beginning and ending abruptly. Déjà vu phenomena and auditory and olfactory hallucinations are common as are changes in affect. 



6.9
Exact incidence is difficult to quantify given the range of possible manifestations, but it is thought to range between 10-25% of all epilepsies of childhood. Chronicity is common and the appearance of disturbing automatisms and degeneration of cognitive-intellectual function gives such epilepsy a poor prognosis. Patients with complex partial seizures tend to suffer more frequent attacks, require more drugs and suffer more psychosocial stress than people with generalised seizures. A follow up study in 1966 showed that 62% of persons with childhood temporal lobe epilepsy were dependant on others for all or part of their care. In a more recent study, only 10% of sufferers managed on drug treatment alone were free of seizures after 6 years. Neurosurgery may be indicated in some and this is usually carried out in children prior to adolescence so as to maximise their chances of learning during their school age. Any such individual applying for the Service in any operational or control role should be reviewed on the basis of function and the absence of seizures for ten years. 



Major Generalised Epilepsy 



6.10
Major Generalised Epilepsy includes grand mal epilepsy and is characterised by loss of consciousness. There may be tonic-clonic convulsions, a non-convulsive absence or massive bilateral myoclonic jerks followed by a post-ictal state. It is the commonest epilepsy of childhood affecting about 80% of children with epilepsy, either alone or in tandem with another form of epilepsy. Primary grand mal epilepsy may occur at any stage of life but usually after the age of five years and before adolescence. There is a strong genetic component when the disease starts in early childhood and remission rates of over 90% have been reported in such cases. However, when absence attacks or other forms of epilepsy are present, or when the onset is in adolescence or later (secondary grand mal), the prognosis is not so good. 


6.11
In general, primary grand mal epilepsy is the generalised epilepsy most likely to remit and least likely to relapse later, although it may relapse even after a long period of remission. Secondary grand mal epilepsy however is a much commoner manifestation of childhood epilepsy than are primary grand mal attacks. A family history is usually absent in secondary epilepsy and the individual frequently has a history of partial seizures or severe febrile convulsion. MR scans may show signs of structural brain lesions. Secondary epilepsies are more likely to be resistant to anticonvulsant medication and they therefore carry a poor prognosis. 



BRAIN INJURY 


Head Injury 



6.12
Head Injury affects approximately 250/100 000 people and most typically results from road traffic crashes or assaults. The peak incidence is amongst men in the 15-24 age group. The most common sites of injury are the frontal and temporal lobes thereby affecting higher cognitive functions such as planning & sequencing, speech, hearing and memory tasks including recognition of colleagues. There may also be behavioural changes and some loss of motor co-ordination. In general, whilst the primary causes of brain injury may last seconds and the secondary causes hours or days, the extent of permanent damage will not become clear for 12-18 months afterwards as repair and restoration of function take place. The vast majority of head injuries are minor and the individual suffers no long term consequence. Such persons may be accepted or return to duty after between one and three months convalescence, depending on residual fatigue and executive function. 



6.13
In major head injury, employability decisions should be reserved until at least 12 months post-injury. The decision should be based on which higher and lower functions have been affected. Occupational Health staff should obtain clinical reports including an educational psychologist’s report of cognitive ability and a careful assessment of functional capability should be made by line managers. 



Cerebral Palsy 



6.14
Cerebral palsy affects approximately two per 1000 adults and leads to a wide range of disabilities. Each case must be assessed on its merits and relative weaknesses. Intellect, mobility, communication, behavioural concerns and the requirement for medication to control spasms or epilepsy needs to be taken into account. Should employment be offered, all appropriate reasonable adjustments must be considered. 



Cerebrovascular Accident 



6.15
Strokes are relatively common after the age of 50 and about 60% of stroke victims have residual neurological signs. Like cerebral palsy, the range of disability following CVA is enormous, however, as few as 20% of sufferers eventually return to work. The likelihood of a return to work is dependent on the degree of functional loss and the onset of anxiety which accompanies a profound loss of confidence. Each case should be considered on its merits and the level of residual function, whilst taking into account aggravating factors such as age, smoking, hypertension and predisposing conditions. Recurrent episodes suggest a high risk of sudden incapacity. The onset of epilepsy is a possibility as is further incapacity through a repeat episode. Those employed in safety critical posts may therefore require removal from post and redeployment if possible. 



Degenerative neurological disease 



6.16
An assessment of current function and the job characteristics must be carefully balanced in relation to the likely rate of progression. The employer’s decision must take into account Health & Safety issues and may also include the cost of redeployment after five to ten years. 



Multiple Sclerosis 



6.17
Multiple Sclerosis affects between 50-125 people per 100 000. Its progression is usually gradual and in one study there was a more than even chance of the individual remaining employed 15 years after diagnosis, although transfer to sedentary occupations is normal. Placement is clearly dependant on level of function, the frequency of relapses and level of sickness absence. Loss of manual dexterity and visual problems are likely to have a profound effect on employability and redeployment or retirement should be considered early. 



Motor Neurone Disease 



6.18
Motor Neurone Disease affects five per 100 000 adults. It typically affects those over 50, but there are progressive forms which occur in younger age groups. Progressive weakness predominates and the early consideration of redeployment will prolong the working life of the individual. 



Parkinson’s Disease 



6.19
Parkinson’s Disease affects about 160 people per 100 000, typically striking after the age of 45 years. The rate of progression and level of functional loss is not readily apparent and so management of each case must be on an individual basis. 



PROBLEMS WITH VISION 


Introduction 



6.20
The ability to resolve complex visual information depends on the receipt of good quality optical information, its detection by the retina and processing and modification by the brain. Clearly disease or damage to the eye or the neural pathways and visual cortex will affect an individual’s ability to ‘see’ in the fullest range of environments. The perception of an object depends on extrinsic factors such as its size (visual angle), colour, contrast and the level of illumination, and intrinsic factors such as its visual acuity, colour perception and contrast sensitivity. Visual acuity and colour perception are discussed in some detail below. 



6.21
Abnormal vision may impact on: 



• Reaction time 



• Mobility 



• Target/casualty recognition 



• Information exchange 



• Spatial awareness. 



The assessment of an individual with poor vision requires an holistic approach with each of these areas being considered, particularly in relation to health and safety. This may preclude employment as a fire fighter. 



Contrast Sensitivity, Snellen and LogMAR Charts 
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Contrast sensitivity is the ability to perceive an object which contrasts poorly with its background. Contrast sensitivity is reasonably stable in 20-40 year olds but deteriorates slightly with advancing age, certain forms of ocular pathology, or in a minority (8-10%) of individuals following corneal refractive eye surgery. This deterioration is unlikely to be of significance in most occupational settings, however it becomes significant amongst safety critical workers expected to work in conditions of poor visibility such as at night or in smoke. The testing of contrast sensitivity is therefore only recommended for fire-fighters with a history of eye surgery or who develop eye disease. Acuity is usually measured using a standard chart with black letters on a white background. The Snellen chart is universally used, although the logMAR chart is more accurate because it has: 



• several charts with different shading of letters to produce different contrast values 



• geometrical progression in size between lines 



• the same number of letters on each line to ensure the ‘crowding effect’ is the same on each line 



• Scoring letter by letter, improving repeatability and reliability 



A correctly illuminated standard Snellen chart has a contrast of 94%. The most useful contrast level to test is 10%. In the normal eye, one can expect a drop of 3 lines of acuity on a 10% contrast logMAR chart compared to the 100% contrast logMAR chart. This does not apply to Snellen charts. 



Status of These Guidelines for Vision 



6.23
Medical Advisers must appreciate that the information below represents guidelines on medical aspects of vision. Managers may take a flexible approach appropriate to their requirements, and will expect medical staff to advise appropriately when assessing the fitness of recruits. 



Refractive error 



6.24
Refractive errors are predominantly due to mismatch between the axial length of the globe of the eye and the curvature of the cornea. The cornea is responsible for two thirds of light refraction and the lens plays a smaller (but important) part in image focussing. Standards for LGV (Group 2) driving require the driver to have a normal binocular field with an unaided acuity of 6/36 or better corrected to at least 6/9, 6/12 although this may in time be revised to 6/7.5 and 6/10 respectively. The Group 1 standard equates to 6/10 with both eyes together although the official test is the ‘number plate test’ which has no exact equivalent (about 6/10.5). 



Myopia 



6.25
Visually significant myopia affects about 20% of the UK population although it is more common in the Jewish population and people of Far Eastern origin and is becoming more prevalent. The condition is often inherited and in the majority of cases is due to axial enlargement of the globe, manifesting itself in childhood or adolescence with progressive deterioration until mid to late 20s. Subsequent deterioration and late onset myopia is usually much more gradual. In some, early acceleration may be related to excessive use of near vision in childhood and adolescence; prolonged near-vision activity is a common feature of studying in further education and in some occupations. The percentage of the population with varying degrees of visual acuity is shown in the table below. 



			


			% Population (unaided)


			% Population (aided)





			6/12


			93%


			





			6/10


			90%


			





			6/9


			87%


			





			6/6


			65%


			89%








6.26
Myopia above a correction of -4.00D carries a slightly increased risk of retinal detachment (due to the elongation of the globe), primary open angle glaucoma and cataract. The risks increase as the myopic prescription increases and above a correction of -10D there is also a slightly increased risk of pigment dispersion syndrome, such as compromised night vision and keractasia and serious complications of refractive surgery. 



6.27
Good visual function in safety critical occupations enables vision to remain functionally adequate for as long as possible in adverse environments where vision has been compromised. Such environments include low light levels or where smoke and glare interfere with image perception. Adding significant degrees of myopia (unaided visual acuity 6/12 or worse), significant astigmatism and severe hyperopia to this environment will significantly degrade the operational effectiveness of the individual. Consideration should also be given to the risk of loss or damage to aids to vision, and the impact this would have on safety. 



6.28
Ninety percent of 20 year olds achieve Group 1 driving standard unaided. With large numbers achieving such a high standard, there is no need to reduce visual standards for recruiting purposes alone. The problem with myopia is that it advances at different rates at different ages. The general pattern is a myopic shift of about 0.75D between ages 20-50 yrs followed by a hyperopic shift (~0.25D) thereafter. A fire-fighter aged 20 who is borderline for unaided vision may therefore advance over the next 5-10 years whereas a 30 yr old with a borderline vision probably won’t. 



6.29
An example of a key distance vision task in fire fighting could include the ability to identify a gas cylinder at a distance of 20 metres. Such standards would be required at the scene of a fire where the need to go closer to identify the object would endanger the fire-fighter. The situation also equates to casualty identification. It is recognised that those with ‘perfect’ vision who achieve 6/6 or higher will perform slightly better in this scenario. 



6.30
Those responsible for making this decision should bear in mind that individuals who have developed mild myopia in early adulthood (18-22) perhaps corresponding to excessive close work while studying for higher education will be discriminated against if higher unaided vision standards are set. The result would be a significantly lower proportion of graduates recruited to the Service. It should, however, be noted that most of these late onset myopes will end up with -0.75 to -1.50D of myopia giving them an unaided binocular vision of 6/12 or worse. 



6.31
An unaided distance vision of 6/9 will generally achieve an acceptable standard of casualty recognition in adverse conditions, and is a reasonable level to set as the minimum requirement for safety critical work. Individuals who fail to achieve an aided binocular visual acuity of 6/12 will probably fail to achieve the standard for Group 1 driving and may have other difficulties in the working environment. It is important to determine whether they are capable of undertaking the required tasks, with or without reasonable adjustments. Specialist advice may need to be sought, particularly if there is a requirement to use specialist software; there could be compatibility issues and other issues of capability for example in the control room where additional time to undertake tasks may not be reasonable in this area. 



Hypermetropia 



6.32
Long sightedness or hypermetropia is more common than myopia and affects about 40% of 20 year olds. The mode for refractive error in the population is about +0.25D. Most people with low grade hypermetropia are able to focus to correct for this by accommodating without the need for corrective lenses. Those with higher hypermetropia may also be able to focus for distance but by using some of their accommodative reserve to overcome their hypermetropia, they may run out of focussing power for prolonged close work. 



6.33
The measurement of near vision is a relatively new concept for the Service and derives from the requirement to read a BA set contents gauge at a distance of 33 cm. This equates to reading N12 letters at 33cm. Although it would be possible to alter the gauge to enable those with worse near vision to read it, there are a number of other tasks fire-fighters have to undertake, such as adjusting the frequency on their radio sets, reading a variety of instructions and checking equipment, where a higher standard of near vision acuity is required. Measurement of a population of UK Fire-fighters demonstrated that 80% achieve a near vision acuity of N5 and only 3% had a near vision acuity at 33 cm of N14 or worse. The problem is compounded with age with the onset of presbyopia (difficulty focussing on close work with age due to loss of accommodation). Although individuals with hypermetropia may have sufficient accommodation to overcome their hypermetropia and focus for reading when young, they will require reading spectacles at an earlier age than average. Difficulty with small type rarely develops before the age of 40 in individuals without refractive error, while a study showed that 60% of a population of fire fighters aged 38 were affected. 



6.34
The 2002 entry standard of requiring the individual to read N12 at 33 cm is the absolute minimum standard for reading the BA set gauge yet no allowance for age related deterioration is made. The standards for hypermetropia are therefore more generous than the standards for myopia as there is a significant risk that a hyperopic 25 year old who can accommodate and read N12 letters at 33 cm may be unable to use a BA set safely 12-15 years later without correction. A more appropriate standard for near vision acuity on entry for those under 25 would be binocular N6 at 33 cm, to allow for some deterioration. N6 also equates to the standard required to read the dial on a radio set, enabling all fire-fighters to adjust their own radio frequencies without assistance. 



Astigmatism 



6.35
Astigmatism affects 33% of the population and is corrected by the use of cylindrical lenses. Simple astigmatism occurs where the image from one plane falls correctly on the retina while the image in the opposite plane does not. Compound astigmatism is where neither foci falls on the retina and the refraction is either wholly myopic or wholly hypermetropic. Eye strain may occur with small uncorrected errors and blurred vision from larger errors. Those with compound astigmatism should be carefully assessed for capability, and particularly for a history of headaches and eye strain that could affect safety. 



Keratoconus 



6.36
Keratoconus is a steeply curved and thinned cornea which adopts the shape of a cone due to corneal thinning. It is a progressive condition which leads to high degrees of myopia and astigmatism and is poorly corrected. During progression there is a requirement for regular alterations of lens prescription, and there are a number of serious potential complications including corneal rupture; these may be resolved by corneal grafting, and specialised contact lenses may help. Individuals with keratoconus are at high risk from trauma as well as from poor vision and should generally be considered unfit for fire fighting duties. 



Refractive surgery 



6.37
The cornea is responsible for two thirds of the refractive power of the eye, so minor changes to its structure can significantly affect visual function. Various surgical techniques have been available for the past thirty years or so to correct vision and avoid or reduce the requirement to use glasses or contact lenses. There have been considerable advances in technique including the now widespread use of lasers. The main risks involve aberrant visual function caused by scarring or irregular structural defects within the cornea and rarely weakening of the corneal structure. Refractive surgery does not alter the underlying structure of the eye. Individuals who are at greater risk of eye pathology such as retinal detachment because of abnormal eye shape (high myopia) will remain at risk. In the past they would not have been selected for certain employments where this risk would be important because of poor unaided vision. It is important to determine whether there are other risk factors in these individuals when advising on their overall fitness for employment in the Service. 



6.38
An individual who has undergone correction for refractive error remains at risk of underlying pathologies such as cataract, glaucoma and retinal detachment. The greater is the pre-operative refractive error, the greater is the risk of these diseases. A significant amount of information is covered below, both to allow Medical Advisers to assess the risk to individuals who have already had one of the procedures, and to allow advice to be given to individuals and management on the predicted outcome. Individuals should also expect detailed advice from the ophthalmic surgeon on prognosis; the use of overseas ‘cheap offers’ where preliminary advice may not be available and the outcome may not be so predictable is not advisable. 



6.39
Personnel being considered following refractive surgery must have obtained a good result from the procedure (better than 6/12 uncorrected) if they are to operate without any restrictions in safety critical work or where lighting conditions may be less than optimal. Entry should not be considered until 12 months post surgery to allow for stabilisation. The following assessments should be performed on personnel who have undergone refractive surgery and who may be involved in safety critical work. 



			Pre-op Correction


			Post Operative





			


			Uncorrected vision


			Corrected visual acuity


			Contrast sensitivity


			Corneal clarity


			Night vision


			Stability





			<-6.00D or <4.00D


			6/12 or better


			6/9 or better in each eye


			< 2 lines difference at 10% contrast from high contrast


			No central scarring or opacity seen on slit lamp examination


			No glare, halos or scatter


			<0.5D change in 2 assessments six months apart








Radial Keratotomy and Astigmatic Keratotomy 
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Radial keratotomy is an invasive procedure. The incisions weaken the periphery, causing it to bulge, resulting in a relative flattening of the central cornea and a reduction in myopia. Astigmatism can be treated by placing incisions along just one of the principle meridians or arcuate incisions close to the limbus. Permanent radial corneal scars are visible following this procedure and in a small number may overlap the pupil when dilated under low illumination. Side effects include misting and halos, particularly in the periphery and at night. Image distortion may also be due to irregular astigmatism that has not been induced by this procedure. In addition, because the surgical procedure disrupts so many of the corneal layers, the cornea is significantly weakened against blunt trauma. A serious but rare complication of radial keratotomy is a 2.2% risk of corneal rupture. One study reported three cases occurring more than ten years after RK. Another study considered 28 eyes that had ruptured after RK and attributed seven cases to assault, four to sport injuries, five to car crashes and 12 to ‘daily living’. 



6.41
A common complication is a diurnal fluctuation in refractive error and hence visual acuity. Along with other forms of refractive surgery, RK can cause a reduction in the quality of vision due to an increase in forward light scatter and corneal aberrations leading to reduced contrast sensitivity. This is more marked in low lighting levels, leading to complaints of glare and problems with night vision. Radial keratotomy is hardly ever performed today because of the risk of rupture, the drift towards hypermetropia and advances in excimer laser technology. Ongoing glare disability is cited as the main reason for exclusion from work as flight deck air crew. 



Laser Refractive Surgery 
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This involves the use of an ultraviolet argon fluoride gas discharge laser, the ‘excimer laser’, to remove minute layers of superficial corneal tissue under computer control. 


Photorefractive Keratectomy (PRK)  


6.43
This was the original excimer laser refractive surgical technique. PRK can be used to treat myopia, astigmatism or hypermetropia. When treating myopia, more tissue must be removed from the centre of the cornea than the periphery to produce a flatter profile. The amount of tissue removed for low myopia is in the region of approximately 50μm – less than 10% of the overall corneal thickness. 



6.44
The treatment of astigmatism involves greater ablation of one principal meridian than the other. Hypermetropic treatments attempt to steepen the optically significant central cornea by producing a smoothly transitioned annular ablation in the stroma at the periphery of the 5-6mm central optical zone. Vision remains poor for 3-6 days until the epithelium has healed over the treated area. Unlike radial keratotomy, PRK involves treating the centre of the cornea therefore changes in corneal clarity are of concern. A sub-epithelial opacification referred to as ‘haze’ develops over the first 2-3 months but this subsides by approximately 12 months. This may not resolve completely in every case however, and traces of corneal haze can be seen many years after PRK. 



6.45
Post operatively, forward light scatter increases and peaks at around three months before returning to normal levels comparable to spectacle wearers by 12 months. There is evidence to suggest that the distribution of light scatter around the retinal image is permanently modified by PRK, with an increase in the spread of stray light leading to a reduction in retinal image contrast. Studies indicate that visual performance under low illumination when the pupil is dilated (and aberrations are greatest), may be compromised for a year or more, particularly for low contrast tasks and amongst higher refractive errors >-6D or >+4D. Unlike RK, diurnal variations in refractive error post-PRK are not clinically significant and neither hyperbaric nor hypobaric conditions cause corneal deformation or a refractive shift. Studies have indicated that ocular integrity is not significantly compromised following PRK. 



6.46
As with radial keratotomy, PRK is more successful for lower degrees of myopia (<-6.00D), where 88-99% achieve uncorrected vision of 6/12 or better and 58-78% achieving 6/6 or better by 12 months. For higher degrees of myopia (>-6.00D), 68-74% achieve 6/12 or better but only 26% obtain 6/6 at 12 months. Enhancement procedures can be performed but predictability is not as good as for the initial procedure. Regression (a gradual partial or complete return to the myopic state) is a common complication of PRK with 10-20% requesting a repeat PRK procedure. 



Hypermetropic PRK is more predictable for lower refractive errors (<+3.50D) however, stabilisation of the refractive error can take up to 12 months and the risk of losing two or more lines of best-corrected visual acuity is greater than for myopic treatments. 



Laser Assisted In-Situ Keratomileusis (LASIK) 



6.47
LASIK was developed in the early 1990s. It involves the use of a microkeratome to cut a thin flap of superficial corneal tissue followed by ablation of the underlying stroma. The flap is then repositioned and is held in place by surface tension and strong osmotic forces until the epithelium heals over the peripheral annular wound margins. The aggressive wound healing that occurs following PRK is not seen post-LASIK because of limited disruption of the corneal epithelium and so haze production is minimized, allowing higher refractive errors to be corrected. Post-operatively, a C-shaped ring is visible although this fades with time. Retreatment following LASIK is possible and involves lifting the initial flap and reablating the stromal bed. The time course of corneal healing post-surgery means that the flap is more easily lifted in the first 12 months after the initial procedure. 



6.48
LASIK is now the most popular refractive surgery technique in both Europe and USA, accounting for in excess of 95% of all laser refractive techniques and in excess of 90% of refractive surgery in general. The percentage of eyes achieving 6/12 vision or better has been quoted as 86-100% at 6 months post-LASIK for corrections of -8.00D or less. The refraction tends to stabilise within 1-3 months and less than 2% of eyes treated for myopia <-6.00D lose two or more lines of best corrected visual acuity. Recovery is rapid, with most patients seeing well the following day and the majority returning to work within a few days. Most experienced LASIK surgeons will therefore treat both eyes at the same time. 



Hypermetropic LASIK 



6.49
Hypermetropic LASIK has proved slightly more successful than hypermetropic PRK for the correction of low hypermetropia with 80% of eyes achieving 6/12 or better. An unacceptably high percentage of patients treated for hypermetropia of greater than +4.00D lose two or more lines of best corrected acuity (7.3%). The majority of surgeons restrict LASIK treatment to refractive errors between +4.00 and -10.00D due to the reduction in accuracy and increased risk of complications. The vast majority of complications manifest within the first 6-8 weeks. Surgeon experience is a key factor in the initial outcome. 



Ocular integrity 



6.50
There have been questions raised about the integrity of the globe post-LASIK, however, a study examining the integrity of the globe following a range of different refractive surgery procedures concluded that although LASIK eyes required slightly less energy to rupture than control eyes, the difference was not statistically significant. Because the ablation takes place within the cornea, LASIK requires sufficient corneal thickness to prevent the ablation encroaching within 250µm of the endothelium. If this does occur there is a risk of keratectasia – a rare but serious condition that may not present for a year or so post-surgery (mean of 1 year +/- 0.3). The induced corneal thinning leads to protrusion of the corneal tissue, severe irregularity and a reduction in visual performance. It is almost always associated with treatment for high myopia. The risk of the flap being dislodged is very low although there have been reports of flap damage as a result of focal trauma at 6 months. A good visual outcome was achieved on flap repositioning. 



Laser epithelial keratomileusis (LASEK) and EpiLASIK 



6.51
LASEK is a relatively new technique used for low myopia and hypermetropia, falling part way between PRK and LASIK. It involves the production of an epithelial flap using a solution of 20% alcohol which softens the attachment of the epithelium to the underlying corneal stroma allowing the epithelium to be moved in a continuous sheet to one side. The underlying anterior stroma is ablated, as in PRK, but the epithelial flap is then replaced, acting as a bandage lens to minimise post-surgical inflammation. It is currently being used to treat low myopia, where it produces less haze than PRK and therefore better best-corrected visual acuity whilst it avoids the potential flap complications of LASIK. There is a rapid recovery of vision following LASEK; in one study of 222 eyes ranging from -1D to -11D, 98% achieved 6/12 unaided vision within two weeks of LASEK and 63% achieved 6/6 unaided vision at one year. EpiLASIK is very similar and about to become popular – the epithelium is removed using a keratome which causes less damage than alcohol. The procedure appears to be safe since no eyes showed a reduction in best-corrected visual acuity despite the wide range of pre-operative myopia. 



6.52
Another study comparing LASEK with conventional PRK for the treatment of -3D to -6.5D reported significantly less corneal haze following LASEK although there was no significant difference at 3 months post-surgery. Some surgeons believe that LASEK will replace PRK in the near future although others regard the corneal haze generated as unacceptable and the post-operative pain (which can last around one week) can be difficult for patients to tolerate. One individual required a corneal graft in one eye after an otherwise routine bilateral LASEK procedure (personal communication). Since photoablation is a relatively new technique (1990), the long-term side effects are as yet unknown. There appear to be no adverse effects on the corneal endothelium, which controls the hydration of the cornea but one study detected prolonged biochemical changes in the crystalline lens of rabbit eyes amongst LASIK but not PRK treated eyes which may be the precursor to cataractogenic changes. No increase in the incidence of cataract has yet occurred. 



Intrastromal rings (or intracorneal stromal rings) 



6.53
The curvature of the cornea can be modified to correct low levels of myopia (up to -5D) by inserting semicircular perspex rings in to the corneal stroma. This technique was never very popular and is virtually obsolete. 



Laser Thermokeratoplasty (LTK) 



6.54
A diode laser (DLK) or heated probe is used to cause localized scarring and therefore contraction of stromal tissue in the midperipheral cornea. A ring of such ‘burns’ causes steepening of the central cornea and hence a reduction in low hyperopia (<+4D). This procedure has recently received FDA approval as a temporary procedure; the effects tend to wear off after 2-3 years. 



Intraocular refractive surgery 



6.55
Although not commonly performed in commercial UK clinics, non-corneal refractive surgery is also available. Such intraocular surgery is generally reserved for higher refractive errors that cannot be treated safely with corneal surgery, as too much corneal tissue would have to be removed. Procedures include the insertion of an additional lens in to the eye (Phakic IOL) or lens extraction with lens implantation. Intraocular surgery carries a slightly higher risk of infection than corneal procedures and other possible complications include secondary glaucoma, cataract and uveitis. A key factor of importance to recruitment is that corrected high myopes will still be at a slightly increased risk of conditions such as retinal detachment and glaucoma. 



Phakic Intraocular lenses (PIOL) or implantable contact lenses 



6.56
An additional lens is placed inside the eye to modify the refractive power of the eye. Lenses are available for placement in the anterior chamber, attached to the iris (iris-clip lenses) or in the posterior chamber. Although the results are relatively predictable and the corneal shape is not modified (so aberrations do not increase), some individuals (particularly younger patients with large pupils) suffer from glare and halos at night due to the small optic zone. PIOL are reserved almost exclusively for the correction of high prescriptions (>-10D, or >+4D). 



Cataract extraction and clear lens extraction 
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Individuals with cataract and very high myopes and hypermetropes can achieve a good refractive outcome by simply having their crystalline lens removed and replaced with an artificial lens. Removal of the crystalline lens obviously removes the patient’s ability to accommodate and therefore focus for near without spectacles. However, multifocal implants are now available, although the quality of vision tends to be slightly reduced with such implants (reduced contrast sensitivity) due to the division of light between the distance and near foci. 



Presbyopia and refractive surgery 



6.58
In treating presbyopia, a number of refractive surgeons advocate monovision. The dominant eye is corrected to achieve a refractive error close to emmetropia and the nondominant eye is left with a small myopic undercorrection, usually in the region of about -1.25D. In a study of patients treated by PRK, all patients maintained binocular fusion and some degree of stereopsis but those who are most satisfied appear to be people with lower visual expectations. The implications of monovision for tasks such as rapid response driving have not been considered. Some clinics are now offering scleral expansion surgery for presbyopia. This is a dangerous and flawed procedure. Any effects are temporary and complications are common and serious. 



Wavefront Guided Laser Refractive Surgery (customised ablation) 
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This is the latest advance in the field of laser refractive surgery. Refractive errors as defined above (myopia, hypermetropia and astigmatism) account for approximately 95% of the blur we experience when not wearing our spectacles or contact lenses. The remaining 5% of the ‘blur’ or defocus is made up of a variety of additional optical defects or aberrations. A Wavefront scanner measures these aberrations and the additional information obtained can then be used to program the excimer laser with the exact treatment required (a custom ablation treatment). The aim is to re-profile the cornea to exactly the correct contour to cancel all optical defects. In theory at least, if all refractive error and all aberrations are eliminated the individual could expect to see better than ever before. This has led to the term ‘Super Vision’ in relation to this technology and is being sought by those with particularly demanding visual requirements. There are, however, many problems that can prevent this ideal outcome. Individual healing characteristics, pupil size, accuracy of alignment of the treatment area, and accuracy of the original measurements are just some problems. This is an expanding area of laser treatment and it is quite likely that all treatments in the future will be customised using Wavefront technology or a refinement of it. Since a Wavefront treatment aims to reduce aberrations, in theory it should produce better outcomes for night vision and vision in difficult low lighting levels or reduced contrast as might be encountered in a smoke-filled room. This technology could therefore have great relevance for fire-fighters. Research is still underway to aid our understanding of this relatively new technology. 



Night Vision and Contrast Sensitivity Following Laser Surgery 
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Any reduction in the clarity of the cornea or lens will result in a higher proportion of incident light being scattered within the eye. This stray light is superimposed over the retinal image thereby reducing its contrast because of forward scatter. A reduction in the contrast of a high contrast object such as a letter on a Snellen chart will have limited impact, but reducing the image contrast of a low contrast scene such as in the ‘real-world’ is likely to result in the image falling below the threshold for discrimination, i.e. the object will no longer be visible. Night vision in the normal population is poor compared to vision under good illumination for a number of reasons. Firstly the dark-adapted retina relies on the rod receptors, which have poor resolution; secondly, as the pupil dilates, aberrations from the more peripheral parts of the cornea increase by up to 30 times; thirdly the contrast of an object against the background tends to be much lower at night. In addition, the highly myopic retina is less sensitive at low light levels and this problem might be compounded by laser refractive surgery. 



6.61
Many studies in the literature in the past reported a high incidence of night vision problems such as halos, starbursts and poor quality vision following laser surgery. These problems were associated with high levels of haze causing scattered light, but nowadays haze is much less severe and generally only present for the first 2-3 months post-PRK because high myopes are not treated with PRK. LASIK causes little or no haze in the majority of cases and ablation zone diameters for both PRK and LASIK have increased from around 4 or 5mm up to 6 or 6.5mm, often in combination with 8mm ‘blend zones’ to minimize these halo or scatter effects, making them larger or the same size as the average pupil under low illumination. Tests of contrast sensitivity that are quick and simple to use are the Pelli-Robson chart and the 10% contrast logMAR chart, but both test under brightly lit conditions. If night vision is critical to the job, specialist ophthalmic assessment is advised, which should include assessment under low illumination. 



Assessment after Refractive Surgery 



6.62
An examination to consider the suitability of a refractive surgery patient for operational fire fighting should include: 



• A slit lamp examination to confirm that the eye has returned to normal and that there is no significant loss of corneal transparency over the pupil area. 



• Refraction, topographic examination and pachymetry to screen for keratectasia (a bulging forward of the cornea as is seen in keratoconus). The candidate should provide details of their pre-operative refractive error and if possible details such as their post-operative corneal thickness and the nature of any complications that may have occurred during or following the procedure. 



• Candidates should have their visual performance assessed using a technique sensitive to the presence of scattered light and aberrations. The Snellen letter chart is inadequate alone but a low contrast logMAR chart or Pelli-Robson chart provide some information. 



• Candidates should not be considered until at least 3 months post surgery and when all medication has ceased. 



Colour defects 



6.63
The processing of colour information begins at the level of the retina in the cones (concentrated at the macula), with further processing at higher levels of the retina and visual cortex. Good colour vision improves visual search times by a factor of two and is a useful aid to identification in a visually degraded environment. Defective colour vision may be inherited (affecting 8% of men and 0.5% of women), or acquired (as a result of ageing, systemic disease or drug toxicity), therefore periodic reviews are justified. The condition is rare in people of Japanese, Chinese or African origin and complete loss of colour sense, achromatopsia (true colour blindness), is extremely rare. 



6.64
Most occupations do not require perfect colour vision, however there are many with a safety critical component where colour is used to differentiate safe from unsafe (e.g. electrical cabling, warning lights) and such occupations generally exclude all but the mildest colour defectives. The Health and Safety at Work Act 1974 demands that an individual must be safe at work for his own protection and that of others. Therefore in a safety critical occupation such as fire fighting, colour vision is essential. 



Types of colour defect 



6.65
The types of colour defect derive their names from the Greek roots of the 3 primary colours: 



			Deficiency


			Condition


			Males


			Females





			Red (severe)


			Protanopic Dichromatism (known as protanopia)


			1%


			0.01%





			Red (mild to severe)


			Protanomalous Trichromatism


			1%


			0.01%





			Green (severe)


			Deuteranopic Dichromatism (known as deuteranopia)


			1%


			0.01%





			Green (mild to severe)


			Deuteranomalous Trichromatism


			5%


			0.35%





			Blue


			Tritanopia and Tritanomalous Trichromatism


			Rare – usually acquired





			Colour blind


			Monochromatism


			Exceedingly rare








Dichromats are missing one of the three colour pigments whereas Trichromats have all three pigments but one pigment has an abnormal spectral sensitivity. Protan and Deutan defects are referred to collectively as red/green colour deficiency because they lead to relatively similar colour confusions. As displayed in the above table, Deuteranomalous Trichromatism accounts for more than half of colour deficiencies in the population. With all congenital colour defects, there is a range of severity so that some anomalous trichromats have a severe colour deficiency so that their vision approaches that of a dichromat, whereas others have only a mild deficiency that leads to only occasional colour confusions (e.g. pastels but not saturated hues). 



Acquired colour defects 



6.66
Acquired defects occur in many retinal and optic nerve conditions or as a result of systemic disease or drug toxicity: 



• Macular degeneration 



• Toxic Amblyopia (excessive use of alcohol or tobacco) 



• Chronic Glaucoma 



• Senile cataracts (reversible) 



• Diabetic retinopathy 



• Multiple Sclerosis 



Effect of Colour Deficiency 



6.67
A colour defective individual cannot distinguish between as many colours as a colour normal individual; some colours will be confused. The range of colours they can distinguish depends on the severity of the defect; however colours will only be confused if they have exactly the same luminance or brightness. 



6.68
Red light is used as a warning light because it retains its colour at a distance when other colours appear colourless. Green is the next colour to be determined at distance and so is used as the opposite colour in the traffic light system (although it also contains some blue light as a concession to deuteranomalous trichromats). Protanopic individuals lack red pigment and therefore colours around the red wavelength appear less bright than surrounding colours. This has implications for protanopes and severe protanomalous individuals in the workplace; a red warning sign may be overlooked or a red warning light missed or reactions times to red may be greatly increased. Protanopic individuals have recognition distances for red traffic lights that are 50-70% of the normal range which has the effect of doubling the safe stopping distance of a vehicle at a red traffic light. Verriest was able to show that protanopes are twice as likely to be involved in rear end traffic collisions. Difficulty interpreting traffic lights was reported by 53% of protanopes, 44% of deuteranopes, 24% of protanomalous trichromats and 17% of deuteranomalous trichromats. In other situations such as the identification of gas cylinder contents or the correct identification of coloured hoses, non colour clues may be used to aid identification but these clues will be degraded in less than perfect visibility or where speed of action is required. 



Colour Defect Screening 



6.69
Screening for colour defects is required to exclude applicants with very poor colour discrimination (dichromats and severe anomalous trichromats) from safety critical work whilst identifying those with potentially safe, milder degrees of anomalous trichromatism. Vocational testing has little place in the pre-employment screen due to examiner error, poor standardisation of test conditions and the use of colour naming. In addition, for safety on the fire ground, the range of colours, levels of illumination and range of background contrast make true vocational testing highly complex with poor levels of repetition. 



6.70
Colour charts provide a quick and repeatable method of screening for defective colour vision. Ishihara, City University Colour Vision Test and the Hardy, Rand and Rittler (HRR) test are all popular types. The Ishihara appears to be the industry standard for initial screening as it is the strictest screening test available; it will only pass those with normal colour vision or with a very mild defect but it does not test for tritan (blue) defects. The Ishihara and HRR exploit common colour confusions, where as the City University test exploits colour matching. All tests should be viewed under Standard Illuminant C (overcast daylight is a reasonable compromise but not tungsten or fluorescent lighting). Should an individual fail to correctly identify 2 or more plates (pass/fail criteria vary between occupations and misreading of certain plates by normals is not uncommon), a second test is required to identify severe from medium levels of colour deficiency. The industry standard definitive test is the Farnsworth D15 test. This will be failed by 



dichromats and severe anomalous trichromats (whether protan, deutan or tritan) and therefore allows those with less severe colour defects to be selected. 



Standards for Colour Vision 



6.71
Monochromatic persons will fail all colour tests but are generally easily identified as they usually have significant co-existing visual disability. Individuals who fail the Ishihara test and fail the Farnsworth D15 test by making one or more colour confusions which cross the hue circle are likely to be dichromatic or have severe anomalous trichromatism and they are unsafe for safety critical work. If an applicant fails Ishihara but makes no errors which cross the hue circle of the Farnsworth D15 test, they have either mild deuteranomalous trichromatism or protanomalous trichromatism. At this point they can be accepted for non operational roles but an occupational test is required for entry as a fire fighter because protanomalous trichromats may confuse blue-green hoses with black hoses and black oxygen cylinders with maroon acetylene ones as well as remaining insensitive to red warning lights. Red/Green ‘safe’ deuteranomaly is five times more common than protanomaly and so occupational testing is preferable to costly external specialist investigation with an anomaloscope. 



Summary of standards 



6.72
Individuals with protanopia, deuteranopia, monochromatism and tritanopia/tritanomaly are unfit for service as a fire-fighter. Individuals with protanomaly rarely meet the required standards while deuteronamalous individuals should be safe for fire fighting. Whilst diagnosis of the defect is an important part of the assessment, subsequent confirmation of severity is essential to determine whether they are colour safe. 



Visual Field Defects 



6.73
A group I and II driving licence requires a normal binocular field. This should be 120º  along the horizontal with no significant defect within the central 20º assessed on the Goldmann test. Up to three consecutive points can be missed on the Esterman test before it is counted as significant. [Subject to be considered in future amendments] 



Age Related Disorders 



6.74
Presbyopia, Cataract, Glaucoma 



[Subjects to be considered in future amendments] 



HEARING STANDARDS FOR FIRE-FIGHTERS 


Introduction 



6.75
Any auditory standard must be developed on a capability basis. Those involved in activities in which environmental safety may change at a moments notice will require good standards of vision, hearing, speech and mobility. The ability to perceive risk and communicate that to others is of paramount importance. 



Reduction in Hearing Ability during Employment 



6.76
Hearing capability decreases with age. Individuals may therefore meet employment standards when young, but fall below them after a number of years in employment. This decrease is unpredictable between individuals, and the noise exposure of fire-fighters is both variable and unpredictable. Although Management will do their best to ensure fire-fighters are protected from noise, the emergency nature of the task will at times expose individuals to events such as explosions that could not have been foreseen and cannot be protected against. It is not therefore possible to apply a fair or reasonable standard that allows for a degree of age-related hearing loss. 



Hearing Requirements in the Service 



6.77
Active fire-fighters must not only communicate over the radio but they must respond to shouted warnings, audible alarms and cries for help – all above the environmental noise at the incident. In addition, they may be exposed to noise in the form of explosions, cutting or vibrating equipment and sirens reaching 109 dB(A) for periods of a minute or so. When working in the control room, staff must also be able to communicate clearly and effectively in difficult circumstances. While it may be possible to provide aids to hearing for fire-fighters that are compatible with their role and with communications equipment, this must be accompanied by an objective and appropriate risk assessment of the effect on safety and effectiveness. This should be conducted on an individual basis in order to determine whether such an adjustment is reasonable for the Service to make. 



Selection of Appropriate Standards 



6.78
To aid medical staff and managers, the point at which an individual’s hearing may interfere with their function in a safety critical area is taken as the point at which loss of perception of the speech frequencies becomes symptomatic and interferes with normal life. This is known as the Low Fence Value and is an average of the hearing thresholds over the speech frequencies 1, 2 and 3 kHz. A 30 dB HL LFV is widely accepted as the onset of disability. In the medico-legal context, such a three-frequency average hearing loss in each ear would be expected to produce 18% speech-hearing disability. 



6.79
Standards that sum the low frequencies (LF: 500 Hz, 1 kHz, 2 kHz) and the high frequencies (HF: 3 kHz, 4 kHz, 6 kHz) are used in the military PULHHEEMS standards. The military standards are generous enough to enable recruitment despite quite marked hearing loss or alternatively they allow for quite marked deterioration of hearing before any change in medical grade is made. This may be appropriate for the military where roles vary widely but is less appropriate for the Fire Service where it is important to both maximise recruitment opportunity and minimise noise damage to hearing. 



6.80
The approach that has been taken is to split the military “H2” grade (45-83 dB HL [LF] and 45-123 dB HL [HF]) so that a middle grade exists which corresponds with asymptomatic non disabling hearing loss. Recruitment and placement in safety critical areas is possible at this level without significantly affecting safety on the fire ground. In addition, greater emphasis should be placed on auditory function at 1, 2 and 3 kHz as this reflects the bulk of frequencies found in normal speech and therefore radio communications. They can also be accurately measured using bone conduction should specialist referral become necessary. 



6.81
It is said that individuals who have been employed as aircrew regularly using communications equipment learn to adapt and maintain their capability in the presence of significant hearing loss. Therefore while new Fire Service applicants may fail to meet the capability standard because of a degree of hearing loss, serving fire-fighters may maintain their capability in the presence of a greater degree of hearing loss. It may therefore be appropriate to deny recruitment at a standard where serving personnel are permitted to continue in employment. 



6.82
Three separate measures should be recorded from the basic data:



• The sum of LF thresholds (0.5, 1 and 2 kHz) 



• The sum of HF thresholds (3, 4 and 6 kHz)  



• The sum of the Speech Frequency thresholds (1, 2, 3 kHz). 



Using this table, each individual can be assigned a hearing risk score – both at the time of recruitment and on subsequent reviews. The following summative measures are used to assign an overall score for each ear. The best ear is used to grade the individual in their placement within the Service (the other ear must be free of any evidence of active disease or perforation): 



			 


			Low Frequency (0.5, 1 & 2)


			High Frequency (3, 4 & 6)


			Speech sum (1+2+3 kHz)





			H1


			≤ 45 dB (≤ 45)


			≤ 45 dB (≤ 45)


			≤ 35 dB





			H2


			≤ 60 dB (≤ 84)


			≤ 80 dB (≤ 123)


			≤ 60 dB (no value › 25dB)





			H3


			≤ 80 dB (≤ 150)


			≤ 120 dB (≤ 210)


			≤ 90 dB (no value › 40dB)





			H4


			≤ 120 dB (› 150 dB)


			≤ 150 dB (› 210 dB)


			≤ 120dB





			H5


			› 120 dB 


			› 150 dB


			› 120 dB








Using the H1 criteria for recruitment purposes will allow 70% of the male population aged 18-30 years to be considered for safety critical roles. Relaxing these standards slightly to the H2 level would mean a larger population base can be considered for full-time or retained fire-fighter training without affecting fire ground safety. 



6.83
Fire-fighters who meet the H2 standard would normally be considered fit for role. Individuals who are below H2 should have a capability assessment before any decisions are made on fitness for role or redeployment. Specialist assessment should be considered to determine whether the condition is permanent, treatable and for advice on hearing aids. It is unlikely that individuals with hearing below the H3 level (with aids if appropriate) would be safe on the fire ground or in the control room. 



Investigating Hearing Loss 



6.84
Consideration of Noise-Induced Hearing Loss (NIHL) centres on a threshold ‘notch’ at 4 kHz with a positive history of excessive noise exposure. However, this is not a prescriptive definition. If the criteria below are met, the hearing loss should merit specialist referral. It is always sensorineural, affecting the hair cells in the inner ear. 



• It is almost always bilateral and is usually symmetrical. 



• The earliest damage to the inner ear occurs at 4 kHz and is seen as a characteristic ‘notch’ on the audiogram. Over time, this may deepen and ‘widen’ as 3 kHz and 6 kHz become affected. 



• High-frequency losses (3, 4 and 6 kHz) may reach 75 dB and are always greater than low frequency losses (500 Hz, 1 kHz and 2 kHz) which may reach 40 dB. It rarely produces a profound hearing loss. 



• Once the exposure to noise is discontinued, there is no significant further progression of the hearing loss. 



• Previous NIHL does not make the ear more sensitive to future noise exposure. Given stable exposure conditions, high-frequency losses usually reach their maximum level in about 10 to 15 years. Further loss is minimal and slow. 



• Diagnosis is based on consistently raised auditory thresholds of the characteristic pattern, in association with a positive history for noise exposure. 



Tympanometric impedance testing should be performed by competent occupational health staff, in response to an unexpected low-frequency hearing loss. If the history suggests an upper respiratory tract infection and the tympanometry supports this, re-testing should be conducted once the symptoms have resolved. 



Tinnitus 



6.85
Tinnitus is a ‘sound’ which is audible to the individual but has no external origin; this may be termed subjective tinnitus. Tinnitus is, in the majority of cases, a transient nonintrusive perception. 8% of the population experience tinnitus causing moderate to severe annoyance but only 0.5% experience tinnitus which is of such severity as to effect their ability to lead a normal life. The vast majority of people who experience tinnitus do not complain about it. However, any persistent tinnitus associated with noise exposure may require a fire-fighter to be protected from further exposure, to minimise the possibility of the sensation becoming worse. A number of reports have confirmed that the intrusiveness is correlated with psychological factors. Severe intrusive tinnitus warrants detailed otological investigation. Before any decisions are made on redeployment or retirement, an opinion should be sought from a psychologist with particular expertise in this field. 
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CHAPTER 7


MENTAL HEALTH PROBLEMS


Introduction 



7.1
Mental ill health in one form or another is extremely common in the UK adult population. In many cases its effects are transient and effectively treated by drug or psychological therapies. In other cases, features are longer lasting or recurring and are more likely to present a permanent barrier to safe service as an operational fire-fighter. Features which are likely to be most problematical and of greatest concern to medical advisers are altered behaviours which may be unsafe and unpredictable, and altered concentration, cognition and reaction time which may give rise to increased errors and risk to safety. These latter features may result from the condition itself and from its treatment. 



7.2
Disease classification is particularly important in psychiatry, as a tool for diagnosis, and an aid to treatment and research. The WHO has sponsored an international disease classification process, the International Classification of Diseases, now in its tenth version (ICD10). In parallel the United States developed its own Diagnostic and Statistical Manual of Mental Disorders, now in its fourth version (DSMIV). Initially developed for different reasons, these classifications are now much more similar in their latest versions. Although in UK the ICD10 classifications are generally used, they are not ideal in some areas where the DSMIV classification is preferred. In this chapter, where possible, each condition or group of conditions has been given systematic consideration with ICD10 definitions and categorisations (where relevant), features causing problems for fire fighting, prevalence rates (where available), treatment and prognosis. DSMIV is used occasionally where this is more relevant. 



Assessment of Fitness 



7.3
Psychiatric disorders can lead to sudden onset risks to safety of both the individual and others. This is unusual and in most cases the problem is one of capability while the individual is symptomatic. While the risk to health and safety should lead to a careful consideration of fitness for initial employment, the longer-term capability issue should be carefully balanced against the requirements of the Disability Discrimination Act 1995. Where the issue is a question of ‘reasonable adjustment’ the decision on employment must be a managerial one, particularly when long periods of sickness absence would have to be tolerated and/or issues of behaviour or capability would have to be considered. It is much easier to make decisions when the individual is already in employment, is known to management, and at least some of their past psychiatric history is familiar. It is much more difficult to assess recruits, and in general a decision to employ an individual with a significant psychiatric history should only be made with the benefit of a detailed psychiatric report from a specialist, and where appropriate a detailed psychological assessment. 



7.4
The assessment of early retirement of serving fire-fighters depends on a judgement of permanent incapacity. Redeployment may become an alternative, however it is important to distinguish between the different physical demands of different roles as opposed to the mental pressures that may remain while employed by the Fire and Rescue Service. 



Personality disorders 



7.5
The definition in ICD9 is widely accepted. It refers to: deeply ingrained maladaptive patterns of behaviour recognisable by the time of adolescence or earlier and continuing through most of adult life although often becoming less obvious in middle or old age. The personality is abnormal either in the balance of its components, their quality and expression or in its total aspect. Because of this the patient suffers or others have to suffer and there is an adverse effect on the individual or on society. The wording in ICD10 is less concise but conveys the same meaning. 



7.6
A clear distinction should be drawn between personality traits or types and personality disorders. Some individuals with the less intense manifestations of a given personality trait may be seen very positively by others. However, those with personality disorders will have displayed behaviours that are maladaptive, disruptive or destructive. Diagnosis is best made by a careful clinical assessment in addition to objective accounts by others of past behaviour over a number of years. 



7.7
A diagnosis of personality disorder should not be made without a good collateral history. Indicators of possible personality disorder would include behaviour such as frequent episodes of deliberate self harm and a pattern of very unstable relationships. Psychological tests of personality may be useful but are less reliable than a good clinical assessment. ICD10 classifies personality disorders into the following: Paranoid, schizoid, dissocial (antisocial), emotionally unstable (impulsive or borderline), histrionic, anakastic (obsessive, compulsive), anxious (avoidant), dependent and passive aggressive. Although this categorical classification can be helpful, in practice many individuals will display the features of a number of specific disorders. The terms psychopathic, inadequate and immature are not used in ICD10 to describe personality disorders. They are generally felt to be clinically unhelpful and are best avoided. 



7.8
Personality disorder can and frequently does occur with a mental illness such as depression. Estimates of the prevalence of personality disorders in the UK adult population vary between 10% and 13%. The most common types seem to be emotionally unstable, dependent and compulsive. Because, by definition, people with personality disorders will have displayed behaviours that are deemed undesirable, they are much less likely to belong to populations who seek employment as fire-fighters. In general, those who do apply to join the service are less likely to succeed in aptitude tests and interviews. 



7.9
Psychological therapies have been used for treatment of various personality disorders but with variable success. Generally speaking, drug treatments are not seen as effective in managing personality disorders though in the acute phase there may be some benefits. The prognosis of personality disorders is poor. Their effects on behaviour are likely to last throughout adult life although they may improve somewhat in middle and older age. 



7.10
Because behaviours associated with personality disorder (of whichever type) are disruptive, destructive or maladaptive, they are likely to be undesirable on the grounds of safety in an operational fire-fighter. When a clear diagnosis can be made and confirmed by an appropriate psychiatric specialist, it is likely that recruits for fire fighting would not be considered fit and serving fire-fighters (whose diagnosis had previously been unrecognised) would have to redeploy or retire on the grounds of ill health. However, because of the potential for confusion between personality traits and personality disorders, it is possible that certain individuals might be considered safe following an appropriate risk assessment. 



7.11
In addition, in serving fire-fighters who undergo an apparent change in their personality, consideration must be given to the cause of this which is most likely to be injury or organic disease of the brain, severe mental disorder (especially schizophrenia), or exceptional severe stressful experiences. Consideration should also be given to the possibility of drug induced personality changes. In any of these circumstances, the underlying cause, its potential treatments and prognosis must be assessed in each individual case before arriving at a judgement about the longer term risks for operational fire fighting. 



NEUROSES 



Anxiety Disorders 



7.12
These are abnormal states in which the most striking features are mental and physical symptoms of anxiety. These include symptoms such as fearful anticipation, irritability and poor concentration in addition to physical symptoms of the gastrointestinal, respiratory, cardiovascular, genitourinary and neuromuscular systems (which may be distracting and disabling) and sleep disturbance. When present in any degree of severity, these features are clearly incompatible with safe fire fighting and are often incompatible with safety in the control room. Although anxiety commonly occurs in association with depression, these disorders have been addressed separately. 



Generalised anxiety disorders 



7.13
ICD 10 requires that symptoms should have been present for ‘most days for at least several weeks at a time, and usually several months’. One-year prevalence rates in studies in the USA vary from 2.5% to 6.4%. Many anxious patients do not meet the diagnostic criteria and it is important to ensure that an individual has been properly diagnosed, preferably by a psychiatric specialist, before decisions on employment are made. Treatment with cognitive behavioural therapy can be helpful in many cases. Drug treatment with anxiolytics such as benzodiazepines many be helpful in the short term stabilisation of anxiety symptoms. They should however seldom be prescribed for longer than three weeks because of the risk of dependence. It is now recognised that antidepressants (SSRIs & SNRIs) are effective in the management of anxiety disorders. They may need to be prescribed in higher doses than usual for depression. The treatment needs to be long term as the anxiety disorder usually relapses on stopping the medication. 



7.14
Most anxiety disorders improve within six months but of those lasting longer, about 80% persist for more than three years. In one major study, even with 80% receiving treatment, remission was only 15 per cent at one year and 27 per cent by three years. Where patients had co-morbid psychiatric disorders, the proportions achieving remission from anxiety disorders were only 8% and 17% at one and three years respectively. Poorer prognosis is associated with severe symptoms and with syncopal episodes, agitation, derealisation, hysterical features and suicidal ideas. Somatisation is also a poor prognostic sign. A single episode of anxiety disorder, particularly related to some stressful event, which resolves within six months, should not be a contraindication to employment as an operational fire-fighter. Recurrent or longer lasting episodes however are more likely to give cause for concern. There is evidence that anxiety disorder predisposes to development of PTSD (see below, Paragraph 7.36). 



Simple phobia 



7.15
In this disorder a person is inappropriately anxious in the presence of one or more particular objects or situations. Most simple phobias of adult life are a continuation of childhood phobias. A minority begin in adult life as a result of a particularly stressful experience. In one study, lifetime prevalence in adults has been estimated as 4% in men and 13% in women. The relevance of simple phobias to fire-fighting depends on the nature of the phobia. A phobia of something commonly encountered during fire-fighting (for example claustrophobia) will clearly cause the occurrence of anxiety symptoms with consequent unacceptable risks to safety. A fear of flying or of snakes for example may be less of a problem to the operational fire-fighter. Though no systematic study of prognosis has been available, clinical experience indicates that simple phobias originating in childhood last for many years but those occurring as a result of stressful events in adulthood have a better prognosis. 



Social phobia 



7.16
In this disorder, inappropriate anxiety is experienced in situations in which the person is observed and could be criticised. The condition usually begins between the ages of 17 and 30. As socially phobic people tend to avoid situations where they might be criticised, they will avoid making conversation or will sit in a place where they are least conspicuous. If the condition arises prior to application for employment as a fire-fighter, then it is likely that such an individual would not be successful in application because of these disabling features. If it arises after employment as a fire-fighter, then it could give rise to the features of anxiety mentioned above which may increase risks to safety. Treatment by cognitive behaviour therapy is effective in many cases. Drug treatment is probably inappropriate except for short-term control of symptoms. In the untreated patient, the condition many last for many years. 



Agoraphobia 



7.17
Agoraphobic patients are anxious when they are away from home, in crowds, or in situations that they cannot leave easily. Symptoms are similar to those of other anxiety disorders but panic attacks and anxious cognitions about fainting and loss of control are more frequent among agoraphobic patients. The features are likely to be a significant risk and cause of disability to serving fire-fighters. One study estimated the one-year prevalence of agoraphobia to be 1.7% in men and 3.8% in women. Treatment with behaviour therapy will often give some improvement in symptoms but persistence of anxiety responses is common. Agoraphobia lasting for one year or more changes little in the next five years. 



Panic disorder 



7.18
The essential feature of this condition is the occurrence of panic attacks; these are sudden attacks of anxiety in which physical symptoms predominate and are accompanied by fear of a serious consequence such as a heart attack. Symptoms resulting from hyperventilation are common. Such features would clearly present serious risks to safety in the context of operational fire-fighting and the control room. Treatment with cognitive behaviour therapy has been found to be successful to some extent in many cases. Drug treatment with benzodiazepines control panic attacks when 



given in high doses but cannot be used in the longer term. The antidepressant drugs such as imipramine (a tricyclic antidepressant) as well as other antidepressants (including SSRIs) also control panic attacks but side effects from some drugs may be incompatible with operational fire-fighting (see below). Studies of patients with panic disorder (with or without agoraphobia) have indicated that the course is characterised by fluctuating anxiety and depression. 



Obsessive compulsive disorder 



7.19
This condition is characterised by obsessional thinking and compulsive behaviour with various degrees of anxiety, depression and personal isolation. This would be seriously incapacitating and of high risk in the context of operational fire-fighting. The condition is less common than anxiety neuroses. Estimates of one-year prevalence rates vary from 1.1% to 1.8% with lifetime prevalence varying from 1.9% to 2.5%. About two-thirds of cases improve by the end of one year. If symptoms last for more than one year, the condition will normally run a remitting and relapsing course sometimes for many years. Prognosis is worse when the symptoms have been severe or where there are continuing stressful events in the persons life. Treatment with counselling, anxiolytic drugs, clomipramine, SSRI’s, behaviour therapy, psychotherapy and psychosurgery have varying degrees of success. However, none of these has been proved to affect long term prognosis. Because of the uncertain prognosis, recruits for fire-fighting with a history of obsessive compulsive disorder are unlikely to be considered fit and serving fire-fighters must be very carefully assessed according to their clinical state and medical history. 



Conversion and dissociative disorders 



7.20
These terms refer to disorders that until recently were known as hysteria. The main features of these disorders are physical symptoms, and certain mental symptoms, which occur without the expected physical pathology but with psychological causes. The symptoms usually confer some advantage on the patient, which is commonly referred to as a secondary gain. Dissociative disorders take a number of forms including amnesia, pseudodementia, fugue (amnesia with wandering), stupor, identity disorder and trance. The related conversion disorders include dissociated motor disorder, convulsions and sensory disorder. The differential diagnosis from organic disease may be difficult and conditions such as Multiple Sclerosis have presented and been misdiagnosed as hysteria in the past. In the context of fire-fighting, the most likely presentation of such a condition is where compensation or injury-award is the secondary gain leading to psychological reinforcement of physical or mental symptoms. In these cases, a distinction must be drawn between dissociative disorders and malingering or fraud. This diagnosis should not be made without specialist confirmation regarding the absence of organic disease and psychiatric confirmation of the congruity of the diagnosis. In cases where the diagnosis is certain, these disorders are likely to be incompatible with future safe fire-fighting and must be very carefully considered. 



Disorders of mood 



7.21
There are a number of different classifications of depressive disorders. These conditions have in common various features that are to a greater or lesser extent disabling. In addition to low mood, these may include lack of interest and enjoyment, reduced energy, psychomotor retardation, anxiety, irritability, loss of concentration, poor memory, and sleep disturbance with consequent fatigue. In severe depressive disorder, these features occur with greater intensity and may be accompanied by psychotic symptoms including delusions and hallucinations. The nature and severity of symptoms will determine how disabling the condition will be in the context of operational fire-fighting or working in the control room. Fire-fighters may not report mild degrees of depression, but if cognition, concentration or memory is affected, risks to safety on the fire ground may become significant. Certain treatments may also affect cognition, concentration and reaction time and consequently increase risks to safety. These effects are discussed in a later section of this chapter. For the purposes of considering prevalence and prognosis in the context of fitness for fire-fighting, depressive disorders may best be classified as bipolar (manic depressive psychosis) and unipolar. 



Bipolar affective disorder 



7.22
Episodes of manic disorders can last for considerable periods, sometimes up to two or three years. 20% to 30% of patients have three or four episodes of mania or hypomania per year. Psychotic features with manic episodes are not uncommon. Manic disorders often recur and subsequent depressive disorders are frequent. Relapse is less common in those on lithium therapy or other mood stabilisers such as carbamazepine. Some individuals may develop a progressive pattern with more frequent, more intense episodes. Where recurrence is more often than four times per year the term ‘rapid cycling’ may be used, and the terms ‘ultra-rapid’ and ‘ultra-ultra-rapid’ may be used where the episode of hypomania can run its course within 24 hours. It should be possible to identify these individuals from the history of disease progression, and where there is a very rapid fluctuation there may be a risk to the individual and others on the fire ground or in the control room before treatment has commenced. Because of the risk of the recurrence of symptoms on withdrawal of treatment and consequent risks to safety, it is likely that a fire-fighter with a history of bipolar affective disorder will be considered permanently unfit for operational fire-fighting or control room work. There may be exceptions to this rule but every case must be considered very carefully before allowing the individual to return to operational duties. 



Unipolar depressive disorders 



7.23
Depressive disorders are common. Prevalence is mainly given as a point prevalence or period prevalence rate. The point prevalence rate of major depressive disorder is around 4%. The six-month and one year prevalence is between 3-6% and the lifetime prevalence is probably of the order of 18% although some studies indicate a much lower prevalence. Brief depressive episodes that do not meet the criteria for major depression are also common (one-year prevalence of 4-6% in the age group 20-30 years), they last less than two weeks (generally one to three days) and are highly recurrent, with 10-12 episodes per year. 



7.24
The severity and duration of depressive episodes varies widely. Most people with depression recover within a period of two years from the onset of clinical illness. Antidepressant medication and cognitive behavioural psychotherapy have been shown to be effective treatments for depression. Simple counselling alone has not been shown to be effective. Around 25% of people with unipolar disorders will have a recurrence within one year. 75% will have a recurrence in the following ten years. It is essential to distinguish between those with low mood who may continue at work and may or may not require any drug treatment and those with depression as defined by DSM IV. In the former case they may state that they have a diagnosis of depression, however this diagnosis may be unhelpful in assessing their fitness for work now or in the future. Key aspects of the history include hospitalisation, sectioning under the Mental Health Act, treatment and review by a psychiatrist and/or the community mental health team. These latter aspects of history indicate a more severe disorder, with the advantage of the possibility of requesting a report from a specialist. 



7.25
Where an individual has a diagnosis of depression, possibly including medication, but have remained at work their assessment should be based on their capability while at work rather than their medical diagnosis. Recurrent episodes and recent episodes should be very carefully assessed and these individuals are unlikely to be considered fit as fire-fighters. The past history of the illness is essential in assessing future capability. Where the condition is related to home or work circumstances that were relatively abnormal or extreme and which have now changed there will be a lower risk of recurrence than for those where there was little obvious external cause and little change in personal circumstances since. Recurrence is generally very difficult to predict, however it is associated with bipolarity, early age of onset, number of previous episodes, and no obvious external cause. There is evidence that presence of a sick spouse may increase the relapse rate. 



7.26
A history of mild depression over a year or two ago may be acceptable in an applicant. Mild depression that is not related to work is unlikely to be a cause for retirement or redeployment of serving fire-fighters. Recurrent or severe episodes and those which are causally related to work may be disabling in the long-term and therefore require very careful consideration. Prognosis of outcome is particularly difficult as there are few variables that appear to be related to outcome. A poor outcome is associated with social isolation, uncertain situations and physical poor health. The presence of a confiding relationship appears to improve outcome and some studies suggest that good social support and older age are predictive of better recovery at 6-30 months. One major study suggests women over 30, women with unstable marital history and both sexes with a poor education are significantly associated with persistence of depression. History of previous depression, severity and greater co-morbidity are also associated with persistence of depression, and all these factors have more impact than sociological factors. 



7.27
When suffering from depression, people commonly selectively recall negative experiences and suffer from troubling dreams. This is important in a population such as fire-fighters who are likely during their career to encounter a number of events which would be sufficiently horrific to be a potential cause for PTSD. If a fire-fighter develops a depressive disorder, one would commonly expect them to have bad dreams and perhaps ruminate over past traumatic events. This may be incorrectly diagnosed as PTSD, especially if the are other incentives or encouragement from spouse or colleagues for the fire-fighter to label it so. Overall, the premorbid personality features are of best prognostic value. Low intelligence, hysterical and obsessional personality traits, social deviation and high neuroticism scores are poor predictors while high extraversion scores predict a more favourable outcome. 



7.28
It is usual for maintenance treatment to continue for around six months after remission of symptoms in order to help avoid relapse at this early stage. There are no reasons why individuals should not return to normal duties during this period provided their medication does not affect their performance. Where recurrence does occur the process is rarely immediate and acute (unlike bipolar disorder where some individuals may cycle through mania within 24 hours). It is therefore very unlikely that the individual who has a risk of relapse represents a risk to colleagues on the fire ground. The risk is for long-term sickness absence and the associated disruption to human resources management. 



REACTIONS TO STRESSFUL EXPERIENCES 


Acute Stress Disorder 



7.29
Acute stress disorder is a prolonged response to a stressful event, lasting from a few days to four weeks. The core symptoms are anxiety and depression. A history of such an episode in an applicant for the Fire and Rescue Service should not be a bar to entry. However, the occurrence of an acute stress disorder is a significant risk factor for the development of post traumatic stress disorder, so such cases should be carefully considered. By definition (ICD10), acute stress disorder will resolve and is therefore not grounds for retirement for serving fire-fighters. 



Adjustment Disorders 



7.30
These are psychological reactions resulting from the adaptation to new circumstances including for example bereavement, divorce, major job change, birth of a child with a disability etc. The features include those of anxiety and depression. Although the stressful event is the necessary cause of this disorder, individual vulnerability is thought to be an important factor. The term adjustment disorder can be used to classify individuals who suffer from a post traumatic stress response of insufficient severity to satisfy the full criteria for PTSD. 



7.31
Problem solving counselling has been found to be helpful and drug treatment for depressive symptoms may be necessary. There is no systematic evidence relating to prognosis but most cases last for several months and some may last for years. In the latter case, such episodes would eventually be reclassified as an anxiety or depressive disorder. Symptoms may well interfere with operational fire-fighting in the same way as those of anxiety and depression (see above). Because of the vulnerability that may underlie a past history of this disorder, recruits will need to be considered very carefully as recurrence of this or related disorders might require redeployment or early retirement on health grounds. Sudden onset, with associated risks to safety, is less likely so judgements about serving fire-fighters must be made according to the history and course of the condition. 



Post Traumatic Stress Reactions (PTSR) 



7.32
Most individuals will react to traumatic events, and do so in a wide variety of ways, developing a range of symptoms. Post-traumatic stress disorder is only one of these and is tightly defined. In most cases individuals will demonstrate symptoms of PTSR but not of PTSD. PTSD is a much over-diagnosed condition and an overused term, particularly by general practitioners. This is unhelpful in managing individuals who then have unreasonable and incorrect expectations in terms of treatment and employment that need to be addressed along with their symptoms. It is more helpful to discuss the concept of PTSR with individuals, and leave a diagnosis of PTSD for a specialist to make. 



Post Traumatic Stress Disorder (PTSD) 



7.33
Post traumatic stress disorder is a relatively new term (coined in the early 1980s) to describe a condition that has been know throughout history, but has sadly been misdiagnosed and individual responses have been misinterpreted (see ‘depression’ above). The natural history of the condition in relation to current social expectations remains the subject of debate, and it is likely that the response to trauma and development of PTSD is in part conditioned by our social surroundings. Recent research suggests that there is a distinct neuro-biochemical basis to the condition which represents an incomplete emotional processing of the event. 



7.34
PTSD is a diagnosis rather than a disease, and therefore individuals have to meet strict diagnostic criteria as laid down in DSM IV. It is best considered as a part of a spectrum of the normal reaction to exposure to traumatic events rather than an abnormal process. Everyone exposed to a traumatic event can have some features of PTSD; however in most individuals they will be mild and transient, and full recovery should be expected. Even when the condition is severe it usually responds well to treatment. Post traumatic stress disorder requires, by definition, a precipitating traumatic event. This has been defined by DSM IIIR as ‘outside the range of usual human experience’ and that it ‘would be markedly distressing to almost anyone’. Some feel this is too narrow a definition; is a road traffic crash part of the usual human experience now, or outside it? ICD10 defines the event as ‘a stressful event or situation...of an exceptionally threatening or catastrophic nature, which is likely to cause pervasive distress in almost anyone’. DSM-IV requires that the person ‘experienced, witnessed, or was confronted with an event or events that involved actual or threatened death or serious injury, or a threat to the physical integrity of self or others’ and importantly that the ‘person’s response involved intense fear, helplessness, or horror’. 



7.35
The symptoms of PTSD are the triad of intrusive re-experiencing, avoidance of associated activity or location, and hyperarousal. Continuing impairment is best identified by peers who may note cognitive impairment and disturbed interpersonal relationships. Increased arousal, irritability and loss of interest or withdrawal are also key features. Symptoms may begin very soon after the stressful event, although classically there is a delay which is rarely more than six months. Most cases resolve within a few months but some may persist for years. The prevalence of the condition varies with an overall point prevalence of 1% while subgroups may have a much higher level. Levels of 30% have been described in fire-fighters exposed to a major bush fire. There is a lifetime prevalence of 5-6% in men and 10-12% for women. 



Predicting PTSD 



7.36
It is very difficult to predict those at higher risk of developing PTSD; however neuroticism and past psychiatric disorder may be contributory factors. There is a high incidence of co-morbidity with other psychiatric disorders. While depression and substance abuse appear to follow from PTSD in most cases, where there is associated anxiety this preceded PTSD in around half the cases. However, other studies have suggested that alcohol abuse may increase the likelihood of traumatization because of its association with violence and accidents. 



7.37
After an event that meets the DSM IV definition of ‘traumatic’ there may be some factors that could predict individuals at risk. Emotional numbing at the time of the traumatic event has been shown to predispose to PTSD and individuals who feel guilt may also be more at risk. Guilt may be because the individual feels they either made a mistake on the fire ground, or that they could have done more. This is of relevance in considering that the ICD10 classification considers PTSD alongside adjustment reaction; adjustment reaction is an important differential diagnosis. 



If the person experiences a new traumatic event, symptoms may return even if the second event is less severe than the original. Since fire-fighting is a potential source of exceptionally stressful experiences, those with a definite history of PTSD, fulfilling the ICD10 criteria, may be more vulnerable to a recurrence of their problem although there is currently little good evidence available. While such individuals may be unsuitable for recruitment as operational fire-fighters because of the potential risk, it may be possible to retain fire-fighters where specialist opinion supports this. Decisions on fitness for recruitment should be based on a report from a psychiatric specialist and careful consideration. 



Outcome of PTSD 



7.38
If the stressful event occurs in a serving fire-fighter during the course of their work, the outcome will be very dependent upon response to treatment. Cognitive behaviour techniques and desensitisation therapies have been shown to be effective. Eye movement desensitisation and reprocessing (EMDR) has become very commonly used and although controversial there is some evidence of efficacy. Anti-depressant medication has also been shown to be effective and SSRIs (such as paroxetine) and SNRIs (such as venlafaxine) have licences for PTSD. Most individuals recover over a period of six months to a year with little intervention, and will continue at work. A few will be unable to work, and many of these will recover with treatment. Some fire-fighters may recover if removed from the job but may find their symptoms relapse on returning to work. As there is little evidence on the question as to whether a previous episode of PTSD makes individuals significantly more vulnerable if re-exposed to similar circumstances, one episode of PTSD related to fire-fighting should not automatically bar an individual from further service as a fire-fighter. Any decision to retire a fire-fighter with this diagnosis should be considered very carefully following appropriate advice from a psychiatric specialist and only after sensible treatment options have been tried and failed. 



Critical Incident Support 



7.39
A small number of individuals who develop PTSR may go on to develop significant long term problems including PTSD. Medical practitioners became aware that the problem was significant and that ‘something needed to be done’ both to treat individuals suffering PTSR and to try to prevent the problems arising. A significant step in prevention was the development of ‘Critical Incident Stress Debriefing’ (CISD), a concept first suggested by Mitchell following his work with New York fire-fighters, and subsequently studied by Dyregrov. However this process has since been rigorously assessed and two key issues identified; some individuals benefit from the specific CISD process while others can be harmed by the process. It should therefore only be used by specialists who are in a position to identify those specific individuals who will benefit. This does not mean that nothing should be done. It is only the specific CISD process following the Mitchell seven-point plan that should be used with care. There are other less specific support mechanisms that are of benefit and should be provided. 



7.40
General support from colleagues and managers is one of the most important aspects of good post-incident management. The other important aspect is identification of those who have specific problems and require referral to specialist medical and psychological practitioners. This can be achieved through a risk assessment process. Events that meet the DSM IV criterion for ‘traumatic’ can be identified, and represent the hazard. Those exposed to the hazard may therefore be at risk of developing post-traumatic stress reactions. It is accepted that many individuals develop minor, short-term, self-limited PTSR and only a few will develop clinically significant PTSR. There are no clearly defined strategies for identifying those fire-fighters who are at risk of developing clinically significant PTSR, and no evidence that early intervention makes a significant difference. What is important is that steps are taken to identify fire-fighters who are developing PTSR and to provide appropriate support. 



7.41
The task of risk assessment can be carried out by management following appropriate training without direct occupational health involvement. Any advice then required or follow-up of individuals considered to be vulnerable or showing signs or symptoms of PTSD would then involve occupational health and clinical specialists as appropriate. A number of organisations are now replacing ‘stress debriefing’ models with ‘stress support and risk management’ models including the Royal Marines and some police, ambulance and fire and rescue services. Currently there is the need for more evidence before firm recommendations can be made, however it is clear that formal Critical Incident Stress Debriefing should be used with extreme caution. It is likely that a more general defusing risk assessment model is most appropriate for the Fire and Rescue Service. 



Schizophrenia 



7.42
Schizophrenia is a rare condition. The incidence and prevalence of the disorder depend on the criteria for diagnosis and the populations surveyed but the prevalence in the UK is estimated to be almost 1%. The annual inception rate in various studies has been found to be around 0.1 per 1000. Some of the features of schizophrenia including thought disorders, delusions and hallucinations could have serious and dangerous effects in the context of operational fire-fighting or the control room. A small proportion of patients with schizophrenia in this country (less than 20%) have a complete and permanent remission following a single episode. In others, the condition will be only partially controlled or regularly relapsing. 



7.43
Good prognostic signs include sudden onset, short episode, no previous psychiatric history, prominent affective symptoms, paranoid type of illness, older age at onset, married, good previous personality, good work record, good social relationships and good compliance. It is conceivable that an applicant for the Fire and Rescue Service who has a history of a single episode of schizophrenia and who has been in complete remission for more than two years could be deemed at low risk of recurrence and be considered fit for employment as a fire-fighter. It seems much more likely that people with a past history of schizophrenia would either not apply for employment as a fire-fighter or would be found unsuitable. If a single episode occurs in a serving fire-fighter, it may be inappropriate to retire the employee until very careful consideration has been given to their prognosis. However, it is unlikely, though possible, that such an individual would be deemed fit to return to operational fire-fighting. 



Deliberate self harm 



7.44
People harm themselves for a variety of reasons including an intention to end their life and a wish to express their desperation but without an intention to die. In either case there is often a history of long-term relationship or social problems including unemployment and financial difficulties. In addition there is often an underlying psychiatric disorder such as depressive disorder, personality disorder or dependence on alcohol or other substances. There is usually a history of excessive life stresses in the preceding six months. 



7.45
Prognosis for these people is dependent on any underlying condition and its response to treatment in addition to the ongoing life circumstances of the person concerned. An applicant for the Fire and Rescue Service with a past history of deliberate self-harm is at greater risk of subsequent psychiatric illness and potential ill health retirement. Where the problem happened many years previously in response to a particular set of circumstances which are unlikely to recur and the applicant is considered free from any psychiatric disorder, he or she might be accepted after very careful consideration. Recruits and serving fire-fighters must be carefully assessed for the likelihood of sudden onset, uncontrolled risks to safety. 



Cognitive disorders and organic mental ill health 



7.46
Any significant current cognitive impairment secondary to organic disease or injury is likely to severely affect performance during the process of application and assessment for operational roles with the Fire and Rescue Service. Application following full or partial recovery from such a disorder must be judged on its merits including the level of functional ability and the prognosis of the causative condition. In serving individuals, the prognosis will relate to the underlying condition and judgements about ill health retirement cannot be made until this is fully understood. 



Eating disorders 



7.47
Eating disorders are most prevalent in young women but can occur in men. Such disorders include anorexia nervosa, in which there is significant weight loss together with distorted views of body image and fatness. The other major category is bulimia nervosa, in which subjects binge and vomit and this too is associated with a distorted view of body image. There is also a milder problem of excessive preoccupation with weight and dieting which is very common and is difficult to distinguish from normal behaviour. Anorexia is associated with behaviours such as laxative abuse, and the illicit use of diuretics, thyroid hormone, appetite suppressants and excessive exercising. This, together with loss of body weight may have serious implications for operational fire fighting. Anorexia nervosa has a poor prognosis and often runs a chronic course. The diagnosis of continuing anorexia nervosa would normally lead to advice not to employ candidates as fire-fighters and the consideration of redeployment or medical retirement in those already 



serving. 



7.48
Bulimia nervosa is not associated with such a poor prognosis, and in general there is less likelihood of physical incapacity. However it can be associated with other mental disorders such as depression, personality difficulties and substance abuse, such that the discovery of such a diagnosis should lead to the careful examination for other problems. The abuse of alcohol and other drugs Intoxication with alcohol or other substances while on duty is a matter for discipline, which is quite likely to result in dismissal. The medical issues relate to the medical conditions consequent on longer-term misuse. These will be addressed separately for alcohol and other substances. 



Alcohol 



7.49
Epidemiological evidence from the USA suggests a 1 year prevalence of alcohol dependence between 7% and 10%. While there is no equivalent research from the UK, alcohol dependence is common in the UK working population and support must be available for fire-fighters who seek help with this condition. In addition to the social effects of excessive drinking, medical effects fall into two general categories, physical (including hepatic and neurological conditions) and psychiatric (including psychosis, personality and mood disorders and suicide behaviour). The phenomenon of dependency is defined in ICD10 by (three out of) six criteria. Prognosis for psychiatric or physical effects depends on the effect concerned, its severity, and the long-term success or otherwise of withdrawal. In a prospective study in the USA, only 25% of subjects remained abstinent after 6 months and only 10% after 18 months although 70% had reduced their alcohol intake. 



7.50
An actuarial assessment of fitness for applicants to whole time service is concerned with the risk of subsequent medical problems and consequent premature retirement. This is likely to be considered unacceptably high in those with a previous history of alcohol dependency and associated physical or psychiatric disorders even in those who have apparently made a full recovery. In serving fire-fighters, the assessment is one of the likelihood of sudden onset, uncontrolled risks to safety. Careful consideration will need to be given before judging the recovering alcoholic as fit for operational duties. 



Other substances 



7.51
In practice, neither serving staff nor recruits are likely to admit to illicit use of drugs such as amphetamines, opiates, cocaine, ecstasy, cannabis or hallucinogens. Proven use of such substances which becomes known to management is likely to result in discipline and possibly dismissal. The use of performance or muscle enhancing drugs such as anabolic steroids by body builders etc. presents a similar quandary for the medical adviser, particularly where there are known harmful physical effects. It is not appropriate to discuss ethical issues about the disclosure of such information in this guidance. There should be a Service policy on drug abuse. 



7.52
With regards to assessment of fitness for fire-fighting, the medical issues are very similar to those discussed above under alcohol. Physical or psychiatric disorders apparently resulting from use of and dependency on illicit substances must be assessed separately for their prognosis. Medical Advisers should base advice on employment on medical issues, relying on the Service policy on drug abuse to deal with any future disciplinary issues. 



Treatment with psychoactive medications 



7.53
In the context of assessing long-term fitness for fire-fighting, the issues that need consideration with psychoactive medications are as follows: 



· Does the drug (or interaction between drugs) cause unwanted effects which might be associated with an unacceptable risk to safety in operational fire-fighting? 



· Does the condition being treated have residual uncontrolled features that might be associated with an unacceptable risk to safety in operational fire-fighting? 



· Will treatment be required in the longer-term? (How long?) 



· Will withdrawal of treatment carry a risk of relapse of the disorder being treated? 



Psychoactive drugs that may be incompatible with safe fire-fighting 



7.54
Drugs that can produce drowsiness, ataxia, impaired vision, impaired co-ordination, impaired judgement/cognition or impaired reaction times are clearly incompatible with safe fire-fighting and can be dangerous in the control room. Many drugs cause these effects without the patient being aware of them. Those on treatment with the following require a sensible and objective individual risk assessment and in most cases would be excluded from operational fire-fighting duties. 


Benzodiazepines (used as anxiolytics or hypnotics), azapirones, barbiturates, antipsychotic drugs, MAOIs, tricyclic antidepressants, lithium, carbamazepine and sodium valproate. 



Low dose treatment with beta-adrenoceptor antagonists for control of symptoms of anxiety is not in itself a contraindication to operational duties though side effects can include undue fatigue on exertion and step test results will be affected. However, careful consideration should be given to the effects on safety of the various features of the condition being treated. 



7.55
Selective serotonin reuptake inhibitors (SSRIs) lack the anticholinergic and sedative effects of tricyclic antidepressants. There is a range of reported gastrointestinal, neuropsychiatric and extrapyramidal side effects but many of these occur early on in treatment and are more obvious to the patient. Ongoing treatment and prophylaxis of depression symptoms using SSRIs is not in itself a contraindication to operational duties. However, careful consideration should be given to any possible unwanted effects of the drug in addition to the effects on safety of the various features of the condition being treated. 
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CHAPTER 8


MUSCOSKELETAL PROBLEMS


Introduction 



8.1
Musculoskeletal problems make up one of the largest groups of disabilities. Unlike many other medical conditions, they are also common in younger people often resulting from sporting activities, road traffic accidents and congenital abnormalities. Fire-fighting is a physically demanding job and some of the typical tasks required of fire-fighters produced a high load on the musculoskeletal system. Ill-health retirement statistics for all fire brigade employees for 1999/2000 show: 



			


			Back


			Upper limb/neck


			Lower limb


			Total





			Injury/illness due to service


			73


			25


			39


			230





			Injury/illness not due to service


			78


			47


			55


			545








Medical Advisers will regularly be faced with these problems and as a result will have to make difficult decisions on fitness for appointment or to continue in service. There are a number of considerations for assessment: 



• Is the individual currently fit to undertake their role? 



• Is the individual at risk of sudden incapacity that might affect safety? 



• Is the individual at increased risk of developing long-term damage and/or disability as a result of his employment? 



• Is the individual at risk of developing long-term problems that will affect fitness and may require early payment of pension? 



This chapter does not intend to be comprehensive, but provides guidance on fitness for those suffering from the more commonly presenting musculoskeletal problems. 



UPPER LIMB 


SHOULDER CONDITIONS 


Dislocation 



8.2
Anterior dislocation of the shoulder is an extremely common injury, usually caused by a fall or a wrenching external rotation force. Posterior dislocation is much less common. After dislocation, there is a risk in the long-term of a painful shoulder with limited movement or recurrent dislocation. Fitness for work following dislocation depends to a great extent on the method of treatment. Even a single dislocation treated with strict immobilisation for at least three weeks can recur in up to 30% of cases in young men. There are grounds for optimism if there has been no recurrence during the preceding two years and there is a negative apprehension test. (Backward pressure with arm in ball throwing position.) 



8.3
In recurrent dislocation treated with surgery there is a potential risk of further dislocation (5-10%), although the figure may be greater in physically demanding jobs. There is also the risk of a painful shoulder or limited mobility as a result of pre-operative damage to the joint surfaces. If a dislocation has recurred prior to application, a careful history and examination should be made to determine future risk, with specialist advice sought if the recurrence has been within two years or apprehension test is positive. If a surgical repair has been undertaken, a specialist opinion should be sought to determine increased risk to the prospective fire-fighter. Serving fire-fighters who have had a surgical repair should be reassessed after twelve weeks to determine whether they should be redeployed or are fit to continue. 



Frozen Shoulder 



8.4
Frozen shoulder due to adhesive capsulitis or periarthritis is more commonly found in patients aged 45-60 years and is usually associated with a history of some kind of trauma. The symptoms (pain, stiffness and limitation of movement) are likely to continue for up to a year or even longer. Steroid injections and/or manipulation under anaesthetic may hasten recovery. Once the problem has resolved it is unlikely to recur at the same site. The fire-fighter may be unfit for operational duties for a period which may exceed a year, and depending on age and experience it may be better to consider temporary or permanent redeployment. Individuals should not return to operational fire-fighting duties until they have a full pain-free range of movement. 



Rotator Cuff Degeneration and Impingement Syndrome 



8.5
In these cases there is a high risk of continuing problems or recurrence, especially in those involved in physically demanding jobs. Mild cases may respond to steroid injections, but severe cases may be offered an operation with only 60-80% success rate depending on the damage. 



Acromio Clavicular Joint Subluxation and Dislocation 



8.6
Injuries to the acromio clavicular joint often follow a fall on the shoulder and therefore are commonly seen in rugby players and wrestlers. They usually result in no disability or loss of function, but may take several months to settle. The straps of breathing apparatus may prove a problem, in which case surgery is a possibility. A functional assessment should be carried out. Individuals with significant problems are likely to have difficulty with the standard service drills. 



ELBOW WRIST AND HAND CONDITIONS 


Epicondylitis – Tennis Elbow/Golfer’s Elbow 



8.7
This is one of the commonest forms of elbow disorder and is only occasionally due to tennis or golf. Most cases follow minor and often unrecognised trauma. Individuals who have been symptom free for over two years are at low risk of recurrence. Individuals with a history of pain and tenderness within the last two years are more likely to develop a recurrence, particularly during recruit training, and they should be advised to defer training until they have been pain free for two years. Conservative treatment is usually offered initially, but surgery may be an alternative in resistant cases although not always successful. If surgery is successful, the outcome is usually maintained long-term. 



The Wrist and Hand 



8.8
Fire-fighting requires considerable forearm and wrist strength and any defect is likely to lead to long-term problems. Any history of trauma, deformity or medical problems with the wrist should be fully investigated. 



Fractured Scaphoid 



8.9
This usually results from a fall on the dorsiflexed hand and if un-united often gives rise to osteoarthritis in the long-term. Those with radiological evidence of a well united fracture with no complications are at low risk of further problems. Fire-fighters with a screw in situ or non-union should be assessed by a specialist before advising on employment. 



Carpal Tunnel Syndrome 



8.10
The condition is more commonly found in women and in many cases the cause remains a mystery. If treated surgically, symptoms are unlikely to recur. Recruits should not be accepted until they have been clear of symptoms for at least six months. 



LOWER LIMB 


The hips 



8.11
Pain, limp and deformity in the hip most often results from congenital dislocation, childhood hip disorders, Perthes disease, slipped epiphysis, and osteoarthritis. Where individuals develop and have treatment for hip problems at an early age (less than eight years) the prognosis is usually excellent. Individuals should be assessed to ensure they have a spherical femoral head within an undeformed acetabulum. The majority (70-90%) of patients are pain free at 20-40 year follow up. Where there has been significant trauma to the hip, it is important to seek a specialist opinion to determine the current state of the hip joint. Any signs of deterioration will imply a significant risk of further damage through work as an operational fire-fighter. The presence of metalwork is covered elsewhere. 



Osteoarthritis of the Hip 



8.12
If there is any significant osteoarthritis of the hip, there will be a risk of further damage through work as a fire-fighter. High levels of physical activity are known to be related to exacerbation of osteoarthritis; retired footballers had more OA of the hip than age and weight matched controls. Those already employed should be carefully assessed and any decision on employment should be based on the progress of the disease following specialist advice. Redeployment or retirement would normally be the best option. 



Hip Replacement 



8.13
The risk of complications with hip prostheses, including the newer metal-on-metal resurfacing techniques, is significant in any heavy manual employment. The forces on a resurfaced hip are significantly lower than the torque induced in the femoral shaft from a replacement prosthesis, and a better long-term prognosis should be expected. In general, a successful return to full long-term fire-fighting duties after replacement is unlikely. Fire-fighters have been able to return to operational duties after these procedures. An internet response among Medical Advisers identified ten fire-fighters who had recently undergone total hip replacement; 7 had reached retirement age and left, or left early on ill health retirement while the 3 remaining had yet to serve five years post-surgery. Of five hip resurfacing operations (Birmingham) four were still serving within five years of surgery. There is a significant difference between the physical requirements of a young fire-fighter as against an older more senior fire officer. 



The knee 



8.14
Five common symptoms in the knee are pain, swelling, stiffness, mechanical disorders (locking, giving way, clicking) and limp. Anyone with a significant history of knee pain should be carefully assessed to exclude underlying pathology. 



Osteoarthritis of the Knee 



8.15
Mechanical factors are likely to contribute to knee osteoarthritis where there is a pre-existing condition. Osteoarthritis is more common in individuals undertaking heavy manual work. Normal physical activity does not cause osteoarthritis; runners do not develop higher levels of osteoarthritis. Any degeneration will be accelerated by significant physical activity, and therefore puts fire-fighters at high risk. Those already in service may continue if symptoms are mild, however specialist opinion should be sought early to ensure they are not at increased risk. Early redeployment is the best option. Unicompartmental arthritis (usually the medial compartment) may be managed by a high tibial osteotomy in younger patients. This does allow return to manual labour but has limited efficacy. Advanced arthritis is managed surgically with either uni-compartmental or total knee replacement as appropriate. These procedures may preclude kneeling and heavy impact activities may accelerate wear and produce early failure. Joint replacements are therefore 



incompatible with active fire-fighting. However, suitable senior fire-fighters may be able to continue in a management role. 



Knee instability 



8.16
This most commonly results from anterior cruciate ligament rupture. Combined cruciate and collateral ligament injuries are often due to high energy injuries. These complex ligament injuries are incompatible with active service as a fire-fighter. 



Anterior Cruciate Ligament (ACL) Injuries 



8.17
The incidence of ACL rupture is 20 per 100,000 per annum in UK. One third of these will have symptoms of disabling instability sufficient to warrant reconstruction, one third will have other symptoms that would justify reconstruction although this is not always carried out and it is thought that one third have no symptoms. A ruptured ACL may predispose to osteoarthritis and an unstable knee predisposes to damage to the menisci. Following ACL rupture, only 17% are able to return to competitive sports other than cycling and cross-country skiing, while 50% can return to active work (including forestry and construction) and recreational sports such as tennis, basketball and downhill skiing. This natural history is incompatible with the functional requirements of the modern fire-fighter. Individuals who have recurrent ‘giving way’ of the injured knee should be considered unfit for operational fire-fighting because of the immediate risk to themselves and others. 



8.18
Surgical reconstruction of the ACL is recommended for young fire-fighters. No reconstruction is perfect and the biomechanics will always be altered, however this operation does allow elite athletes to return to top level sport, and should allow a fire-fighter to return to full operational fitness. Older fire-fighters may have to consider transfer to non-operational duties (where available) or ill health retirement. ACL reconstruction with appropriate rehabilitation has a success rate of 75-90%. Fire-fighters will not be able to return to operational duty until completion of an accelerated rehabilitation programme. These programmes usually last 4 to 6 months. 



8.19
Potential recruits should only be accepted if they have reconstruction of ACL deficient knees, and only then on the advice of their orthopaedic surgeon; they must understand that there are risks associated with the operation and subsequent employment by the Fire and Rescue Service is not guaranteed. Revision of torn ACL grafts is possible but currently has a poor success rate. It is possible to remain in service with lower functional demands. Specialist opinion should be sought in all cases on the prognosis and return to the high functional requirements of active fire-fighting. This will be dependent on the specific findings at arthroscopy including the state of the chondral surfaces and menisci. 



8.20
The orthopaedic literature indicates that there may be a significant risk of long-term degeneration of the knee in those who have had ACL reconstructions. There is evidence that degeneration is more likely in the reconstructed knee than in the unreconstructed knee following ACL rupture. It is likely that this process is inevitable regardless of occupation, and the short-term success of top sportsmen, particularly professional footballers who experience far greater and more frequent force and wear to their knees than fire-fighters, indicates that fire-fighting alone should not be responsible for long-term osteoarthritis. 



Posterior Cruciate Ligament (PCL) Injuries 



8.21
Posterior cruciate ligament rupture in isolation is rare, occurring in around 3.5% of knee ligament injuries. In most cases it is seen as part of a major disruption to the knee, either as a result of sporting injury or a motor vehicle crash. Most patients do not have symptomatic instability and may be able to return to the pre-injury functional level after rehabilitation. Specialist advice should be obtained before returning to active fire-fighting duties. The PCL deficient knee may be at risk for medial and patello-femoral compartment arthritis. Combined ligament injuries especially the postero-lateral corner has recently been recognized as a potent source of on-going instability. Acute repair or reconstruction of the postero-lateral structures may be required. Long term results of these procedures are not available and the prognosis with respect to return to full operational duty should be guarded at best. 



Collateral Ligament Injuries 



8.22
Isolated partial tears of the collateral ligaments recover completely with conservative management. They should be treated initially with bracing, partial weight-bearing on crutches and physiotherapy. If clinically indicated, co-existing cruciate ligament and meniscal injuries should be ruled out by MRI scanning or arthroscopy. Once an individual has a full range of movement, no effusion and 80% of normal strength they can safely return to operational fire-fighting. A non-operative approach is also adopted for complete rupture of the medial collateral ligament with a good prognosis. A longer period of bracing and physiotherapy is required. Isolated lateral collateral ligament injuries are treated in a similar fashion. 



Meniscal Injuries 



8.23
Meniscal tears can either be traumatic or degenerative in nature. Degeneration of the menisci is a normal consequence of ageing and is frequently seen on magnetic resonance imaging (MRI). Degenerative tears have been found in up to 60% of people over the age of 65. The majority of meniscal tears involve the posterior horn of the medial meniscus. Joint line tenderness is the most accurate clinical sign. MRI is the gold standard for assessment of meniscal disorders. It is a highly sensitive test which can often identify asymptomatic lesions and normal variants. Symptomatic meniscal tears are usually treated by arthroscopic partial resection. Open complete meniscectomy is now confined to the history pages, but there may be serving older fire-fighters who have had this procedure. The outcome of this procedure is quite poor. Following open full meniscectomy up to 23% of patients will show radiological changes within 19 years and 27% will have symptoms. Within 20-29 years, 53% will show radiological changes. Even removing only 25% of the meniscus (by open surgery or arthroscopy) will result in a 350% increase in the pressures on the articular surfaces. 



8.24
Isolated meniscal tears are very common, and have good outcomes. Fire-fighters should be able to return to full duties in 4-6 weeks. They can return to light duties in 1-2 weeks. Arthroscopic partial medial meniscectomies do better than partial lateral meniscectomies. One study reported 88% good to excellent results of arthroscopic meniscal resection in 146 patients with an isolated meniscal tear (75% underwent partial medial meniscectomy) at an average follow-up of 15 years. There were some progressive radiographic degenerative changes but these were only marginally worse than the unaffected leg. Two further studies reported similar or better outcomes. The prognosis is not as good in patients with associated chronic ACL tears and osteoarthritic changes. 



8.25
Meniscal repair as opposed to resection is a relatively new technique, and as such there are limited long-term follow-up data. The overall success rate is 60-85%. One study noted normal knee function in 90% of subjects at an average of 7.5 years follow-up while another reported average subjective scores of 90/100 on the modified Lysholm scale at an average of 5 years follow-up. Patients are often braced with limitations of knee flexion and squatting for several weeks to protect the repair. Patients should also be advised that further surgery may be required if the repair fails. Meniscal repair in the ACL deficient knee is doomed to failure without concomitant stabilization. Where there is a combined peripheral meniscal tear and ACL rupture, a good outcome has been reported when both are repaired together, however a poor outcome is reported when the meniscus is repaired but the ACL is left deficient. 



Effects of Degenerative Change 



8.26
Studies suggest that the outcome from meniscectomy when degenerative change is present is significantly worse. Recovery and return to sports is quicker in those with isolated meniscal tears as opposed to those with associated degenerative articular changes. Greater long-term arthritic changes are also noted in those who demonstrate varus malalignment after medial meniscectomy and valgus malalignment after lateral meniscectomy. Advice should be taken from a specialist on both short term risk of collapse and long term risk of degeneration before advising on future employment. There is no evidence that work as a fire-fighter will increase the process of degeneration in the knee, however the presence of early signs of degeneration or damage should be taken into account in advising on employment as a fire-fighter. 



Anterior Knee Pain, Chondromalacia Patellae 



8.27
CP presents with patello femoral pain from damage to the patellar articular cartilage. There may be a history of injury or no relevant history. There is likely to be long-term risk of continuing pain and sometimes osteoarthritis. The presence of crepitus and pain on examination is indicative of continued underlying pathology which is likely to prevent the individual from training effectively. Recruits are therefore very unlikely to complete the training course. Serving fire-fighters should be assessed by a specialist, however if the symptoms continue for more than six months, redeployment or retirement would be the best option. Surgery does help in some individuals. 



Patellar Instability 



8.28
Patellar instability commonly (but not inevitably) follows direct violence to a flexed knee. The dislocation is more likely to recur if the quadriceps muscle has not been redeveloped or the torn medial capsule has not healed satisfactorily. There is a significant risk of sudden dislocation while operational; therefore a history of recurrent dislocation would generally be incompatible with operational fire-fighting. Patellar stabilization procedures have an 85% success rate and should be considered in potential recruits/active fire-fighters with recurrent instability. A history of single dislocation or a good result from surgery and/or physiotherapy may be compatible with fire-fighting. 



History of Osgood-Schlatter’s Disease 



8.29
This is a common condition in young adolescents that usually results from a traction injury of the patellar tendon on the tibial tubercle. Spontaneous recovery usually occurs. The residual bump may cause problems with kneeling. This condition rarely presents after age 19/20 years. A history of Osgood-Schlatter’s disease without any other knee problems should generally be regarded as of minimal significance when assessing fitness for fire-fighting. 



Osteochondritis Dessicans 



8.30
This condition most commonly occurs in adolescents aged 14-15 years and more usually affects the knee, although can involve the elbow or ankle. It is associated with a risk of future arthritis, and fire-fighting duties may contribute significantly to early degeneration. 



THE ANKLE 


Ruptured Tendon Achilles 



8.31
Rupture usually occurs only if the tendon is degenerate (avascular); therefore most patients are aged over 40. Incomplete tears are uncommon. Recurrence is unlikely after satisfactory recovery after repair or conservative treatment. Recovery normally takes at least six months. 



Ankle Instability 



8.32
This may be diagnosed on history confirmed by stress x-rays. Mildly unstable ankles may occur as a result of ligament strain and may be treated with strapping. More serious ligament tears are treated with physiotherapy and proprioceptive exercises. Surgery for ruptured external collateral ligaments has a good success rate. Fire-fighters are not generally at increased risk of ankle injuries while wearing boots; however injuries during training are not uncommon. Once recovered, individuals should avoid contact sports and take care on uneven ground. Successful operational return depends on confidence in proprioception. Individuals with persistent severe instability are unlikely to develop sufficient confidence to return to operational fire-fighting. 



Intra-articular fractures 



8.33
Intra-articular fractures are of particular importance because of involvement of the articular cartilage and the supporting ligaments around the joints. Fractures through joints can affect the stability, range of motion and possible development of post traumatic osteoarthritis. The incidence of post traumatic osteoarthritis depends on the joint involved and the nature of the fracture. The outcome for any particular intra-articular fracture depends upon the original injury and the nature of the treatment. Early stable fixation allowing prompt mobilisation will reduce stiffness. Early mobilisation with insufficient fixation may lead to osteoarthritis. There needs to be a distinction made between subsequent function of a joint and a diagnosis of radiological arthritis. A fire-fighter with X ray evidence of arthritis, e.g. in a wrist, may have stiffness, no pain and a functionally normal joint. It is not always possible to predict the eventual progression of arthritis or whether particular physical activities will exacerbate the condition. Post-fracture arthritis depends upon joint congruity, joint stability and maintenance of normal movement, and survival of articular cartilage following a blunt injury. Direct trauma to cartilage may produce chondrocyte death (chondrolysis) even in the absence of fracture and instability. 



8.34
Comparison of outcomes of articular fractures between different joints is meaningless and each must be considered individually. Most research into long-term outcome of fractures relies on scoring systems which are different for different parts of the body, and are based on measurements of range of movement, strength, mal-alignment or x-ray appearances. Each individual should be assessed on their own merits, with the benefit of a specialist report. The emphasis of assessment should be on functional capability, and the likelihood of future employment contributing to any degenerative process. 



Post traumatic osteoarthritis 



8.35
Post traumatic osteoarthritis seen radiographically is usually functionally detrimental. Impairment of function is often a combination of an objective deficit (i.e. loss of movement) and a collection of symptoms which are subjective (i.e. pain). The combination of these produces a functional limitation or handicap, which varies from individual to individual. After trauma, features predisposing to post traumatic arthritis include a residual gap or step in the joint surface, abnormal soft tissue stability, malalignment or any combination of these features. The progression of arthritis and the significance of it depend on the site of injury. Not all osteoarthritis is significantly symptomatic. A combination of radiological and clinical examination is required in most cases when assessing fitness for work. Factors associated with poor outcome from articular damage include older age and conservative as opposed to surgical management. 



SPECIFIC SITES OF INJURY 


Shoulder 



8.36
The majority of shoulder fractures are extra-articular and function is determined by the concomitant soft tissue injury. Articular fractures have a high incidence of avascular necrosis particularly when displaced. Avascular necrosis occurs in less than 10% of extraarticular fractures but in more than 60% of displaced articular fractures. 



Elbow 



8.37
Fractures of the distal humerus in the working population are often high energy injuries. However, 75% of patients have satisfactory results after internal fixation. Significant post traumatic osteoarthritis occurs in approximately 12% of patients at 6 year follow-up. Fractures of the radial head and ulnar are extremely common and are usually caused by lower energy injuries. Ulnar olecranon injuries are invariably treated with internal fixation and early movement with the majority returning to full activities. Radial head fractures are common and caused by a fall onto the outstretched hand. These are classified by Mason into three types: 


· Type 1 – an undisplaced segmental fracture of radial head. 


· Type II – the fracture segment is displaced with a step of greater than 1mm 


·   Type III – Gross comminution of the radial head 



Radial head fractures are often treated non-surgically except for Type II fractures which are frequently internally fixed. Almost all Type I fractures will heal with minimal functional impairment. 80% of patients with Type II fractures whether treated surgically or conservatively will return to their previous employment but with some restriction in range of motion. Despite good clinical recovery from this injury degenerative changes are seen in over half of patients on x-ray. The outcome from Type III fractures is generally poor. 



Wrist Fractures 



8.38
Extra-articular fractures whether of the Colles type (dorsal displacement) or the Smith’s type (volar displacement) make a good functional recovery. 75% of patients experience subjective discomfort following such injuries for up to a year and up to 10% describe fatigability. Fractures that include an intra-articular extension however have a significantly worse outcome. Comminuted fractures have only 50% satisfactory outcome and this is reduced if the radio-ulnar distal joint is involved. Factors associated with a poor outcome include a dorsal radial tilt of over 10°, radial deviation of greater than 10° and older age. Up to 18% of fractures of the distal radius result in post traumatic arthritis. In younger adults with higher energy injuries arthritis is reported on x-ray in up to 65% although only 30% of patients with radiological evidence are symptomatic. 



Hip Fractures 



8.39
Fractures of the hip comprise two main groups. 



· acetabular fractures 



· femoral head fractures. 



Acetabular Fractures 



8.40
Significant fractures of the acetabulum are those which include the weight-bearing dome. Comminution of this area is a significant prognostic sign and presence of a joint articular step exceeding 2-3mm is significant. A combined acetabular and femoral head fracture has a poor prognosis. Patients over the age of 40 have worse results. Following acetabular fractures an accurate prognosis may be given approximately one year following injury. The functional recovery at 12 months reflects the final outcome. 



Femoral Head Fractures 



8.42
The majority of fractures of the femur in the population of working age are extra-capsular (and therefore extra-articular). Intracapsular fractures which are also mainly extra-articular are rare but are often of high impact origin. Minimally displaced fractures (Garden stages I and II) are internally fixed in situ whereas displaced fractures (Garden III and IV) need reduction and then internal fixation and have a high risk of avascular necrosis. Fractures of the femoral neck under 50 years of age are rare because of strong sub-cortical bone and if they occur are a sign of high energy impact. The incidence of avascular necrosis is 14% in Garden I and II fractures and 30% in Garden III and IV fractures. Confirmation of bony union cannot be confirmed until 6 months post-injury and any subsequent arthritis should be evident within one year. Late segmental collapse of the femoral head can occur beyond one year in up to 18%. Some reports in younger patients suggest avascular necrosis as high as 40% in the overall group. 



Knee Fractures 



8.43
Laubenthal advised that average knee movement necessary for sitting is approximately 90°, for climbing stairs 100°, crouching 120° but for unrestricted movement for the majority of activities 125° is ideal. Intra-articular distal femoral fractures transgressing the knee inevitably produce a degree of loss of movement. Recovery producing less than 90° of flexion or with a varus/valgus deformity greater than 15° result in significant disability. Open reduction and rigid internal fixation produce the most satisfactory results. Anatomical realignment and early movement should obtain good function in more than 90% of individuals. The most significant predictor for the development of post traumatic osteoarthritis is an articular surface step of greater than 3mm. Often arthritis affects the patello-femoral joint rather than the tibio-femoral joint. 



Tibial Plateau Fractures 



8.44
Tibial plateau fractures are caused mainly as a result of a fall from a height involving a combination of axial loading and a valgus stress. Most of the remaining injuries are caused by lateral impact to the knee such as a strike by the bumper of a car. The most widely used classification has six types of fracture depending on location of joint surface depression and cleavage of the plateau. Those of a splint compression type with displacement less than 5mm had 66% excellent results after internal fixation. Medial plateau fractures are often of high energy impact and have the worst results and are often in poor bone in the older population. Long term prognosis is significantly worse if there is co-incidental ligament and meniscal injury. 



The Ankle 



8.45
Ankle fracture accounts for approximately 10% of all fractures. It is the most commonly injured weight bearing joint and fracture is frequent in the working age population. Ankle fractures are of two main types, malleolar fractures and tibial plafond or pilon fractures. 



Malleolar Fractures 



8.46
Malleolar fractures may involve the lateral malleolus, the medial malleolus and the posterior malleolus either individually or in combination. The mechanism and severity of the injuring force gives a direct indication of the likely outcome. Precise reduction of malleolar fractures is essential in obtaining a good result. Following the treatment of an ankle injury Lindsjo concluded that arthritic change will have occurred by 18 months post-injury and is entirely dependent on the congruity and stability of the joint. Following accepted principals of internal fixation 90% of individuals return to the same occupation, 80% continue with sport at the pre-injury level and recovery in male and female patients is similar. It is evident that an associated fracture to the posterior malleolus is a poor prognostic factor. Arthritis is evident in 30-40% of such patients in the long term. 



Tibial Plafond/Pilon Fractures 



8.47
These injuries are usually more severe than malleolar fractures, particularly when combined with the above. Recovery is slower and permanent articular surface damage more likely. Good clinical results may still be achieved in 75% of patients following rigid internal fixation although non-weight bearing is often required for 3 months post-surgery and return to active service could be delayed by up to one year. Long term sequelae of this injury may not be evident or full recovery achieved for 18 months to 2 years. 



The Foot 



8.48
The most significant fracture of the foot for a fire-fighter is a calcaneal fracture. It is an occupational hazard for individuals who work at heights. Of all calcaneal fractures 75% are intra-articular. Displaced fractures are best treated by a specialist familiar with this particular injury and require internal fixation. Treated appropriately, 60% will have a good outcome. The rest result in post traumatic osteoarthritis or shortening and widening of the heel, making boot fitting uncomfortable and walking on uneven surfaces hazardous. Residual symptoms of injury and recovery from the surgery can take 18-36 months to settle and final assessment for return to full active duties may take 2 years. 



Metal implants and should they be removed? 



8.49
The majority of metalwork is implanted for either fracture fixation or as a component of a joint replacement for the treatment of arthritis or tumour. A member of the Fire and Rescue Service involved in full active service is unlikely to be able to continue full duties following replacement of a major joint. Each specific joint replacement will be discussed in the section related to arthritis. The significant issue related to the active population employed by the Fire and Rescue Service is metalwork implanted in the treatment of trauma. This population is a high risk group for fractures both in the service and during recreational sport. The commonest fractures requiring fixation are ankle, wrist and forearm fractures usually requiring fixation with plates and screws. Less common but more significant injuries are related to long bone shaft fractures requiring intramedullary nail fixation. These different types of fracture fixation have their own features and will be discussed separately. 



8.50
There is no absolute indication for removal of metalwork in an asymptomatic patient. If removal of percutaneous wires or stabilising screws (such as diastasis screws in unstable ankle fractures or interlocking bolts in intramedullary nails) is an essential part of fracture management in the early stages, this will have occurred before fracture union. Some fire-fighters could return to light duties in a non active role at this stage but may still need crutches or be unable to drive or manage stairs safely. 



8.51
Issues about removing periarticular metalwork usually relate to soft tissue irritation or restriction of movement. There is an argument that screws inserted in subchondral positions to support articular surfaces in weight bearing joints (such as tibial plateau or ankle pilon fracture) do alter the biomechanics of cartilage wear and tear and should be removed before full active service is resumed. Following fracture union some prominent metalwork may need removing to allow full rehabilitation of joint mobility and muscle strength. Once rehabilitated there are very few indications to remove residual metalwork that is asymptomatic. There is more published literature on the complications associated with removing metalwork than of leaving it in situ. 



Plates and Screws 



8.52
Plates and screws are used in two contrasting techniques to fix fractures. Firstly absolute stability can be achieved by using techniques to compress bone fragments together. This is used to fix articular, periarticular and simple shaft fractures. This promotes healing with minimal callus formation, a situation appropriate around mobile joints. Secondly plates and screws are used to stabilise highly comminuted long bone shaft fractures to restore alignment and rotation in a biological way. This controls stability allowing early joint mobilisation but not load bearing and tends to generate callus in abundance. There are two main reasons for removing plates and/or screws after satisfactory union of the fracture. The first is for mechanical reasons, with prominence of the metalwork causing either pain or pressure on the skin. The second is interference with muscle, ligament or tendon movement. Each case must be assessed on an individual basis. 



8.53
Very occasionally individuals demonstrate an allergic sensitivity to the metalwork and a soft tissue swelling or dermatitis results. Removal of the metal usually resolves the problem. Theoretical arguments exist for removing screws and plates related to the biomechanics of bone and metal. The presence of metal near joints has been discussed. Also it is sometimes suggested that the ends of plates or the sites of screw holes can act as ‘stress risers’ and increase the likelihood of fracture at these places. However there is no clinical evidence to support this and it is generally accepted that if further fractures occur at these sites the force that caused the fracture would have broken the bone anyway. 



Intramedullary Nails 



8.54
Nails are generally used to treat diaphyseal (shaft) fractures although the versatility of their use for periarticular fractures is increasing. Rotational and axial stability of the fixation is ensured by locking bolts or screws drilled through holes in the ends of the nails and the bone. Dynamisation of the fracture can be introduced during treatment by removing the bolts from one end of the nail. This can stimulate consolidation of early callus. Once a fracture has united and consolidated an intramedullary nail can be left in place without detriment. Nails are designed to compliment the biomechanics of the bone they are implanted in and neither strengthen or weaken the construction in the long term. Pain at the site of nail insertion is not uncommon. This is usually at the hip for a femoral nail, the knee for a tibial nail and the shoulder for a humeral nail. Often because of technical reasons at initial surgery a nail is left slightly proud at the point of insertion. If pain is experienced, removal of the nail can be helpful. Conversely routine removal of nails previously asymptomatic can cause post surgical pain. 



COMPLICATIONS OF IMPLANT REMOVAL 


Plates and Screws 



8.55
Removing plates and screws is not an operation without risk of complications. The mechanical weakness of removing a plate and leaving empty screw holes must be appreciated. There is significant risk of damage to blood vessels, nerves and tendons during the surgical approach to remove plates, especially in the forearm and upper arm. Risk of refracture is significant unless necessary post operative precautions are taken, and far outweighs the risk of complication if the plate is left in place. The Armed Services have in the past required the removal of lower limb plates and screws because of specific physiological and physical demands of military training. There is no objective evidence to support this for the Fire and Rescue Service and fire-fighters should be assessed on an individual basis.



8.56
Fire-fighters may have specific problems with plates and screws for fixation of clavicle fractures. Prominent plates may be painful while wearing a shoulder harness or breathing apparatus. Clavicle fractures are common but internal fixation for clavicle fractures is rare. Often plates are asymptomatic and removal should be assessed on an individual basis. Complications associated with the removal of clavicular plates are minimal.



Intramedullary Nails 



8.57
If symptoms dictate, intramedullary nails may need to be removed but the surgery is not insignificant or without complication. Changes in bone architecture and density occur while an intramedullary nail is in place. After removal of an intramedullary nail this potential weakness must be considered until remodelling occurs over 2-3 months. 



Summary 



8.58
Once metalwork is redundant after completion of bone healing there are no absolute indications to remove it. All indications are relative and should be discussed with the individual and the orthopaedic surgeon responsible for his/her care. 



SPINE 


CERVICAL SPINE 


Cervical Rib 



8.59
A cervical rib may go unrecognised. However, if known it is necessary to assess carefully as problems may present in a physically demanding job. Downward and backward traction on the shoulder wearing breathing apparatus sometimes results in pain and tingling in the arm. Therefore, a functional assessment is recommended. 



Whiplash 



8.60
Whiplash is a term used to describe a group of symptoms associated with an acute acceleration or deceleration injury to the neck. It may be used to describe the acute symptoms associated with soft tissue injury as well as the long-term symptoms where there is no demonstrable physiological or physical underlying cause. Some individuals may have longer term damage to structures such as the brachial plexus nerve roots, cervical discs or even the spinal cord itself; these injuries are best considered as separate entitities as the prognosis and management is more specific and defined. 



8.61
Following acute whiplash injury, a study of 201 patients demonstrated that there is better pain reduction at six months for those who resume normal activities immediately than for those who remain off work and immobilized with a cervical collar for the first two weeks. There is no evidence that whiplash accelerates the progression of degenerative changes in the cervical spine. 



8.62
There is significant evidence that the pursuit of compensation has an adverse effect on the outcome following whiplash. The change in the system of compensation in Saskatchewan, Canada to a no-fault compensation approach on 1 Jan 1995 resulted in a considerable reduction in morbidity from whiplash. The reduction in time to settlement from an average 433 days to 194 days was associated with an identical reduction in duration of symptoms. 



Cervical Spondylosis 



8.63
Cervical spondylosis is a non-specific term describing any degenerative condition of the cervical spine, including the vertebrae, intervertebral discs and surrounding soft tissue. Neck pain is a common symptom. Besides the mechanical pain associated with degeneration, pain and disability can be caused by compression of the spinal cord or nerve roots. Surgery may be a treatment option in some of these cases. There are two main symptomatic groups of concern with patients. Those with radiculopathy have pain associated with the distribution of one or more cervical nerve roots, with associated weakness and reduced reflexes. Those with myelopathy have damage to the spinal cord with associated spasticity and/or weakness in the lower limbs and may have ‘numb and clumsy hands’. 



8.64
As many as 12 percent of women and 9% of men experience pain in the neck at any one time, and 35% of the overall population can recall an episode of neck pain. 80% of a population of industrial and forestry workers had a history of neck stiffness with arm pain. In a group of male workers in a broad spectrum of jobs 51% had a history of neck pain while 5.4% had spent some time of work as a result. Imaging is not always indicative of significant lesions. 16-26% of asymptomatic patients were found to have significant cervical spinal cord impingement on MR scans and 15% have root or cord compression. Over half the population in middle age have radiological or pathological evidence of cervical spondylosis. Similarly, 20% of clinically significant lumbar disc herniations may appear normal or with only spondylotic changes on MR scan (see below). The majority of symptomatic cases will not progress to significant disability and some individuals who are significantly disabled will remain static or improve without treatment. The mean duration of pain in one study was 28-40 months with a range of 5-120 months. There is evidence that surgery may contribute to long-term accelerated degeneration of the adjacent structures as well as the site of surgery. 



8.65
In a community based 15- year study, the annual age-adjusted incidence of cervical radiculopathy per 100,000 was 107.3 for males and 63.5 for females, reaching a peak of 202.9 in the age group 50-54 years. Of 561 patients with cervical radiculopathy, physical exertion or trauma preceded symptoms in only 14.8% of cases, and confirmed disc protrusion was responsible for symptoms in only 21.9% of cases. The condition recurred in 31.7% of patients over a 4.9 year period. Spontaneous improvement within 4.9 years was reported in 74% of patients. At the end of the study, 90% of patients were either asymptomatic or only mildly incapacitated by their symptoms. In most cases with pain, activity modification, neck immobilization, isometric exercises and medication will result in significant improvement. Where pain is the main feature, manual therapy (low velocity passive movements within the normal range rather than high velocity low amplitude manipulation) is considered better than physiotherapy or pain relief. Mobilisation and or manipulation when combined with exercise have short and long-term maintained benefits for subacute or chronic mechanical neck disorders. The evidence did not favour manipulation and/or mobilisation done alone and neither was superior to the other. There was insufficient evidence available to draw conclusions for neck disorder with radicular findings. There appears to be little scientific evidence for the effectiveness of multidisciplinary biopsychosocial rehabilitation compared with other rehabilitation facilities for neck and shoulder pain. 



8.66
A systematic review revealed relatively strong evidence supporting the effectiveness of proprioceptive exercises and dynamic resisted strengthening exercises of the neck-shoulder musculature for chronic neck disorders. There was no evidence identified to support the effectiveness of group exercise, neck schools or single sessions of extension-retraction exercise. In those with minor non-progressive neurological symptoms simple neck immobilisation will result in improvement in 30-50% of cases. A number of factors affect prognosis. Deterioration is more likely in females and those with significantly more cervical mobility. Worse prognosis is also associated with older patients, significant disability at presentation, cord diameter, cord area, altered cord signal on MRI and a congenitally narrowed spinal canal.



8.67
The outcomes for surgery in mild cases show little or no advantage to surgery over physiotherapy or soft collar treatment. Although there may be significant improvement in pain, limb paraesthesia, sensory loss and disability at 3-4 months, no difference was found at one or two years, while some studies show gait scores and the score of daily activities were better in conservatively treated patients. The studies available do not show reliable evidence on the effects of surgery and it remains unclear whether the short-term risks of surgery are offset by any long-term benefit.



8.68
Fire-fighters are expected to wear helmets and undergo significant physical stress. Although there is no evidence that this will cause early degeneration in the cervical spine, it is likely to exacerbate symptoms associated with degeneration with associated risks to health and safety. Applicants for fire-fighting service with signs or symptoms considered advanced for their age should only be accepted if supported by both a specialist report and a consultant occupational physician. Any history of radiculopathy or myelopathy will be associated with a significant risk of recurrence or degeneration; applicants should not therefore be accepted with this history. 



8.69
Because of the widespread nature of the disease, asymptomatic individuals and individuals with minor symptoms associated with general degenerative disease who are already serving should be considered fit for active fire-fighting duties. It is important to differentiate between those with findings considered normal for their age and those with advanced disease or clear signs of neurological sequelae. A judgement will be required where individuals have significant symptoms of degeneration particularly with associated ankylosis. Individuals with specific signs or symptoms of radiculopathy or myelopathy should however be assessed very carefully with advice from a specialist, although the widespread belief that patients with radicular symptoms will eventually develop overt myelopathy is not based on good evidence. Where early improvement of symptoms is noted, a return to active duty should be anticipated. Where symptoms fail to resolve after a year or so, the likelihood of a return to active fire-fighting is lower.



Lumbar spine 



8.70
Low back pain is one of the commonest presenting symptoms in occupational medicine. Six percent of the population report constant disabling back pain over the past 12 months and 49-80% will have back pain at some time in their life. The lifetime prevalence of  ‘sciatica’ is 4-5%. There are major psychosocial factors affecting the presentation, course and prognosis of back pain and these frequently complicate rehabilitation and make ill health retirement decisions difficult. 



History and Diagnosis 



8.71
Medical Advisers will have to rely heavily on the history. It is common for the history to differ significantly on separate occasions, particularly if clinicians do not have a standard process or proforma to follow. It is essential to exclude ‘red flag’ symptoms in every case, and it is useful to identify ‘yellow flags’ early so these can be addressed before they interfere significantly with rehabilitation. Although identifying the cause may be difficult it is important to be proactive in health and safety, to avoid further injury to this individual or others, and for medico-legal reasons. 



It is also important to ensure that the cause suggested is reasonable. There must be a legitimate mechanism likely to lead to back pain. For example, a direct blow to the back (such as falling backwards in the supine position) is very unlikely to lead to disc lesions unless there is major trauma to other vertebral structures. Most individuals with back pain are capable of working normally and most back pain symptoms recover quickly. In most cases specific treatment is not just unnecessary but can be harmful because it may cause worry and it may lead individuals to expect medical personnel to effect a cure rather than waiting for the natural healing process to take place. Medical advisers must therefore be confident in assessing low back pain so they can reassure, and identify those few individuals who may benefit from a workplace rehabilitation programme, specific workplace treatment such as physiotherapy, or referral to a specialist clinician for advice or treatment. A number of guidelines have been developed to assist clinicians in this process, and the Faculty of Occupational Medicine guidelines should be the mainstay of assessment and management of low back pain in the workplace. 



8.72
Patients present with symptoms, but with few signs, most of which are subjective. They rarely present with diagnoses, although when they do, these diagnoses are often incorrect. Although specific conditions are discussed below, in many cases a diagnosis will not be made, and Medical Advisers will have to base decisions largely on presenting history, symptoms and signs. 



Applicants with a History of Back Pain 



8.73
Back pain is very common, and most applicants for the Fire and Rescue Service will have had some back pain in the past. Provided the episode of back pain was short lived, and led to little or no time off work or the individual remained able to participate in normal activities there should be no cause for concern. Where the individual had more than six weeks off work, or was unable to participate in normal sport or recreational activities, a very careful history should be taken, with a supporting assessment by a specialist if there is any concern that there is an underlying problem that may be physical or psychological. 



8.74
In applicants with a history of lumbar disc herniation it is the impact of symptoms that is important; this reflects the psychosocial as well as physical liability to future back problems. A history of absence from work for more than six weeks is a critical factor in determining future sickness patterns. In general, if the episode was five or more years ago and the individual has been undertaking normal physical activities since, they should be considered fit for fire-fighting. 



Does Fire-fighting Cause Degenerative Disease in the Spine? 



8.75
It has long been thought that physical activity leads to degenerative disease in the spine. Individuals may therefore claim that the degenerative disease in their backs has been caused by service as a fire-fighter. There is evidence that significant acute injury to the spine may be caused by a specific incident at work, particularly when there is clear evidence of acute trauma at the time. A fire-fighter in these circumstances would be expected to have attended for acute medical care either as a result of back pain or as a result of other trauma, with demonstrable signs and symptoms of an acute injury. There is, however, evidence that moderate or mixed physical loading results in the least pathology to the spine; symmetric disc degeneration is associated with sedentary rather than active work, while vertebral osteophytes are related to heavy work. Back pain, rather than back pathology, is however related to more active work. 



8.76
There are many studies that demonstrate a clear link between physical workload, including frequent bending and twisting, and low back pain but there is no evidence in most studies linking this work to degenerative conditions in the spine. One study in Dockers who are undergoing constant heavy manual work shows a link to degenerative conditions, although there is no evidence that a transfer to light duties slows the process of degenerative disease. Fire-fighting does involve heavy manual work at times, but would be best described as ‘mixed physical loading’ and therefore represents the optimal activity for the spine. 



Recovery and Rehabilitation 



8.77
A number of factors affect the rate of recovery and rehabilitation besides the underlying physical cause. Individuals intending to litigate or in the process of litigation experience a much slower recovery. For this reason a number of rehabilitation clinics are reluctant to take litigants because they do not respond to treatment. Smoking is also related to a slower recovery, as are a number of other psychosocial factors. The main factor against successful rehabilitation is the development of illness behaviour and external factors reinforcing this behaviour, where secondary gain may be a key aspect. The effect of a spouse can be very significant when illness behaviour is supported, and others such as workplace colleagues can also have a major impact in encouraging illness behaviour and reinforcing potential secondary gain. Although well-meaning, this may lead to a situation where the cause of an individual’s pain is the reinforcing behaviour from spouse or colleagues rather than any initial injury. 



8.78
Where the individual is caught in a ‘downward spiral’ of inappropriate coping mechanisms and illness behaviour, it can be extremely difficult to introduce a successful rehabilitation programme without a significant change to disrupt the spiral. One factor that may achieve this change is the clear statement that the individual is either not eligible for ill-health retirement because the condition is not permanent, or that there is insufficient evidence to support an injury on duty award. Great care must be taken in analyzing the history, mechanism of potential injury and evidence to support your assessment, in order to avoid further reinforcing illness behaviour. 



What Treatments should be tried before making a Final Decision? 



8.79
Lumbar supports may be advocated and are often used for low back pain. There is evidence that shows they are no better than other forms of treatment for primary prevention, and no evidence that they are effective in secondary prevention. The results may be affected by poor compliance overall in the various studies and more, better, studies are needed. Spinal manipulative therapy is often advocated, either through a physiotherapist, chiropractor or osteopath. Studies of its use in acute or chronic low back pain have shown that it is no more effective than analgesia, other physical therapies, exercises or back school, and the profession of the manipulator did not affect outcomes. It is not superior to other forms of treatment but may have a part to play in managing some individuals, particularly if they are known to respond well to this treatment. 



8.80
The use of ‘work conditioning’ programs has been shown to be effective in treating chronic back pain but not acute back pain. These programs combine intensive physical training that includes aerobic capacity, muscle strength and endurance and coordination, in a process that is work related, with cognitive behavioural therapy. Other treatments are covered below under the specific condition. The first line treatment from GPs should be analgesia with physiotherapy following the FOM guidelines or the guidelines from the Royal College of General Practitioners. Although treatment itself is not within the remit of the occupational physician, the evidence base behind various treatments is covered to enable the Medical Adviser to decide whether all options have been explored before definitive decisions on future employability are made. 



Fairbank-Hall Classification of Low Back Pain 



8.81
One useful system of classification that has been validated was first proposed by Fairbank and Hall. It is outlined below: 



Simple or non-specific low back pain 



8.82
Attacks occur acutely, with or without obvious precipitating events. Precipitating events may be relatively minor and it is not always helpful to dwell too much on this aspect of the history. The patient’s view of what led to the pain may be subjective and is often related to occupational factors although in practice sport, DIY or other home factors are frequent causes of acute low back pain. The pain is generally limited to the lumbar spine and adjacent muscles. There may be some pain referral to buttocks and the back of the thighs, but pain is not felt below the knee. Many patients will describe their symptoms as ‘sciatica’ but this is not a useful descriptive term for referred pain that is classically confined largely to the lower back with radiation limited to above the knee. Pain tends to be worse when sitting and improves with activity. 



8.83
Ninety percent of acute low back pain attacks settle within six weeks, regardless of treatment. Individuals may spend considerable amounts of money on private treatment that is not always necessary. Bed rest should not be prescribed, although individuals may feel so acutely disabled they require bed rest; in these circumstances it should be limited to 3 days. Analgesia and physical treatments are both useful and because of the short duration of symptoms, any intervention will, or will be perceived as having, a good effect. There is moderate evidence that multidisciplinary rehabilitation is effective in treating sub-acute low back pain and a workplace visit and close liaison with occupational health providers increases effectiveness. These interventions may not prove cost-effective and more research is needed. Although these attacks are self-limiting they may be recurrent. This does not imply an underlying defect or problem even though individuals may state they have a ‘weak back’ or a ‘bad back’. 



Chronic Back Pain or Mechanical Back Pain 



8.84
There is no clear distinction between acute, simple back pain, and chronic back pain. Those with chronic pain tend to have persistent underlying pain or discomfort with occasional acute exacerbations. Some of these individuals have definitive signs from imaging tests that demonstrate degenerative disease within the lumbar spine, although most individuals with signs of degeneration of the spine in imaging tests are asymptomatic. The distribution of pain is similar to that of simple back pain, predominantly in the lower back with some buttock and thigh radiation. Referred pain classically varies in distribution with intensity, being felt further down the leg the more severe the pain (‘thermometer pain’). This history helps distinguish referred pain from root pain. It is not helpful to regard chronic back pain as a purely physical ailment. It is best considered in terms of a biopsychosocial model as described by Waddell, with complex interactions between physical symptoms, mood, and illness behaviour. The relevance of all three is very important in determining long-term prognosis. 



8.85
The older fire-fighter will inevitably develop a number of psychological issues with shift work, family commitments, having to accept that they are less physically able as they become older, and having to cope with the normal musculoskeletal aging process. These issues may well reinforce the symptoms of low back pain and need to be considered as an integral part of the management of chronic back pain in the older fire-fighter. Physical treatment is in many cases unsuccessful because of the multimodal nature of the illness. Acupuncture has not been shown to be effective, nor has TENS although the lack of standardization in its use may have hampered researchers. Advice to stay active has small beneficial effects when used without other forms of treatment. 



8.86
Psychological rehabilitation particularly using treatment programmes such as cognitive behavioural therapy is effective. Multi-disciplinary rehabilitation such as functional rehabilitation and pain management is also effective, and the use of back schools in the occupational setting (such as the Penrith rehabilitation facility for fire-fighters) is thought to be effective. Permanent disability in individuals with chronic back pain is not therefore automatic, and many will make a good functional recovery. Some individuals may have a psychological barrier to returning to active fire-fighting, but most of these should be capable of redeployment to more predictable employment that can include significant physical work. 



Nerve Root Pain 



8.87
In these patients, the predominant symptom tends to be pain in the leg or legs with a dermatomal distribution. This is classic ‘sciatica’. Nerve root Location of symptoms 


· S1 Posterior calf and lateral side and sole of foot 



· L5 Lateral calf and dorsum of foot 



· L4 Medial calf 



· L3 Anterior thigh just above knee


There may initially be more back pain than leg pain, however in most cases after a few weeks or months the leg pain takes over as the most important symptom for the patient. It is not generally possible to distinguish between pain from lateral recess stenosis and pain from disc herniation on clinical assessment although a careful history may differentiate between them. Pain must be distinguished from numbness which is a ‘red flag’ symptom. Always ask about saddle numbness and incontinence to exclude cauda equine syndrome which is a surgical emergency. Root pain may co-exist with referred pain, while in many cases root pain is felt in isolation with no back pain. Many of the psychosocial issues described above under chronic low back pain are just as relevant to nerve root pain. The majority of individuals with nerve root pain, including those where disc prolapse is identified as the most likely cause, will recover in time and a complete resolution of symptoms is the expected outcome. 



8.88
Non-surgical treatment is not particularly successful. There is no evidence that bed rest, advice to stay active without other forms of treatment, traction, TENS, wearing a brace or corset, or manipulation is more successful than placebo in treating nerve root pain. Epidural steroids may produce short-term relief but no long term functional benefit. Treatment should therefore be holistic and multi-disciplinary with the expectation of gradual recovery with time. Exercises do not appear to be specifically beneficial in treatment but may be helpful to increase the return to normal daily activities and work. Few individuals should be permanently unfit for fire-fighting, so any decision on permanent disability should only be made after all appropriate treatment options have been pursued, and you have specific advice to this effect from a specialist with expertise in spinal problems. 



Neurogenic Claudication 



8.89
In these patients, the leg pain is provoked by standing or walking, and resolves when they sit or lie down. The underlying condition of spinal stenosis may require nerve root blocks or surgery to relieve symptoms, but a third of patients will improve spontaneously. 



Unclassifiable 



8.90
Where symptoms are unusual, are not relieved by postural change or include rest pain or pain at night, these individuals may have a tumour or infection, an isolated fracture secondary to osteoporosis or steroid use, or psychogenic pain. This group includes a number of ‘red flag’ signs and symptoms as well as most ‘yellow flag’ symptoms. 


Causation 


8.91
Acute low back pain tends to follow fairly soon after an event or after trauma. There is often a delay of one to three days before pain ensues, but rarely longer. Annular tears are not always painful, but when pain does arise it is usually within two weeks of injury. Longer delays would need a convincing explanation such as distracting fractures elsewhere. Root pain, or pain related to disc degeneration may be delayed for much longer. 



Lumbar Disc Herniation 



8.92
Lumbar disc herniation is common. At least 20% of individuals under the age of 60 have asymptomatic lumbar disc herniation seen on MRI and this number increases above this age. After one year, 60% of symptomatic patients were pain free, and remained pain free at 10 years, while of the small group treated with surgery, 92% were pain free at one year but this reduced to the same level of 60% at four and ten years. Of those with some pain, a return to work can be expected and 90% of both groups had returned to work after four years. It is important to appreciate that most studies include a subjective element and ‘work’ is not usually well defined. It is likely that fewer would have returned to heavy manual work. 



8.93
Classic disc herniation occurs when the nucleus pulposus extrudes through and outside the annulus. This process is unlikely to occur in one single event, as there are twenty rings of fibres in the annulus running obliquely, with the fibres in each layer running in the crosswise direction of the adjacent layer. It is thought that the process of herniation is gradual, with the nucleus pulposus penetrating progressively further probably as a result of sequential insults over time. It is then possible for a relatively small insult such as a sneeze to produce the final rupture of the outermost fibrous ring and produce acute symptoms for the first time. There is a nerve supply to the outer layer of the annulus, so incomplete annular tears may be painful, without any herniation. This may lead to acute or chronic back pain without any root symptoms. Although acute pain can be related to the tear in the annulus that precedes herniation, remaining symptoms are related predominantly to pressure on nerve roots. Chronic pain may come directly from damaged or degenerative discs. Sciatica caused by disc herniation is diagnosed by the classical signs of root pain (see above) combined with a similar radicular distribution of paraesthesia or numbness, a significantly reduced straight leg raise and a radicular distribution of any other neurological signs (power, reflexes, wasting). 



8.94
Lumbar disc herniation is not in itself a problem that should limit fire-fighting capability. Those who are symptomatic but able to continue with active fire-fighting should be allowed to do so. Where pain is the predominant symptom, it is reasonable to consider this aspect in isolation. Both low back pain and sciatic pain reflect cortical stimulation rather than a disease process in the lower back and are not necessarily proportional to the physical and inflammatory process in the lower back itself. Pain may be a very real problem for the individual but does not necessarily imply risk or harm from continued activity. As above, most individuals can expect a recovery within a year sufficient to allow a return to normal duties. A small number will go on to have recurrences. Of those who have a second episode of sciatica, 90% will recover but 50% will have a recurrence of symptoms, while after a third episode, 90% will recover but almost all will have recurrent episodes. Individuals who fail to make a good recovery, or in whom symptoms return, may have problems with calcified disc remnants which may also become dislodged within the spinal canal, and should therefore be investigated with MRI. Individuals with more than one episode of sciatic symptoms are at significant risk of further symptoms through active fire-fighting. Applicants should not be recruited and fire-fighters should be carefully assessed after a second episode and redeployed/retired after three separate episodes of sciatica unless clear supporting advice from a spine specialist is acceptable to the Medical Adviser and the Service. 



Laminectomy, Discectomy and Microdiscectomy 



8.95
Surgical treatment for disc herniation associated with sciatica has seen a significant improvement in technique over the past twenty years. The operating microscope is replacing other procedures as the treatment of choice, and the change in terminology merely reflects a change in tools rather than a different procedure. The reduction in size of incision and the more accurate approach possible with the operating microscope has reduced morbidity, shortened recovery times but not had a major impact on outcomes. A 70-95% success rate can be expected from discectomy. Success is a combination of pain relief and functional improvement, and is largely subjective. It also depends on the parameters measured and the occupation of the individual; successful return to a desk job does not equate to successful return to active fire-fighting. Fire-fighters have successfully returned to operational fire-fighting duties; however a number have been unable to sustain this level of work for more than a few years. 



8.96
There is no evidence that rehabilitation treatment starting immediately after surgery is effective, however there is strong evidence that treatments starting four to six weeks after surgery are effective. Intensive exercise programs are more effective than mild exercise programs in speeding a return to work but there is no difference in long-term outcomes. There is no evidence that patients need to have their activities restricted after first-time lumbar disc surgery, after an appropriate delay and rehabilitation. Applicants for the Fire and Rescue Service with a history of microdiscectomy are at slightly increased risk of developing long-term problems as a part of the normal degenerative process, not specifically because of the physical nature of the job, and should therefore be very carefully assessed before advising on employment. Serving fire-fighters may, after a good recovery and on the advice of a spinal surgeon, return to active duties. They may develop symptoms of mechanical back pain over time that requires redeployment. A history of more significant surgery such as cage fusion represents a high risk in active fire-fighting. There is as yet little evidence on the long-term outcomes for newer procedures such as disc replacement surgery; individual assessment should in these cases be combined with expert advice from a spinal surgeon. 



Spondylolisthesis 



8.97
Spondylolysis, a fracture of the vertebral arch (usually a stress fracture in those under 40 rather than following a single traumatic event), is present in 9% of the population. In some individual’s spondylolisthesis, a displacement of the vertebral body may occur. In older people, it usually occurs at L4/5 in association with disc degeneration and spondylolysis. Individuals are not at increased risk of trauma to the spine. The background incidence of pain in spondylolysis and spondylolisthesis is no different to that of the normal population. Any decision on spondylolisthesis depends on symptoms and the degree of displacement. An expert opinion should be sought before advising on employability. 



Spina Bifida 



8.98
The incidence of spina bifida in Great Britain is approximately 3 per 100,000 live births. There is a wide variation in the severity of the condition. Spina bifida occulta may be found incidentally and the condition may be completely asymptomatic. Any decision to recruit depends entirely on symptoms and functional capability. 



Inflammatory arthritis 



8.99
Many of these conditions including rheumatoid arthritis, psoriatic arthritis, polyarthritis and ankylosing spondylitis are seen in young people and generally lead to chronic pain and mobility problems. Heavy physical work is likely to exacerbate the condition. Individuals with these conditions are therefore very unlikely to be suitable as recruits. Fire-fighters who develop these conditions should be individually assessed, and any decision on redeployment/retirement should by guided by expert opinion. 
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CHAPTER 9


ENDOCRINE DISORDERS


Introduction 



9.1
Diabetes is a common disorder and is covered below. The clinical presentation, treatment and outcome are covered in detail to enable Medical Advisers to make an informed risk assessment of both acute and chronic issues in individual cases. Thyroid disease is also relatively common, particularly among women. Hyperthyroidism can pose significant problems, while hypothyroidism is generally well controlled by replacement treatment. Other endocrine disorders are much rarer. An individual risk assessment should be conducted in every case, with supporting evidence from specialists. Medical Advisers should consider in particular the risks of sudden incapacity either because of the condition or because of treatment. 



Diabetes mellitus 



9.2
Diabetes has an overall prevalence of about 3% in the United Kingdom, though the rates are much higher in certain groups – notably Asian immigrant populations, the elderly, and those from socio-economically deprived areas. The disease has a serious impact on mortality and morbidity because of its association with long-term small and large blood vessel disease. It is the most expensive single disease in health care costs, consuming about 10% of the UK National Health Service (NHS) budget. 



Classification 



9.3
The terms ‘type 1’ and ‘type 2’ have now replaced those of ‘insulin-dependent diabetes mellitus’ (IDDM) and ‘non-insulin-dependent diabetes mellitus’ (NIDDM) respectively. Type 1 diabetes predominantly affects the young and is characterised by auto-immune beta-cell destruction. These patients have effectively no endogenous insulin secretion, and are dependent on externally-delivered insulin for survival. Type 2 diabetes occurs in older individuals and is due to a combination of reduced insulin secretion and peripheral insulin resistance. Such patients are usually controllable initially on dietary adjustment alone, though later oral hypoglycaemic agents (OHAs) may be needed, and often eventually insulin. In Europe, about 15% of the total diabetic population have type 1 disease, and the rest have type 2 diabetes. The incidence of type 1 diabetes in the UK is about 20/100,000 per year. 



9.4
Nowadays, a large number of type 2 diabetic patients are on insulin treatment, and from an occupational point of view it is often more useful to classify patients as ‘insulin-treated’ (i.e. type 1 plus type 2 on insulin) and ‘non-insulin treated’. The most important diabetic complication from a work point of view is hypoglycaemia, and this is almost always (though not exclusively) associated with insulin treatment. 



Diabetic complications 



9.5
These can be divided into acute and chronic. Acute complications are those of metabolic decompensation – hypoglycaemia, ketoacidosis (DKA), and hyperglycaemic non-ketotic coma or pre-coma (HNK). DKA occurs almost always in type 1 diabetes, and HNK in type 2. Hypoglycaemia will be dealt with separately later, because of its important relation to hazardous occupations. Chronic diabetic complications are due to either large or small vessel damage. Large vessel disease (macroangiopathy) comprises coronary artery disease, cerebrovascular disease, and 



peripheral vascular disease. The major cause of death in diabetes is coronary artery disease, which carries 2 to 4 times the mortality risk than in non-diabetic individuals. Small vessel disease (microangiopathy) affects predominantly the eyes (diabetic retinopathy), the kidneys (diabetic nephropathy), and the peripheral nerves (diabetic neuropathy). 



Retinopathy 



9.6
Retinal changes include microaneurysms, haemorrhages, exudates, macular oedema, and new vessel proliferation (with a risk of bleeding). Retinopathy occurs in both type 1 and 2 diabetes. In the early stages this will be an incidental finding on fundoscopy. However some effect on visual acuity may occur during the pre-proliferative stages as haemorrhages and cotton-wool spots appear, and proliferative retinopathy often results in significant visual impairment. Visual acuity standards for fire-fighting will restrict most individuals with proliferative retinopathy to non-operational duties. 



9.7
In older onset individuals with type 2 diabetes there is a higher initial prevalence of retinopathy, with 39% of men and 35% of women having some retinopathy in at least one eye on diagnosis. In type 1 disease, retinopathy is rare before 5 year’s duration of disease, but rates rise thereafter (dependent on glycaemic control). Some degree of background retinopathy may be present in most diabetic subjects by 20 years duration. Proliferative retinopathy and maculopathy are the most important forms of retinopathy as they can reduce visual acuity and threaten sight. Some degree of these complications can be present in up to one-third of diabetic patients by 14 years disease duration. 



9.8
Treatment of proliferative retinopathy with laser photocoagulation is very successful at slowing the disease progression, but cannot reverse the visual loss. There is a 50% reduction of severe visual loss at two and five years in those with high risk factors and a 70% reduction in those with moderate risk. Severe visual loss is defined as an acuity of 1/60 or worse. High risk factors are new vessels at the disc covering at least a quarter of the disc area, new vessels at the disc with vitreous or pre-retinal haemorrhage, or new vessels elsewhere greater or equal to half the disc area with vitreous or pre-retinal haemorrhage. Full pan-retinal photocoagulation can reduce visual fields by 40-50% bringing individuals below DVLA standards for Group 1 driving. 



Nephropathy 



9.9
Diabetes-related renal disease affects about one-third of patients, though the severity is very variable. Although in many cases there is little direct occupational relevance of diabetic nephropathy its presence is an indicator of overall disease severity. Nephropathy risk rises up to about 15-20 years of disease duration, after which rates remain stable. As well as disease duration, glycaemic control affects the risk of nephropathy developing, but there is also familial clustering suggesting genetic susceptibility. Nephropathy is characterised by initially intermittent followed by persistent proteinuria in the absence of other non-diabetic causes. Retinopathy is almost invariably present. Later, renal function declines, leading eventually to end stage renal failure. The natural history can, however, be very long, and many patients die of cardiovascular disease before dialysis or transplantation is necessary. 



9.10
Treatment of nephropathy includes optimising glycaemic control, strict blood pressure control, and the use of angiotensin converting enzyme (ACE) inhibitors, or angiotensin receptor blockers. These drugs have a reno-protective effect separate from their action on lowering blood pressure. These therapeutic strategies delay progression to end stage renal failure, and are also effective in patients with microalbuminuria. Microalbuminuria is a pre-clinical phase of diabetic renal disease, when urine protein excretion is abnormal, but not sufficient to cause dipstick-positive proteinuria (levels are about 30-300 mg/l). 



Neuropathy 



9.11
About 30-50% of diabetic patients have some degree of peripheral nerve damage. This is usually a symmetrical distal sensory loss, but many other patterns can occur. These include sensori-motor, motor (e.g. amyotrophy), mononeuritis simplex and multiplex, spinal radiculopathies and autonomic loss. The latter can cause a variety of syndromes including nocturnal diarrhoea (‘diabetic diarrhoea’), profuse vomiting (gastropathy), sweating, bladder dysfunction and erectile impotence. Sensory neuropathy can sometimes be painful, which can be difficult to treat. Drugs such as tricyclic antidepressants, carbamazepine and gabapentin can help as well as good glycaemic control. Some of these patients however are resistant to treatment, and may continue with long-term debilitating symptoms. 



9.12
Besides being an indicator of other disease processes, neuropathy can have a significant occupational impact. This may include a reduction in fine motor skills and reduced positional awareness leading to balance problems when visual mechanisms are impaired (such as in dense smoke). Sensory loss may also facilitate secondary damage to peripheral tissues and is a common complication in individuals with long-term diabetes; avoidance of occupationally-related trauma is important in these circumstances. 



Glycaemic control and complications 



9.13
In the last decade, 2 major studies (one in type 1 and the other in type 2 diabetes) have confirmed the long-held belief that good blood glucose control reduces complication risk. The Diabetes Control and Complications Trial (DCCT) was a US study in type 1 diabetes, published in 1993. The United Kingdom Prospective Diabetes Study (UKPDS) was a similar trial in type 2 diabetes, reported in 1998. Both studies utilised measurement of whole blood glycosylated haemoglobin (HbA1c) as the ‘gold standard’ parameter of glycaemic control (HbA1c reflects mean glycaemia over the proceeding 2 months). Coincidentally, the intensively controlled group in both the UKPDS and DCCT studies had a mean HbA1c of about 7.0%. The non-intensively controlled groups had mean HbA1c levels of 8.0% in the UKPDS (type 2), and 9.0% in the DCCT (type 1). Long-term surveillance in both studies showed significant separations in complication development, strongly in favour of the ‘tightly’ controlled cohort. 



9.14
In the UKPDS study, the intensively controlled group had a 10% reduction in diabetes related deaths, a 6% reduction in all-cause mortality, and 15% reduction in microvascular complications. There was an insignificant reduction in large vessel disease. This study also showed the benefit of tight (<140/85) BP control; a 32% reduction in mortality, 44% reduction in stroke, and 37% reduction in micro-vascular disease. The DCCT study demonstrated in their intensively controlled group a 34% reduction in retinopathy, and 60% reduction in nephropathy. Again large vessel disease prevalence was not affected. Both studies achieved these results over an approximate 10 years of follow-up. 



MODERN DIABETIC TREATMENT 


Oral agents 



9.15
Relatively few patients are nowadays on dietary treatment alone. The range of available drugs has greatly increased in recent years: 



• Sulphonylureas (e.g. gliclazide, glibenclamide, etc) 



• Biguanides (metformin) 



• Glucosidase inhibitors (acarbose) 



• Insulin secretagogues (repaglinide, netaglinide) 



• Thiazolidinediones (pioglitazone, rosiglitazone) 



Sulphonylureas and metformin remain the commonest oral agents, but the recently introduced ‘glitazone’ drugs (pioglitazone and rosiglitazone) are in increasing use. They work by increasing insulin receptor sensitivity, and can be very effective. The insulin secretagogues are also relatively new, and act similarly to sulphonylureas (increasing pancreatic insulin secretion), but are relatively little used. Acarbose has been available for some time, but its use is limited by significant gastro-intestinal side-effects. From an occupational point of view the important oral hypoglycaemic agents (OHA) are those which may directly cause hypoglycaemia. These are the sulphonylurea group, and the insulin secretagogues. 



Insulins 



9.16
Twice-daily mixtures of short and intermediate-acting insulins remain popular – usually given as a 30/70 mixture (e.g. Mixtard 30, Humulin M3). However, there is more flexibility with a multiple (usually 4) daily injection system and this is appropriate for shift workers and/or those with unpredictable and potentially hazardous occupations, such as fire-fighters. Important recent additions to the insulin formulary are the insulin analogues, or ‘designer insulins’, where the amino acid chain of the insulin molecule has been altered to affect absorption characteristics. The short-acting insulin analogues (Lispro and Aspart) mimic more closely physiological insulin secretion post-prandially. The long-acting analogue Glargine has a smooth 24 hour absorption profile. 



9.17
Analogues do not usually improve overall glycaemic control as measured by HbA1c levels, but they have been shown to reduce hypoglycaemic episodes – particularly post-prandially (Lispro and Aspart), and nocturnally (Glargine). They are therefore potentially important advances from an occupational viewpoint. Achieving good control on insulin Good glycaemic control on insulin treatment requires the following: 



• Motivation and education 



• Structured care 



• Regular blood glucose self-monitoring 



• 2-4 daily injection regimens 



Achieving good control is however a double-edged sword. Though there are definite long-term benefits of protection from complications, there is also an increased hypoglycaemic risk (2-3 times the ‘non-intensive’ group in the DCCT study). However, such hypoglycaemic excess in reported studies are mean effects, and inside these groups (and indeed in clinical practice) are a number of individuals who do succeed in achieving excellent glycaemic control with no hypoglycaemia. 



Hypoglycaemia 



9.18
Hypoglycaemia usually results in symptoms when the blood glucose is below 4.0mmol/l. Symptoms are generated both by catecholamine release and reduction in glucose to the brain. Adrenergic signs and symptoms are pallor, anxiety, sweating, tachycardia, nausea and hunger. Low brain glucose levels results in headache, blurred vision, cognitive impairment, and eventually collapse, fits and coma. Significant changes in brain function have been found to occur at plasma glucose concentrations of less than 3.0mmol/l. Hypoglycaemia in diabetes occurs in patients on insulin or sulphonylurea (including the new secretagogues) treatment. Other medications do not cause hypoglycaemia, though when added to insulin or sulphonylureas, they may increase the risk. Attacks of hypoglycaemia are considered ‘mild’ if they can be self-corrected and ‘severe if they need third party assistance. 



9.19
Risk factors for hypoglycaemia include poor education and compliance, erratic dietary habits, exercise (especially when brisk and unpredictable), alcohol, renal failure, and intensification of treatment. In both the DCCT and UKPDS studies there was a two to three times increase in severe hypoglycaemic episodes in the intensively treated groups, compared to those on ‘routine’ therapy. This effect has been found in other studies. It remains to be seen whether intensification of control using the recently-introduced analogue insulins can reduce the attendant hypoglycaemic risks. 



9.20
A major problem increasing the hazard of hypoglycaemia in insulin-treated diabetes (and specifically type 1 diabetes) is ‘hypoglycaemia unawareness’ or ‘reduced hypoglycaemia awareness’. This is usually due to a reduction in the usual counter-regulatory hormone response to early hypoglycaemia, such that patients do not experience their usual premonitory warning signs (e.g. hunger, sweating, dizziness etc). This problem can occur in patients with long-duration type 1 diabetes, and also when glycaemic control is rapidly and significantly improved (though the degree of effect is variable). Frequent hypoglycaemia itself can lead to reduced awareness, and can be reversed by insulin-dose reduction to raise blood glucose levels and prevent hypoglycaemia. Whatever the mechanism, absent or reduced hypoglycaemic awareness is a significant problem, increasing the frequency of hypoglycaemic attacks and making them potentially 



more serious. 



9.21
Hypoglycaemia in type 2 diabetes may be due to sulphonylurea or secretagogue drugs or insulin, depending on the therapy used by an individual patient. Attacks are much less frequent than in type 1 diabetes, even when insulin is used. In one study severe hypoglycaemia was 10 times less frequent in insulin-treated type 2 patients (even when undergoing intensification of treatment), compared with type 1 patients. This is an important point occupationally, since a number of diabetic fire-fighters have insulin-treated type 2 (rather than type 1) diabetes. For patients on sulphonylurea treatment, risks vary with the type of drug used. Chlorpropamide and glibenclamide appear to carry higher risks than the newer shorteracting drugs (such as gliclazide and glipizide). 



Diabetes and hazardous occupations 



9.22
Hypoglycaemia is the major problem affecting the safety of persons with diabetes in potentially hazardous occupations. Obviously, many other complications of diabetes will affect the capacity to work safely and effectively (e.g. reduced visual acuity due to retinopathy, stroke, myocardial infarction, amputation, etc), but these are generally easy to detect or screen for medically. The difficulty with hypoglycaemia is that its detection usually rests on self-reporting, unless witnessed significant attacks occur in the workplace. This also means that there is the possibility of deception on the part of the diabetic worker responding to medical enquiries. Hypoglycaemia in hazardous occupations has obvious dangers, both to the individual and his or her colleagues. In fire-fighting, the potential dangers are obvious, particularly during rescue operations at heights, and using breathing apparatus (BA). As previously mentioned, diabetic workers at risk are those on sulphonylureas, secretagogues or insulin. 



9.23
There is no risk for those on diet alone, or on treatment with non-sulphonylurea or secretagogue drugs (e.g. metformin, acarbose and glitazones). Hypoglycaemic risks are much greater for those on insulin compared with sulphonylureas, and amongst insulin treated diabetic persons the risk is greater with those with type 1 disease, than those with insulin-treated type 2 diabetes. Formulating guidelines for the safe employment of diabetic persons in the fire-fighting profession is difficult, as there is essentially no directly relevant evidence-base. There are, however, some studies involving other occupations, and particularly driving, which are worth reviewing. Studies of employment suggest that people with diabetes are no more likely than others to be unemployed. For those in work, there is an excess of time off due to sickness, but the excess is small or non-existent in those whose diabetes is well-controlled. A small excess of problems during shift work has been reported, but this study is now rather dated and has not been repeated. With modern multiple insulin injection treatment and sensible self-blood glucose monitoring, few insulin-treated diabetic persons experience significant problems with shift work. 



9.24
Motor vehicle driving has been studied in relation to diabetes-related hypoglycaemia. A study in Scotland of type 1 diabetic drivers revealed a crash rate of 5.4 per 100,000 miles driven, compared with 9.5 in a comparative non-diabetic group. A similar study on insulin-treated diabetic drivers in Belfast gave figures of 4.9 and 4.8 for the diabetic and non-diabetic groups respectively. Both studies showed no statistical difference between diabetic and non-diabetic crash rates. Similar negative results have been reported in 3 separate studies in the USA. Only one report has shown a slight excess of accidents in the diabetic group. Many of these studies are now rather dated, and have a number of design faults. However, the available evidence is that there is no convincing excess of accidents amongst diabetic drivers on insulin treatment. Accidents due to hypoglycaemia certainly do occur, but they are relatively infrequent, and are presumably offset by the majority of drivers acting in a particularly careful and responsible manner. 



9.25
The evidence-base concerning diabetes, employment and driving is thus limited and incomplete, but does not give definite evidence of a significant excess risk due to diabetes. Legislation in relation to diabetes varies widely. In the UK, diabetic persons on insulin cannot drive ‘Group 2’ vehicles (large goods vehicles and trucks, and large passenger-carrying vehicles). This excludes fire-fighters with insulin-treated diabetes from driving fire appliances, for example. In a number of countries however (notably many states in the USA), insulin treated drivers can drive trucks, provided there is supportive medical evidence. Even flying planes in the USA and Canada has recently been allowed for pilots on insulin, though a total ban remains in the UK and the rest of Europe. 


Guidelines for individual considerations 


9.26
In the light of the evidence and experience discussed above, Diabetes UK (formerly the British Diabetic Association (BDA)) and the American Diabetic Association both promote a policy of individual considerations for insulin treated diabetic drivers being considered for potentially hazardous employment (including fire-fighting). In 1996 the BDA produced the following guidelines for the acceptance of insulin-treated diabetic persons into potentially hazardous occupations. These were produced by the BDA Driving and Employment Working Party after considerable scrutiny of the literature, and in close consultation between diabetologists, occupational physicians and persons with diabetes. 



Diabetes UK Guidelines for Employment of Insulin-Treated Diabetic Persons in Potentially Hazardous Occupations 



9.27


• People must be physically and mentally fit in accordance with non-diabetic standards 



• Diabetes must be under regular (at least annual) specialist review 



• Diabetes must be under stable control 



• Diabetic persons must monitor their blood glucose and be well educated and motivated in diabetes self-care 



• There must be no disabling hypoglycaemia and normal awareness of individual hypoglycaemic symptoms 




• There must be no advanced retinopathy or nephropathy, nor severe peripheral or 
autonomic neuropathy 



• There must be no significant coronary heart disease, peripheral vascular disease or cerebrovascular disease 



• Suitability for employment should be re-assessed annually by both an occupational and diabetes specialist physician, and should be based on the above criteria. 



9.28
It can be seen that these criteria are strict and stringent, emphasise motivation and self-care, and support the involvement of both occupational physicians and diabetologists. The guidelines have been widely accepted, and have been used for the individual consideration of insulin-treated diabetic fire-fighters for operational duties. At present there are 63 fire-fighters in the UK with diabetes on insulin who are fully operational (including BA use). To date there have been no hypoglycaemia-related incidents in over 600 man-years of operational duties by insulin-treated diabetic fire-fighters. The Diabetes UK 1996 guidelines were also adapted for use by the UK Driver Vehicle Licensing Agency (DVLA) in 1999, when the licensing of C1 vehicles (small lorries and vans) for diabetic drivers on insulin was allowed by law. This system also has so far worked well. 



9.29
The guidelines are specifically for those on insulin, but can be adapted for non-insulin treated individuals with diabetes. Those on sulphonylureas or insulin secretagogues have a small risk of hypoglycaemia, and the guidelines should be broadly adopted. For those on diet only, or drugs not associated with hypoglycaemia (metformin, acarbose and glitazones), the 4th and 5th requirements can be omitted (relating to hypoglycaemic attacks and hypoglycaemia awareness, and the requirement for self-monitoring of blood glucose). The 8th requirement (joint annual assessment by occupational physician and diabetologist) can also be discretionary for those not on insulin. 



Coping strategies for diabetic fire-fighters 



9.30
The experience of the last decade, in which several diabetic fire-fighters on insulin treatment have been allowed to be fully operational (subject to assessment based on the above guidelines), has given useful insights into the specific coping strategies adopted by these individuals to safely maintain a normal work pattern. Different fire-fighters may use different systems, but there are some common methods used by most, which are listed below: 



• In depth knowledge of diabetes and self-care strategies 



• Commitment and motivation 



• Frequent and sensible self-blood glucose monitoring 



• The ability to react appropriately to particular blood glucose levels 


• Multiple insulin injection treatment – usually short-acting insulin 3 times daily and a 
medium or long-acting insulin at bed time 



• Use of analogue insulins (e.g. Lispro, Aspart, Glargine) which reduce hypoglycaemic risks 



• Available supply of short-acting and long-acting carbohydrate food on person 



• ‘Running high’ (in terms of blood glucose) on duty e.g. perhaps 4-10 mmol/l off duty, but 6-12 mmol/l on duty 



• Injecting short-acting insulin after a meal when on duty (in case of a ‘shout’ immediately after injecting) 



• Taking carbohydrate food in the appliance on the way to an incident. 



These techniques and systems of self-care can be usefully suggested or advised to fire-fighters recently treated with insulin who, after individual assessment as suggested above, are considered fit for operational duties. 



9.31.
Definite Prohibitions

In opposition to the above, there are some high-level safety critical roles where those with insulin dependent diabetes should still be excluded. These include emergency response (blue light) driving and deployments to areas where temperatures are considerably higher and/or medical facilities are significantly worse than those expected in the UK.


OBESITY 


Why obesity is important and needs assessment 



9.32
Obesity may affect : 



• the ability to wear personal protective equipment comfortably and effectively 



• mobility, both in confined spaces because of size and as extra stress on osteoarthritic joints of the hip and knee. 



• heat tolerance, although age, gender and individual characteristics are also important. 



• aerobic fitness although overweight and obese individuals are not invariably unfit. 



• the risk of co existing disease (coronary heart disease, cancers, stroke, sleep apnoea etc) which may lead to increased sickness absence, ill health retirement and incapacity whilst on duty. 



Prevalence 



9.33
Obesity has been described by the World Health Organisation (WHO) as a ‘worldwide epidemic’. It has been estimated that over 21% of both men and women were obese in 2000 and over 50% were overweight. A recent report by the Royal College of Physicians, Royal College of Paediatrics and Child Health and the Faculty of Public Health estimates that by 2020 one third of all adults will be obese. The importance of obesity and weight management in UK fire-fighters is therefore likely to become an increasingly important issue. Weight loss has been shown to reduce blood pressure, and weight reduction of 10lb/4.5kg can be expected to reduce blood pressure by nearly 4mmHg systolic and 3mmHg diastolic. 



DEFINITIONS, CLASSIFICATION AND MEASURES OF OBESITY 


Weight 



9.34
Weight is a poor measure of obesity as it fails to account for height. It remains however, easy to measure and is the most important indicator for individuals and is an easy way of roughly assessing the success of weight loss programmes. 



Body mass index 



9.35
The WHO and IOTF (International Obesity Task Force) definitions of obesity refer to body mass index. The values are for both adult men and adult women. Body mass index is calculated by measuring height and weight and calculating weight (in kgs) divided by height squared (m²):



BMI = weight/(height)² = kgs/m² 



			BMI Results:


			


			Obesity





			Underweight


			Normal


			Pre-obese


			Class I


			Class II


			Class III





			<18.5


			18.5-24.9


			25.0-29.9


			30.0-34.9


			35.0-39.9


			>40.0








There is good correlation between body mass index and percentage of body fat in large populations but the measure has limitations. These include the need to refer to tables for interpretation and the creation of errors and underestimation of BMI if the height is not measured accurately (errors are compounded by the squaring in the calculation). Highly muscular individuals may have high BMIs which reflect their body muscle not fat content. The significance of BMI at any one value may be influenced by ethnic origin with Asian populations having more associated co morbidities at lower BMIs than the corresponding Caucasian population. Thus it has been suggested that for groups other than Caucasians e.g. Asians, BMI>23 should indicate overweight and > 25 obesity. Measuring BMI alone will miss a considerable number of fire fighters at risk of developing type 2 diabetes etc. 



Waist circumference 



9.36
Increased waist circumference signifies truncal obesity which is associated with the presence of risk factors including insulin resistance, decreased glucose tolerance, decreased HDL cholesterol, elevated LDL cholesterol, triglycerides and hypertension. This is known as metabolic syndrome, syndrome X or Reaven’s syndrome, and the relationship between waist circumference and risk is outlined in the table below. A fire fighter with metabolic syndrome is at risk of developing diabetes, hypertension and cardiovascular disease in the future.



			Waist measurement related to risk of metabolic syndrome





			


			Increased risk


			Substantial risk (Caucasian/Asian)





			Men


			>94cm (approx 37”)


			>102cm (40”) / 88cm (35”)





			Women


			>80cm (approx 32”)


			>88cm (35”) / 80cm (32”)








Body fat estimation 



9.37
Skinfold callipers can be used to measure deposition of fat in the skin but results can be inaccurate if there is inadequate training. They have been largely replaced by medical scales which use bioelectrical impedance to quantify body fat content. When height is measured and entered they can calculate BMI, body fat percentage and a number of other parameters. Body fat ranges for standard adults are as follows: 



			


			Healthy


			Excess fat


			Obese





			


			male


			female


			male


			female


			male


			female





			20-29 years


			8-20%


			21-33%


			20-25%


			33-39%


			>25%


			>39%





			40-59 years


			11-22%


			23-34%


			22-28%


			34-40%


			>28%


			>40%





			>60 years


			13-25%


			24-36%


			25-30%


			36-42%


			>30%


			>42%








based on NIH/WHO guidelines as reported by Gallagher et al. NY Obesity Research Center. 



Issues 



9.38
Very obese individuals are unlikely to satisfy fitness requirements. Care should be taken in assessing such individuals for cardiovascular risks prior to performing fitness tests such as the Step test. A holistic approach is needed regarding the BMI and other parameters such as waist measurement. A BMI > 30 should lead to an assessment of body fat to confirm that it is fat and not muscle, of the ability to wear and use PPE, of mobility in confined and open spaces and of co-existing disease such as sleep apnoea. Sleep apnoea is associated with an increased risk of road traffic and occupational accidents and cardiovascular disease. 



Recommendations 



9.39
All fire-fighters should have their weight, BMI and waist circumference assessed. Height should be measured accurately and waist circumference measured at half way between the superior iliac crest and the ribcage in the mid-axillary line. BMI > 30 initiates assessment of body fat. A holistic approach should be taken to the interpretation of BMI with regards fitness to work and risk of obesity related disease. Individuals whose weight is increasing and have BMI >27 should be advised of the need to lose weight, supported with dietary and exercise advice. The potential for obesity to impair fitness to work must be made clear to all fire-fighters and line managers. 



Current Management of Obesity 



9.40
A low fat, healthy diet and increased physical activity remains the cornerstone of prevention and management. Diet and exercise maybe assisted, if criteria are met, by one of two types of medication. One reduces the fat absorbed by the gut and the other acts as a satiety enhancer. Neither are appetite suppressants. If medical management is not successful and there is significant risk to health , then newer techniques of restrictive or malabsorptive surgery may be appropriate. The National Institute of Clinical Excellence (NICE) has reviewed obesity treatment and made recommendations on the use of both the drugs and of surgery. Where staff require such treatment, any assessment of risk or decisions on employment should be made on an individual basis in consultation with their specialist. 
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CHAPTER 10


GASTRO-INTESTINAL DISORDERS


Introduction 



10.1
Gastro-intestinal disease may have an adverse impact on an individual’s career in the Service in terms of: 



• Nutritional status 



• Persistent or recurrent abdominal pain 



• Risk of incapacity 



• Risk of soiling 



• Risk of haemorrhage. 



Many abdominal conditions are associated with an increased tendency to sickness absence and a heightened risk that a full career term will not be completed. The assessment of every individual requires each of these areas to be reviewed with regard to knowledge of the severity of the disorder, its likely rate of progression and the characteristics of the proposed job. There may be profound health and safety concerns in relation to fire-fighters but relatively few concerns in other areas of the service. 



Irritable Bowel Syndrome 



10.2
Irritable Bowel Syndrome (IBS) is a syndrome of: 



• abdominal pain that is relieved by defaecation and an associated change in frequency and/or stool consistency together with one or more of the following symptoms: 



• altered ease of defaecation 



• passage of mucus 



• sensation of bloating. 



The condition is generally diagnosed by gastroenterologists according to the ‘Rome II criteria’ which require 12 weeks of symptoms in a 12 month period. They are a stricter version of previous criteria and some patients previously given the diagnosis may now be reclassified. Milk products may exacerbate the condition but lactose intolerance is no commoner amongst IBS sufferers than in the general population (5%). On the other hand, a British study found that 22% of IBS sufferers had co-existing coeliac disease (coeliac disease affects less than 1% of the general population). 



10.3
Diagnosis tends to be made on the history and a few simple investigations to exclude alternative pathologies. Individuals would be expected to have rectal examination, faecal occult bloods, full blood count, erythrocyte sedimentation rate and C-reactive protein. There are a number of ‘alarm features’ that indicate alternative pathologies including: 



			Significant weight loss


			Persistent diarrhoea


			Family history of inflammatory bowel disease









			Onset after 50 years


			Tropical travel


			Family history of bowel cancer









			Intestinal obstruction


			Malabsorption


			Abdominal mass









			Faecal occult blood


			Overt rectal bleeding


			Arthritis








Individuals with mild symptoms, no alarm features and who don’t meet the Rome II Criteria are considered to have some other functional enteric disorder. For those who meet the Rome II criteria but have alarm features, other pathologies including Crohn’s disease, ulcerative colitis and adenocarcinoma may need to be excluded. 



10.4
One of the major features of IBS is the link between anxiety and exacerbation of the syndrome. There is convincing evidence that psychiatric disease and abnormal illness behaviour are more prevalent in patients with irritable bowel syndrome. Sufferers tend to have more than twice the average rate of sickness absence and GP attendance. The relationship between the psychological problem and any neuromuscular abnormality remains uncertain, although it is recognized that a heightened awareness of visceral sensation is a feature of affective disorders, particularly depression. To this end, tricyclic antidepressants can play a role in the management of IBS. 



10.5
IBS affects about 15-25% of the population. Because it increases sickness absence and alters the perception of illness, and consequently changes illness related behaviour, there is a significant impact on the economy. Occupations most suited to someone with moderate to severe IBS possess characteristics which will promote the individual’s autonomy whilst protecting them from conflict or other stressful situations and allow for adequate rest. Work characteristics may therefore include routine work patterns, regular hours, uninterrupted sleep, protection from conflict or confrontation and roles where short term absences of little or no notice will have minimal effect on the workplace. The shift patterns, work characteristics of fire fighters and control staff therefore may not be suited to someone diagnosed as suffering from IBS. Decisions on employment should be based on previous history of the illness in relation to employment and the severity of symptoms. 



Inflammatory bowel disease 



10.6
Twelve to eighteen percent of people with IBD may have one or more family members affected. The link is strongest for Crohn’s Disease where specific gene mutations have been identified. Therefore a family history of inflammatory bowel disease may indicate a predisposition to developing IBD. 



Crohn’s Disease 



10.7
Crohn’s disease is a chronic inflammatory process of the small and large bowel consisting of ulceration, submucosal oedema, fibrosis, and mesenteric lymphadenopathy. It may affect any part of the alimentary tract, is usually interspersed with lengths of normal bowel (skip lesions) and in the majority of cases is confined to the terminal ileum. The typical patient with Crohn’s disease has recurrent episodes of abdominal colic preceding diarrhoea. Bleeding is unusual outside periods of active disease, however macrocytic or a mixed anaemia is common because the absorption of bile salts and Vitamin B12 is adversely affected. As the absorption of bile salts is affected, the absorption of fats and the fat soluble vitamins (A, D E and K) is also affected leading to significant malnutrition. Age of initial presentation is usually between 20 and 40. Cause appears to be an interplay between genetic predisposition and environmental factors such as smoking (relative risk). 



10.8
The disease may be managed using salicylate derivatives but this is only beneficial when the colon is affected. It is of marginal benefit in small bowel disease. Active disease is generally managed using systemic steroids or elemental diets. Long term steroid dependency may warrant immunosuppressive agents such as Methotrexate or Azathioprine. Crohn’s disease is unpredictable. In a small minority, the disease appears to be short lived and resolves after a handful of attacks. In most, however, the disease is progressive over their lifetime but with periods of remission. Because the granulomatous inflammation affects the entire thickness of the intestinal mucosa, ulceration and fistulae often develop. At best these affect nutrition and at worst lead to severe disability. Even in relatively mild cases, the abdominal pain of an acute attack can last from several hours to several days and confine the person to bed. During an exacerbation, a rapid build up of stool may lead to a sudden and irresistible urge to defaecate, leading to soiling. 



10.9
The most common complications of Crohn’s disease are stenoses, dilatation, perforation, fistulae, intestinal obstruction, perianal fistulae and abscesses. Colonic Crohn’s disease is associated with colonic adenocarcinoma in a similar way to ulcerative colitis although the incidence is 8-10% after 20 years. Ileal malignancy and amyloidosis are also seen but are less common. External fistulae are less common and usually only follow abdominal surgery. About 75% of patients will receive surgical treatment during the course of their illness. After a resection, the symptoms recur in about 30 per cent of patients in the subsequent 5 years and in 50 per cent of patients by 10 years. Half will require further surgery. 



10.10
In general, mortality from Crohn’s disease is twice that expected in the general population. Considerable morbidity can be expected and this may translate into regular sickness absence. About 10% are forced to change careers, 23% of sufferers cannot undertake full time work and 10% are on long-term pensions. In general, Crohn’s disease has a greater effect on employment than ulcerative colitis. Additionally, Crohn’s disease has a similar association with psychological disturbance as irritable bowel syndrome and many sufferers display a predisposition to anxiety which then triggers an attack. Whilst this may be a long-term reaction to chronic pain, low dose anti-depressants with anxiolytic activity have been shown to improve the quality of life and reduce the frequency of severe relapses. Ideal working conditions for someone with Crohn’s disease therefore reflect those for IBS: regular hours, autonomy, low stress and roles where ‘cover’ for sudden absence exists. Individuals with Crohn’s disease are therefore unlikely to be considered fit for fire-fighting. Any decision on employment should be delayed eighteen months to identify the outcome of treatment, or twelve months following surgery. 



Ulcerative Colitis 



10.11
Unlike Crohn’s disease, ulcerative colitis is confined to the large intestine. It always involves the rectum, extending proximally in a continuous band of inflammation and ulceration. ‘Skip lesions’ where normal mucosa interrupts patches of inflammation are not seen. About 40% of patients have disease confined to the rectum and sigmoid colon and 20% have disease affecting the entire colon. The typical presentation is of mucus ridden blood stained diarrhoea and in severe cases the stool resembles anchovy sauce. Abdominal pain is much less of a feature than with Crohn’s disease or IBS, however urgency to defaecate is a greater problem because of the loss of elasticity of the inflamed rectum and its proximity to the anus. 



10.12
Because involvement of the terminal ileum is unlikely, fat absorption is generally normal and so malnutrition and extreme weight loss are unusual except in severe disease. In long standing severe disease the colon becomes shortened and featureless. Strictures are uncommon – unlike Crohn’s disease. Disease classification is as follows: 



			Mild


			 < 4 stools daily, +/- blood, no systemic disturbance and a normal ESR 









			Severe


			 > 6 stools daily, + bleeding, systemic illness with fever, tachycardia and anaemia. Raised ESR and C-reactive protein. 








 10.13
There are several concerns regarding ulcerative colitis. The onset of an attack is characterised by a disabling bloody diarrhoea which often carries little warning. As a result it interferes with mobility and leads to sickness absence. The risk of haemorrhage is greater in ulcerative colitis than in Crohn’s and a severe attack may cause collapse and warrant hospitalisation, although this is unusual after the first year. Long term ulcerative colitis carries with it a risk of adenocarcinoma in 7-15% of cases at 20 years with very little risk up to the 15 year point. 



10.14
Extra-intestinal effects of ulcerative colitis include: 



• Erythema nodosum in 2% of patients 



• Pyoderma gangrenosum in 2% 



• Anterior uveitis in 8% of patients 



• An asymmetric large joint arthropathy in 10-15% of ulcerative colitis sufferers and sacro-ileitis in 12-15%. It has only a weak association with HLA B27 and rarely progresses to ankylosing spondylitis. 



10.15
Treatment of mild disease is dependant on salicylate derivatives which reduce the incidence of relapses fourfold. Steroid enemas have more use in ulcerative colitis than Crohn’s and many people with ulcerative colitis can remain well controlled on relatively low doses of topically applied steroid. Most patients with ulcerative colitis have intermittent attacks of the disease, but the duration of remission between attacks varies from a few weeks to many years and 10-15% of patients will have a chronic continuous course and rarely achieve a full remission. Few, if any, have one attack and no relapse. Between 5 and 10% will have a severe first attack due to extensive or total disease and they are much more likely to proceed to colectomy. The severity of attacks in the first year of the disease is a good prognostic indicator and about 25% of people with severe disease require urgent colectomy at some time. Most will have an ileal pouch fashioned and this will require emptying 6-12 times a day. The incidence of pouchitis is 40%. However, a year after diagnosis, the risk of subsequent colectomy falls to a cumulative rate of about 1% per year in all groups of the disease. Patients with disease limited to the rectum (proctitis) are a special group, in so far as most of them continue to have limited involvement, and only about 30% develop more extensive disease over 20 years. 



10.16
Despite having a chronic relapsing disease, 90% of ulcerative colitis sufferers are able to work with surprisingly little sickness absence. Nevertheless, quality of life can be impaired in many patients and rapid access to toilet facilities may prove to limit employability. While individuals with mild disease may be fit to serve as fire-fighters, individuals with moderate to severe disease are unlikely to be able to cope. As with Crohn’s disease, a period of eighteen months should be allowed before making a firm decision on employment to allow for the disease process to stabilize. Those who have had a good outcome from surgery may be considered fit after allowing twelve months to stabilize. 
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CHAPTER 11


SKIN PROBLEMS


Introduction 



11.1
Overall, skin problems are a common cause of occupational morbidity. Around 10% of reported cases of occupationally related disease or injury compiled by OPRA are skin conditions, however sickness absence related to skin conditions is considerably lower. Fire-fighting involves the exposure to a variety of chemicals which have varying rates of penetration of the skin. In addition, this occupational group are routinely exposed to hot and humid conditions and water itself can lead to a form of contact dermatitis. Chronically broken skin may reduce the effectiveness of this physical barrier and lead to greater absorption than otherwise anticipated. Although unusual, fire-fighters will occasionally have to attend chemical spills and may be exposed before the hazard is identified and full chemical protective clothing and equipment can be used. There is therefore a significant risk for fire-fighters who have chronic damage to the skin structure and careful assessment is needed for all applicants, and for serving fire-fighters who develop skin conditions. 



ECZEMAS 


Seborrhoeic eczema 



11.2
Typically seborrhoeic eczema affects the head and neck, the axillae and groin. Sufferers are not as susceptible to contact irritants as atopic individuals but dusty environments can exacerbate the condition. Hot and humid environments may cause extension from the usual sites. 



Varicose eczema 



11.3
Varicose eczema occurs as a result of stasis in dependant engorged leg veins. This reduces blood flow to the skin, typically around the ankle, and is aggravated by occupations requiring standing for long periods. Varicose ulcers may develop and these may require time away from work in order to maintain hygiene and for surgical dressing. Individuals with prominent varicose veins may develop a tendency towards varicose eczema and therefore may require support stockings or compression bandaging which may be uncomfortable in hot and humid conditions. 



Atopic eczema 



11.4
Atopic skin disease renders an individual more susceptible to irritant chemicals because of the thin, relatively permeable stratum corneum and the cracking and fissuring which accompany the disease. This means that people with atopic eczema should be carefully assessed prior to any employment which may expose them to irritant chemicals as there is an increased susceptibility to contact irritant dermatitis. About 75% of people with moderate childhood eczema develop an irritant occupational dermatitis. A history of atopy should also raise questions regarding the individual’s lung function (underlying atopic asthma). 



11.5
On the other hand, there is no evidence that atopic individuals with unbroken skin are at any greater risk of developing contact allergic dermatitis. However, about 8% of atopics have to change their jobs because of troublesome eczema and this is clearly more likely in jobs where exposure to irritants is common. Problems with eczema at work usually arise in people who suffered from childhood hand eczema. Individuals with a significant history of atopic eczema, including those who only had a significant problem during childhood, are at risk of developing further problems if they become operational fire-fighters. Specialist opinion should therefore be sought, and only those who are at low risk should be considered fit for fire-fighting duties. 



Discoid (nummular) eczema 



11.6
This condition affects any part of the body but classically the hands, arms and legs. It consists of coin shaped plaques, usually on the extensor surfaces and may form serous crusting. It is commonest in middle age but can occur at any age. It is unrelated to atopic eczema and can sometimes be difficult to distinguish from contact irritant dermatitis when it affects the hands, however the distinction is important with regard to cause, treatment and prognosis. There are few implications for employment. 



Pompholyx 



11.7
Pompholyx consists of a pruritic vesicular reaction affecting the palms and soles. Typically, the vesicles are deep and over a few days they discolour to a dark red/purple colour. Widespread superficial peeling may occur as the lesions heal. It is related to dishydrosis and therefore occurs more commonly in summer months. It may also be associated with bacterial and fungus skin infections or as a result of exposure to nickel, chromium and cobalt salts. In the latter scenario, patch testing is often negative and ingestion of very small quantities of metal salt solution may be tried. The cause of pompholyx is believed to be multifactorial. Following treatment of the underlying cause it heals. If metal allergy is demonstrated then protection from exposure is the treatment of choice. 



Occupational dermatitis 



11.8
Collated reports from dermatologists and occupational physicians in the 3 month period July-Sep 2003 showed that of 2130 case reports, over 13% of all reported occupational disease involved the skin. 57% of dermatological cases were contact dermatitis. 



Contact Irritant Dermatitis 



11.9
Three quarters of all occupational dermatoses are of this type. Irritants produce a direct effect on skin and include compounds which increase the permeability of the skin such as detergents, surfactants and alkalis. Apart from chemical irritants, water itself is an irritant after prolonged contact, even in non-atopic individuals. 



11.10
Contact irritant dermatitis classically consists of erythema, fissures and scaling. It typically follows a glove distribution on the hands and forearms. Irritant dermatitis is unusual elsewhere on the body. Barrier creams may help once the skin of the hands has recovered but frequently, once the dermatitis has become established, removal from the work involved is necessary. 



Allergic Contact Dermatitis 



11.11
This accounts for 15-20% of occupational skin disorders. It is usually a response to one specific agent and is usually a Type IV delayed hypersensitivity reaction involving antigens combining with epidermal proteins. The initial sensitizing contact may be for several hours, although subsequent contacts may only be transient and yet produce a skin reaction. Latex allergy is a well known problem in the health service and is a Type I allergic response to natural rubber latex proteins, producing an immediate response which causes contact urticaria that may lead to anaphylaxis. Allergic contact dermatitis produces a reddened weal at the site of contact with blistering and later fissuring. Long term dermatitis produces a thickening of the skin with a mixed picture often difficult to distinguish from contact irritant dermatitis. Whilst allergic contact dermatitis may develop on any part of the body, it is usually found on the hands, head and neck. 



11.12
There are few specific known allergens in frequent usage by Fire and Rescue Services. Hazard data sheets may need to be reviewed to determine the presence of allergens or sensitizers. Individuals who are clearly at significant risk from a known sensitiser should avoid exposure, and applicants should be assessed for risk. Individuals who develop problems in service may require referral for patch testing. Occasional contact may be acceptable to the individual and to the Service but repeated contact should be avoided and this may necessitate redeployment. Because of the occasional and usually unquantified nature of exposure, it is rarely possible to correlate sensitisation to specific occupational exposures. In most cases where sensitisation is identified, the substance, such as nickel or chromium, is so commonly encountered that great care should be taken before attributing the sensitisation to an occupational cause. 



PSORIASIS 


Guttate Psoriasis 



11.13
This affects children and young adults and may follow a streptococcal sore throat. It typically affects the trunk and resolves spontaneously although classical psoriasis may develop subsequently. In the absence of predictive factors for late onset disease, guttate psoriasis can be ignored. 



Classical Psoriasis 



11.14
Psoriasis affects 2% of adults in NW Europe and about 30% of sufferers have a family history of the disease. The condition may be aggravated by physical or chemical trauma and some individuals find their disease exacerbated by bacterial sore throats. Clearly, if exacerbation occurs with certain physical or chemical stimuli, there will be manual occupations which are not suited to a person with established psoriasis. Unlike atopic eczema, psoriasis leads to a thickening of the stratum corneum and so any predisposition to irritant dermatitis is less marked and most psoriasis sufferers have reasonably stable disease. Men in lower paid, predominantly manual jobs, have the greatest difficulty with their psoriasis. A British study of 150 patients with severe psoriasis and currently working found almost 60% had lost a mean of 26 days from work during the preceding year because of their psoriasis. 



11.15
A number of studies have looked at the relationship of stress with both the onset and exacerbation of psoriasis. Unlike other skin diseases, there seems to be clear correlation between stressful events and the onset and aggravation of the condition. In summary therefore, whilst mild psoriasis is unlikely to result in excessive sickness absence or predispose the individual to irritant dermatitis, severe forms of the disease may. In addition there does appear to be evidence of a link with stressful events and manual work, which in the case of severe psoriasis may result in excessive absenteeism and work related skin disease. Therefore, only severe forms of the disease need be reviewed with care, with specialist advice where appropriate. 



Psoriatic Arthropathy 



11.16
Psoriatic arthropathy resembles rheumatoid arthritis in that it usually affects the distal finger joints and the large joints of the limbs. It occurs in 5-10% of psoriasis sufferers and its effects can be severe, affecting both peripheral joints and causing spondylitis of the spine. There is a direct link with HLA B27. Management is based on the degree and severity of symptoms. Those in physical roles should be protected from excessive forces which will aggravate the condition. 



OTHER CONDITIONS 


SEVERE ACNE 


Acne Vulgari



11.17
This affects most adolescents and many adults. In general, mild cases predominantly affecting the face and resulting in occasional pustules can be discounted. Severe acne however, with multiple pustules and cysts, results in severe disfigurement and may involve the face, neck and trunk. It is made worse by hot or humid conditions and close fitting clothing. For this reason, an applicant with severe acne may quite reasonably have entry deferred until a course of a retinoid compound has been completed. Certain occupational exposures such as mineral oils, PCBs and chemical spillages may cause halogen acne but prolonged exposures are unlikely in the Fire and Rescue Service. 



Acne Rosacea 



11.18
This is an inflammatory dermatosis of unknown aetiology. The condition tends to be worsened by heat. Individuals with a history of severe acne rosacea may find operational fire-fighting causes an unacceptable exacerbation of their symptoms and care should be taken in accepting them for fire-fighter training. Serving fire-fighters should be assessed on 



an individual basis. 



Dermatomycoses 



11.19
These fungal conditions may be endemic where shared showering facilities are available. The condition may also be aggravated by wearing heavy footwear for long periods in humid conditions. Both these scenarios apply to fire-fighters and although this condition would not normally bar new recruits or existing fire-fighters from work, the condition should at least be recognised. It is associated with pompholyx of the palms and soles. Tinea unguum may lead to onychogryphosis and be very difficult to eradicate. Other than its association with pompholyx, there is little occupational caution in relation to fire and rescue service work. 
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CHAPTER 12


THE PREGNANT FIRE-FIGHTER


Introduction 



12.1
As the result of legislative changes throughout the 1970s, more and more women are now entering what was previously considered male-dominated areas of employment. This has given rise to a number of difficult questions on the issue of pregnancy and work especially where there is a potential for foetal damage occurring as a result of workplace exposure to chemicals and physical agents. There is some considerable difficulty in reconciling the desire for equal opportunities for women and the concerns for adverse pregnancy outcomes in what is an increasingly litigious society. Compounding this problem (when it comes to making policy decisions) is the limited scientific evidence concerning the adverse reproductive effects of exposure to an increasing number of chemical and physical agents. 



LEGISLATION 


Equal Pay Act 1970 (amended 1984) 



12.2
Women must be paid the same as men when they are doing the same (or broadly similar) work, or work which is of equal value. 



Sex Discrimination Act 1975 



12.3
This makes it unlawful for employers to discriminate on grounds of gender, marital status or because someone intends to undergo, is undergoing or has undergone gender reassignment. 



Employment Act 1989 



12.4
This includes an exemption from the operation of the Sex Discrimination Act for acts done in connection with employment or vocational training to comply with certain specified statutory provisions relating to the protection of women at work. Examples are the Code of Practice on Lead at Work and the Ionising Radiation Regulations. 



Employment Rights Act 1996 



12.5
This includes the following rights: 



• The right not to be unfairly dismissed. A dismissal is automatically unfair if it is for a reason related to pregnancy, childbirth, maternity leave, parental leave, or time off for dependants. 



• The right to maternity leave. 



• The right to paid time off for ante-natal care. 



• The right to unpaid time off to care for or to arrange care for dependants where the dependant is ill, injured, assaulted, gives birth or dies; if arrangements for the care of a dependant break down; or if there is an unexpected incident involving a child at school. 



• The right to be offered suitable alternative work on terms and conditions no less favourable than her normal terms and conditions. if a legislative requirement or a health and safety recommendation prohibits a woman from doing her usual job because she is pregnant, has recently given birth or is breastfeeding. 



• The right to be suspended on full pay if a woman is unable to do her usual job on maternity grounds as described above and no suitable alternative work is available. 



Management of Health and Safety at Work Regulations 1999 



12.6
These require employers to carry out risk assessments. There are specific obligations on employers to assess risk where there are women of childbearing age at work. Employers may have to alter working conditions or hours of work, offer suitable alternative work or suspend an expectant or new mother on full pay if necessary to avoid risk to her or her baby. These regulations implement the European Directive on Pregnant Workers (SI No. 2865), Council Directive 92/85/EEC, putting a duty of care on employers for a safe system of work to all women of reproductive age, their unborn children, and all working mothers who are breast feeding. 



Maternity and Parental Leave etc Regulations 1999 



12.7
These contain the detail of the rights to maternity and parental leave contained in the Employment Rights Act 1996 (ERA). They also prescribe the circumstances in which a dismissal will be automatically unfair for the purposes of the ERA if the dismissal is for a reason related to pregnancy, childbirth, maternity leave, parental leave, or time off for dependants. Most employees have the right to take up to four weeks unpaid parental leave per child (usually under 5 years of age) in any one calendar year (to a total of 13 weeks per child) provided they have given their employer 21 days notice and the employer has agreed. They are also entitled to take reasonable periods of time off work at short notice to deal with an emergency involving a dependant. The determination of what is and what is not reasonable is for management to determine and advise the employee accordingly. 



HSG 122 New and Expectant Mothers at Work 



12.8
The Health and Safety Executive have produced clear guidance to employers, HSG 122, which outlines the relevant legislation and explains the risk assessment process needed. Much of the legislation is directed at the employer, however medical advisers will be expected to understand it in order to manage individuals who either have psychological problems in relation to potential sex discrimination or pressure placed on them contrary to the legal requirements outlined above. 



12.9
Medical Advisers will also be expected to advise in relation to specific requirements. The risk assessment required by the Management of Health and Safety at Work Regulations is a management responsibility, but Medical Advisers may advise on working hours or activities. In many cases the issue is subjective, for example working hours where some pregnant women are quite happy to continue to work shifts or do night work, while others are having difficulty and need to change working hours. In some cases where there are complications with pregnancy Medical Advisers will be expected to advise whether maternity leave should start early, rather than recommending sick leave. 



In-Vitro Fertilisation 



12.10
Some individuals working for the Fire and Rescue Service may undergo in-vitro fertilization. This is a sensitive issue and requires some flexibility to allow them to attend hospital for preparation and for the procedure itself. This should not represent a significant period of absence, and Medical Advisers may wish to discuss the requirements with the specialist in order to be able to advise management appropriately. 



Hazards and effects 



12.11
Fire-fighting is a potentially hazardous occupation and some of these hazards are of particular concern to the pregnant fire-fighter. There is the potential to be exposed to a spectrum of potential reproductive hazards including physical hazards such as extremes of temperature and ionising radiation, ergonomic and psychological stress, biological agents and chemical agents including irritant gases, asphyxiant gases and other toxins such as mutagens and teratogens. In many of the situations in which fire-fighters are called to work, it is impossible to analyse or quantify the possible exposures. However, they can be considered under two major headings, physical (non-chemical) hazards and chemical hazards. 



PHYSICAL (NON-CHEMICAL HAZARDS) 



Physical Exertion 



12.12
The physiological changes that occur during a normal pregnancy make many types of physical activity difficult. During pregnancy, increased physical demands affect mainly the cardiovascular and musculo-skeletal systems. Pregnancy is marked by a number of changes to the cardiovascular system including increased cardiac output and blood volume and decreased venous return to the heart and peripheral pooling. Pregnant women are more susceptible to dizziness and syncope especially after prolonged standing or working in hot environments. This is of obvious concern to pregnant fire-fighters since severe injury could occur from loss of consciousness or equilibrium. There is also a degree of debate as to whether in theory the foetus could be subject to hypoxia as a result of vigorous exercise by the mother shunting blood away from the placenta. The degree to which this is significant in humans is unknown. During sustained fire-fighting, heart rates in the 85%-100% maximum range have been described. This is also aggravated by the use of breathing apparatus whilst working in an oxygen-deficient or toxic environment. Such high levels of exertion could have an adverse effect on the foetus, especially in later pregnancy. 



12.13
The strenuous nature of fire-fighting also adversely affects the musculo-skeletal system. With the weight gain and the increasing abdominal girth associated with pregnancy, pelvic lordosis and thoracic kyphosis occur. The sacroiliac joints become more mobile and during the second trimester low back pain occurs. This can adversely affect manoeuvrability in performing duties such as climbing ladders. During the third trimester, strenuous activity would be severely limited. 



One study analysed spontaneous abortions occurring at less than 10 weeks, mid-term (10-16 weeks) and late (16-28 weeks) and stillbirths (more than 28 weeks) and showed a statistically increased ratio of observed to expected outcomes in occupations involving heavy weights (more than 15 times daily) and/or other physical effort. 



Psychological Stress 



12.14
Fire and Rescue Service staff may experience stress related to the characteristics or demands of the job, including the unpredictable and emergency nature of the work, erratic work schedules and prevalent hazards. Various indicators of psychological distress have been documented for fire-fighters involved in major disasters and potentially toxic exposures. Psychological distress has been examined in a limited number of studies with potential reproductive effects affecting both males and females. The literature regarding work-related stress in pregnancy outcome is sparse. 



Shift work 


12.15
Shift work was found in one study of Swedish laboratory workers to be associated with increased rates of miscarriage. However, other studies have failed to support this conclusion. Other studies have however shown that babies born to non-smoking women, who worked irregular work schedules, evenings or rotating shifts during the second and third trimesters had a significantly lower birth weight than infants of non-smoking mothers who worked during the day only. It is reasonable to assume that excessive pressure leading to stress is an important aspect of risk. A subjective assessment of stress levels should therefore be made if the individual wishes to continue working shifts. In general if a pregnant woman does not wish to work long or late/night shifts you should recommend alternative arrangements to Management. 



Hvperthermia 



12.16
Heat exposure is known to cause adverse reproductive effects in humans and based on available evidence a limit of 38.9ºC has been considered the minimum core temperature likely to pose a teratogenic hazard to the human embryo or foetus. The routine heat exposures encountered by fire-fighters are probably safe for the developing foetus. However, fire-fighters are not always able to regulate their exposure to heat and some studies have shown that 2.1% of fire injuries are due to heat exhaustion. Pregnancy also decreases heat tolerance. 



Noise 



12.17
Sources of noise in a fire-fighters work environment include sirens, air horns, vehicles and auxiliary power equipment. There have been a number of studies which have concentrated on the potential adverse effects of noise on pregnancy outcomes. Several laboratory investigations have been carried out on pregnant rodents exposed in most cases to very loud noise levels (usually at more than 100 dBA of continuous or intermittent noise). Findings have supported an exposure effect manifested most often by increased litter absorption, increased foetal mortality and decreased foetal weight. Foetal malformations have been demonstrated less consistently. It is unknown whether this effect is due to a direct effect on the developing embryo or if they are caused by the maternal psychological response to the stress of noise exposure. The appropriateness of these species as models for the prediction of human reproductive response to noise is similarly unknown. 



12.18
The association between occupational noise exposure and reproductive outcome has not been thoroughly investigated, although one group has reported an increased risk of high frequency hearing loss (more than 10 dBA at 4,000 Hz) in children whose mothers were exposed during their pregnancy to an 8 hour time weighted average of 85-95 dBA. Studies to date have concentrated on industrial job exposures and have not consistently addressed possible social or economic influences. However, if their results are confirmed they could be relevant to the pregnant fire-fighters whose level of noise exposures may be comparable. 



Radiation 



12.19
The well documented human reproductive effects of ionising radiation justify protection of any potentially exposed worker and pregnant workers in particular. It must be stressed, however, that exposure opportunities in fire-fighting are very uncommon, thus constituting only an infrequent and relatively unusual hazard for the fire-fighter. 



Biological Agents 



12.20
Although not predominantly a hazard of fire-fighting, exposure to biological agents may arise out of emergency medical response duties. Obviously there would be a range of effects both to the pregnant woman and to the foetus if infection resulted. However exposure opportunities for pregnant fire-fighters are limited and are minimised through adequate procedural policies. 



Chemical hazards 



12.21
Research shows that the toxicity is dominated by effects arising from carbon monoxide and/or hydrogen cyanide or products with high irritancy such as hydrogen chloride, oxides of nitrogen and substances such as formaldehyde and acrolein in oxidised hydrocarbon atmospheres. However, the pyrolysis and combustion products of fires contain hundreds of compounds, some of which are common to all fires and others of which are formed to a varying degree depending on such factors as the composition of the materials burned and the temperature and the amount of oxygen present. The toxic gases found in the fire environment can be categorised as irritants, asphyxiants or other gases with a wide array of effects that may include carcinogenosis, mutagenesis and teratogenesis. 



Irritant Gases 



12.22
A large number of irritant gases are found in the fire environment including hydrogen chloride, ammonia, acrolein, sulphur dioxide, isocyanates, halogen acids and nitrogen oxides. These compounds act primarily by damaging the epithelial surfaces of the respiratory tract and are absorbed peripherally to varying degrees. Though acrolein has teratogenic potential when ingested or injected into experimental animals, the chief known danger to the foetus posed by this group of compounds is the potentially life threatening maternal chemical pneumonitis that may follow acute exposure. 



Asphyxiant Gases 



12.23
The most common toxic hazard faced by fire-fighters is carbon monoxide. Measures of carboxyhaemoglobin levels have been shown to be consistently higher in fire-fighters than in non-exposed control subjects matched for smoking status. The levels of carboxyhaemoglobin demonstrated pose a health hazard to any unprotected woman fire-fighter and the foetus. Acute exposure to carbon monoxide has been associated with foetal loss. A more difficult problem is the assessment of risk to the foetus of a mother chronically exposed to low levels of carboxyhaemoglobin. There have been a number of conflicting studies on these effects, most of which have concentrated on mothers who smoked. Smoking has been shown to increase the level of carboxyhaemoglobin in both the foetus and the mother. Smoking during pregnancy is associated with the increased incidence of pre-term births, low births weights, increase in neonatal 



mortality, retarded intrauterine growth, spontaneous abortions and bleeding disorders. 


12.24
In summary, fire-fighters are sometimes exposed to levels of carbon monoxide that could lead to acute anoxic damage to the foetus of an unprotected mother. The foetus of an active fire-fighter is also at increased risk of chronic anoxia because of the elevated carboxyhaemoglobin levels. The foetus of an active fire-fighter who smokes is at special risk since the effects of smoking and carbon monoxide exposure is additive. The risk of chronic anoxia in the foetus of a fire-fighter is certainly greater than the risk to the foetus of a non-smoking mother who is not routinely exposed to carbon monoxide. The risk to the foetus of a non-smoking fire-fighter who consistently uses breathing apparatus is probably less than the risk to the foetus of a smoker that is not otherwise exposed to carbon monoxide. Although a fire-fighter can significantly reduce the risk of carbon monoxide exposure to the foetus by wearing breathing apparatus, the problem is that this may in some cases increase the risk of heat exhaustion. 



12.25
The other asphyxiant gas of concern is hydrogen cyanide which is present at low levels in fire atmospheres. Fire-fighters have been shown to have significantly higher levels of metabolites of hydrogen cyanide in their blood than in controlled subjects not exposed to fire atmospheres. Exposure to hydrogen cyanide occurs much less frequently than carbon monoxide exposure and although still controversial, hydrogen cyanide exposures are generally thought not to pose an acute health hazard to fire-fighters. The risks of hydrogen cyanide to a foetus are not quantified, but hydrogen cyanide exposure would be expected to exacerbate the asphyxiant effects of carbon monoxide exposure. 



Other Toxins 



12.26
The growing use of plastics and other synthetic substances in buildings and homes has increased the uncertainties of assessing the risks posed by toxic exposures to fire-fighters. A number of pyrolysis and combustion products are known or are suspected carcinogens, mutagens or teratogens. Little data is available to document the level of these exposures. 



Present practice and policy 



12.27
There are a number of conflicts in attempting to ensure reproductive health whilst providing equal opportunities for women. The ideal solution to the conflict is to make the worksite safe for both sexes since many, if not all, reproductive hazards affect both men and women. Evanoff and Rosenstock, having reviewed reproductive hazards in the workplace recommended that pregnant fire-fighters should cease active fire-fighting during the second trimester of pregnancy. They additionally recommended that special attention should be paid to adequate respiratory protection in toxic atmospheres. 



12.28
This policy may well be adequate, however, there are a number of other issues that should be given active consideration: 



• The foetus is at its most vulnerable during the first trimester and especially during the first six weeks of gestation when the woman herself may be unaware or only suspect that she is pregnant. Modern pregnancy testing is however now accurate at a very early stage. 



• There is already a high risk of spontaneous abortion (1 in 5) within the general population and we are now living in an increasing litigious society where any abortion, pre-term birth or congenital disability could be the subject of litigation. 



Recommendations for Pregnant Applicants and Employees of the Fire and Rescue Service: 



12.29



• Pregnant applicants to be fire-fighters should undertake all the normal pre-employment 
selection tests excluding those for fitness and aptitude. If the applicant is successful these tests should be deferred until pregnancy or breast feeding has come to an end. Where it is 
believed that a woman has failed a fitness test because of pregnancy she should be allowed to undergo reassessment at a suitable later date. 


• Pregnant officers should be required to notify their Officer in Charge or the Medical Adviser as soon as pregnancy is suspected, as under The Management of Health and Safety at Work Regulations an employer is only obliged to take any action, other than action resulting from the risk assessment for all employees, once he has received written notification from the new or expectant mother. If a woman fails for any reason to inform Management or the Medical Adviser, no penalties or sanctions should be imposed. 


• The pregnant officer should then be accommodated on non-operational day duties after a risk assessment and any appropriate reasonable adjustments. Terms and conditions of employment and allowances should otherwise be fully maintained. 


• If for any reason the pregnancy does not proceed to term (miscarriage, termination etc) the woman should be assessed by the Medical Adviser prior to returning to full operational duties on shifts. It may be necessary for temporary redeployment or reasonable adjustments to be made (following a risk assessment) for a suitable period of time before return to normal duties. Absence related to miscarriage should not count towards the employees sickness absence. 



• Following the usual maternity leave whether breast feeding or not the woman may 
return 
to non operational day duties. In the case of breast feeding these duties 
should continue until breast feeding ceases, and in all cases women must be 
assessed by the Medical Adviser prior to returning to full operational duties on 
shifts. Any employment during this period should be subject to a risk assessment 
and reasonable adjustment to accommodate breast feeding. 
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DFRS FORM 213



DEFENCE FIRE AND RESCUE SERVICES 



PRE EMPLOYMENT HEALTH DECLARATION



			Your health standard requires you to show that you can give regular and effective service for at least 5 years (or for the period of any shorter-term appointment). If you do not meet the standard fully at present, it may still be possible to offer you an appointment – with reasonable adjustment if practicable. Fuller details about such appointment will be given to you as the circumstances arise. 



Please complete the form and return it as directed. (If, however, you are already an established civil servant, you should attach a note to that effect).  The completed form will be inspected only if you are recommended for appointment. The health of each candidate is considered individually, and no decision to reject a candidate is made without professional Occupational Health advice.



You should notify us immediately if you have any serious illness after completing this form and before you take up appointment offered as a result of your application.



If you give any information that you know is false, or if you withhold any relevant information – your application may be rejected (or, if already appointed, you may be dismissed). If you are retired on health grounds, you may lose your right to certain superannuation benefits.












Name (in BLOCK letters)



			Surname


			     





			Other names (in full)


			     





			Date of Birth


			     





			Title of post for which you have applied


			     





			Location(s) of post(s) for which you have applied


			     








			What is your height (without shoes)?


			        m





			What is your weight 



(in indoor clothes without shoes)?


			        kgs








			Please tick appropriate box


			Yes


			No


			If appropriate, give further details and date





			Is your eyesight satisfactory for all normal purposes?


			 FORMCHECKBOX 



			 FORMCHECKBOX 



			     





			Do you have difficulty in recognising colours?


			 FORMCHECKBOX 



			 FORMCHECKBOX 



			     





			Is your hearing in each ear good for all purposes including telephoning?


			 FORMCHECKBOX 



			 FORMCHECKBOX 



			     





			Are you free from any physical defect or disability


			 FORMCHECKBOX 



			 FORMCHECKBOX 



			     





			Are you now and generally in good health?


			 FORMCHECKBOX 



			 FORMCHECKBOX 



			     





			Are you at present receiving medical treatment of observation (including alcohol/drug related problems)?


			 FORMCHECKBOX 



			 FORMCHECKBOX 



			     





			Are you at present taking any medicines, pills, tablets or injections?


			 FORMCHECKBOX 



			 FORMCHECKBOX 



			     





			Have you ever had treatment in hospital, undergone any operation, or had any serious accidents?


			 FORMCHECKBOX 



			 FORMCHECKBOX 



			     





			Have you ever had treatment by radium, radiotherapy or chemotherapy?


			 FORMCHECKBOX 



			 FORMCHECKBOX 



			     








			Have you EVER had: 



(please tick appropriate  box)


			Yes


			No


			If appropriate, give further details and dates





			Migraine?


			 FORMCHECKBOX 



			 FORMCHECKBOX 



			     





			Fits, fainting attacks, blackouts, or epilepsy?


			 FORMCHECKBOX 



			 FORMCHECKBOX 



			     





			Mental ill health, nervous breakdown, nervous debility or depression?


			 FORMCHECKBOX 



			 FORMCHECKBOX 



			     





			Muscular weakness, paralysis, or other neurological disorders?


			 FORMCHECKBOX 



			 FORMCHECKBOX 



			     





			High blood pressure?


			 FORMCHECKBOX 



			 FORMCHECKBOX 



			     





			Any form of heart trouble?


			 FORMCHECKBOX 



			 FORMCHECKBOX 



			     





			Asthma, bronchitis, tuberculosis, or other chest disease?


			 FORMCHECKBOX 



			 FORMCHECKBOX 



			     





			Gastric or duodenal ulcer or other digestive or bowel disorder?


			 FORMCHECKBOX 



			 FORMCHECKBOX 



			     





			Kidney disease or bladder trouble (including stone or gravel)?


			 FORMCHECKBOX 



			 FORMCHECKBOX 



			     





			Arthritis, rheumatism, or gout?


			 FORMCHECKBOX 



			 FORMCHECKBOX 



			     





			Any back or joint trouble, including slipped disc?


			 FORMCHECKBOX 



			 FORMCHECKBOX 



			     





			Any blood disease including any conditions reducing resistance to disease (immunity)?


			 FORMCHECKBOX 



			 FORMCHECKBOX 



			     





			Any skin disease/condition?


			 FORMCHECKBOX 



			 FORMCHECKBOX 



			     





			Any allergy/disorder?


			 FORMCHECKBOX 



			 FORMCHECKBOX 



			     





			Diabetes?


			 FORMCHECKBOX 



			 FORMCHECKBOX 



			     





			Eye disease?


			 FORMCHECKBOX 



			 FORMCHECKBOX 



			     





			Ear disease (including any discharge from the ears)?


			 FORMCHECKBOX 



			 FORMCHECKBOX 



			     





			Vertigo?


			 FORMCHECKBOX 



			 FORMCHECKBOX 



			     





			Rupture/hernia?


			 FORMCHECKBOX 



			 FORMCHECKBOX 



			     





			Varicose veins?


			 FORMCHECKBOX 



			 FORMCHECKBOX 



			     





			Any alcohol/drug related problem or illness?


			 FORMCHECKBOX 



			 FORMCHECKBOX 



			     





			Any other illness or disease?






			 FORMCHECKBOX 



			 FORMCHECKBOX 



			     








			Occupational History





			From


			Until


			Brief details of the job


			Employer


			Any specific hazard





			     





			     


			     


			     


			     





			Details of Hobbies and Exercise





			     











			Details of Vaccinations





			Tetanus date/ Last booster


			     





			List any other vaccinations and dates 


			     











			Family History





			Are there any inherited or familial diseases in your family? (Tick appropriate box)


			Yes


			 FORMCHECKBOX 



			No


			 FORMCHECKBOX 



			If yes, please give details below





			     











			Previous Employment Health Declaration





			Please tick appropriate box


			Yes


			No


			If appropriate, give further details and dates





			Have you failed a medical examination with the last 12 months for employment or insurance purposes?


			 FORMCHECKBOX 



			 FORMCHECKBOX 



			     





			Have you ever left employment on grounds of ill health or unsatisfactory attendance?


			 FORMCHECKBOX 



			 FORMCHECKBOX 



			     





			Have you ever been medically retired from other employment?


			 FORMCHECKBOX 



			 FORMCHECKBOX 



			     





			Have you ever been medically rejected or taken sickness absence for service in the HM Forces?


			 FORMCHECKBOX 



			 FORMCHECKBOX 



			     








			Have you required advice from a doctor or treatment during the last 2 years?





			Please tick appropriate box


			Yes


			 FORMCHECKBOX 



			No


			 FORMCHECKBOX 



			If yes, give details below.





			Nature of ailment



(use a separate line for each illness)


			Dates of beginning and end of illness (as near as you can give them)


			Number of days unable to attend school, college etc or to follow usual occupation


			State whether certified or not 



(Y or N)





			     


			     


			     


			Yes


			 FORMCHECKBOX 



			No


			 FORMCHECKBOX 






			     


			     


			     


			Yes


			 FORMCHECKBOX 



			No


			 FORMCHECKBOX 






			     


			     


			     


			Yes


			 FORMCHECKBOX 



			No


			 FORMCHECKBOX 






			     


			     


			     


			Yes


			 FORMCHECKBOX 



			No


			 FORMCHECKBOX 






			     


			     


			     


			Yes


			 FORMCHECKBOX 



			No


			 FORMCHECKBOX 






			     


			     


			     


			Yes


			 FORMCHECKBOX 



			No


			 FORMCHECKBOX 









			It may be necessary to obtain a medical report from your GP and/or hospital specialist. You have various rights. If we do so, please read the information on the appropriate consent form attached and complete the details.








			I declare that the information I have given is, to the best of my knowledge and belief, true and complete.



I understand that I may be required to attend a medical examination


			Signature:









			


			Date:



     








			


			RESTRICTED MEDICAL


			DFRS FORM 214



(in lieu of MOD Form 975B)





			


			(WHEN COMPLETED)


			





			Reference No.



     


			


			Initiating Branch



     





			


			DFRS PRE EMPLOYMENT MEDICAL EXAMINATION REPORT


			





			


			


			








			Surname in BLOCK letters



     


			Date of Birth



     





			Forename(s) in full



     


			Name and Address of Family Doctor





			Address



     





			





			Establishment at which to be employed



     


			








COMMENTS BY MEDICAL EXAMINER ON ANY PRE EXISTING HEALTH CONDITIONS


(See DFRS Pre Employment Health Declaration – DFRS Form 213)



Comments on allergies reported on Pre Employment Health Declaration.  In the case of dangerous allergy enter in RED at the top of page 1 and on medical document envelope.



Confirm with the candidate that his(her) health has not changed since completing DFRS Form 213



MEDICAL EXAMINERS COMMENT(S) ON;      


			Please tick the appropriate box





			Smoking habits per day


			Cigarettes


			0    FORMCHECKBOX 



			1 – 10  FORMCHECKBOX 



			11 – 20  FORMCHECKBOX 



			21 – 30  FORMCHECKBOX 



			31 – 40  FORMCHECKBOX 






			


			Pipe Tobacco (oz)


			0    FORMCHECKBOX 



			½ oz    FORMCHECKBOX 



			½ - 1oz  FORMCHECKBOX 



			1 – 2oz  FORMCHECKBOX 



			





			


			Cigars


			0    FORMCHECKBOX 



			1 – 5    FORMCHECKBOX 



			6 – 10    FORMCHECKBOX 



			11 – 15  FORMCHECKBOX 



			>15        FORMCHECKBOX 






			


			


			


			


			


			


			





			Alcohol intake per week


			Pints


			0    FORMCHECKBOX 



			< ½     FORMCHECKBOX 



			1 – 3      FORMCHECKBOX 



			> 4         FORMCHECKBOX 



			





			


			Spirits (Glasses)


			0    FORMCHECKBOX 



			1         FORMCHECKBOX 



			2 – 6      FORMCHECKBOX 



			> 7         FORMCHECKBOX 



			





			


			Wine (Glass)


			0    FORMCHECKBOX 



			1         FORMCHECKBOX 



			2 – 6      FORMCHECKBOX 



			> 7         FORMCHECKBOX 



			








CLINICAL FINDINGS


			Height without shoes


			Weight


			Chest Insp


			Exp


			Waist


			BMI





			              m


			                kg


			                cm


			                 cm


			                 cm


			     








LUNG FUNCTION BTPS/ATPS


			FVS predicted


			FVC actual


			% of predicted


			FEV 1.0


			FEV  1/FEV


			Peak Flow





			                   L


			                   L


			     


			                  L


			                  L


			                  L








URINALYSIS


			Sugar


			Blood


			Albumin





			     


			     


			     








VISION


			Visual acuity


			Distant vision (6M)


			Near vision (33 cm)





			


			Right Eye


			Left Eye


			Both Eyes


			Right eye


			Left Eye


			Both Eyes





			Without correction


			     


			     


			     


			     


			     


			     





			With correction


			     


			     


			     


			     


			     


			     








The vision will be tested by means of Snellens Test Types placed in a good light at a distance of 20 feet/6 metres.  Each eye will be tested separately.


			Please tick appropriate box





			Visual acuity


			Normal                 FORMCHECKBOX 



			Abnormal                    FORMCHECKBOX 






			Red/Green colour vision as tested by lantern test or Ishihara (if applicable)


			Normal                 FORMCHECKBOX 



			Abnormal                    FORMCHECKBOX 






			Visual fields tested by confrontation


			Normal                 FORMCHECKBOX 



			Abnormal                    FORMCHECKBOX 






			Eye movements


			Normal                 FORMCHECKBOX 



			Abnormal                    FORMCHECKBOX 









AUDIOMETRY 


			Hearing Level (dBA) or attach audiometry printout





			


			0.5 KHz


			1 KHz


			2 KHz


			3 KHz


			4 KHz


			6 KHz


			8 KHz





			R. Ear


			     


			     


			     


			     


			     


			     


			     





			L. Ear


			     


			     


			     


			     


			     


			     


			     








			Sum of Hearing Level (dBA)





			


			Low frequency



(0.5 – 2 KHz)


			High Frequency



(3 – 6 KHz)


			Speech Frequency



(1 3 KHz)





			R. Ear


			     


			     


			     





			L. Ear


			     


			     


			     








			Is there any abnormality of (please tick appropriate box)





			


			Yes


			No


			


			


			Yes


			No





			The external ear?


			 FORMCHECKBOX 



			 FORMCHECKBOX 



			


			The hernial orifices?


			 FORMCHECKBOX 



			 FORMCHECKBOX 






			The tympanic membrane?


			 FORMCHECKBOX 



			 FORMCHECKBOX 



			


			The respiratory system?


			 FORMCHECKBOX 



			 FORMCHECKBOX 






			The hearing?


			 FORMCHECKBOX 



			 FORMCHECKBOX 



			


			The cardiovascular system?


			 FORMCHECKBOX 



			 FORMCHECKBOX 






			The nose and throat?


			 FORMCHECKBOX 



			 FORMCHECKBOX 



			


			The veins?


			 FORMCHECKBOX 



			 FORMCHECKBOX 






			The teeth?


			 FORMCHECKBOX 



			 FORMCHECKBOX 



			


			The central nervous system?


			 FORMCHECKBOX 



			 FORMCHECKBOX 






			The speech?


			 FORMCHECKBOX 



			 FORMCHECKBOX 



			


			Mental function?


			 FORMCHECKBOX 



			 FORMCHECKBOX 






			The glands?


			 FORMCHECKBOX 



			 FORMCHECKBOX 



			


			The locomotion system?


			 FORMCHECKBOX 



			 FORMCHECKBOX 






			The skin?


			 FORMCHECKBOX 



			 FORMCHECKBOX 



			


			Other mental or physical nature?


			 FORMCHECKBOX 



			 FORMCHECKBOX 






			The gastrointestinal tract?


			 FORMCHECKBOX 



			 FORMCHECKBOX 



			


			Hands, fingers, nails?


			 FORMCHECKBOX 



			 FORMCHECKBOX 









			Pulse rate                                per minute


			Blood pressure                         





			Results of fitness tests (if required)





			Basic step test


			Pass        FORMCHECKBOX 



			Fail     FORMCHECKBOX 






			Chester step test


			    


			Fail 42 VO2 max       FORMCHECKBOX 



			   


			Pass >=42 VO2 max  FORMCHECKBOX 



			    





			Romberg balance test (is it normal)


			Pass        FORMCHECKBOX 



			Fail     FORMCHECKBOX 









ADDITIONAL NOTES BY MEDICAL EXAMINER


This space is provided for the use of the medical examiner to amplify his report where necessary by providing details of :-



a.  The clinical details of abnormalities found during examination.



b.  Details found as the result of special examinations (blood test, ECG, audiograms, etc).



c.  Comment on Restriction to Duty if pregnant in the last 6 months or breast feeding.



There may be circumstances which would allow an examiner to waive the advised standard, for instance, when a candidate has considerable experience and this can be balanced against disability, or it is possible to introduce some form of reasonable adjustment.



			     








			Is the candidate in you opinion, fully fit to discharge the current or proposed duties in the UK


			Yes     FORMCHECKBOX 



			No     FORMCHECKBOX 






			Date of examination    



     


			Signature (medical examiners qualifications)









			Name and address of medical examiner (Block Capitals)



     











DFRS FORM 212



DEFENCE FIRE & RESCUE SERVICE



CONFIRMATION OF FITNESS FOR PHYSICAL TESTS



Individuals Details:


A medical examination was carried out on the person named below:



			Surname


			


			Forenames


			





			Rank/Grade


			


			Staff/Service No


			





			Station


			


			Date


			








Medical Examination Result



			It is confirmed that all aspects listed on DFRS Form 213 and the standards contained within Medical Standards For Civilian Fire & Rescue Service Personnel Employed On The Mod Estate have been assessed including the Exercise Tolerance Step Test. 


           In my opinion the above named: (* Delete as necessary)


a.*
Is not suffering from any physical or mental disability that would endanger them in undertaking the pre-employment fitness test.



b.*
Is unfit to undertake their pre-employment tests.









			Additional Information



     








Medical Officers Details



			Name (Block Capitals)


			


			





			Qualifications


			


			





			Rank/Grade


			


			





			Station


			


			





			Signature


			


			





			Date


			


			








			


			RESTRICTED MEDICAL


			DFRS Form 215









			


			(WHEN COMPLETED)


			





			Reference No.



     


			


			Initiating Branch



     





			


			DFRS FIRE FIGHTER OPERATIONAL FITNESS ASSESSMENT


			





			


			


			








			Surname in BLOCK letters



     


			Date of Birth



     





			Forename(s) in full



     


			Name and Address of Family Doctor





			Address



     





			





			Establishment at which to be employed



     


			








PAST MEDICAL HISTORY



Candidate is required to complete pages 1 & 2 only


The candidate must tick the appropriate box for each question.  The OH Practitioner will witness the candidates signature to the declaration appended, and draw attention to the note of warning.



Have you suffered from any of the following since your last examination?



			Tick appropriate box


			Yes


			No


			Tick appropriate box


			Yes


			No





			Illness affecting heart?


			   FORMCHECKBOX 



			   FORMCHECKBOX 



			Any allergies e.g. Penicillin?


			   FORMCHECKBOX 



			   FORMCHECKBOX 






			Illness of the lungs e.g. asthma / bronchitis / TB?


			   FORMCHECKBOX 



			   FORMCHECKBOX 



			Are you taking any drugs or medicines?


			   FORMCHECKBOX 



			   FORMCHECKBOX 






			Illness affecting the kidneys/bladder?


			   FORMCHECKBOX 



			   FORMCHECKBOX 



			Any other illness?


			   FORMCHECKBOX 



			   FORMCHECKBOX 






			Illness affecting stomach or bowels? 


			   FORMCHECKBOX 



			   FORMCHECKBOX 



			Any operation?


			   FORMCHECKBOX 



			   FORMCHECKBOX 






			Illness affecting circulatory system, including blood pressure?


			   FORMCHECKBOX 



			   FORMCHECKBOX 



			Any Rupture or Hernia?


			   FORMCHECKBOX 



			   FORMCHECKBOX 






			Concussion?


			   FORMCHECKBOX 



			   FORMCHECKBOX 



			Varicose veins?


			   FORMCHECKBOX 



			   FORMCHECKBOX 






			Diseases of the ears, nose or sinuses?


			   FORMCHECKBOX 



			   FORMCHECKBOX 



			Serious accident requiring hospital treatment?


			   FORMCHECKBOX 



			   FORMCHECKBOX 






			Diseases of the eyes?


			   FORMCHECKBOX 



			   FORMCHECKBOX 



			Do you have diabetes?


			   FORMCHECKBOX 



			   FORMCHECKBOX 






			Skin conditions e.g. eczema / dermatitis?


			   FORMCHECKBOX 



			   FORMCHECKBOX 



			If yes, are you being treated with insulin?


			   FORMCHECKBOX 



			   FORMCHECKBOX 






			Rheumatism, arthritis or back trouble?


			   FORMCHECKBOX 



			   FORMCHECKBOX 



			Any investigations for a tumour or cancer?


			   FORMCHECKBOX 



			   FORMCHECKBOX 






			Fainting or dizzy spells?


			   FORMCHECKBOX 



			   FORMCHECKBOX 



			FEMALE FIREFIGHTER ONLY


			  


			





			Fits or epilepsy?


			   FORMCHECKBOX 



			   FORMCHECKBOX 



			Are you or might you be pregnant now?


			   FORMCHECKBOX 



			   FORMCHECKBOX 
 





			Nervous conditions e.g. depression?


			   FORMCHECKBOX 



			   FORMCHECKBOX 



			Have you been pregnant in the last 6 months?


			   FORMCHECKBOX 



			   FORMCHECKBOX 






			Illness requiring psychiatric treatment?


			   FORMCHECKBOX 



			   FORMCHECKBOX 



			


			


			








			I declare that all the above answers are, to the best of my knowledge correct and agree to the OH Practitioner writing to my own Medical Practitioner if necessary.





			Details of your rights under the Data Protection Act and Access to Medical reports Act are enclosed


			Candidates Signature


			





			


			Date


			     





			NOTE: The candidate will be held responsible for the accuracy of the above statement.  By wilfully suppressing any information the candidate will incur risk of disciplinary action.


			OH Practitioners Signature


			





			


			Date


			     








Occupational History


			Date


			Brief History


			Treatment, if any


			Assessment





			     





			     


			     


			     





			Do you work in a Noise Hazardous Environment?


			Yes    FORMCHECKBOX 



			No    FORMCHECKBOX 









Details of Hobbies and Exercise



			     











			Details of Vaccinations





			Tetanus date/ Last booster


			     





			List any other vaccinations and dates 


			     











MEDICAL EXAMINERS COMMENT(S) ON:       


			Please tick the appropriate box





			Smoking habits per day


			Cigarettes


			0    FORMCHECKBOX 



			1 – 10  FORMCHECKBOX 



			11 – 20  FORMCHECKBOX 



			21 – 30  FORMCHECKBOX 



			31 – 40  FORMCHECKBOX 






			


			Pipe Tobacco (oz)


			0    FORMCHECKBOX 



			½ oz    FORMCHECKBOX 



			½ - 1oz  FORMCHECKBOX 



			1 – 2oz  FORMCHECKBOX 



			





			


			Cigars


			0    FORMCHECKBOX 



			1 – 5    FORMCHECKBOX 



			6 – 10    FORMCHECKBOX 



			11 – 15  FORMCHECKBOX 



			>15        FORMCHECKBOX 






			


			


			


			


			


			


			





			Alcohol intake per week


			Pints


			0    FORMCHECKBOX 



			< ½     FORMCHECKBOX 



			1 – 3      FORMCHECKBOX 



			> 4         FORMCHECKBOX 



			





			


			Spirits (Glasses)


			0    FORMCHECKBOX 



			1         FORMCHECKBOX 



			2 – 6      FORMCHECKBOX 



			> 7         FORMCHECKBOX 



			





			


			Wine (Glass)


			0    FORMCHECKBOX 



			1         FORMCHECKBOX 



			2 – 6      FORMCHECKBOX 



			> 7         FORMCHECKBOX 



			








CLINICAL FINDINGS


			Height without shoes


			Weight


			Chest Insp


			Exp


			Waist


			BMI





			              m


			                kg


			                cm


			                 cm


			                 cm


			     








LUNG FUNCTION BTPS/ATPS


			FVS predicted


			FVC actual


			% of predicted


			FEV 1.0


			FEV  1/FEV


			Peak Flow





			                   L


			                   L


			     


			                  L


			                  L


			                  L








URINALYSIS


			Sugar


			Blood


			Albumin





			     


			     


			     








VISION


			Visual acuity


			Distant vision (6M)


			Near vision (33 cm)





			


			Right Eye


			Left Eye


			Both Eyes


			Right eye


			Left Eye


			Both Eyes





			Without correction


			     


			     


			     


			     


			     


			     





			With correction


			     


			     


			     


			     


			     


			     








The vision will be tested by means of Snellens Test Types placed in a good light at a distance of 20 feet/6 metres.  Each eye will be tested separately.


			Please tick appropriate box





			Visual acuity


			Normal                 FORMCHECKBOX 



			Abnormal                    FORMCHECKBOX 






			Red/Green colour vision as tested by lantern test or Ishihara (if applicable)


			Normal                 FORMCHECKBOX 



			Abnormal                    FORMCHECKBOX 






			Visual fields tested by confrontation


			Normal                 FORMCHECKBOX 



			Abnormal                    FORMCHECKBOX 






			Eye movements


			Normal                 FORMCHECKBOX 



			Abnormal                    FORMCHECKBOX 









AUDIOMETRY 


			Hearing Level (dBA) or attach audiometry printout





			


			0.5 KHz


			1 KHz


			2 KHz


			3 KHz


			4 KHz


			6 KHz


			8 KHz





			R. Ear


			     


			     


			     


			     


			     


			     


			     





			L. Ear


			     


			     


			     


			     


			     


			     


			     








			Sum of Hearing Level (dBA)





			


			Low frequency



(0.5 – 2 KHz)


			High Frequency



(3 – 6 KHz)


			Speech Frequency



(1 3 KHz)





			R. Ear


			     


			     


			     





			L. Ear


			     


			     


			     








			Is there any abnormality of (please tick appropriate box)





			


			Yes


			No


			


			


			Yes


			No





			The external ear?


			 FORMCHECKBOX 



			 FORMCHECKBOX 



			


			The hernial orifices?


			 FORMCHECKBOX 



			 FORMCHECKBOX 






			The tympanic membrane?


			 FORMCHECKBOX 



			 FORMCHECKBOX 



			


			The respiratory system?


			 FORMCHECKBOX 



			 FORMCHECKBOX 






			The hearing?


			 FORMCHECKBOX 



			 FORMCHECKBOX 



			


			The cardiovascular system?


			 FORMCHECKBOX 



			 FORMCHECKBOX 






			The nose and throat?


			 FORMCHECKBOX 



			 FORMCHECKBOX 



			


			The veins?


			 FORMCHECKBOX 



			 FORMCHECKBOX 






			The teeth?


			 FORMCHECKBOX 



			 FORMCHECKBOX 



			


			The central nervous system?


			 FORMCHECKBOX 



			 FORMCHECKBOX 






			The speech?


			 FORMCHECKBOX 



			 FORMCHECKBOX 



			


			Mental function?


			 FORMCHECKBOX 



			 FORMCHECKBOX 






			The glands?


			 FORMCHECKBOX 



			 FORMCHECKBOX 



			


			The locomotion system?


			 FORMCHECKBOX 



			 FORMCHECKBOX 






			The skin?


			 FORMCHECKBOX 



			 FORMCHECKBOX 



			


			Other mental or physical nature?


			 FORMCHECKBOX 



			 FORMCHECKBOX 






			The gastrointestinal tract?


			 FORMCHECKBOX 



			 FORMCHECKBOX 



			


			Hands, fingers, nails?


			 FORMCHECKBOX 



			 FORMCHECKBOX 









Additional Notes by OH Practitioner;       


This space is provided for the use of the OH Practitioner to amplify his report where necessary by providing details of :-



a. any affirmation answers to Health Declaration



b. the current clinical condition of any illness or accident reported by the candidate.



c. The clinical details of abnormalities found during examination.



d. Details found as the result of special examinations (audiograms, etc).



e. Comment on allergies reported.In the case of dangerous allergy enter in RED at the top of page 1 and on the medical document envelope.



Note.  There may be circumstances which would allow an OH Practitioner to waive the advised standard, for



 instance when a candidate has considerable experience and this can be balanced against disability, or it is 



 possible to introduce some form of reasonable adjustment.



			     











			Pulse rate                                per minute


			Blood pressure                         





			Results of fitness tests (if required)





			Basic step test


			Pass        FORMCHECKBOX 



			Fail     FORMCHECKBOX 






			Chester step test



    


			Pass >=42 VO2 max      FORMCHECKBOX 



			Advisory >=35 <42 VO2 max     FORMCHECKBOX 



			Fail  FORMCHECKBOX 



			    





			Romberg balance test (is it normal)


			Pass        FORMCHECKBOX 



			Fail     FORMCHECKBOX 









			Is the candidate in you opinion, fully fit to discharge the current or proposed duties in the UK


			Yes     FORMCHECKBOX 



			No     FORMCHECKBOX 






			Date of examination    



     


			Signature (medical examiners qualifications)









			Name and address of medical examiner (Block Capitals)



     











DFRS FORM 211



DEFENCE FIRE & RESCUE SERVICE



OPERATIONAL FITNESS ASSESSMENT REPORT



Individuals Details:


An Operational Fitness Assessment was carried out on the person named below:



			Surname


			


			Forenames


			





			Rank/Grade


			


			Staff/Service No


			





			Station


			


			Date


			








Fitness Assessment Result



			It is confirmed that all aspects listed on DFRS Form 215 and the standards contained within Medical Standards For Civilian Fire & Rescue Service Personnel Employed On The Mod Estate have been assessed including the Exercise Tolerance Step Test.  In my opinion the above named: (* Delete as necessary)


a.*
Is not suffering from any physical or mental disability that would endanger themselves or colleagues in the full and unrestricted performance of their duties.



b.*
Is temporarily unfit to perform their full and unrestricted range of duties for an anticipated period of ………………...…… (enter time) for the reasons stated below.



c.*
Is permanently unfit to perform their full and unrestricted range of duties for the reasons stated below.









			Additional Information



     








Medical Officers Details



			Name (Block Capitals)


			


			





			Qualifications


			


			





			Rank/Grade


			


			





			Station


			


			





			Signature


			


			





			Date


			


			








DFRS FORM 210



DEFENCE FIRE & RESCUE SERVICE



STATEMENT OF RECENT HEALTH CIRCUMSTANCES



This form may be completed electronically or by hand



Student Declaration



To ensure that you have continued to remain fit for firefighting duties and to undergo physical training please complete the following and pass it back to your line manager.



			Surname


			


			Forenames


			





			Rank/Grade


			


			Staff/Service No


			





			Station


			


			Watch (if applicable)


			     








			I confirm that I 



a.*
have or



b.*
have not



suffered from any illness, injury or other medical condition since my last Operational Fitness Assessment.



(* Delete as necessary)





			Students Signature


			








Line Managers Certification



			To the best of my knowledge:



a.*
The individual named above has not suffered from any illness, injury or other medical condition since his/her last Operational Fitness Assessment. 



b.*
The individual named above has suffered from an illness, injury or other medical condition since their last Operational Fitness Assessment and has been  referred to OH for re-assessment and 



c.*
An updated Operational Fitness Assessment Report is attached.



(* Delete as necessary)





			Fire Station Managers Signature


			








			Surname


			


			Forenames


			





			Rank/Grade


			


			Staff/Service No


			





			Station


			


			


			








Once completed this form is to be returned to the originator, taken to MOD FS CTE and presented to the course instructor on Day 1 of the course.


DFRS FORM 216



CONSENT TO RELEASE PERSONAL MEDICAL INFORMATION



TO CAPITA HEALTH SOLUTIONS






Capita Health Solutions is contracted to provide medical and occupational health services.  As such it is necessary for the department to provide Capita with some of your personal details.  The information provided is used by Capita to complete a medical evaluation on you in accordance with the requirements of the department. On completion of the case, all information held will be returned to the medical file in a sealed envelope. All electronic data will be deleted. 



We are required under the Data Protection Act 1998 to provide you with information regarding what your information will be used for and the systems Capita have in place to ensure your information is secure.  We are also required to obtain your consent to provide your information to other medical practitioners for the purpose of obtaining relevant medical information about your case.



			Information provided to Capita



The information provided to Capita is only that which is relevant to process your case and to your specific circumstances. It may include home and work contact details, a letter from the department regarding your current circumstances, sickness absence history and medical questionnaires.  












			Client Information Database



Your information will be entered onto Capita’s secure database on receipt.  Capita will use this information for completion of your case and may contact you directly to arrange appointments or clarify certain details.  Capita may also require additional medical information as detailed below and may use your details for anonymous statistical information.  Capita will not provide medical information obtained in confidence to the department. 












			Information from Third Parties



In the preparation of the medical evaluation it may be necessary for Capita to contact other medical practitioners who hold medical information on you, for example, your GP or hospital consultant.  In this instance Capita will provide your details and a number of questions to which they require additional information.  By asking specific questions Capita ensure that they will only receive information that is relevant to the preparation of your medical evaluation.  



The report Capita Health Solutions receives from your medical practitioner and/or specialist will be held in strictest medical confidence and will not be disclosed to the department. The medical evaluation report which will be provided to the department will relate to your fitness for work.


Access to Medical Reports Act 1988



Under the terms of the Access to Medical Reports Act 1988 you have the right to withhold your consent for Capita to apply to your family doctor or hospital specialist for medical information. If you give your consent you have the right to see information about your medical condition before it is supplied to Capita. You will have 21 days from the date of the Capita letter notifying you that a report has been requested in which to ask your family doctor or hospital specialist to let you see the report. Your family doctor or hospital specialist will tell you if you cannot see any part of the report for professional medical reasons.  If you have requested to see the report compiled by your GP or Specialist the report will be forwarded to Capita Health Solutions after you have viewed the document and not before unless you notify the originator of the document otherwise, i.e. you withdraw your consent for the information to be provided to Capita Health Solutions



If you regard any information in the report as incorrect or misleading you can ask, in writing, for it to be amended. (Please note: if your family doctor or hospital specialist does not accept that the information is incorrect or misleading, they are not required to make any amendment, but in these cases your family doctor or hospital specialist will invite you to prepare a written statement on the disputed information which will be attached to the medical report when it is sent to Capita).



If your family doctor or hospital specialist gives you a copy of the medical report at your request, they may charge you a reasonable fee to cover the cost of supplying it.



It should be noted that the reports from your medical practitioner and/or specialist will be held in a sealed envelope within the structure of your personnel file.  These envelopes may only be opened and viewed by Capita Health Solutions












			Security of Information



Capita Health Solutions hold your information in paper and electronic format.  All paper records are stored in secure locations with electronic data secured within Capita’s internal network with proper technological security measures to prevent unauthorised access.












If you have any questions, or you would like to find out more about this notice please write to: -



The Data Protection Officer, Capita Health Solutions, Maple House, High Street, Potters Bar, Hertfordshire. EN6 5BS



Client details



			Client Personal Details





			Client Title


			     





			Forename(s)


			     





			Surname


			     





			Contact Address


			     








			Date of Birth (dd/mm/yyyy)


			     








General practitioner & consent details



			GP Details





			GP Initials


			     


			GP Surname


			     





			Surgery Name


			     





			Surgery Address


			     








			GP Telephone


			     





			GP Code (Office use only)


			     








If appropriate please give full details of your Specialist / Consultant


			Specialist Title


			     


			Initials


			     


			Surname


			     





			Clinic Name


			     





			Your Hospital Registration Number (if known) 


			     





			Address


			     








			Specialist Telephone Number


			     





			Specialist Code (Office use only)


			     








			By signing here, I agree to my details being sent by MOD to Capita Health Solutions and to my family doctor and, if necessary, my hospital specialist giving information about my medical condition to Capita.  I understand that this information is provided, and will be processed, in medical confidence and that any advice given to management about my health will be in relation to my fitness for work. I have been notified of the Data Protection Act 1998 and hereby consent to Capita Health Solutions processing my personal data in accordance with Capita Health Solutions data protection registration.





			Non Consent Clause


			I do not wish Capita Health Solutions to contact any third party medical practitioner in relation to obtaining relevant medical information about my referral.


			Tick here


			       FORMCHECKBOX 






			Medical Records


			Under the terms of the Access to Medical Reports Act 1988, (above) do you wish to see information about your medical condition which is supplied to Capita by your GP or hospital specialist?


			Yes


			 FORMCHECKBOX 



			No


			 FORMCHECKBOX 






			Please Sign Here


			


			Date of Signature


			     








DFRS FORM 217



(In Lieu of MOD Form 976B)



CONSENT TO RELEASE PERSONAL MEDICAL INFORMATION



to Defence Medical Services






For certain Military Establishments medical and occupational health services will be provided by the Defence Medical Service (DMS). As such it is necessary to provide DMS with some of your personal details.  The information provided is used by DMS to complete a medical evaluation on you in accordance with the requirements of the department. On completion of the case, all information held will be returned to the medical file in a sealed envelope. All electronic data will be deleted.  



We are required under the Data Protection Act 1998 to provide you with information regarding what your information will be used for and the systems DMS have in place to ensure your information is secure.  We are also required to obtain your consent to provide your information to other medical practitioners for the purpose of obtaining relevant medical information about your case.



			Information provided to DMS



The information provided to DMS is only that which is relevant to process your case and to your specific circumstances. It may include home and work contact details, a letter from your personnel management authority regarding your current circumstances, sickness absence history and medical questionnaires.  












			Information from Third Parties



In the preparation of the medical evaluation it may be necessary for DMS to contact other medical practitioners who hold medical information on you, for example, your GP or hospital consultant.  In this instance DMS will provide your details and a number of questions to which they require additional information.  By asking specific questions DMS ensure that they will only receive information that is relevant to the preparation of your medical evaluation.  



The report DMS receives from your medical practitioner and/or specialist will be held in strictest medical confidence and will not be disclosed to your line management chain. The medical evaluation report which will be provided to management will relate to your fitness for work.


Access to Medical Reports Act 1988



Under the terms of the Access to Medical Reports Act 1988 you have the right to withhold your consent for DMS to apply to your family doctor or hospital specialist for medical information. If you give your consent you have the right to see information about your medical condition before it is supplied to DMS. You will have 21 days from the date of the DMS letter notifying you that a report has been requested in which to ask your family doctor or hospital specialist to let you see the report. Your family doctor or hospital specialist will tell you if you cannot see any part of the report for professional medical reasons.  If you have requested to see the report compiled by your GP or Specialist the report will be forwarded to DMS after you have viewed the document and not before unless you notify the originator of the document otherwise, i.e. you withdraw your consent for the information to be provided to DMS.



If you regard any information in the report as incorrect or misleading you can ask, in writing, for it to be amended. (Please note: if your family doctor or hospital specialist does not accept that the information is incorrect or misleading, they are not required to make any amendment, but in these cases your family doctor or hospital specialist will invite you to prepare a written statement on the disputed information which will be attached to the medical report when it is sent to DMS).



If your family doctor or hospital specialist gives you a copy of the medical report at your request, they may charge you a reasonable fee to cover the cost of supplying it.



It should be noted that the reports from your medical practitioner and/or specialist will be held in a sealed envelope within  your personnel file.  These envelopes may only be opened and viewed by suitably qualified health practitioners.












			Security of Information



DMS hold your information in paper and/or electronic format.  All paper records are stored in secure locations with electronic data secured within their internal network with proper technological security measures to prevent unauthorised access.

















Client details



			Client Personal Details





			Client Title


			     





			Forename(s)


			     





			Surname


			     





			Contact Address


			     








			Date of Birth (dd/mm/yyyy)


			     








General practitioner & consent details



			GP Details





			GP Initials


			     


			GP Surname


			     





			Surgery Name


			     





			Surgery Address


			     








			GP Telephone


			     





			GP Code (Office use only)


			     








If appropriate please give full details of your Specialist / Consultant


			Specialist Title


			     


			Initials


			     


			Surname


			     





			Clinic Name


			     





			Your Hospital Registration Number (if known) 


			     





			Address


			     








			Specialist Telephone Number


			     





			Specialist Code (Office use only)


			     








			By signing here, I agree to my details being sent by MOD to DMS and to my family doctor and, if necessary, my hospital specialist giving information about my medical condition to DMS.  I understand that this information is provided, and will be processed, in medical confidence and that any advice given to management about my health will be in relation to my fitness for work. I have been notified of the Data Protection Act 1998 and hereby consent to DMS processing my personal data in accordance with MOD data protection registration.





			Non Consent Clause


			I do not wish DMS to contact any third party medical practitioner in relation to obtaining relevant medical information about my referral.


			Tick here


			       FORMCHECKBOX 






			Medical Records


			Under the terms of the Access to Medical Reports Act 1988, (above) do you wish to see information about your medical condition which is supplied to DMS by your GP or hospital specialist?


			Yes


			 FORMCHECKBOX 



			No


			 FORMCHECKBOX 






			Please Sign Here


			


			Date of Signature


			     








�









FF attends for Operational Fitness Assessment with OHA









Fail









Pass









Suitable for remedial programme?









Yes









Fitness problem









Medical problem









No









Limited to FF making substantial but incomplete progress to full fitness









Receive fitness programme from OH and/or PTI









Refer to GP









Supervision by OH if necessary









Supervision by OH and/or PTI as necessary









According to level of fitness while being treated FF may









According to level of fitness while undertaking fitness programme FF may









Undertake restricted duties as recommended and agreed









Unfit for any duties









Just Fail









Pass









Clear




Fail









Repeat operational fitness assessment after agreed interval









Available









Redeploy









FF fit for operational duties and formal training









Management to consider alternative employment in MOD based on OH advice









Not available









Medical discharge or Departmental Review Board









Unit Stamp









Unit Stamp









If you have any questions, or you would like to find out more about this notice please contact your personnel management authority
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Service Specific Requirements



Ministry of Defence Police (MGS)
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1. Background:

2. MGS CSOs provide the MOD’s own dedicated civilian guarding service providing a 24/7 unarmed guard service. The MGS role is focused on the Defence Community, representing in many cases the first public face of the MOD.

3. The MGS carries out a wide range of duties which can include ingress and exit, dealing with emergencies, voice communications, apprehending and detaining suspects, foot patrols, mobile patrol, vehicle searches and dog handling (which has certain health restrictions.  These duties require officers to have a good general level of physical fitness and awareness, with hearing and vision standards at many of the MOD sites, to enable them to perform to the required standards within a shift working team environment.

4. Some of the roles are physical and do require the individuals to work shift patterns that may disrupt sleep patterns, diet, social and family life that should be taken into consideration by occupational health practitioners.

5. Personnel Involved and Locations

6. There are approximately 2000 unarmed guarding personnel within the MGS organisation, based at 110 geographic locations around the UK across the MOD estate including high profile sites such as MOD Main Building in Whitehall, London and Her Majesty’s Naval Base (HMNB) Clyde in Scotland.

7. OH Services Required









8. In addition to the standard services available to MOD, MGS have a requirement for additional specialist services described below:

viii

QINETIQ/CHS/MC/CR020250



		MGS OH Services 



		Item

		Description

		Delivery Location

		Frequency

		Applicable Standards

		Applicable KPI Regime 

		Additional Requirements



		1. 

		Pre-employment / Pre-appointment check

		Supplier location within normal contractual travel time / distance.

		As Required

		MGS specific medical standards apply.



For some roles – Baseline hearing surveillance prior to employment is required



		Services to be provided; measured and reported against the service levels applicable Pre-Appointment and Pre-Enrolment Checks.

		Pre-placement options are required to cover the following variants:

MGS Pre-placement (standard) applies for locations where there is no requirement for Hearing surveillance.



[bookmark: _Hlk42869549]MGS Pre-placement (airfield and dockyard locations).  Additional Hearing acuity testing and baseline surveillance is required where the role involves work in a noisy environment, such as fixed or rotary wing air stations or dockyards.



MOD Referring Manager will indicate at the time of referral which referral type applies.

OH Supplier must provide capability for referring manage to indicate at the time of referral whether the role includes Dog Handling duties.  Candidates with history of autoimmune deficiency or splenectomy shall be considered unsuitable for the Dog Handler role.

Scope of delivery of these services shall include conduct of colour vision ‘Trade Test’ (if required).

Where CAD colour vision testing is indicated – this may be charged in addition to the pricing for standard MGS Pre-placement (airfield and dockyard locations) service.

The outcome report to MOD should make an overall recommendation of fitness for recruitment in one of the following categories: 

· Fit for full range of duties at the proposed location.

· Fit for role – with some restrictions 

· Where this category is used advise on reasonable adjustment requirements, or restrictions on work location / duties is required. 

· Unfit for role 

· Candidates failing to meet the required visual and / or hearing standards, or otherwise not expected to be able to provide regular attendance would fall into this category. 

· Individuals failing to meet the necessary standards may be regarded as temporarily unfit.  The undertaking of reassessment and their timings will depend upon the nature of the reason for failure to meet the necessary standards. Individuals who fail to meet the necessary standards on multiple occasions will be deemed unfit.





		2. 

		Pre-employment / Pre-appointment CAD Colour Vision Assessment

		Supplier location

		As required – where clinically indicated as part of MGS pre-placement assessment

		City University



MGS Recruitment Medical Standards

		Services to be provided; measured and reported against the service levels applicable Pre-Appointment and Pre-Enrolment Checks.

		Where CAD colour vision testing is indicated – this may be charged in addition to the pricing for standard MGS Pre-placement (airfield and dockyard locations) service.
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		MOD Guard Service Recruitment Medical Standard 1.0 Approved

Dated Nov 2019
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2. About this document



2.1 Purpose



This document defines the medical standards applicable for recruits to MOD Civilian Security Officer roles within MOD Guard Services.



2.2 Applicability


This guideline is applicable to all clinicians who are required to assess the medical and physical fitness of individuals required to meet the MOD Guard Service Medical Standard for recruitment


2.3 Amendments



Any comments on, or suggested amendments to this document should be forwarded to the owner of this document.


2.4 References



JSP 950 Leaflet 6-7-7




http://defenceintranet.diif.r.mil.uk/libraries/library1/DINSJSPS/20170203.1/20171215-JSP_950_Part_1_Lft_6-7-7_(V1.2%20Dec%2017).pdf


3. Assessment of MOD guard service recruits 



3.1 Introduction



The standards reflect fitness for entry in to the MOD Guard service at the time of assessment.  Each case should be looked at individually and assessed on its merits.  Levels of fitness which are not compatible with the job requirements or the working environment, will potentially adversely affect health, safety and operational efficiency.



The jobholder may be expected to function in the following areas:



· Control vehicle and pedestrian access to, and egress from, an Establishment. 



· Issuing of passes.



· Patrolling on foot and in a vehicle



· Searching of vehicles, baggage, personnel, buildings and open areas.



· Escorting of visitors.



· Controlling traffic.



· Checking identity documents / passes


· Monitoring alarm panels


· Writing reports on breaches of security or defects etc.



· Dealing with demonstrators and intruders.



· Safeguard classified information and material.



· Co-operate with other security providers



· Liaise with Emergency Services



· Operate and monitor security systems; CCTV and alarms etc.



· Operate and communicate effectively over telephone or radio.



· Record information in the books provided.



· Report safety hazards and accidents in accordance with current instructions.



· Carry out, if required, initial action at the scene of any incident.



· Issue and receipt of keys together with ensuring their timely return.



· Prevention of fire.



· Driving a MOD vehicle


· Where driving within Airfield locations is a requirement of the role and correct colour vision is a key safety factor – this will be clearly highlighted to the Occupational Health provider conducting the pre-employment assessment.


· Dog handling duties – some roles involving dog handling duties.  Where employment into such a role; this will be clearly highlighted to the Occupational Health Provider conducting the pre-employment assessment.


3.2 Standards for fitness to serve as a MOD Guard 



General medical considerations



Overall general physical capacity, in terms of mobility, agility, strength and stamina, is an important factor.  An individual's physical capacity must be compatible with the actual job duties of an MOD Guard. 



Any applicant that has a medical condition that could compromise their ability to function effectively as an operational Guard should be assessed and reasonable adjustments advised, if appropriate. If there is any doubt as to whether the candidate may or may not be suitable then further investigation, information or assessment may be required. 



Dog Handling Medical Considerations



The suitability of applicants who have a known allergic or hypersensitivity reaction to animals is to be assessed by a Senior Medical Officer. Owing to the risk to their health, personnel who have been subject to a splenectomy (removal of spleen) or are functionally asplenic are not permitted to train as dog handlers.


Vision


Excimer Laser Photo Refractive Keratotomy - Candidates who have had Excimer Laser Photo Refractive Keratotomy are acceptable, provided they are at least 6 months post-operative, achieve the required visual acuity levels and have no post-operative complications such as “flares”.


Candidates will need to achieve the following:



Distance Vision:


When tested using a standard 6 metre Snellen chart, adequately illuminated, and set at exactly 6 metres from the candidate:


· Have uncorrected, or corrected with spectacles or other visual aids, distance visual acuity of not less than 6/9 in the best eye and 6/12 in the worst eye.



Where a candidate does not meet these standards, they should be advised of the required standards and signposted to an optician to be tested and further vision correction prescribed.



A repeat visual acuity test should be conducted after assessment by an optician.  If there is a discrepancy between VA measured at an optician and that recorded at the pre-employment assessment, the OH results should take precedence.



Near Vision:


No standards set for near vision 



Colour Vision – applicable to roles where Airfield Driving is a requirement:


Airfield driving requires a higher standard of colour vision.



A requirement for Airfield driving will be clearly communicated by Defence Business Service Recruiters at the time of referral.


The Ishihara test shall be performed under natural diffuse daylight (not direct sunlight) or fluorescent lighting. The candidate shall be tested on 24 plates. An assessment of the readings of plates 1 to 21 determines the normality or defectiveness of colour vision. They should be presented in none sequential order. If 17 or more of the first 21 plates are read normally, the colour vision is regarded as normal. 



If colour vision is deficient on Ishihara testing, City University CAD test is required – pass criteria set as threshold ≤ 4 CAD units.


Colour Vision – applicable to all roles that do not involve Airfield Driving


The Ishihara test shall be performed under natural diffuse daylight (not direct sunlight) or fluorescent lighting. The candidate shall be tested on 24 plates. An assessment of the readings of plates 1 to 21 determines the normality or defectiveness of colour vision. They should be presented in none sequential order. If 17 or more of the first 21 plates are read normally, the colour vision is regarded as normal. 



If colour vision is deficient on Ishihara testing, a practical ‘Trade Test’ should be conducted using example test cards provided by MOD.



Trade Test Method:




Required equipment –10 Red and 10 green test cards (example passes) supplied by MOD.



The test should be performed in natural daylight or standard office lighting conditions and the examinee (candidate) permitted to wear spectacles if required.



Say to the examinee: ‘This is a test to find out whether you can readily recognise red and green security passes commonly used within MOD.  You will be shown 15 cards – you will be required to identify the colour of each card – please state only “Red” or “Green”.



The test cards are presented to the examinee one at random, one at a time face down – I,e with the text ESCORTED / UNEXCORTED not visible to the candidate.



Each card should be presented at a distance of 50 – 100 cm (20-40 inches) and the candidate allowed not more than 5 seconds to state the colour.



A total of 15 cards should be shown.



Correct identification of the colour of 14 passes from 15 is required to pass this trade test.



Excimer Laser Photo Refractive Keratotomy - Candidates who have had Excimer Laser Photo Refractive Keratotomy are acceptable, provided they are at least 6 months post-operative, achieve the required visual acuity levels and have no post-operative complications such as “flares”.


Hearing



Baseline HSE Hearing Surveillance may be required for potential employees working in noise hazardous areas.



Hearing Surveillance results shall be considered together with other assessments to inform recommendations on fitness for role.  Any hearing surveillance results which fall into HSE Category 4 will be unfit.


There are no hearing acuity standards for those employed in roles where there is no exposure to noise hazards.



3.3 Outcome Report


The outcome report to MOD should make an overall recommendation of fitness for recruitment in one of the following categories:



· Fit for full range of duties at the proposed location 


· Fit for role – with some restrictions



· Please advise on reasonable adjustment requirements, or restrictions on work location / duties.


· Unfit for role



· Candidates failing to meet the required visual and / or hearing standards, or otherwise not expected to be able to provide regular attendance would fall into this category.



· Individuals failing to meet the necessary standards may be regarded as temporarily unfit.  The undertaking of reassessment and their timings will depend upon the nature of the reason for failure to meet the necessary standards. Individuals who fail to meet the necessary standards on multiple occasions will be deemed unfit.



4. Attachments
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Service Specific Requirements


MOD Vessel Traffic Services

1. Background:


2. Vessel Traffic Service (VTS) personnel co-ordinate traffic and provide navigational assistance to vessels within MOD ports at Portsmouth and Devonport (Plymouth).


3. VTS personnel operate shift working; usually a 12 hour shift plus 15 minute handover period.  Shift periods are usually wither a day shift 0630-1830, or nightshift 1830-0630.

4. The shift patterns are commonly 4 on 4 off  (2 days, 2 nights) or 3 on 3 off.

5. As this is a safety critical role– MOD standards of fitness for role have been defined, with a default 5 yearly periodicity.  Where employees already hold an MCA ENG1 certification, additional assessment against the VTS standards is not required.


6. Personnel Involved and Locations


7. There are approximately 15 VTS personnel based at HMNB Portsmouth and 15 at HMNB Devonport.


8. Recruitment numbers cannot be accurately forecast, but are estimated at less than 5 per annum total.


9. OH Services Required

10. A specialist fitness for role medical is required at pre-employment stage and periodically (default 5 yearly) whilst in employment.

11. In addition to the standard services available to MOD, VTS have a requirement for additional specialist services described below:

		VTS OH Services 



		Item

		Description

		Delivery Location

		Frequency

		Applicable Standards

		Applicable KPI Regime 

		Additional Requirements



		1. 

		Pre-employment / Pre-appointment assessment

		At a supplier location within normal contractual travel time limits

		As Required

		VTS Clinical Standards apply.




		Services to be provided; measured and reported against the Service Levels applicable to Pre-Appointment and Pre-Enrolment Checks.

		 



		2. 

		Periodic Fitness for Role Health Assessment

		At a supplier location within normal contractual travel time limits

		Default 5 yearly




		VTS Clinical Standards apply.




		Services to be provided; measured and reported against the Service Levels applicable to Health Surveillance and Fitness for Task

		





11. VTS Medical Standards

Operational Health Standard for Vessel Traffic Services Supervisor and Vessel Traffic Services Officer 

		

		Special considerations/hazards

		Accept

		Consider carefully



		Vision

		Use of Vessel Traffic Image display screens.

Reading of detail presented on other colour coded management information databases.

		At least 6/9, 6/12 by Snellen Chart

N5 at 30cm


N10 at 60cm


Correction may be worn, if so then uncorrected vision must be at least 3/60 in each eye.


If contact lenses are worn, then vision must also meet the standard using the spectacles to be carried for emergency use.


Visual fields normal by confrontation test


Normal Ishihara plates test.

		Any pathological condition of the eyes likely to lead to progressive visual loss.

Unilateral visual impairment


 (Consider accepting if distance vision in the good eye is 6/6 or better, visual


fields are normal, the individual has


fully adjusted to the impairment and


ophthalmological condition is stable).


Acceptable intermediate vision is


required due to the use of display screen equipment.


Abnormal colour perception.



		Hearing

		Radio communications

		Threshold of at least +2OdB (without the use of hearing aid(s)) 

Averaged over 0.5,1 and 2kHz) and +35 dB  


averaged over 3,4 and 6kHz in each ear

		If relative unilateral deafness is present then consider accepting if binaural threshold is better than +25dB, the individual has adjusted the impairment and the audio logical condition is stable.



		General health

		Shift work

		No evidence of active or recurrent medical problem.


		Any medical condition posing a significant risk of sudden incapacity or impairment of cognitive function.  Any medical condition likely to be aggravated by shift or night work.



		Health Assessment

		Pre employment health assessment to include baseline medical and audiometry.

Health assessment every 5 years unless more frequent screening is recommended on the basis of individual circumstances.  To be within the period of 12 months prior to Logbook validation.


Referral recommended if any significant health change.
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Service Specific Requirements


Salvage & Mooring Operations (SALMO)

1. Background:


2. MOD employs Retained Grade civilian personnel in  the Salvage and Mooring Operations (SALMO) team.


3. SALMO Retained Grades  include:

a. Chief Salvage & Mooring Officer


b. Principal Salvage & Mooring Officer


c. Salvage & Mooring Officer


d. Salvage Operations Manager


e. Salvage Engineer


f. Salvage Electrician


g. Salvage Supervisor


h. Salvage Operator 

4. The role involves offshore salvage involving MOD / Military vessels; aircraft recovery, towing or other directed operational tasks of a similar onerous and arduous nature with staff available to deploy worldwide with as little as 6 hours notice for the lead elements.


5. The standard working environment may include periods in harbour; or at sea where they may spend many days, up to several weeks away from port facilities.


6. The Basic Standard of Fitness required is MCA ENG1 services and for staff with diving liabilities the standard HSE Diving medical.


7. This requirement is due to the potentially hazardous nature of role and work locations a basic standard of fitness is required.  Specifically, ill health or disease that can limit the effectiveness of staff can lead to situations that can rapidly become dangerous, not only for the individual but for the rest of his/her colleagues.  This is especially true for those disease processes, which can lead to sudden incapacitation. 


8. Personnel Involved and Locations


a. Devonport; Plymouth

13 personnel


b. HMNB Clyde; Faslane

13 personnel


c. Abbey Wood; Bristol

15 personnel


9. Services Required


10. In addition to the standard services available to MOD, SALMO have a requirement for additional specialist services described below:

		SALMO Specific OH Services 



		Item

		Description

		Delivery Location

		Frequency

		Applicable Standards

		Applicable KPI Regime 

		Additional Requirements



		1. 

		Pre-employment / Pre-appointment assessment

		Delivery required at a supplier location within the standard contractual travel time limits.



		As Required

		Health and Safety Executive (HSE) Diving Medical iaw Diving at Work Regulations 1997 &

Maritime Coastguard Agency ENG 1 











		Services to be provided; measured and reported against the service levels applicable to   Pre-employment / Pre-appointment.

 

		All candidates for deployable SALMO roles must hold a valid Maritime Coastguard Agency ENG 1 to standards produced for the Department for Transport (DfT) – see. www.mcga.gov.uk/c4mca/mcga07-home/workingatsea/mcga-medicalcertandadvice.htm

Candidates employed in roles where diving is a requirement to dive must also hold a valid HSE diving medical.  This set of medical standards is based on the Health and Safety Executive (HSE) Diving at Work Regulations 1997: Qualifications of Divers i.e. a full diving medical to HSE Standards by an Approved Medical Examiner of Divers 







a. 



Where the required certification is not currently held by the candidate – completion of medicals by the OH service provider is required and decision on fitness for employment should take full account of the results.









		

		

		



		

		

		

		



		2. 

		

		



		



		



		

		



		3. 

		

		



		

		











		

		





11. 

12. 



		

		

		





		A. 

		

		







�SALMO team currently have an exemption to items 2,3 & 4 on operational and VFM reasons and this is likely to continue – Marc K confirmed Feb 20.
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SECTION 1



CONDITIONS OF SERVICE FOR S&MO RETAINED GRADES 



IN THE SALVAGE AND MARINE OPERATIONS TEAM


1.
Introduction



1.1
This handbook provides a brief description of general personnel matters.  It also provides a summary of the Terms and Conditions of Service (TACOS) that are particular to Salvage and Mooring Officers (SALMO) and Marine Salvage Unit (MSU) grades as members of the Salvage and Marine Operations (S&MO) Delivery Team / Departmental Corporate Service (DCS). A full list of these grades is shown at paragraph 10 below.  It should be read in conjunction with the relevant MoD Policy, Rules and Guidance (PRG), as indicated in bold print throughout.  The contents of the PRGs and this handbook comprise the Conditions of Employment that apply to the S&MO Retained Grade members of S&MO. Terms of Reference and Minimum Entry Qualifications for SALMO and MSU Grades are detailed at Section 1 Annex A. 


1.2
The SALMO and MSU grades within S&MO are not part of the non-industrial unified grading system. The term used to describe them is ‘S&MO Retained Grades’ for whom there are different pay scale ranges to those within unified grading.  The different terms and conditions applying to SALMO and MSU staff are covered within this chapter.  Where the terms and conditions are the same, Defence Business Services PRG will apply, relevant information can be found on the MoD intranet through the People Services channel.



1.3
Nothing in this handbook supersedes any extant pay and conditions, which have been properly agreed at national level, but may be subject to re-negotiation in the future. Further advice on Conditions of Service issues should be sought from the Corporate Business Manager (CBM) of S&MO – DESSANMO-CBM-SO1@mod.uk. 


2.
General personnel matters



2.1
The Chief Salvage and Mooring Officer (CSALMO) acts as the focal point for personnel and manning matters within S&MO, as Head of Profession.  However, it is preferable for any personnel issue or problem to be raised with CBM or a member of the CBM team in the first instance.  They will take the necessary action, in consultation with CSALMO and DE&S Director Human Resources Operations.  Line Managers are, therefore, to deal with personnel matters through this process, unless advised otherwise by CBM staff.



2.2
No Line Manager should divorce him/herself from personal problems affecting his/her staff and hence must be aware of personnel management matters. Indeed, if a member of staff has a personal problem he or she should raise it first with his or her Line Manager and then up through the line management chain.


3.
Recruitment and first appointments



3.1
SALMO and MSU staff are recruited generally through open competition, undertaken by the appropriate recruiting authority.  The minimum entry qualifications for both groups are shown at Annex A.



3.2
Following the closure date of the recruitment campaign, CBM staff will convene a Sift Panel to review applications and subsequently an Interview Board for candidates to be seen. The interview process will include dive aptitude tests and medical examinations where applicable.  The Board will comprise Line Manager of the vacancy and an independent member. At SALMO grade usually there will be two representatives from S&MO, specifically the Line Manager of the vacancy and another PSALMO/CSALMO.   They will consider each application during the paper sift stage and produce a short-list of suitable candidates to attend for interview.  Subsequently, the Line Manager will write a full report of the interview(s), including the Board’s recommendation for each candidate.  


3.3
A record of the Board’s recommendations will be retained on the Recruitment Campaign File. The promulgation of results and subsequent appointment(s) is the responsibility of the Line Manager.


3.4
Vacancies will be filled from the list of successful candidates selected by the Interview Board.  Subject to satisfactory completion of pre-appointment enquiries including security clearance, candidates will be awarded CONDITIONAL appointments (i.e. they must successfully complete their dive training and any other internal requirements before their employment is made permanent).  A Statement of Particulars is issued to all newly engaged SALMO or MSU staff and a specimen statement may be found at Section 1 Annex B, whilst subordinate appendices cover specific information relating to particular grades.  


3.5.
Newly recruited staff will normally be regarded as being on probation for a period of 12 months.  The mid-year review of the Performance Assessment Report (PAR) will include number of days sick, comments on timekeeping and a recommendation on the continuation/extension of the probation period.  At the 12-month point an end of probation report will be written that will include a recommendation as to whether the Probationer should become an Established Civil Servant.  All SALMO and MSU staff are mobile grades and must be prepared to serve at any location. Detached duty for these appointments may occur at very short notice to meet operational requirements.



4.
SALMO and MSU grades



4.1
The SALMO and MSU grades in S&MO are shown below:




SALMO Grades:


                      Grade 

      Pay









                 Equivalence

  Band Link




CSALMO (Chief Salvage and Mooring Officer)

B1

         B1




PSALMO (Principal Salvage and Mooring Officer)
B1

         B1




SALMO (Salvage and Mooring Officer)
  

C1
                      B2




MSU Grades:




Operations Manager




C2

         C1




Salvage Engineer




C2

         C1




Salvage Electrician




D

         C2




Salvage Operator




D

         C2




Salvage Supervisor




D

         C2



5.
Pay  


5.1
All SALMO and MSU grades are S&MO Retained Grades, so different rules apply to their place on the pay spine.  Details of pay and special allowances paid to SALMO and MSU staff may be found at Section 1 Annex C.



6.
Attendance and payment for overtime



6.1
SALMO and MSU staff are required to work a 42 hour week gross (37 hour week net).  However, they are also required to work additional hours, particularly in support of operational commitments as they arise, for which different conditions apply (also see Section 1 Annex C). 



7.
Hours of work



7.1
In line with European legislation, S&MO personnel are required to comply with the Working Time Regulations 1998. Further details of how this is being applied in S&MO can be found at Section 4. 



8.
Public and privilege holiday working



8.1
SALMO and MSU Grades may be required to be on duty on a Public, Privilege or Bank Holiday. Compensation for SALMO grades is included in their pay package. Details of compensation for MSU grades can be found at Section 1 Annex C. 


9.
Working on operational tasks


9.1
Special terms and conditions may apply for staff working in support of operational duties or participating in crisis management exercises.  Director Civilian Personnel (DCP) have produced guidance on allowances that may be claimed, which can be accessed by calling Defence Business Services or visiting the People Services Channel for PRG at the link below:


http://defenceintranet.diiweb.r.mil.uk/DefenceIntranet/PeopleServices/. 


10.
Sponsored Reserves 


10.1
As of 1 April 2008 all newly recruited S&MO Retained Grades have a requirement to become a Sponsored Reserve.  Further details of this obligation can be found at Section 2.


11.
Passport and driving licence



11.1       All S&MO Retained Grade personnel are required to hold valid UK passports and driving licences. New and replacement passports and driving licences may be obtained on a gratis basis providing the application is submitted in accordance with the extant PRG.  



12.
Annual leave



12.1
Leave must not be taken without line management approval.  Sufficient notice of intention to take leave must be given.



12.2
The annual leave allowance is 25 days, rising to 30 days after 5 years of reckonable service. For further details see PRG Annual Leave at the link: https://knowledge.chris.r.mil.uk/PPPA/index?page=intranet&cat=ANNUAL_LEAVE. 


13.
Meal breaks










.



13.1
SALMO and MSU Grades are allowed a paid meal break of one hour on each working day.  Shorter breaks may be taken to meet the requirements of management or staff where there are arrangements for flexible working hours or where transport facilities are limited (a shorter period may be allowed in order to fit in with the transport service.) 


22.
A meal break of at least half an hour is mandatory for all full-time staff and part-time staff who work in excess of 5 hours per day. For further information see PRG – Working Patterns:


https://knowledge.chris.r.mil.uk/PPPA/index?page=intranet&cat=WORKING_PATTERNS_LEAVE_MOVING_JOB_LOCATION. 


14.
Fitness standards



14.1
The fitness standards that apply to SALMO and MSU staff are laid down in Section 1 Annex D.  Staff will be required to pass medical examinations to Maritime Coastguard Agency (MCA) ENG1 standard every 2 years.  In addition, certain staff will be required to pass a full diving medical to HSE standards conducted by an HSE registered diving doctor.  N.B. Officers recruited before 1998 have reserved rights regarding diving obligations.



14.2
SALMO and MSU Grades are required to keep specified vaccinations and inoculations up to date for which costs will be met by the Department. For further information on vaccinations and inoculations see Section 1 Annex D.













14.3
In the event of a member of the SALMO and MSU grades failing to maintain the applicable medical standard, the MoD reserves the right to retire the officer on the grounds of ill-health.  



15.
Mobility



15.1
SALMO and MSU staff are mobile grades and could be called upon to move, either temporarily or permanently, to another location.



16.
Performance 



16.1
The reporting year for S&MO SALMO and MSU staff ends on 31 March and Performance Assessment and Reports (PARs – MoD Form 1720A) must be completed within 6 weeks of the end of the reporting period.  This date takes account of the importance attached to early completion of reports and for the purposes of appraisal.  S&MO SALMO and MSU staff are to be reported on annually.  Any Reporting Officer failing, without justification, to meet their performance management responsibilities should have this reflected in their own overall assessments and would not be expected to receive a bonus (see PRG- Performance and Recognition) at the link below:


https://knowledge.chris.r.mil.uk/PPPA/index?page=intranet&cat=PERFORMANCE_AND_RECOGNITION. 



16.2
Guidance on the completion of PARs can be found in the People Services area under Reward and Recognition – Appraisal and Performance including guidance on the role of the Reporting Officers at the link:



https://knowledge.chris.r.mil.uk/PPPA/index?page=intranet&cat=PERFORMANCE_AND_RECOGNITION. This has particular relevance to S&MO where there are several instances of an individual working to someone of the same pay band/grade.  


17.
Promotion



17.1.
Movement within the MSU grade will be by promotion from Salvage Electrician, Salvage Operator and Salvage Supervisor to Operations Manager or Salvage Engineer, subject to the appropriate qualifications being held.  It is possible for promotion of experienced and appropriately qualified MSU grades to SALMO through successful assessment at a Technical Panel, although those holding appropriate qualifications may also apply via the recruitment route.  Progression from the SALMO grade to PSALMO will be by promotion subject to selection and appointment following successful attendance at a Promotion Board.  Appointment to CSALMO will be from PSALMO.  


17.2
Appeals against the decision of the Promotion Board should be submitted to Defence Business Services along with any evidence or relevant documentation. They may convene a Review Board. Also refer to PRG – Promotion and Advancement at the link below:


https://knowledge.chris.r.mil.uk/PPPA/index?page=intranet&cat=PROMOTION_PROGRESSION_AND_ADVANCEMENT. 


18.
Statements of particulars



18.1
Statements of Particulars for SALMO and MSU grades, as issued to all newly engaged staff, may be found at Section 1 Annex B.  For all existing SALMO and MSU staff the requirement for a Statement of Particulars will be considered to have been met by the contents of this Handbook, together with the associated PRGs.


19.
Training



19.1
New entry and existing SALMO and MSU staff will be required to undertake training in accordance with S&MO training strategy.



19.2
SALMO and MSU Grades are mandated to revalidate their Department for Transport Certificate of Competency to ensure that their professional qualifications do not lapse, see 


Section 1 Annex E. 



20.
Uniform



20.1
The SALMO and MSU Grades are not uniformed.  However, there may be a requirement to wear uniform in an operational environment/theatre as directed by the In Theatre Commander, as for all civilian personnel in theatre, or when mobilised as Sponsored Reserves.


21.
Leaving the MoD



21.1
The guidelines for S&MO staff leaving the MoD are set out in the People Services Channel – Leaving the Department and Pensions at the link below:



https://knowledge.chris.r.mil.uk/PPPA/index?page=intranet&cat=LEAVING_THE_DEPARTMENT_PENSIONS.  With effect from 1 April 2010 there is no Normal Retirement Age (NRA) for most MoD Civil Servants, which was previously set at aged 65. NRA must not be confused with the pension scheme retirement age, which is currently age 60 in the Principal Civil Service Pension Scheme (PCSPS).  For those already in a Pension Scheme with a retirement age of 60 the effect of the change will be to give individuals the choice of when to leave. However, you will not be forced to work beyond your pension age of 60 if that is not your wish. The removal of the NRA will simply mean that individuals will no longer have to apply to work beyond 65 and instead, service beyond 65 will be automatic unless the individual decides to leave (resign). 



21.2
Nevertheless, while the application of the ‘no retirement age’ policy is non-contentious for the vast majority of MoD Civil Servants, the physical demands of particular occupations, such as S&MO Retained Grades, requires careful consideration. Therefore, further work is still being done before confirming that the new policy can be applied to all MOD staff. In the meantime, the DIN should not be taken as an unconditional statement that the new policy will apply to all occupational groups. Further guidance may be found in 2009DIN01-083 Retirement Age policy – Abolition of the Normal Retirement Age below the Senior Civil Service in 2010.


22.
Exit interviews



22.1
Exit interviews will be carried out for all employees leaving S&MO. This will include leaving due to retirement, resignation, promotion and/or transfer.


Section 1 Annex A



TERMS OF REFERENCE AND MINIMUM ENTRY QUALIFICATIONS FOR S&MO SALMO AND MSU GRADES



1.
Individual Terms of Reference (TORs) are given to new joiners upon arrival and an electronic version is subsequently held on the team site.


2. All grades require a full, valid driving licence, a UK passport and hold an MCA ENG 1 medical certificate of fitness.  



3. The following minimum entry qualifications will be required for the grades shown:



SALMO GRADES



a.
CSALMO


DfT Masters Unlimited / Class 1 Deck Certificate



or



Chief Engineer Unlimited / Class 1 Engine



Significant practical experience at a senior level of Salvage Operations



Diving qualification 



Management qualifications and experience


Knowledge of MoD Acquisition processes would be desirable 


b.
PSALMO





DfT Masters Unlimited / Class 1 Deck Certificate



or





Chief Engineer Unlimited / Class 1 Engine



Practical experience of Salvage Operations



Diving qualification


Management qualifications and experience


Awareness of MoD Acquisition processes would be desirable


c.
SALMO





DfT Masters Unlimited / Class 1 Deck Certificate



or





Chief Engineer Unlimited / Class 1 Engine



HSE approved commercial diving qualifications are desirable, but there will be training on entry (a diving aptitude test will be undertaken as part of the recruitment process)


Practical experience of project management would be desirable


MSU GRADES


(i)
Salvage Engineer



DfT Class 2 Engineer Certificate of Competency



HSE approved commercial diving qualifications are desirable, but there will be training on entry (a diving aptitude test will be undertaken as part of the recruitment process)


Welding Skills



Management and interpersonal skills





(ii)
Operations Manager


DfT Class 2 or 3 Deck Certificate of Competency




HSE approved commercial diving qualifications are desirable, but there will be training on entry (a diving aptitude test will be undertaken as part of the recruitment process)



Good management and interpersonal skills




Management and interpersonal skills





(iii)
Salvage Electrician



Appropriate Electrical Qualification to City and Guilds level



HSE approved commercial diving qualifications are desirable, but there will be training on entry (a diving aptitude test will be undertaken as part of the recruitment process)



Sea service as electrical engineer officer



Basic engineering knowledge




(iv)
Salvage Supervisor




Previous experience at sea or on off-shore platforms in a maintenance





or engine room environment



HSE approved commercial diving qualifications are desirable, but there will be training on entry (a diving aptitude test will be undertaken as part of the recruitment process)



Supervisory skills and experience


Welding skills





Knowledge of cargo practices, including dangerous cargoes




(v)
Salvage Operator





Previous experience at sea or on off-shore platforms in a maintenance





or engine room environment



HSE approved commercial diving qualifications are desirable, but there will be training on entry (a diving aptitude test will be undertaken as part of the recruitment process)




Welding skills



Section 1 Annex B



STATEMENT OF PARTICULARS OF EMPLOYMENT FOR ALL SALVAGE AND MOORING OFFICERS (SALMO) AND GRADES ABOVE 


PART 1



1.
Introduction



1.1
Part 1 of this statement sets out particulars of [name of employee] employment with the Ministry of Defence as at [date] which are required to be given under the Employment Rights Act 1996.  Your employment will commence on [date] and no employment with a previous employer counts as part of a period of continuous employment.  



1.2
The terms and conditions under which you are appointed are set out in the People Services Channel on the MOD Intranet.  The terms and conditions that govern your appointment may be amended from time to time either as a result of collective bargaining, or following consultation with the Trades Unions as appropriate.



1.3
Changes to terms and conditions of appointment made through collective bargaining, or consultation, will be notified to you through Defence Instruction Notices (DINs).


2.
Place of work



2.1
Your initial place of work will be at [specify location] but you have a full mobility obligation which means you are liable to:




a.
transfer anywhere in the United Kingdom or abroad; and




b.
serve away from home for periods of detached duty.



3.
Hours of work



3.1
You will normally work a 5 day / 42 hour week, including an hour’s paid lunch break, unless you have joined the S&MO Retained Grades Flexible Working Hours (FWH) scheme, when the hours worked and lunch break may be adjusted, although overall the average will balance at 37 hours net per week over a period of time.  Also refer to Section 3 of this Handbook.  


3.2
You are also required to work additional hours, particularly in support of operational commitments as they arise, for which different conditions apply see Annex C.  



3.3
You will be issued with a mobile phone, and will be required to report for duty as necessary, outside normal working hours.  A pager allowance of (£x per annum) is payable and is pensionable.


4.
Overtime



4.1
You will be expected to work overtime as and when required.  Additional compensation for overtime is not payable as your salary is consolidated to take into account overtime/weekend and travelling time payments.  However, the consolidated pay is assumed to include 28 days of Saturdays, Sundays and Public Holidays and, if 28 days are exceeded in any rolling twelve month period, a non-pensionable payment will be made for each Saturday, Sunday or Public Holiday in excess of 28 days.  This payment will be [£x] for each three hour period, or part period in excess of the initial three hours worked each day.  For the purposes of this allowance, work undertaken between 00:01 on a Saturday and 23:59 on a Sunday may qualify, or a similar period for Public Holidays.



4.2
Furthermore, the consolidated pay may not cover those situations where you have to spend extended periods away from base on operational duties.  Therefore, if you spend more than 120 nights away from base in a rolling 12-month period, an allowance will be paid of [£x] per night for each night in excess of 120.  This allowance is not pensionable.  



5.
Place of Residence



5.1
You will be required to live within 45 minutes travelling time of the base to which you are appointed.



6.
Religious Holidays falling on Normal Working Days



6.1
Special unpaid leave may be granted to officers with particular leave requirements for observing religious holidays appropriate to their faith.  Line Managers are encouraged to respond sympathetically to such requests although, as with all special leave, it is a matter for management discretion.



7.
Passport and Driving Licence



7.1
You are required to hold a valid UK passport and driving licence. New and replacement passports and replacement driving licences may be obtained at the Department’s expense providing the application is submitted in accordance with the PRG - Civilian Detached Duty Expenses please refer to the link:



https://knowledge.chris.r.mil.uk/PPPA/index?page=intranet&cat=PAY_AND_EXPENSES.   



8.
Leave



8.1
In addition to public and privilege holidays, which total 10.5 days and are detailed in the PRG – Annual Leave- Public and Privilege Holidays, see: https://knowledge.chris.r.mil.uk/PPPA/index?page=intranet&cat=WORKING_PATTERNS_LEAVE_MOVING_JOB_LOCATION.  Paid annual leave allowance in a full leave year will be 25 days, rising to 30 days after 5 years reckonable service.  The leave year runs from 1 May to 30 April and pro rata, your leave allowance for the current year will be (x days).  The leave allowance may be enhanced by one day for each continuous 7 day period away from base on an operational task.


8.2
If your employment terminates part-way through the leave year, your entitlement to leave during that year will be assessed on a pro rata basis.  Deductions from final salary due to you on termination of employment will be made in respect of any leave taken in excess of accrued entitlement.



8.3
Leave must not be taken without prior approval of your Line Manager, and sufficient notice of intention to take leave must be given.



8.4
You may be permitted to carry over no more than 10 days annual leave at the end of each leave year. Only in limited circumstances may you be allowed payment in lieu of leave accrued. (see PRG – Annual Leave).  Where payment is authorised, it is calculated as follows:




Monthly Gross Salary




No. of Calendar Days        x       Number of Days Accrued but Not Taken




=     Payment for Untaken but Due Leave 



9.
Medical Requirements



9.1
You will be required to undertake an enhanced/specialised medical on joining and thereafter in accordance with the Health and Safety Executive (HSE) Diving at Work Regulations 1997: Qualifications of Divers.  For those with Reserved Rights, who remain deployable, this will take the form of an extant (i.e. un-expired) Maritime Coastguard Agency ENG 1.   



9.2
In the event that you fail to meet the required medical standard, the MoD reserves the right to retire you on the grounds of ill health.



9.3
Compliance with the MoD Drug and Alcohol Policy is also required. See PRG – Standards of Conduct and Behaviour at the link:



https://knowledge.chris.r.mil.uk/PPPA/index?page=intranet&cat=CONDUCT_AND_BEHAVIOUR. Details of the S&MO Substance Misuse Policy are at Section 4.



9.4
You will be required to keep specified vaccinations and inoculations up to date for which costs will be met by the Department.  For further information on vaccinations and inoculations, see Annex D. 



10.
Safety



10.1
You will be required to comply with in force Diving and Health and Safety Regulations.  Safety and Protective Clothing will be provided as required by S&MO.



10.2
S&MO will also provide working clothing of an easily identifiable nature as required for use during salvage duties and exercises.  


10.3
Appropriate and relevant training will be provided to CSALMO and other S&MO Retained Grades to enable them to respond to various emergencies associated with their role and responsibilities.



10.4
All S&MO Retained Grades shall comply with the MOD Substance Misuse policy detailed at Section 4 of this Handbook.



11.
Sick Absence



11.1
If you are absent from work on account of sickness or injury you or someone on your behalf should inform your Line Manager of the reason for your absence as soon as possible, but no later than the end of the working day on which the absence first occurs.  Ideally, your Line Manager should be contacted within two hours of the time you should have started work.



11.2
In respect of absence lasting 7 calendar days or fewer you need not produce a medical certificate (also know as a fit certificate) unless you are specifically requested to do so. You must, however, inform your Line Manager on the first day of absence so that Human Resource Management System (HRMS) can be updated. You must inform HRMS of your return on the first day back from illness, also refer to PRG – Health, Wellbeing and Sickness and details at the link:


https://knowledge.chris.r.mil.uk/PPPA/index?page=intranet&cat=REPORTING_MANAGING_SICK. 


11.3
In respect of absence lasting more than 7 calendar days you must, on the eighth calendar day of absence, provide a medical certificate stating the reason for the absence and any reasonable adjustments required in the workplace to enable you to return to work. Thereafter you must provide a like certificate to cover any subsequent period of absence. 



11.4
The MoD reserves the right to ask you, at any stage of absence, to produce a medical certificate and/or to undergo a medical examination.



11.5
You may be allowed sick absence on full pay, less any social security benefit received, for up to 6 months and thereafter half pay for a further 6 months, up to the maximum period of 12 months sick absence in any four-year period or less.  Any Statutory Sick Pay (SSP) due will be paid within the maximum of full pay, but if your attendance is unsatisfactory because you have frequent and continuous sick absence, your suitability for continued employment will be reviewed.



11.6
Entitlement to payment is subject to notification of absence and production of medical certificates as required above.



11.7
If you have received (or claimed but not received) a benefit from the Benefits Agency or unemployment benefit during the period beginning 57 days before your entry into the Civil Service, you will have received a letter from the Benefits Agency about this.  If you have not already sent this letter to Defence Business Services, you should do so immediately.


12.
Pension Arrangements


12.1
You will be able to choose between two options under the Principal Civil Service Pension Scheme (PCSPS). You will find full information on these arrangements in your starter pack:



· Membership of Premium, a final salary, occupational pension scheme, with a 3.5% member contribution rate.



· A Partnership Pension Account, a stakeholder pension with an employer contribution based on your age. You do not have to contribute, but if you do, your employer will also match your contributions up to 3% of pensionable earnings.



12.2
Further information may be found in Defence Instruction Notice (DIN) 2005 02-017 April 2005 and the PRG – Leaving the Department at the link below:


https://knowledge.chris.r.mil.uk/PPPA/index?page=intranet&cat=LEAVING_THE_DEPARTMENT_PENSIONS. 


12.3     Membership of the PCSPS is not compulsory. You may opt out to be covered instead by a personal pension or the State Second Pension Scheme (S2P). You will automatically be entered into the Premium scheme on appointment unless you return your choice form at or before your start date. If you do not register a choice within 3 months, you will remain a member of Premium unless you subsequently opt out. 



13.
Grievances and Discipline



13.1
The disciplinary rules applicable to you may be found in PRG - Standards of Conduct and Behaviour at the link below:


https://knowledge.chris.r.mil.uk/PPPA/index?page=intranet&cat=CONDUCT_AND_BEHAVIOUR. 


13.2
The rules on grievance procedures are contained in the same PRG.


13.3
If you have any grievance relating to your employment you should:




a.
raise the matter informally with your immediate Line Manager (orally or in writing)



If you are still dissatisfied



b.
you may raise the matter formally in writing using the appropriate form with your second Line Manager.  They will arrange a meeting to try to resolve the matter.  A Trade Union representative or colleague may accompany you at the meeting


If you are sill dissatisfied with the agreed written statement regarding the outcome of the 



interview:




c.
you may raise an appeal which should be submitted to either a more senior manager within your line management chain (copied to the S&MO HR Business Partner) within 10 days of the date of the written response from your second Line Manager



or




if you wish to have your grievance considered by the Grievance Appeal Panel, to the DBS (copied to your third Line Manager and the DE&S Director HR Operations within 10 days of the date of the written response from your second Line Manager.  You will be advised normally within 20 working days of receipt of the appeal of the date of the Appeal Panel, the Chairperson and Panel Members.  Your Trades Union representative or a colleague may accompany you when you attend the Appeal Panel


13.4.
The decision of the senior Line Manager or independent Grievance Appeal Panel will be final. 



14.
Notice of Termination of Employment



14.1
Due to the constitutional position of the Crown, the Crown’s employees cannot demand a period of notice as of right when their appointments are terminated.  Normally, however, unless you are dismissed on disciplinary grounds and providing you have served continuously for one month or more, the following minimum periods of notice will apply:



· Staff with less than 4 years continuous service – 5 weeks



· Staff with 4 years or more continuous service – not less than one week for each year of continuous employment, plus one week, to a maximum of 13 weeks


14.2
If, for any reason other than disciplinary dismissal, the minimum period of notice cannot be given, you will receive pay in lieu of the un-expired period of notice.



14.3
If you are retired prematurely you may be eligible for a longer period of notice, details of which may be found on the People Services Channel – Leaving the Department and Pensions at the link below:


https://knowledge.chris.r.mil.uk/PPPA/index?page=intranet&cat=LEAVING_THE_DEPARTMENT_PENSIONS. 


14.4
If you decide to leave the service you are expected to give not less than one month’s notice.



14.5
The notice period for non-compulsory early retirement is negotiable; therefore, neither the minimum periods of notice nor compensation in lieu of notice are appropriate.



14.6
Increased periods of notice are applicable to compulsory redundancy and are detailed on the People Services Channel – Leaving the Department and Pensions.


PART 2



1.
Adoption/Paternity/Parental Leave



1.1
Subject to eligibility and qualifying service you are entitled to a maximum of 52 weeks’ Statutory Adoption Leave when you provide the correct notice on each relevant occasion. The 52 weeks consist of 26 weeks Ordinary Adoption Leave (OAL) immediately followed by 26 weeks Additional Adoption Leave (AAL). To qualify for SAL you must:



· be an employee (that is to say, you must work under a contract of employment)



 and 



· have been matched with a child to be placed with you by a UK adoption agency



1.2
Paternity Leave for babies born, or children placed for adoption, pay is available to give support to new parents. If eligible, you can take either one week or two consecutive week's (not odd days) paternity leave to care for your child or support your partner following the baby's birth or the placement of a child for adoption.  You may also be entitled to Statutory Paternity Pay (SPP).


1.3
Parental Leave is a statutory right for both parents to take unpaid time off work to look after a child aged under 5, or if disabled under 18, or to make arrangements for the child's welfare. Parental leave is for a total of 13 weeks for each child, unless the child is disabled, in which case the parent is entitled to 18 weeks in total.



1.4
Also see PRG – Special Leave for maternity, adoption and other family commitments and the link below:


https://knowledge.chris.r.mil.uk/PPPA/index?page=intranet&cat=SPECIAL_LEAVE_MATERNITY_FAMILY. 


2.
Use of Official Information



2.1
All Civil Servants owe a duty of confidentiality and loyal service to the Crown, so all Civil Servants are subject to the Official Secrets Act 1989.  This requires Civil Servants to exercise care in their use of information, which they acquire in the course of their official duties, and to protect information that is held in confidence.  The rules governing the use of official information and related activities are laid down in PRG – Standards of Conduct and Behaviour at the link:



https://knowledge.chris.r.mil.uk/PPPA/index?page=intranet&cat=CONDUCT_AND_BEHAVIOUR  and in the Data Protection Act 1998.  Any breach of these provisions may result in disciplinary action and, in certain circumstances, criminal or civil proceedings.



3.
Rules on Acceptance of Outside Appointments



3.1
Civil Servants are required to obtain the agreement of the Government before accepting any offer of employment outside the Civil Service, which would start within 2 years of leaving Crown employment.  This applies if:




your grade is in the Senior Civil Service




or



you have had any official dealings with your prospective employer during the last two years in Crown employment, or if your official duties have involved advice or decisions benefiting that prospective employer




or




you have had official dealings of a continued or repeated nature with your prospective employer at any time during your period of Crown employment




or




you have had access to commercially sensitive information of competitors of your prospective employer in the course of your official duties




or




you seek to undertake work for a foreign government, or foreign government owned employer



4.
Trade Union Membership



4.1
Representing the S&MO Retained Grades is the Trade Union (TU) PROSPECT. This is the TU recognised for collective bargaining, which covers pay and terms and conditions of employment.  The Civil Service attaches importance to ensuring effective consultation and involvement of staff.  It is, of course, a personal decision whether or not to join a TU and to play an active part within it, making sure that their views are represented.   


5.
Training and Development



5.1
You are eligible to attend all training courses identified as necessary by you and your Line Manager.  There are, in addition, a number of training courses that you must attend as listed in S&MO Training Matrix held by the S&MO Training Liaison Officer.  For details of how to claim reimbursement of expenses incurred see PRG - Civilian Detached Duty Expenses at the link below:


https://knowledge.chris.r.mil.uk/PPPA/index?page=intranet&cat=PAY_AND_EXPENSES. 


6.
Discrimination



6.1
As an equal opportunities employer, it is the policy of the Civil Service that all eligible persons will have equality of opportunity for employment and advancement in the Civil Service on the basis of their ability and qualifications.  There must be no unfair discrimination against any eligible person on the grounds of gender, marital status, race or ethnic origin, sexual orientation, religious beliefs, age or physical or mental disability, whether in recruitment, training, promotion, or in any other way. Also see the information at:



https://knowledge.chris.r.mil.uk/PPPA/index?page=intranet&cat=BEING_A_CIVIL_SERVANT_IN_MOD.  



6.2
Any complaints of discrimination should be pursued through the grievances procedures detailed in Part 1.  Employees who think they have failed to secure adequate redress have a legal right to take their case to an Employment Tribunal, or in Northern Ireland, to an Employment Tribunal or a Fair Employment Tribunal.



7.
Conduct



7.1
The rules on conduct, which currently apply to your appointment, are set out in PRG- Standards of Conduct and Behaviour at the link below:


https://knowledge.chris.r.mil.uk/PPPA/index?page=intranet&cat=CONDUCT_AND_BEHAVIOUR. 


8.
Inventions



8.1
In the event of your making an invention during the period of your employment by the MoD, its ownership will be determined in accordance with the provisions of Section 39 of the Patent Act 1977.  Where the invention arises during the course of your employment by the Ministry a patent may be applied for and granted to the Secretary of State for Defence.



8.2
Where you make an invention outside the course of your duties then it may belong to you.  In any case, you should not forget that you may have obligations of confidence to the Ministry as your employer.  If an invention is used by the Crown then you may be eligible for an ex-gratia award in respect of such use and if the invention is patented you may be eligible for compensation under the Patents Act 1977.



9.
Political Activities



9.1
Civil Servants are subject to rules governing political activities.  Your attention is drawn to PRG- Standards of Conduct and Behaviour.  



10.
Directorship/Outside Activities



10.1
Your attention is drawn to the rules governing directorship/outside activities set out in PRG – Standards of Conduct and Behaviour.


11.
Policy Rules and Guidance



11.1
For the avoidance of doubt the terms and conditions of employment under which you are appointed are set out in the Policy Rules and Guidance documents found in the People Services Channel on the Defence Intranet at the link below:


https://knowledge.chris.r.mil.uk/PPPA/index?page=intranet. 


12.
S&MO Specific Allowances and Terms and Conditions


12.1
There are a number of allowances in payment to S&MO grades.  Full details are contained in Annex A.



Section 1 Annex B


Appendix i


ADDITIONAL AND SPECIFIC STATEMENT OF PARTICULARS OF EMPLOYMENT FOR CHIEF SALVAGE AND MOORING OFFICER (CSALMO)



1.
Job Title



1.1
The title of the job, which you are employed to do is Chief Salvage and Mooring Officer (CSALMO).  The duties, which the job entails, are set out in the job description attached to this statement.  The job description is a guide to the work you will initially be required to undertake.  It may be amended from time to time by the MoD and, in addition to the duties set out in it, you may at any time be required to undertake additional other duties as necessary.  It does not form part of your contract of employment.



2.
Remuneration



2.1
You will be paid monthly in arrears by credit transfer to your bank or an approved Building Society.  Your starting salary will be that appropriate to a Chief Salvage and Mooring Officer, which is a Retained Grade and is linked to Pay Band B1.  With your experience and qualifications your salary will be (£x per annum pensionable).  Subject to satisfactory performance, your salary will rise annually on 1 August each year, towards the maximum for the grade. 



2.2
Your appointment currently entitles you to a Recruitment and Retention Allowance (RRA) of (£16,000 per annum) which has not been included in the salary quoted in paragraph above (2.1).  The RRA is not a permanent allowance and is reviewed on a regular basis.  It may therefore be reduced or withdrawn at any time.  It is part-pensionable (£10,160) and is reckonable for the calculation of income tax and ERNIC.  It is not reckonable for pay on advancement or promotion.



Section 1 Annex B


Appendix ii



ADDITIONAL AND SPECIFIC STATEMENT OF PARTICULARS OF EMPLOYMENT PRINCIPAL SALVAGE AND MOORING OFFICER (PSALMO)



1.
Job Title



1.1
The title of the job that you are employed to do is Principal Salvage and Mooring Officer (PSALMO).  The duties, which the job entails, are set out in the job description attached to this statement.  The job description is a guide to the work you will initially be required to undertake.  It may be amended from time by the MoD and, in addition to the duties set out in it, you may at any time be required to undertake additional or other duties as necessary.  It does not form part of your contract of employment.



2.
Remuneration



2.1
You will be paid monthly in arrears by credit transfer to your bank or an approved Building Society.  Your starting salary will be that appropriate to a Principal Salvage and Mooring Officer, which is a Retained Grade and is linked to Pay Band B1.  With your experience and qualifications your salary will be [£x per annum pensionable].  Subject to satisfactory performance your salary will rise annually on 1 August each year, towards the maximum for the grade.  



2.2
Your appointment currently entitles you to a Recruitment and Retention Allowance (RRA) of £3,000 per annum, which has not been included in the salary quoted in the paragraph above (2.1).  The RRA is not a permanent allowance and is reviewed on a regular basis.  It may therefore be reduced or withdrawn at any time.  It is pensionable and is reckonable for the calculation of income tax and ERNIC.  It is not reckonable for pay on advancement or promotion.  



Section 1 Annex B


Appendix iii


ADDITIONAL AND SPECIFIC STATEMENT OF PARTICULARS OF EMPLOYMENT – SALVAGE AND MOORING OFFICER (SALMO)



1.
Job Title



1.1
The title of the job which you are employed to do is Salvage and Mooring Officer (SALMO).  The duties, which the job entails, are set out in the job description attached to this statement.  The job description is a guide to the work you will initially be required to undertake.  It may be amended from time by the MoD and, in addition to the duties set out in it, you may at any time be required to undertake additional or other duties as necessary.  It does not form part of your contract of employment.



2.
Remuneration



2.1
You will be paid monthly in arrears by credit transfer to your bank or an approved Building Society.  SALMO is a retained grade equivalent in grade to the Broader Band C1.  However, your starting salary will be linked to the Broader Band B2, and with your experience and qualifications will be [£x per annum, 80% of which is pensionable].  Subject to satisfactory performance, your salary will rise annually on 1 August each year, towards the maximum for the grade.  



Section 1 Annex B


Appendix iv



STATEMENT OF PARTICULARS OF EMPLOYMENT – MARINE SALVAGE UNIT GRADES



PART 1



1.
Introduction  


1.1
Part 1 of this statement sets out particulars of [name of employee] employment with the Ministry of Defence as at [date] which are required to be given under the Employment Rights Act 1996.  Your employment will commence on [date] and no employment with a previous employer counts as part of a period of continuous employment.



1.2
The terms and conditions under which you are appointed are set out in the People Services Channel on the MOD Intranet, see link:



https://knowledge.chris.r.mil.uk/PPPA/index?page=intranet. The terms and conditions that govern your appointment may be amended from time to time either as a result of collective bargaining, or following consultation with the Trades Unions as appropriate.



1.3
Changes to terms and conditions of appointment made through collective bargaining, or consultation, will be notified to you through Defence Instruction Notices (DINs). 



2.
Job Title



2.1
The title of the job which you are employed to do is MSU Salvage Operations Manager* / MSU Salvage Engineer* / MSU Salvage Electrician* / MSU Salvage Operator* / MSU Salvage Supervisor*.  The duties, which the job entails, are set out in the job description attached to this statement.   The job description is a guide to the work you will initially be required to undertake.  It may be amended from time by the MoD and, in addition to the duties set out in it, you may at any time be required to undertake additional or other duties as necessary.  It does not form part of your contract of employment.



*delete as appropriate


3.
Place of Work


3.1
Your initial place of work will be at [specify location], but you have a full mobility obligation which means you are liable to:




a.
transfer anywhere in the United Kingdom or abroad; and




b.
serve away from home for periods of detached duty.



4.
Remuneration



4.1
You will be paid monthly in arrears by credit transfer to your bank or an approved Building Society.  Your starting salary will be that appropriate to a MSU Salvage Operations Manager* / MSU Salvage Engineer* / MSU Salvage Electrician* / MSU Salvage Operator* / MSU Salvage Supervisor* which is a retained grade equivalent in grade to the Broader Band *C2 / *D but whose pay is linked to C1*/C2* in the Broader Banded structure and will be 90% pensionable.  With your experience and qualifications your basic pay will be [£x per annum].  Subject to satisfactory performance, your salary will rise annually on 1 August each year, towards the maximum for the grade.  



*delete as appropriate


4.2
Your appointment currently entitles you to a Recruitment and Retention Allowance (RRA) of *£3,400/*£4,200/*£4,200/*£1,500/*£2,000 per annum, which has not been included in the salary quoted in paragraph 4.1.  The RRA is not a permanent allowance and is reviewed on a regular basis.  It may therefore be reduced or withdrawn at any time.  It is pensionable and is reckonable for the calculation of income tax and ERNIC.  It is not reckonable for overtime and for more detail see below, nor for pay on advancement or promotion.



*delete as appropriate



5.
Hours of Work



5.1
You will normally work a 5-day / 42 hour week, unless you have joined the S&MO Retained Grades Flexible Working Hours (FWH) scheme, when the hours worked and lunch break may be adjusted, although overall the average will balance at 37 hours per week net over a period of time.  Also refer to Section 3 of this Handbook.  



5.2
You are also required to work additional hours, particularly in support of operational commitments as they arise, for which different conditions apply see Annex C.  



5.3
You will be issued with a mobile phone, and will be required to report for duty as necessary, outside normal working hours.  A pager allowance of (£x per annum) is payable and is pensionable.



6.
Overtime



6.1
You will be expected to work overtime as and when required.  Your salary is consolidated to take into account overtime/weekend payments.  Your salary also incorporates 51 days spent on operations or operational training. For a definition of an operational day and an operational training day, see below.  A daily allowance (non-pensionable) becomes payable once 51 days have been exceeded.  An extra one day’s annual leave is added for each continuous seven-day absence on operations. If required to be on duty on a Bank Holiday, time off in lieu plus a compensation payment at plain time rate for the hours of attendance will be given.  If required to work on a privilege holiday an alternative holiday may be given in lieu.



7.
Place of Residence



7.1
You will be required to live within 45 minutes travelling time of the Home Duty Station to which you are appointed.



8.
Religious Holidays falling on Normal Working Days



8.1
Special unpaid leave may be granted to Officers with particular leave requirements for observing religious holidays appropriate to their faith.  Line Managers are encouraged to respond sympathetically to such requests although, as with all special leave, it is a matter for management discretion. 


9.
Passport and Driving Licence



9.1
You are required to hold a valid UK passport and driving licence. New and replacement passports and replacement driving licences may be obtained at the Department’s expense providing the application is submitted in accordance with the PRG- Civilian Detached Duty Expenses. Also see link:


https://knowledge.chris.r.mil.uk/PPPA/index?page=intranet&cat=PAY_AND_EXPENSES. 



10.
Leave



10.1
In addition to public and privilege holidays which total 10.5 days and are detailed in the PRG – Annual Leave- Public and Privilege Holidays at the link below:



https://knowledge.chris.r.mil.uk/PPPA/index?page=intranet&cat=WORKING_PATTERNS_LEAVE_MOVING_JOB_LOCATION. Your paid annual leave allowance in a full leave year will be 25 days rising to 30 days after 5 years reckonable service.  As your leave year runs from 1 May to 30 April your leave allowance for the current year will be [x] days.  The leave allowance may be enhanced by one day for each continuous 7-day period away from base on operational task.


10.2
If your employment terminates part way through the leave year, your entitlement to leave during that year will be assessed on a pro rata basis.  Deductions from final salary due to you on termination of employment will be made in respect of any leave taken in excess of accrued entitlement.



10.3
Leave must not be taken without the prior approval of your Line Manager, and sufficient notice of intention to take leave must be given.



10.4
You are permitted to carry over no more than 10 days leave at the end of your leave year.



10.5 Only in limited circumstances may you be allowed payment in lieu of leave accrued; see PRG- Annual Leave at the link:



https://knowledge.chris.r.mil.uk/PPPA/index?page=intranet&cat=ANNUAL_LEAVE. Where payment is authorised, it is calculated as follows:




Monthly Gross Salary




No of Calendar Days      x     Number of Days Accrued but Not Taken




=   Payment for Untaken but Due Leave


11.
Medical Requirements



11.1 You will be required to undertake an enhanced/specialised medical on joining and thereafter in accordance with the Health and Safety Executive (HSE) Diving at Work Regulations 1997: Qualifications of Divers.  For those with Reserved Rights, who remain deployable, this will take the form of an extant (i.e. un-expired) Maritime Coastguard Agency ENG 1.   



11.2
In the event that you fail to meet the required medical standard, the MoD reserves the right to retire you on the grounds of ill health.



11.2 Compliance with the MoD Drug and Alcohol Policy will also be required. See PRG – Standards of Conduct and Behaviour at the link below:



https://knowledge.chris.r.mil.uk/PPPA/index?page=intranet&cat=CONDUCT_AND_BEHAVIOUR. Details of the S&MO Substance Misuse Policy are at Section 4.



11.4 You will be required to keep specified vaccinations and inoculations up to date for which costs will be met by the Department.  For further information on vaccinations and inoculations, see Annex D. 



12.
Safety



12.1
You will be required to comply with in force Diving and Health and Safety Regulations.  Safety and Protective Clothing will be provided as required by S&MO.



12.2
S&MO will provide working clothing of an easily identifiable nature as required for use during salvage duties and exercises.



12.3
Appropriate and relevant training will be provided to all MSU Grades to enable them to respond to various emergencies associated with their role and responsibilities.



12.4
All Retained Grades shall comply with the Substance Misuse policy detailed at Section 4.



13.
Sick Absence



13.1
If you are absent from work on account of sickness or injury you, or someone on your behalf, should inform your Line Manager of the reason for your absence as soon as possible, but no later than the end of the working day on which the absence first occurs.  Ideally, your Line Manager should be contacted within 2 hours of the time you should have started work.



13.2
In respect of absence lasting 7 calendar days or fewer you need not produce a medical certificate unless you are specifically requested to do so. You must, however, inform your Line Manager on the first day of absence so that Human Resource Management System (HRMS) can be updated. You must inform HRMS of your return on the first day back from illness. Also see PRG - Health, Wellbeing and Sickness at the link:



https://knowledge.chris.r.mil.uk/PPPA/index?page=intranet&cat=HEALTH_WELL_BEING_SICKNESS_AND_WELFARE.  



13.3
In respect of absence lasting more than 7 calendar days you must, on the eighth calendar day of absence, provide a medical certificate (also known as a fit certificate) stating the reason for the absence and thereafter provide a like certificate to cover any subsequent period of absence. 



13.4
The MoD reserves the right to ask you, at any stage of absence, to produce a medical certificate and/or to undergo a medical examination.



13.5
You may be allowed sick absence on full pay, less any social security benefit received, for up to 6 months and thereafter half pay for a further 6 months – up to the maximum period of 12 months sick absence in any 4 year period or less.  Any Statutory Sick Pay (SSP) due will be paid within the maximum of full pay, but if your attendance is unsatisfactory because you have frequent and continuous sick absence, your suitability for continued employment will be reviewed.



13.6
Entitlement to payment is subject to notification of absence and production of medical certificates as required above.



13.7
If you have received (or claimed but not received) a benefit from the Benefits Agency or unemployment benefit during the period beginning 57 days before your entry into the Civil Service, you will have received a letter from the Benefits Agency about this.  If you have not already sent this letter to Defence Business Services, you should do so immediately.


14.
Pension Arrangements



14.1
You will be able to choose between two options under the Principal Civil Service Pension Scheme (PCSPS). You will find full information on these arrangements in your starter pack:



· Membership of Premium, a final salary, occupational pension scheme, with a 3.5% member contribution rate.



· Having a Partnership Pension Account, a stakeholder pension with an employer contribution based on your age. You do not have to contribute, but if you do, your employer will also match your contributions up to 3% of pensionable earnings.



14.2
Further information may be found in Defence Instruction Notice (DIN) 2005 02-017 (April 2005), and the PRG at the link:


https://knowledge.chris.r.mil.uk/PPPA/index?page=intranet&cat=LEAVING_THE_DEPARTMENT_PENSIONS. 


14.3      Membership of the PCSPS is not compulsory. You may opt out to be covered instead by a personal pension or the State Second Pension Scheme (S2P). You will automatically be entered into the Premium scheme on appointment unless you return your choice form at or before your start date. If you do not register a choice within 3 months, you will remain a member of Premium unless you subsequently opt out.



15.
Grievances and Discipline



15.1
The disciplinary rules applicable to you may be found in PRG – Standards of Conduct and Behaviour at the link:


https://knowledge.chris.r.mil.uk/PPPA/index?page=intranet&cat=CONDUCT_AND_BEHAVIOUR. 


15.2
The rules on grievance procedures are contained in the same PRG


15.3If you have any grievance relating to your employment you should:




a.
raise the matter informally with your immediate Line Manager (orally or in writing)




If you are sill dissatisfied with the agreed written statement regarding the outcome of the interview:




c.
you may raise an appeal which should be submitted to either a more senior manager within your line management chain (copied to the S&MO HR Business Partner) within 10 days of the date of the written response from your second Line Manager



or





if you wish to have your grievance considered by the Grievance Appeal Panel, to the PPPA (copied to your third Line Manager and the DE&S Director HR Operations within 10 days of the date of the written response from your second Line Manager.  You will be advised normally within 20 working days of receipt of the appeal of the date of the Appeal Panel, the Chairperson and Panel Members.  Your Trades Union representative or a colleague may accompany you when you attend the Appeal Panel.   



15.4.
The decision of the senior Line Manager or independent Grievance Appeal Panel will be final. 



15.5
For further information see PRG – Standards of Conduct and Behaviour.



16.
Notice of Termination of Employment



16.1
Because of the constitutional position of the Crown, the Crown’s employees cannot demand a period of notice as of right when their appointments are terminated.  Normally, however, unless you are dismissed on disciplinary grounds and providing you have served continuously for one month or more, the following minimum periods of notice will apply:




Staff with less than 4 years continuous service – 5 weeks




Staff with 4 years or more continuous service – not less than 1 week for each year of continuous employment, plus 1 week, to a maximum of 13 weeks.



16.2
If, for any reason other than disciplinary dismissal, the minimum period of notice cannot be given, you will receive pay in lieu of the un-expired period of notice.



16.3
If you are retired prematurely you may be eligible for a longer period of notice, details of which may be found on the People Services Channel – Leaving the Department and Pensions at the link: https://knowledge.chris.r.mil.uk/PPPA/index?page=intranet&cat=LEAVING_THE_DEPARTMENT_PENSIONS. 


16.4
If you decide to leave the service you are expected to give not less than one month’s notice.



16.5
The notice period for non-compulsory early retirement is negotiable; therefore, neither the minimum periods of notice nor compensation in lieu of notice are appropriate.



16.6
Increased periods of notice are applicable to compulsory redundancy and are detailed in the People Services Channel – Leaving the Department and Pensions.


PART 2



1.
Adoption/ Paternity/Parental Leave



1.1
Subject to eligibility and qualifying service you are entitled to a maximum of 52 weeks’ Statutory Adoption Leave when you provide the correct notice on each relevant occasion. The 52 weeks consist of 26 weeks Ordinary Adoption Leave (OAL) immediately followed by 26 weeks Additional Adoption Leave (AAL). To qualify for SAL you must:



· be an employee (that is to say, you must work under a contract of employment)



 and 



· have been matched with a child to be placed with you by a UK adoption agency



1.2
Paternity Leave for babies born, or children placed for adoption, pay is available to give support to new parents. If eligible, you can take either one week or two consecutive week's (not odd days) paternity leave to care for your child or support your partner following the baby's birth or the placement of a child for adoption.  You may also be entitled to Statutory Paternity Pay (SPP).


1.3
Parental Leave is a statutory right for both parents to take unpaid time off work to look after a child aged under 5, or if disabled under 18, or to make arrangements for the child's welfare. Parental leave is for a total of 13 weeks for each child, unless the child is disabled, in which case the parent is entitled to 18 weeks in total.



1.4
Also see PRG – Special Leave for maternity, adoption and other family commitments and the link below:



https://knowledge.chris.r.mil.uk/PPPA/index?page=intranet&cat=SPECIAL_LEAVE_MATERNITY_FAMILY. 


2.
Use of Official Information



2.1
All Civil Servants owe a duty of confidentiality and loyal service to the Crown, so you are subject to the Official Secrets Act 1989.  .  This requires Civil Servants to exercise care in their use of information, which they acquire in the course of their official duties, and to protect information, which is held in confidence.  The rules governing the use of official information and related activities are laid down in PRG – Standards of Conduct and Behaviour.  Any breach of these provisions may result in disciplinary action and, in certain circumstances, criminal or civil proceedings.



3.
Rules on Acceptance of Outside Appointments



3.1
Civil Servants are required to obtain the agreement of the Government before accepting any offer of employment outside the Civil Service, which would start within 2 years of leaving Crown employment.  This applies if:




your grade is in the Senior Civil Service



or




you have had any official dealings with your prospective employer during the last two years in Crown employment, or if your official duties have involved advice or decisions benefiting that prospective employer



or



you have had official dealings of a continued or repeated nature with your prospective employer at any time during your period of Crown employment



or



you have had access to commercially sensitive information of competitors of your prospective employer in the course of your official duties



or



you seek to undertake work for a foreign government, or foreign government owned employer 



3.2
The business appointment rules are contained in PRG – Standards of Conduct and Behaviour at the link below:


https://knowledge.chris.r.mil.uk/PPPA/index?page=intranet&cat=CONDUCT_AND_BEHAVIOUR. 



4.
Trade Union Membership



4.1
Representing S&MO Retained Grades is the Trade Union (TU) PROSPECT. This is the TU recognised for collective bargaining, which covers pay and terms and conditions of employment.  The Civil Service attaches importance to ensuring effective consultation and involvement of staff.  It is, of course, a personal decision whether or not to join a TU and to play an active part within it, making sure that their views are represented.   


5.
Training and Development



5.1
 You are eligible to attend all training courses identified as necessary by yourself and your Line Manager.  There are, in addition, a number of training courses that you must attend as listed in S&MO Training Matrix held by the S&MO Training Liaison Officer.  For details of how to claim reimbursement of expenses incurred see PRG - Civilian Detached Duty Expenses at the link:


https://knowledge.chris.r.mil.uk/PPPA/index?page=intranet&cat=PAY_AND_EXPENSES. 


6.
Discrimination



6.1
As an Equal Opportunities Employer, it is the policy of the Civil Service that all eligible persons will have equality of opportunity for employment and advancement in the Civil Service on the basis of their ability and qualifications.  There must be no unfair discrimination against any eligible person on the grounds of gender, marital status, race or ethnic origin, sexual orientation, religious beliefs, age or physical or mental disability, whether in recruitment, training, promotion, or in any other way. Also see:


https://knowledge.chris.r.mil.uk/PPPA/index?page=intranet&cat=BEING_A_CIVIL_SERVANT_IN_MOD. 


6.2
Any complaints of discrimination should be pursued through the grievances procedures detailed in Part 1, paragraph 14.  Employees who think they have failed to secure adequate redress have a legal right to take their case to an Employment Tribunal, or in Northern Ireland, to an Employment Tribunal or a Fair Employment Tribunal.



7.
Conduct



7.1
The rules on conduct, which currently apply to your appointment, are set out in PRG- Standards of Conduct and Behaviour, see:


https://knowledge.chris.r.mil.uk/PPPA/index?page=intranet&cat=CONDUCT_AND_BEHAVIOUR. 


8.
Inventions



8.1
In the event of your making an invention during the period of your employment by the MoD, its ownership will be determined in accordance with the provisions of Section 39 of the Patents Act 1977.  Where the invention arises during the course of your employment by the Ministry a patent may be applied for and granted to the Secretary of State for Defence.



8.2
Where you make an invention outside the course of your duties then it may belong to you.  In any case you should not forget that you may have obligations of confidence to the Ministry as your employer.  If an invention of yours is used by the Crown then you may be eligible for an ex-gratia award in respect of such use and if the invention is patented you may be eligible for compensation under the Patents Act 1977.



9.
Political Activities



9.1
Civil Servants are subject to rules governing political activities.  Your attention is drawn to PRG – Standards of Conduct and Behaviour:


https://knowledge.chris.r.mil.uk/PPPA/index?page=intranet&cat=CONDUCT_AND_BEHAVIOUR. 



10.
Directorship / Outside Activities



10.1
Your attention is drawn to the rules governing directorship/outside activities set out in PRG – Standards of Conduct and Behaviour:


https://knowledge.chris.r.mil.uk/PPPA/index?page=intranet&cat=CONDUCT_AND_BEHAVIOUR. 



11.
Policy Rules and Guidance


11.1
For the avoidance of doubt the terms and conditions of employment under which you are appointed are set out in the Policy Rules and Guidance documents found in the People Services Channel on the Defence Intranet:


https://knowledge.chris.r.mil.uk/PPPA/index?page=intranet. 


12.
S&MO Specific Allowances and Terms and Conditions



12.1
There are a number of allowances in payment to S&MO grades.  Full details are contained in Annex A(i).
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PAY AND SPECIAL ALLOWANCES



REMUNERATION FOR S&MO SALMO AND MSU GRADES



1.
All Salvage And Mooring Officers (SALMO) And Grades Above


1.1
Overtime and travelling time were consolidated into basic pay in 1998 at a value of 30% of salary in payment on 1 August 1998 [i.e. after the 1998 pay award].  This was ratified January 2002, see NIPI(General)01/02.  As an incentive to line management to reduce overtime, and in recognition of the need to reward unavoidable extra duty, the following applies:




a.
The consolidated rate of RRA includes 28 Saturdays, Sundays and public holidays




b.
If 28 days are exceeded in any rolling 12 month period a non-pensionable payment will be made for each Saturday, Sunday and public holiday in excess of 28.  This payment would be for each three-hour period or part-period, in excess of the initial three hours worked on each additional day 



c. In addition, SALMO’s and grades above annual leave allowance is to be enhanced by one day for each continuous seven-day period away from base on an operational task



N.B.
Work undertaken between 00:01 on a Saturday and 23:59 on a Sunday/public holiday may qualify.


1.2
These grades are not overtime grades, so they are paid an annual allowance at different rates to reflect the different levels of overtime and travelling that each is required to undertake.



a. For absences of more than 120 nights in any 12 month rolling period, an allowance



i. will be paid for each night in excess of 120 (non-pensionable)



b. Marine Service Officer (MSO) Diving Allowance - where appropriate e.g. not when undertaking basic training (non-pensionable).


2.
CSALMO



2.1
The post of CSALMO is the Head of Profession for the S&MO Retained Grades.  The remuneration package for this post, which is an S&MO Retained Grade, is as follows:



a. Basic pay - linked to Pay Band (pensionable)



b. CSALMO RRA   -   £16,000 per annum (part-pensionable @ £10,160)


c. Payment in lieu of Pager allowance  (pensionable) 


d. Overtime/travelling time allowance (part-pensionable) 



3.
PSALMO



3.1
The grade of PSALMO is an S&MO Retained Grade. The remuneration package is as follows:



a. Basic pay - linked to Pay Band B1 (pensionable)



b. RRA at £3,000 per annum (pensionable)



c. Payment in lieu of Pager allowance  (pensionable)


d. Overtime/travelling time allowance (part-pensionable) 



4.
SALMO


4.1
The grade of SALMO is an S&MO Retained Grade with broad grade equivalence to Band C1 in the unified grading system but linked to pay band B2.  The SALMO remuneration comprises the following elements:




a.
Basic pay - linked to Pay Band B2  (80% of consolidated pay is pensionable) 



b.
RRA at £3,000 per annum  - new recruits may be paid an RRA up to £3,000 per annum (pensionable)  



c.
Pager allowance (pensionable) 


d. For absences of more than 120 nights in any 12-month rolling period, an allowance



             will be paid for each night in excess of 120 (non-pensionable) 


e. A supervisory allowance, equivalent to 5% of consolidated pay, to be given to



             Officers in Charge of the two MSUs; allowance retainable on a mark-time basis



             (pensionable) 



f.
The Marine Service Officer diving allowance - when appropriate, e.g. not when undertaking basic training (non-pensionable)



5.
MSUs



5.1
MSUs are S&MO Retained Grades with broad grade equivalence to Band C2/D in the unified grading system, but with a pay linked to pay band C1/C2.  The MSU remuneration package comprises:




a.
Basic pay based on the grade of the post linked to pay band C1/C2  – 90% pensionable)




b.
An RRA of up to a maximum of £4,200, variable according to the post [see below] (pensionable)



c. Operational Day Allowance - the consolidated overtime incorporates 51 days spent 



             on operations or operational training. For a definition of an operational day and an 



             operational training day, see below (pensionable).  A daily allowance becomes 



             payable once 51 days have been exceeded (non-pensionable) 



d.
For each continuous seven-day absence on operations an extra one day’s annual leave is added.



e.
Pager allowance  (pensionable) 



f.
Operational Allowance @ £1,687 per annum 



5.2
The following post/grade related elements also apply:




Operations Manager:
Band C1 pay including 10% for overtime, plus a pensionable RRA of £3,400




Salvage Engineer:
Band C1 pay including 10% for overtime, plus a pensionable RRA of £4,200




Salvage Electrician:
Band C2 pay including 10% for overtime, plus a pensionable RRA of £4,200




Salvage Operator:
Band C2 pay including 10% for overtime, plus a pensionable RRA of £1,500




Salvage Supervisor:
Band C2 pay including 10% for overtime and 5% supervisory allowance, plus a pensionable RRA of £2,000



5.3
If required to be on duty on a public holiday, time off in lieu plus a compensation payment at plain time rate for the hours of attendance will be given.  If required to work on a privilege holiday, an alternative holiday may be given in lieu.  Further compensation is made once the 51 operational day threshold has been exceeded.



5.4
For details of all current rates upon which basic pay for all S&MO SALMO and MSU staff is based and of the above allowances (with the exception of RRAs that do not change on an annual basis) refer to the CBM Team of S&MO.



Section 1 Annex C


Appendix ii



MSU GRADES – OPERATIONAL ALLOWANCES  



1.
Definition Of An Operational Day


1.1
An Operational Day is one where individuals may be engaged in salvage, aircraft recovery, towing or other directed operational tasks of a similar onerous and arduous nature.  It shall apply to periods where retention on board salvage, recovery, towing or towed vessels exceed 24 hours.  For recovery operations or similar directed tasks where accommodation is not on a vessel at sea, it includes those periods where retention at the site is required and the working periods exceed 12 hours in any 24 hour period. 



1.2
There are two exceptions to the above where it is recognised that individuals may be prevented from working as described.  The first, where due to adverse weather and tides, or to restrictions on diving, officers retained on site, vessel or platform will be unable to work a full 12 hours.  In these circumstances alone, managers will use their discretion in judging whether a reduced period was unavoidable and, as such, will authorise that it still counts as an Operational Day.  The second exception may arise when a directed task takes place within a reasonable travelling distance of an individual’s home base, and the working period still complies with the criteria of 12 hours in any 24 hours, but retention on site cannot be fully justified given the proximity of the home base.  The period would still qualify as an Operational Day and travel from the site would not break continuity.



1.3
It should be noted that diving is not necessarily deemed operational unless it is undertaken as part of the tasks mentioned above.



1.4
The commencement of an Operational Day shall be deemed effective on being mobilised from the duty base if during or at the end of a normal working day; or, in the event of an out of hours emergency, from receipt of a call or pager message.  The operational period will end on return to the duty base during the working day, or, if outside the working day on return to home.    
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2.
MSU Grades - Operational Training Days


2.1
In the strategic considerations for the development of the Marine Salvage Unit (MSU) staff it was recognised that there would be an element of training that would need continuous practice and development.



2.2
There are a number of specific purposes achieved by the training of staff:




a.
it ensures the safety of the staff



b.
it enables staff to achieve the range of tasks allocated to them by improving their competence




c. 
it develops through life skills and facilitates multi-skilling



These issues are expanded upon in S&MO training policy document.



2.3
The organisation recognises that training falls into two primary areas:



a. 
initial or basic training required to ensure that staff have the skills needed to meet their primary output



b. 
reinforcement training to enhance skills already held or ensure that basic skills are maintained at an adequate level of competence as part of planned personal development




This could be further sub-divided into:



i. core Civil Service competencies required by all Government




staff



ii.  
unique functional competencies required to meet the Department’s specialist objectives



2.4
In setting the training agenda for operational staff it was readily apparent that they would be subject to a much more intensive regime than the average MoD employee.  This is due to the nature and range of activities that S&MO undertake.  It was also appreciated that individuals would need to be brought to a common standard by a number of different routes, as a consequence of their disparate backgrounds.



2.5
It is MOD policy that training processes do not usually accrue special payments, but they may lead to a qualification that does.  Thus from the outset it was recognised that most of the MSU training would not entail additional payment.  However, management was concerned that an element of MSU training would fall under category 3b(ii) and be undertaken in conditions and circumstances that should be considered as making the trainee eligible for additional payment.  It was considered that these courses should be the ones that fell under the parameters identified for the ‘Operational Day’ payment.  



2.6
S&MO considered that under the 1974 Health And Safety At Work regulations and subsequent supporting legislation there was a duty of care to provide basic training and a duty upon staff to take it; under these circumstances it would be inappropriate to pay additional allowances.  However, if enhancement of these skills was subsequently progressed, even if mandatory, it was considered that payment may be appropriate. 



2.7
In the context of the above preamble the following specific comments are made:



a. Nuclear Biological Chemical Defence (NBCD) course.  In varying degrees this is a mandatory course for all service and civilian staff that may come into contact with the NBCD environment.  This includes all Reservists and significant numbers of dockyard staff who work in the submarine refit area.  It is a requirement for contractors including tug crews to be able to operate with associated equipment.  The course is primarily classroom based but does involved practical work but cannot be considered to be within the parameters of the ‘operational day’.  Attendance and refresher training are considered as a core Health and Safety (H&S) requirement and therefore do not accrue additional payment.  



b.  
Fire fighting training.  This is a mandatory course for all MOD ships staff that have been absent from sea going duties for more than 18 months; this includes NAAFI and civilian stores staff.  Regardless of previous civil experience there is a requirement to ensure that all staff are competent to operate the emergency equipment they may be required to use in the course of their duties.  MSU staff are expected to operate on MOD vessels, with MOD staff, using MOD procedures.  Conversely they are also expected to operate on a range of non-MOD vessels as required.  Whilst it is acknowledged that the conditions experienced do fall within those identified in the ‘Operational Day’ parameter it is within a ‘classroom’ environment.  Attendance on this course is seen as a core H&S requirement to meet the duty of care towards staff and therefore does not qualify for additional payment.  



c. 
Power Boat Training.  For training at a level of Royal Yacht Association (RYA) advanced or above, for days spent afloat on arduous conditions.



d.  
Damage Control. Most of the argument for Fire Fighting applies to this requirement.  Much of the equipment provided for damage control purposes is unique to the MoD and its utilisation, location and availability will be new to all staff.  As the employer provides it for the primary purpose of the organisation, it is considered that basic and refresher training in its use do not qualify for additional payment.



e.  
Paramedic training.  It is accepted that this is a voluntary activity to meet the operational objectives and the common good of all staff.  It is additional to the mandatory first aid training.  It is agreed that those days (and part days) of the training that require medical procedures to be administered to patients will be deemed operational.



f.  
Under water inspection.  It is accepted that this is a significant addition to basic ‘diver training’ and ‘tool skills’ enhancing the operational capability of the organisation.  Those days that require staff to undertake in water operations will be deemed operational.



g.  
Heavy Goods Vehicle (HGV) training.  A wide range of staff outside S&MO undertake basic HGV training; the training regime does not fall within the parameters of the ‘Operational Day’ and it is not unique to this organisation.  It is a through life skill with considerable application outside the Department’s immediate requirements.  It is not considered that it qualifies for additional payment.  Enhancement of basic HGV skills would however be considered on a case-by-case basis.




h.  
“Wet Bell” training exercises.




i.  
Specific operational training exercises, which involve arduous conditions.



2.8
It is acknowledged that some skills are acquired on a ‘pass or fail’ basis.  For courses of this type where operational payment has been agreed it would not become payable until successful completion of the course and only for the normal course duration; additional or repeat attendance would not qualify for extra payment.
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FITNESS STANDARDS


1.
Fitness Standards For S&MO Deployable Staff


1.1
This set of fitness standards is based on the Health and Safety Executive (HSE) Diving at Work Regulations 1997: Qualifications of Divers i.e. a full diving medical to HSE Standards by an Approved Medical Examiner of Divers (see www.hse.gov.uk/diving/ma1.pdf).  For those with Reserved Rights, who remain deployable, this will take the form of  a valid Maritime and Coastguard Agency ENG 1 to standards produced for the Department for Transport (DfT) - see  www.mcga.gov.uk/c4mca/mcga07-home/workingatsea/mcga-medicalcertandadvice.htm


1.2
Fitness Standards are necessary, not only because legislation demands them but also because the everyday workplaces of S&MO staff, be they in harbour or at sea, are potentially hazardous and require a basic standard of fitness.  Specifically, ill health or disease that can limit the effectiveness of staff can lead to situations that can rapidly become dangerous, not only for the individual but for the rest of his/her colleagues.  This is especially true for those disease processes, which can lead to sudden incapacitation. Given the remoteness of some of the locations where S&MO staff will be required to go, a doctor or an ambulance cannot be summoned immediately to give the early treatment that so often determines the outcome of that particular incident or, taking the extreme, whether the patient lives or dies.



1.3
The span of S&MO activities varies from working in harbour to spending several days or even weeks at sea away from port facilities.  Medical standards must take account of this but the basic fitness standards describe in paragraph 1 above are considered to be satisfactory. To achieve a fair and consistent interpretation of these standards an HSE Approved Medical Examiner of Divers will carry out all examinations.


1.4
Whilst it is impossible to include in these standards specific advice on every medical condition, the Approved Medical Examiner of Divers must be satisfied that no disease or defect is present at the initial entry medical examination which could be aggravated by working in the marine environment, or be an unacceptable health risk to the individual concerned.  A satisfactory standard of continuing good health is necessary for S&MO staff throughout their career, and for this reason an applicant will be excluded if the Approved Medical Examiner of Divers has any doubts about his continuing fitness.



1.5
Should recommendations be made about those suffering from medical conditions, which are incompatible with continued operational service, an employee is categorised as permanently unfit.  Consequently, S&MO will whenever possible attempt to secure suitable alternative employment depending on vacancies, skills and qualifications and fitness for alternative duties within the Department.



1.6
Personnel may have recourse to a second opinion, through HSE procedures, if he/she is aggrieved by the Approved Medical Examiner of Divers’ decision to categorise him/her as either:



a. Permanently unfit 



or



b.
Temporarily unfit for a period exceeding 3 months



1.7
The second opinion must be sought within one month of the date of the Approved Medical Examiner of Divers’ decision, and consent given to the release of personal medical information.  


1.8
The case would then be considered afresh by the MOD’s Occupational Health Advice Provider, who would be required to take account of the second opinion and any other medical evidence submitted to him.  Should there then remain a difference of opinion between the MoD’s Occupational Health Advice Provider, the HSE Approved Medical Examiner of Divers’  or any other medical authority involved over an individual’s fitness for duty, the MoD’s Occupational Health & Medicine Officer, Defence Medical Services Department will act as a medical arbiter before any decision
 is taken; the appropriate TU will be informed by S&MO on each occasion that a case is referred to the MoD’s Occupational Health & Medicine Officer, Defence Medical Services Department for medical arbitration, but without the name of the individual concerned being given.  In the event of medical retirement being recommended, any appeal would be heard through the normal Civil Service channels (see Note e. below).


1.9
Frequency of medical examinations: For all staff medical examinations are to be undertaken annually, unless the individual has Reserved Rights in which case the ENG1 medical examination will be undertaken every two years.


1.10
The following categories, based on the HSE Standards will be used:



a. Category A - Fit for unrestricted sea service



b. Category B - Permanently unfit



c. Category C - Temporarily unfit: to be reviewed in [x] weeks/months, as recommended on the individual’s Medical Certificate.



1.11
For those with Reserved Rights the following categories, based on the Maritime and Coastguard Agency ENG 1 to standards produced for the Department for Transport (DfT) will be used:



a. Category 1 - Fit for unrestricted sea service


b. Category 2 - Fit with restrictions (e.g. near coastal waters only)



c. Category 3 - Temporarily unfit


d. Category 4 - Permanently unfit



NOTES:



a.
Category A or 1 is mandatory for all operational staff.  Categories C, 2 or 3 should be used before personnel are declared permanently unfit.  



b.
In reaching his conclusion the Approved Medical Examiner of Divers, MoD’s Occupational Health Advice Provider and/or MoD’s Occupational Health & Medicine Officer, Defence Medical Services Department, depending on circumstances, must consider the medical condition present, the age and experience of the person, the nature of employment in S&MO and the specific work on which he will be employed
.


c.
It may be necessary, with the employee’s consent, for the Medical Officer to consult the employee’s General Practitioner.  In this case the provisions of the Access to Medical Reports Act (1988) will apply.  The decision on fitness will rest with the Medical Officer, subject to any second opinion (see Paragraphs 7 and 8 above) and to the medical appeal machinery.



d. Full clinical notes are to be kept of any medical consultation.  They are caveat-ed “Medical in Confidence”, and are not to be released to the management without the specific consent of the person concerned



e.
Cases of doubtful fitness.  Doubtful cases will always be referred to the MoD’s Occupational Health & Medicine Officer, Defence Medical Services Department and, if medical retirement is recommended, the Civil Service Occupational Health Service (CSOHS) will be asked to carry this out.  The CSOHS is the final arbiter, and any appeal would be heard through the normal Civil Service channels, taking account of any medical evidence submitted in connection with the second opinion (see paragraphs 7 and 8 above
).
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EMERGENCY SERVICE OVERSEAS


1.
Vaccination Requirements/Precautions For All S&MO Deployable Staff


1.1
The Institute of Naval Medicine has issued advice on the subject of vaccination and precautions for those personnel who have liability to serve abroad including S&MO operational staff.  The need for vaccinations should be based on a risk assessment covering the location and nature of the operations.


1.2
Provided the advice is adhered to and good diving practice and maintenance of diving equipment is followed divers should be subject to no serious risk to their health from the increased pollution levels in harbours and estuaries.



1.3
All S&MO deployable staff are required to hold up to date Immunisation and International Certificates of Vaccination, as sufficient warning of a visit may not always be given to permit time for the necessary vaccinations to be obtained before departure.



1.4
If immunisation and vaccination cannot be arranged through the local RN Medical Officer, charges made by a National Health Service doctor will be reimbursed on submission of a claim supported by receipts.



1.5
The following provides a detailed summary of vaccination requirements:



a.
As personnel may be required to deploy to tropical countries at short notice, they should maintain their immunity to a number of diseases which may be caught either in tropical or in temperate climates.  As there will not be time to immunise them prior to deployment in certain circumstances, the immunity should generally be maintained.  However, for vaccinations which have only very short-lived periods of protective efficacy this is not a practicable proposition and immunisation prior to deployment will be arranged.



b.
The following immunisations should be carried out at the specified time intervals:



i.
All personnel should be immune to yellow fever.  This is a simple one-off injection and immunity lasts for 10 years.  All personnel should have a valid International Certificate of Vaccination against yellow fever.



ii.
All personnel should be immune to tetanus.  Provided that they have had a primary course of tetanus at any time in their lives, they merely require a booster dose every 10 years. Due to the decision of stopping all single dose injectables by the Department of Health in December 2003, the tetanus injection will also contain the diphtheria vaccine. Staff are reminded the Department of Health recommendation that the ‘average’ person should only have a total of five tetanus vaccinations in their lifetime, does not apply, except in individuals with documentary evidence of a severe local and/or general reaction to a previous tetanus vaccination.



iii.
All personnel should be immune to poliomyelitis and again they should have a booster of oral polio vaccine every 10 years, provided they have had a primary course at some time in the past.



iv.
All personnel should be immune to typhoid.  If they have never had a typhoid vaccination they require a primary dose of 0.5 mls subcutaneously, followed by a booster dose of 0.1 ml intradermally, given 4 weeks later.  Provided they have had an appropriate primary course in the past, they then require a booster dose of 0.1 ml intradermally every 3 years.  This includes personnel who are over the age of 35.  It should be noted that if they are out-of-date for typhoid vaccination they do NOT require a full primary course of re-vaccination but they merely require a one-off intradermal booster.



v.
Only personnel who are Diver Medics must be immune to Hepatitis B.  They should receive 3 doses of Hepatitis B vaccine given in a dose of 1 ml intramuscularly into the deltoid at x, x + 1 month and x + 6 months.  A few weeks following the last dose serum should be taken for Hepatitis B antibody levels to ensure protection has been achieved, as in those personnel who do not respond to 3 doses there may be some benefit in giving a fourth dose.  Provided there was an initial good response a booster should be given at 5 years. Those with a poor initial response requiring a fourth dose should have antibody levels checked after the 5 year booster.



vi.
Any Diver Medic who refuses this immunisation will have his Diver Medic qualification revoked.



vii
Hepatitis B should be given to staff who:


· Risk exposure to human remains during salvage operations



· Need to provide paramedic support to team members in the event of an accident or emergency which may expose staff to body fluids.



· Risk of puncture wounds during salvage operations in contaminated water ( both fresh and at sea)


c.
There is no requirement for cholera vaccine.  It is an ineffective vaccine with a high side effect profile and the risks to personnel are extremely small.



d.
All S&MO staff and personnel deploying to tropical countries or where a food based risk arising from unsanitary conditions exists, should be protected against Hepatitis A.  Hepa HAVRIX monodose is now available; this involves a single dose for primary immunisation and a booster dose after 5 years.



e. Personnel who are going to areas where malaria is a risk should be fully briefed on precautions to avoid contact with mosquitoes, in particular the use of insect repellents and nets.  Chemoprophylaxis prior to deployment should be commenced with Maloprim, one tablet once weekly and Chloroquine, two tablets once weekly.



f. Personnel who are posted on visits to some high risk areas, other types of vaccines may be required. The most likely being:



i. Japanese encephalitis



ii. Meningococcal Meningitis Group A (different to Group C)



iii. Rabies



iv. Tick-borne encephalitis



g.
Where it is deemed that a significant chemical or biological threat exists in an operational theatre, preventative measures will be offered.
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REVALIDATION OF STANDARD OF TRAINING CERTIFICATION AND WATCHKEEPING (STCW)



1.
Revalidation OF STCW Certification



1.1
In conjunction with Merchant Shipping Notices M1634, M1692 and MGN9 every Master, Officer and Radio Operator holding a certificate of competency issued or recognised under the Standard of Training Certification and Watchkeeping (STCW) 1995, who wishes to serve at sea is required to revalidate the certificate at intervals not exceeding 5 years (revalidation of ratings, Watchkeeping Certificates is not required). Officers holding certificates under STCW 1978 must revalidate the certificate under the requirements of STCW 1995. The requirements of STCW 1995 are outlined in MSN 1692.



2.
Procedures



2.1
Most Retained Grades in S&MO will not be able to satisfy the criteria laid down in paragraphs 10.3.2(Deck Officers) and 10.3.3(Engineer Officers) of MGN 9. Nevertheless, CSALMO has previously secured the agreement of Department for Transport that S&MO Retained Grades carrying out their full range of duties will be considered as fulfilling the option in paragraph 10/7 of MGN 9, in that they perform functions relating to the duties appropriate to the class or grade of certificate held which are considered at least equivalent to the sea service referred to in para 10.3.2 (Deck Officers) and 10.3.3 (Engineer Officers) MGN 9.



2.2
All holders of the STCW 95 Certificate of Competency who meet the conditions whereby they have performed such duties during a substantial proportion of the period of any 5 year period thereafter, are mandated to revalidate their certificates without recourse to fulfilling the specified criteria and should at the appropriate time and at their own instigation make application to renew their certificate.



2.3
An integral part of the revalidation process is the requirement for candidates to be medically fit and to this end the applicant will be required to produce a valid medical fitness certificate (ENG 1) issued under the MCA Merchant Guidance Notice 264. Applications should therefore be made direct to an Approved Medical Practitioner.



2.4
Fees are payable only where approved Medical Practitioners employed by the General Council of British Shipping are employed to undertake the medical. In this eventuality individuals may claim reimbursement of the fee by forwarding the miscellaneous claim form with receipt attached to the S&MO Finance Team.



2.5
If the approved Medical Practitioner considers the candidate meets the medical standards he should issue a medical fitness certificate (ENG 1). If however, a certificate is refused, or issued subject to restriction on sea service or geographical area, the candidate will be issued with a notice of failure (ENG Cat 3 or 4). He/she then has the choice of whether or not to exercise his/her right of appeal. M1765 paragraph 9 explains the procedure to be followed.



3.
Revalidation



3.3
To provide evidence of having met the requirements, holders of STCW 95 certificates of competency are required to obtain a document entitled Certificate of Continued Proficiency and Updating of Knowledge from the MCA. This document will be valid for a period of 5 years and will be renewable for subsequent 5 year periods upon production of evidence of having satisfied the requirements. It will be affixed to the Certificate of Competency or service to which it relates. STCW 95 Certificate of Competency provides space for successive Continued Proficiency and Updating of Knowledge endorsements to be made therein.



3.4
Fees are chargeable when application is made to the issue or renewal of a Certificate of Continued Proficiency and Updating of Knowledge and for the endorsement of a Certificate of Competency. Fees paid by individuals will be re-imbursed by the MoD.



4.
Applications



4.1
Applications for revalidation of Certificates of Competency should be made on forms which may be obtained from the MCA Marine Officers or the MCA’s Seafarer’s Standard Branch. There is no time limitation on applications specified for the revalidation of a Certificate of Competency or service for seagoing service irrespective of the date on which it ceases to be valid for such service.



4.2
Applications with supporting documentation (but not the fee) should be forwarded to S&MO for endorsement by CSALMO and onward transmission to MCA.



SECTION 2


SPONSORED RESERVES 


1.
Introduction


1.1
The Sponsored Reserve concept enables skills in the civil (private or public) sector to be delivered, as part of a contract for services or other arrangement, in support of the Armed Forces on operations, in circumstances where civilian support would normally be inappropriate.  This is achieved by a contract with a service provider (or similar arrangement with a Government Agency) for the required support to be delivered by employees who have voluntarily become members of the Reserve Forces, in a special category created under Part V of the RFA 96 for the purpose. The legislation requires that an individual be formally designated as the employer for any group of Sponsored Reserves.  


1.2
The overarching policy and guidance on Sponsored Reserves can be found in the following Joint Service Publications (JSP) and other documentation:



· JSP 567 – CSO Policy Overview Part One details the concept and operation of Sponsored Reserves


· JSP 753 – Tri-Service Regulations for the Mobilisation of Reserves, which sets out the circumstances in which Sponsored Reserves are mobilised and the method of mobilisation



· Reserve Forces Act 1996 (RFA 96) Part V is the primary legislation for Sponsored Reserves


· JSP 516 provides a synopsis of the RFA 96 Act



· DIN 2011 DIN03-002: Sponsored Reserves, which outlines the concept, policy and provides general information 


2.
Terms and Conditions



2.1
S&MO Retained Grades are Sponsored Reserves under the terms of the Reserve Forces Act 1996 (RFA 96).  Refer to Section 2 Annex A for the specific terms and conditions that relate to Sponsored Reserve status.


2.2
S&MO Retained Grades are subject to civilian terms and conditions of employment and Sponsored Reserve status cannot be imposed on serving members. However, with effect from 1 April 2008 new recruits to S&MO are mandated to enlist as Sponsored Reserves on taking up their appointment. 



3.
Contractual Arrangements



3.1
A contract is drawn up between individual recruits and the nominated employer for this purpose under RFA 96. For S&MO Retained Grades the nominated employer is CSALMO, who is Head of profession for S&MO Retained Grades and also the S&MO Team Leader.   Sponsored Reservist Agreements (for employees) and Consent Certificates (for employers) to reflect these arrangements are to be signed (see Section 2 Annex B).    


4.
Uniforms



4.1
Where at CSALMO, Permanent Joint Headquarters (PJHQ) or Front Line Command’s (FLC) direction Sponsored Reserves are required to wear uniform, individuals are to conform to Royal Navy standards of appearance and bearing.  



4.2
The correct uniform will be issued at the mobilisation centre, as and if required, to ensure that personnel have the necessary clothing and equipment needed to deploy as Sponsored Reserves.



4.3
When Personal Protective Equipment (PPE) is not worn, the officially issued uniform is acceptable as daily working wear on board a Navy vessel (RN or RFA).  


Section 2 Annex A


SUMMARY OF S&MO SPONSORED RESERVE REWARDS AND ENTITLEMENTS


			Serial


			Reward Area


			Detail





			1


			Leave


			One for every two days deployed as a Sponsored Reserve (SR). To enable this, all existing leave entitlements will be incorporated. These include recompression leave and any other leave under the S20 programme, any contractual leave (1 day for every 7 away) and Working Time Regulation (WTR) derogated days. WTR Derogation is not inevitable but is highly likely and therefore has been incorporated in leave calculations. Derogation will be applied pragmatically to meet safety and operational requirements.









			2


			Training Milestone Payment (TMP)


			This will be based on the level of SQEP capability held by S&MO staff as evidenced against the S&MO Functional Competence (FC) Framework. To ensure the award is annually reviewed by an independent body the payment has been set at the level of the RNR List 3 Bounty. Consequently the TMP will be paid at a rate of £395 in the first year, rising to £1,556 in the second and subsequent years for existing SQEP staff. New entrants to S&MO SR will progress along the escalating payment scale at the same rate as a new entrant to RNR List 3. The TMP will be paid as a tax free award or grossed up to a sum that will equate to a tax free award.









			3


			Training Criteria


			SRs are specifically exempt from the RFA 96, section 22 training liability.  Therefore the qualifying criteria agreed for payment of the TMP is 10 day’s relevant training or operational activity. For training to be eligible it should be in support of S&MO functional skill sets. This will include aspects such as continuation training exercises or operational exercises such as Neptune Warrior, Blue Water, Purple Quiver or Obsidian. Operational tasks in support of OPDEF rectification would also be eligible. In exceptional circumstances, and if due to management failure to allocate time and resources to allow an individual to undertake training, the 10 days requirement may be waived.









			4


			Disruption Allowance (Ex Call out gratuity)


			S&MO SRs will be eligible for payment of a Disruption Allowance when mobilised as an S&MO SR, regardless of whether or not they are subsequently deployed. Deployment as a SR can include participation in exercises, but no allowance is paid on these occasions. 



The Disruption Allowance has been based upon the principles for a SR Call Out Gratuity.  The rules concerning the payment of a Call Out Gratuity are contained within Chapter 4 of JSP 754. 



In the case of successive S&MO SR call-outs, an individual will not be eligible to receive more than one allowance unless there is a period of more than 90 days between the individual's release from a period of called-out service for which they received an allowance and the date on which they are required to report for the new call-out. 



To ensure the level of the Disruption Allowance is annually reviewed by an independent body the payment has been set at the same level as the general call out gratuity for SR set by the Reserves Pay Review Body. 












			5


			Pension


			Training Milestone Payment and Disruption Allowance are not pensionable elements.









			6


			S&MO RG payments


			S&MO RG payments such as Operational Days, and Nights away are not affected by the SR agreement. However, in the event of deployment to a named operation either as a MoD Civilian or S&MO SR then Operational Working Allowance would supersede all of the various time related S&MO RG allowances such as operational days, Nights away, Weekend Days etc. These S&MO RG arrangements would be “suspended” until completion of deployment. Similarly Night Duty Allowance and any other MOD Civilian time related allowances would be suspended and Operational Working Allowance (OWA) would be paid in lieu. The implementation of OWA is subject to separate consideration outside of the SR work-stream. The primary source of reference for these aspects is the S20 web site. 









			7


			Conditions of Service


			S&MO SRs will keep their core Civil Service Conditions of Employment regardless of SR mobilisation.  This covers aspects such as pension rights, T&S entitlement, and staff reporting. 









			8


			Mobilisation


			The decision to mobilise as S&MO SR will be taken by PJHQ on the advice of CSALMO in conjunction with the relevant locally based JOA HQ.  Assessment will be based on local circumstances at the time.  PJHQ is responsible for advising SR Sponsors (CSALMO) of the requirement to mobilise based on levels of risk when the capability is expected to operate in or pass through operational areas including areas where no established JOA exists.  In order to meet declared readiness levels the administrative processes in support of mobilisation will be prepared in advance of deployment.


  





			9


			Terms of Reference


			Individual TORs will be amended to include the SR requirement. Civilian roles and responsibilities to military commanders in theatre are covered under the Safety & Security work-stream of the S20 programme.  This was done so that military commanders are aware of what civilians can or cannot be asked to do whilst deployed.








			10


			Tour lengths


			Maximum tour length 3 months followed by an equivalent period out of theatre before subsequent redeployment as a S&MO SR.  However these requirements may be waived by mutual agreement. 









			11


			Disciplinary arrangements


			S&MO SR will be subject to the Naval Discipline Act for disciplinary arrangements.  Should an S&MO SR be involved in a disciplinary tribunal they would not be able to have a TU rep present as this is not currently permitted by the military system.  Nonetheless in formal disciplinary situations you would be entitled to an official (non TU) representative to support you. 









			12


			Welfare


			If personnel are deployed as S&MO SR they will receive the same welfare arrangements as the Armed Forces.  Access to enhanced medical care for personnel contracted as S&MO SR but not mobilised is currently not available.








			13


			Grades and RN Equivalent


			All S&MO RGs will be on the same S&MO SR Agreement, Terms and Conditions.  RN rank equivalents would apply to S&MO SR. 









			14


			Funerals


			Detailed guidance on this issue is provided in JSP 751. Interpretation of JSP 751 and any other appropriate assistance will be provided by the Defence Business Services should it become necessary.





			15


			Insurance


			MOD provides indemnity for existing cover-policies and the details can be found in S2O MOD Civil Servants on Operations: Guidance for Families: Wills and Insurance.








			16


			Uniform Entitlement


			This is based on the concept of only issuing that which is required.  As each requirement could be to a differing environmental situation it is necessary for theatre specific kit to be issued as and when required.  








			17


			Force Protection


			Self defence training is not necessary, because S&MO SRs will not operate without a Force Protection capability being provided to them in theatre, so they are not required to train for the use of arms or bear arms. However, Force Protection (FP) may not actually entail having a FP unit embedded within the S&MO SR group.  The role of salvage personnel, nature of chartered support platforms and small numbers involved precludes any meaningful, organic self defence capability. Nonetheless small arms training will be made available on request and it will be up to the individual S&MO SR as to whether they wish to undertake this training.









			18


			Military Integration


			There is a requirement for S&MO SRs to have a clearly defined level of military awareness based on the RN Reserve standards.  All Salvage Officers have held senior or command positions in the Merchant Navy and most have passed through the junior officers Staff Course.  Many individuals within the Marine Salvage Units have also held managerial positions within specialist industries, some are ex-service personnel with existing Reservist obligations. However, it is clear that S&MO SRs requires knowledge of current military ethos/culture to facilitate integration during deployments.  Therefore, it is intended that ‘service integration’ briefings will be provided periodically. 












Section 2 Annex B


SALVAGE & MARINE OPERATIONS SPONSORED RESERVIST 



EMPLOYEE AGREEMENT 



Pursuant to s38(2) and s39 Reserve Forces Act 1996



This agreement is made in pursuance of an arrangement the Secretary of State for Defence has with the Chief Salvage and Mooring officer of the Salvage and Marine Operations Delivery Team/Defence Corporate Service.  



PART A - To be signed by the employee


1. I …………………………………………………………………………….(full name of employee) understand and agree to the following provisions: I will no later than ……………………….(date) enlist in the Royal Naval Reserve (RNR) as a special member of that force (termed hereafter a Sponsored Reservist) in accordance with the provisions of the Reserve Forces Act 1996 Part V.



2. I further agree to become an officer equivalent in rank to my current civil service grading of the Royal Naval Reserve.


3.
On becoming a Sponsored Reservist I will be liable to:



a. be Called Out for Permanent Service under Part V of RFA 96;   



b. serve in accordance with the terms and conditions applicable to Sponsored Reservists as laid down in BR 60, BR 60A and BR 64 taking account of the variations listed in paragraph 9 below;


c. undertake a minimum of 10  days S&MO SR  training in my first year of service,  and thereafter up to 10 days annually for continuation training and/or exercises as described in Training Criteria.  



4.
I understand that I will be fully subject to Naval law as a serviceman or woman while I am carrying out Permanent Service, training or duty.



5.
If I wish to end these liabilities I must:



a. give notice in writing to the designated MOD Operational Tasking Authority; 


b. and



c. inform CSALMO of the action I wish to take.



6.
The notice will end my liabilities three (3) calendar months after the day on which I gave it, subject to the actions described in paragraph 8.  



7.
I understand that I may not give notice while:



a. I am in Permanent Service; 


or



b. an order of the Secretary of State under RFA 96 Section 41(6) is in force suspending my right to give notice.



8.
I also understand that if I give notice, but either the Secretary of State makes an order under RFA 96, Section 41(6) or I am accepted into Permanent Service before the date when my liabilities would have ended, my notice will no longer have any effect.



9.
I agree that the following variations to the liabilities referred to in paragraph 3 above and to RNR Sponsored Reserve terms and conditions of service will apply to me:



a. I will continue to be paid by my employer during any periods of training, duty and Permanent Service, as a Sponsored Reservist, which I undertake, and that I will not receive any pay or allowances from the Royal Navy during these periods;    



b. I understand that under the Naval Discipline Act my employer may make deductions at the request of the Authority from my salary and/or allowances of:



(1) sums equal to any fines, forfeitures or stoppages that may be imposed for offences; 


and



(2) sums equal to those ordered to be paid as or towards compensation for loss or damage to public or service property, 



whether or not I am a Sponsored Reservist at the time that the deduction is made;


c. Sponsored Reservists will continue to be covered by the conditions of service contained in the S&MO Retained Grades Handbook, and eligible for Civil Service allowances in accordance with current regulations.  These entitlements may be enhanced according to the terms of service for a S&MO SR;


d. My duties as a Sponsored Reservist whilst in Permanent Service will be restricted to the delivery of my specialist functional capability e.g.  marine salvage, port clearance, operational mooring, towage, heavy-lift and ship protection boom defence in support of a named operation.  I shall not be required to undertake additional duties incidental to a service environment as stated in BR64 0721.1;  



e. The age limits for joining and leaving the Sponsored Reserve will be the same as those of a Salvage & Marine Operations Retained Grade Civil Servant;


f. I agree to maintain a UK Maritime and Coast Guard Agency ENG 1 Medical Certificate and where required in my contract of MOD employment a UK Health and Safety Executive Diving Medical.  



10.
I have voluntarily entered into this Agreement and understand the liabilities for training, Call Out and service applicable to Sponsored Reservists that are described in RFA 96 Part V.  I have also had explained to me and understand the principal terms and conditions of Sponsored Reserve service that will apply to me.  



11.
This agreement will terminate when:



a. I make a new employee agreement; or end my employee agreement;


b. I cease to be a Sponsored Reservist of the RNR.



Signed:                        


Date:                          


Address:                       


Being an employee of the Salvage and Marine Operations.


PART B - To be signed by a person authorised under the relevant single Service regulation


1.    The above agreement was signed in my presence I having been satisfied that:



a)    the signatory understands what his/her liabilities and terms and conditions of service as an S&MO Sponsored Reservist will be;


b)    variations to his/her terms and conditions of service contained in the arrangement between Secretary of State for Defence and CSALMO of S&MO are recorded in Part A paragraph 9 above; 


and



c)    employer consent to this agreement has been given in accordance with the RFA96 Section 39(2).



2.    I have seen the document(s) as required by ..................................................... (relevant single Service regulation) and believe the signatory to be eligible to become a member of the Sponsored Reserve List of the Royal Naval Reserve.



Signed:



Name:



Rank/Position:



Being a person authorised under .......................................................................... (relevant single Service regulation).


Note:


1.    This agreement is to be made in duplicate. One original copy is to be retained by the employee and the other original copy retained in his Service Records. A photocopy of the agreement is to be forwarded to the signatory’s employer as soon as reasonably possible. 



SECTION 3


WORKING TIME REGULATIONS – COLLECTIVE AGREEMENT



1.
Introduction



1.1
The Working Time Regulations came into force on 1 October 1998 and provide basic rights and protections to workers.  They provide some flexibility in how they are applied and, in particular, some rights may be modified by collective agreement with Trade Unions (TUs).  



1.2         S&MO Retained Grades, are entitled to ‘adequate rest’ whilst on operations.  This means that they must have regular rest periods that are sufficiently long and continuous to reduce the risk of injuring themselves, fellow workers or others, and that they do not damage their health, either in the short term or in the long term.  However standard, prescriptive arrangements of the Working Time Regulations do not allow sufficient flexibility to recognise the commitment made during deployment or where the implementation of the Working Time Regulations would lead to failure of an S&MO operation.  



1.3         Managers in S&MO take seriously the health and safety of their personnel and will continue to seek to protect them against excessive hours and to give them rest breaks and rest periods away from work.  This Section sets out the application and dis-application of the Working Time Regulations to S&MO Retained Grades within S&MO.



2.
Derogation



2.1        This agreement varies the mandated requirement for 11 hours uninterrupted daily rest and a rest day after 6 days worked or 2 days after 12 days worked.  It voids the limit and the entitlement to rest periods is dis-applied, but compensatory rest is granted where prescribed rest breaks and periods are infringed in the course of duties.  Also see Section 3 Annex A for the S&MO Table of Derogation and Section 3 Annex B for Working Time Regulations - Recording of Hours Worked.


3.
Compensatory Rest 



3.1       Whilst every effort will be made to comply with the standard regulations, where circumstances dictate an alternative approach this collective agreement offers the ability to exclude or moderate the application of the Working Time Regulations relating to breaks, daily rest and weekly rest at work.   It does so on the basis that, where work infringes on the prescribed weekly aggregate rest average (90 hours), compensatory rest will be granted.  The 90 hours is the sum of the standard daily and weekly rest periods.  



3.2        Moreover, Compensatory Rest must be uninterrupted and taken at a time when the employee is otherwise scheduled to be on duty and is granted over and above any other form of leave, such as annual leave, and is taken in addition to normal weekends off. Compensatory rest should be available within a reasonable period.



4.
Definition of Working Time



4.1     An employee’s conditioned weekly working hours are as laid down in their Letter of Appointment.  ‘Working time’ is defined as when a worker is working at their employer’s disposal and carrying out their activity or duties.  Any approved additional or other non-operational duties performed as a result of the needs of the organisation will be taken into account for the purposes of assessing working hours.



5.
Reference Period



5.1        The Regulations require an employer to take all reasonable steps to ensure that workers do not work more than an average of 48 hours per week over a 17-week reference period.  For the outputs that S&MO are required to deliver, the 17-week period does not allow sufficient flexibility to cover surge requirements, especially where these occur sequentially.  Therefore, the weekly average of 48 hours is calculated over a 26-week reference period.  



6.
Adequate Rest



6.1        Employers must make sure that workers can take their rest, but are not required to make sure they do take their rest. Rest breaks at work should be taken if a worker is required to work more than six hours at a stretch.  Generally, a worker is entitled to a rest break of 20 minutes, which should be taken during the six-hour period and not at the beginning or end of it.  The exact time the breaks are taken is up to the employer to decide.  



6.2       Daily rest is the time that a worker is entitled to between each working day under normal circumstances.  Generally, this is a rest period of 11 uninterrupted hours.  However, in exceptional circumstances employees may be required to work Watches and daily rest will be for a minimum of 2 separate periods of 6 uninterrupted hours in any 24 hours.  This exceptional rest period will increase to 11 uninterrupted hours as circumstances dictate, but as soon as is practicable.  



6.3       Weekly rest is the time a worker is entitled off for each week worked under normal circumstances.  Generally, this is one whole day off a week.  Days off can be averaged over a two-week period, meaning workers can take two days off a fortnight, which will usually be weekends.  



6.4       The principle of this agreement is that everyone gets his/her entitlement of 90 hours rest (including their weekly rest) a week on average, although some rest may come slightly later than normal.  Where the weekly average rest is not met employees will be entitled to compensatory rest, which should be calculated in 30-minute blocks



6.5       Whilst deployed on operational duties management specified rest periods will apply as necessary, otherwise the period for calculating working time and rest periods will run from midnight to midnight for counting towards working time utilisation during a reference period. 



7.
Deployed Staff Awaiting Repatriation



7.1       The time spent by deployed staff awaiting repatriation will not count as compensatory rest when the employee is working, remains at the employer’s disposal and is carrying out activity that contributes to business outputs.  For the time to be designated ‘working time’ this waiting time away from home must be used productively for significant work, such as completing the Operations Report, planning for the next operation or training exercise, responding to outstanding and longer term queries, and must be agreed at SO1 (i.e. SALMO) level or above prior to commencement of the activity.



8.
Captive Time at Sea



8.1       Captive Time at sea for deployed staff is when there is no opportunity to leave the platform because it is at sea and there is no reasonable opportunity to go ashore and will be credited as 11.1 notional hours. (Note: the amount of hours claimed as ‘Captive Time’ will also be used as the buy back ratio). It will be calculated as working time even if work is not done, for instance due to adverse weather conditions.  Workers who are afloat, but tied up alongside with shore privileges available to them but choose not to leave the vessel will not be eligible to claim Captive Time.  



9.
Leave Entitlements



9.1       The Working Time Regulations entitle every worker to a minimum of four weeks paid annual leave, known as ‘statutory leave’.  A week’s leave allows an employee to be away from work for a week.  It is the same amount of time as the working week (i.e. 5 days).  



9.2       For employees in S&MO the minimum leave entitlement is 25 days leave, 5 days of which are known as ‘contractual leave’.  Moreover, the Department provides 5 days additional contractual leave after 5 years of established service, making a total of 30 days leave.



9.3       Statutory leave is not in addition to the contractual leave (i.e. leave entitlement) given to workers under their employment contract.  One is set off against the other, so that the amount of leave an S&MO employee gets is 20 days statutory leave plus 5 days contractual leave, or plus 10 days after 5 years of established service, making a total of 30 days leave.   



9.4       Contractual leave is also enhanced by one day for each continuous seven-day period away from base on an operational task. 



10.
Public/Privilege Holidays



10.1       The Working Time Regulations do not recognise Public (Bank) Holidays as a separate entitlement, whereas the MoD recognises 10.5 days.  S&MO Retained Grades may be required to be on duty on a Public/Privilege Holidays and consequently, compensation arrangements are included in their remuneration packages. 



Section 3 Annex A



WORKING TIME REGULATIONS - TABLE OF DEROGATION


			


			Working Time Directive Regulations






			S&MO Collective Agreement





			Reference Period






			17 weeks


			26 weeks





			Average Rest  - aggregate of all entitled rest per week


			90 hours


			90 hours 



or under 90 hours with compensatory rest later









			Weekly Rest Days


			1 in 7 or 2 in 14


			1 in 7 or 2 in 14 



or a greater length of time where justified with compensatory rest later at 1 for 1









			Daily Rest


			11 uninterrupted hours


			11 uninterrupted hours 



or 2 separate periods of 6 uninterrupted hours in 24 hours



or a lesser length of time  where justified with compensatory rest calculated in 30 minute blocks









			Statutory Leave






			20 days


			20 days





			Contractual Leave


			None


			5 days for the first 5 years of MoD service then 10 days thereafter








			Operational Leave


			None






			1 day for each 7 days away from base








			Bank Holidays






			None


			SALMO Grades entitled to compensation if excess of 28 Saturdays, Sundays and Public Holidays worked



MSU Grades entitled to 10.5 Public/Privilege Days or compensation









			Review Period






			Up to 5 years


			By mutual agreement








Section 3 Annex B



WORKING TIME REGULATIONS - RECORDING OF HOURS WORKED



1.
Background



1.1
In accordance with the Working Time Regulations (1998) (WTR), it is important that we keep accurate records of the hours worked by all members of Salvage and Marine Operations (S&MO). This applies to all grades, including those working consolidated hours, i.e. those who do not qualify for overtime rates of pay. 



2.
Aim



2.1
To introduce a procedure to be followed by all S&MO personnel who work in excess of 37 hrs net (42 hrs gross, including one hour paid lunch break) in any working week. 



3.
Recording Hours Worked



3.1
A form has been developed for use by all personnel who do not qualify for paid overtime. A copy of the form (S&MO Record of Hours Form) should be used in lieu of MoD Form 260. The form is to be copied locally. Copies of completed forms are to be submitted to CBM1 within 1 week of the end of the relevant Attendance Period. (N.B. prior approval must be obtained before additional hours are worked – see Para 4 below) 



3.2
Although not required by the Working Time Regulations, additional fields have been included on the Record of Hours Form to record the following: 



a. Codes indicate where the individual has worked on the day and broadly cover the type of work undertaken.  This information should be of value to the individual when completing claim forms and to management when reviewing the allocation of work. Additional blank codes have also been provided for individuals to use if desired.



b. The duration of Rest Periods (including Meal Breaks).  Under the WTR employees are entitled to specific Rest Periods / Meal Breaks which do not count toward the ‘hours worked’.  To ensure that S&MO comply with the regulations, it is therefore necessary to record that both have been taken, and to deduct them from the total hours worked, except in exceptional circumstances e.g. official working lunches. 



Note 1:
  Where a complete ‘rest day’ is taken, the hours worked should be shown as ‘nil’ and the Duty type given as ‘6’



Note 2:  Although deducted from hours worked, Rest Periods and / or Meal Breaks may attract payment under existing MOD rules. 



c. An additional box has been included for personal use if desired, e.g. to record further details of activities for ease of reference. Information in this box will not be used for official purposes.



4.
Prior Approval for Working Additional Hours



4.1
In accordance with MoD regulations, prior approval must be obtained in writing before any additional hours are worked. To assist with the ‘managing down’ of additional hours worked in the S&MO.  This requirement is to be extended to cover all hours, except when actively involved in a salvage operation. A simple form has been produced for this purpose and may be obtained from the CBM Team. 



SECTION 4


FLEXIBLE WORKING HOURS 


Abuse of Flexible Working Hours (FWH) is a breach of the scheme.  The offender’s participation in the scheme may be suspended temporarily or indefinitely for persistent or serious abuse.  Moreover, deliberate abuse is a disciplinary offence, which can lead to dismissal.



1.
Introduction



1.1 Flexible working hours is a working pattern that enables staff to work and manage their conditioned hours of attendance more flexibly, subject to their Line Manager’s approval. It is one element of the various Non Standard Work Patterns available to managers and staff to balance the needs of the business with the personal needs of the individual.


1.2 Staff are required to meet their full conditioned hours as part of a Flexible Working Hours (FWH) scheme.  Conditioned hours excluding lunch breaks taken are to be worked over the 4 week accounting period (37 hours per week net). A standard working day is 7 hours 24 minutes. A half working day is 3 hours 42 minutes. Staff are required to work within the agreed bandwidths and must not exceed the limits in respect of flexi credit or flexi debit.


1.3 Participation in the FWH scheme is voluntary, however, all staff who wish to participate in S&MO FWH system do so on the basis that they accept all the terms and conditions of the scheme as defined in this agreement. All staff who participate should familiarise themselves with the content of the formal agreement.


1.4 Line Managers are reminded that they have ultimate responsibility for the operation of FWH in their area. They are to take action in the cases where excess debits or credits are incurred, where infringements (e.g. at lunch time or core time) occur and especially where there is suspicion that the scheme is being abused. If any queries or difficulties arise then CBM is to be contacted.


1.5 You must keep your FWH records for at least 18 months for audit purposes.


1.6 All staff should be aware that management reserves the right to suspend or terminate FWH should circumstances so dictate and that any abuse of the scheme constitutes a disciplinary offence of gross misconduct, for which dismissal is the likely penalty, even for a first offence and without prior warning.


1.7 The unique allowances applicable to the MSU and SALMO grades are termed as “operational” within this document.  The FWH scheme shall not apply where these allowances are applicable.


2.
The Working Day



2.1 
Bandwidth    0700 - 1900



2.2
Staff must take at least 30 minutes but no more than 2 hours lunch break per day. The hours worked daily should be no greater than 10 hours 30 minutes per day.



3.
Accounting Periods and Carry-Over



3.1
The FWH accounting period is a four week cycle.  Staff may carry forward 18 hours 30 minutes (2.5 days) Excess credit over the agreed  maximum is lost unless there are exceptional circumstances and written approval must be given by the Line Manager.


3.2
The maximum debit allowed to be carried forward is 11 hours 6 minutes (1.5 days). Staff must bring the deficit within normal limits as soon as is reasonably possible which is expected to be within the next accounting period. If this is not achieved then the individual may be liable to disciplinary action.


3.3
Trading annual leave to reduce a deficit is not permitted.  Regular excess debit or credit should be investigated by Line Managers as part of their duty of care to their staff.



3.4
Flexi Leave – The maximum amount of time that can be accrued and taken per accounting period is 1.5 days. Time can be taken off in lieu of excess hours attended or in anticipation of hours to be made up later, with Line Manager approval. All flexi leave must be authorised by Line Managers in advance and recorded on line using HRMS or using leave sheets.


3.5
To avoid excessive administrative effort, no FWH credit will be allowed for absences and differences of less than 10 minutes.  



4.
Absence



4.1          FWH credits will be approved for the following authorised absences:



a.
Annual Leave, sick leave, public and privilege holidays, special paid leave/unpaid leave (subject to entitlement) and maternity/paternity leave.



b. Absence including medical/dental/optician appointments that can’t be arranged outside working hours.



Every effort should be made to make appointments at the beginning or the end of the working day. At Line Managers discretion Notional Attendance will be calculated on the period required for the appointment less the home to duty time if the individual chooses to travel from home or to home immediately prior or after the appointment. A maximum of 3hrs 42mins credit will be given for part days and 7hrs 24mins for a full day.



c. Late arrivals/early departures due to inclement weather.



d. Trade Union duties undertaken off site.



e. Other occasional absences authorised by Line Managers.



5.
Time Recording



5.1
Under FWH it is necessary for staff to know the degree to which they are in credit or debit at any point in the accounting period.  To facilitate this, all staff must ensure that they use the ‘clock in’ facility at all times. If this is not available a manual method of time recording will be employed to record individual hours of attendance.



5.2
If there are any adjustments to make, then the FWH Reconciliation sheet needs to be completed - this must be done as soon as the adjustment is known. Line Managers will check and authorise all forms.



5.3
At the end of the FWH accounting period, the times will need to be transcribed to a spreadsheet – S&MO Retained Grades Flexi Time and WTR Attendance Record Sheet. Line Managers need to check and sign before sending to CBM’s Team. They will also need to check this spreadsheet against the individuals HRMS record ensuring all annual leave/flexi and sick leave has been recorded on HRMS.



6.
Night duty 



6.1       Existing arrangements for the payment of night duty will continue to apply where applicable. 



7.
Non-Operational Short Term Detached Duty (STDD)



7.1
On periods on non-operational training courses the FWH scheme shall continue to operate.  However training days do not attract overtime and the maximum period that may be claimed is 7h 24m per day plus travelling time to and from the venue – see STDD rules below, which also apply to training.  Concessionary weekend travel does not count for the purposes of the FWH scheme.



7.2
On periods of non-operational STDD in the United Kingdom (e.g. Bath, Devonport, Greenock, Portsmouth or London, etc.) the FWH scheme shall continue to operate.   Such STDD will be credited with the total time actually worked. If this is less than the standard day, time travelling can be added to bring it to the standard day.  Any time spent travelling or working between 0700 and 1900 shall be credited to the flexi scheme.  If the total day worked and travelled is shorter than the standard working day, 7h 24m should be recorded for the purposes of the FWH scheme.



7.3
Time spent travelling or working before 0700 or after 1900 shall not normally be credited to the flexi scheme.  



7.4
Staff travelling directly to or from home and a detached duty station should adjust their flexi time to take into account their normal home to duty.



8.
Operational STDD/ Operational Training



8.1
When on operational STDD or operational training, the FWH scheme shall not apply.  Periods spent overseas on STDD no matter what the purpose will be treated as operational STDD. 



8.2
Further information can be found on the People Portal under the Statement of Civilian Personnel Policy / Flexible Working Hours. Staff should read this document before joining the FWH scheme.



SECTION 5


SUBSTANCE MISUSE POLICY



1.
Definitions of Terms Used in the Policy


			Serial


			Description


			Definition





			1


			Substances


			includes, but is not limited to alcohol, drugs and solvents









			2


			Alcohol


			includes, but is not limited to distilled spirits, liquor, beer, wine, malt liquor or any other intoxicant used for beverage purposes









			3


			Drugs


			any psychoactive substances (those drugs that affect mood, thought process of perception), available both legally (those prescribed by a Dr or purchased ‘over the counter’. 



Individuals must inform their Line Manager if they are on medication) and illegally and used in an unsanctioned way.  



A non-exhaustive list would include all those drugs covered by the Misuse of Drugs Act (1971) and The Medicines Act (1968). 



MoD Personnel Manual Volume 7 refers









			4


			Illegal Drugs


			all those drugs covered by the Misuse of Drugs Act (1971) and subsequent legislation









			5


			Dependency/Addiction


			where the user has adapted physically and/or psychologically to the presence of drugs and would suffer if it were withdrawn abruptly









			6


			S&MO Premises


			to include all premises that the organisation, S&MO/MoD, has responsibility for, including all S&MO vehicles.  This policy also applies to all occasions where S&MO employees are on official company business including but not limited to conferences, training events, sales meetings etc.









			7


			Impaired/intoxicated



(alcohol)


			in terms of this policy, any person who has Breath Alcohol Concentration that exceeds 34 35 micrograms per 100 millilitres of breath (to be confirmed by an appropriate test) is deemed to be intoxicated and therefore impaired









			


			Impaired/intoxicated



(drugs)


			in terms of this policy, any persons found to have consumed illegal drugs or used drugs in an unsanctioned or unreported way (as determined by an appropriate test) will be deemed to be impaired through drugs









			8


			Misuse (of substances)


			this applies to using substances in an unsanctioned way.  For exampled any illegal drug use, or using drugs for non-medical purposes without proper direction to do so from an appropriately qualified person such as a medical doctor or pharmacist.  



It also applies to substance use that is harmful or hazardous to the individual or to others.  



The misuse of substances is likely to distort perception and response to the users’ environment.  This can impair normal functioning and development












2.
Policy Statement



2.1
In compliance with the Health and Safety at Work Act 1974 (section two) Salvage and Marine Operations (S&MO) are committed to providing a safe working environment, this includes, as far as is reasonably practicable, promoting the good health and well being of all its employees.



2.2
Employees of S&MO also have a duty under section seven of this act (HASAW Act 1974) to care not only for their own health and safety but the health and safety of others who may be affected by their acts or omissions.



2.3
S&MO aims to provide a safe, efficient and effective service to all our customers and will take any action the company deems to be appropriate to ensure that employees who may attempt to work whilst impaired by the use of substances do not compromise this.



2.4
Therefore it is the purpose of this policy to ensure that the use of substances by any employee (or any other person(s) associated with S&MO (where contractual obligation already exists MoD/Military law will apply under existing protocols,) does not impair the safe and efficient running of the business or put at risk the health, safety or welfare of its employees, customers, suppliers or members of the general public.



2.5
S&MO also recognises the importance of balancing respect for individual privacy with the need to maintain a safe, secure and productive working environment free of substance misuse.



2.6
S&MO recognise that in some instances, drug and/or alcohol dependency is defined as an illness.  S&MO actively encourages those employees who are experiencing difficulties with substance misuse to seek help.  Where appropriate, S&MO will offer assistance in seeking relevant and evidence based treatment.  In these cases, the conditions laid down PRG will apply.  Confidentiality is assured in these cases. 



3.
Scope of the Policy



3.1        The policy will apply to all S&MO operational staff and those employees directly involved in operational activities (Operational Staff refers to staff that deploy i.e. S&MO Retained Grades). However, should other civil servants deploy alongside their Retained Grades colleagues they will be expected to volunteer to be subject to the same Substance Abuse policy for the duration of the operation. 



3.2
This policy is applicable to all S&MO premises (as defined in Para 6).



4.
Guidelines and Rules


4.1        S&MO policy is that the working environment should be free from the influence of substances.  This will help to ensure that the health and safety of its employees and others with whom they come into contact, to maintain the efficient and effective operation of the business, and to ensure our customers receive from us the quality they require.  For those reasons the following rules will be strictly enforced.



4.2
No employee or contractor shall:



a. Report or try to report to work whilst impaired through alcohol or drugs (whether illegal or not)


b. Be in possession of alcohol or illegal drugs in the workplace.  Note: any prescribed medication or purchased medication must be in its original container


c. Consume alcohol, illegal drugs or take any substances in an unsanctioned way (as defined in Paragraph 1.3) whilst at work or whilst representing S&MO


d. Employees may consume alcohol at S&MO functions where the S&MO has approved such consumption and employees are not expected to return to work within 12 hours of such events finishing


e. Attempt to sell, distribute or supply alcohol whilst on S&MO premises or whilst representing S&MO


f. Attempt to sell, distribute or supply drugs in contravention of the Misuse of Drugs Act 1971 and the Medicines Act 1968, whilst on S&MO premises or whilst representing S&MO.  Any contravention of this will be, without exception, reported to the MoD Police


4.3
Contravention of these rules is a very serious matter and S&MO will take disciplinary action, under MoD disciplinary procedures, which may well include dismissal, in the event of infringement.



4.4
Where an employee contravenes the rules stated above, that contravention will be dealt with under MoD disciplinary procedures.



5.
Employer Responsibilities



5.1
Within this policy, there are specific responsibilities to be undertaken by all managers and supervisors.  Action needs to be taken in the event of an incident/accident or an individual showing signs of impairment due to alcohol or drug misuse.  All managers have a responsibility to ensure that the procedures of this policy are properly enacted and followed.



a.
Senior Management


i. To ensure that this policy is implemented within it’s scope throughout S&MO


ii. To notify contractors and any associated S&MO employees of this substance misuse policy and procedures


iii. To monitor the effectiveness of the policy on an annual ongoing basis. as part of Health and Safety policy  



b.         Line Managers, Supervisors and Deployed Team Leaders


i. To recognise the signs and symptoms of substance misuse amongst those individuals under their management and to as be able to deal with these incidents with sensitivity and in a confidential manner


ii. To ensure that the health and safety of those individuals under their management is not endangered through the misuse of substances in the workplace


iii. To take the appropriate action against those individuals whose job capability is impaired through alcohol and/or drugs


iv. To take the appropriate action against those individuals who are contravening S&MO substance misuse policy


v. To refer to the CBM Team those individuals who volunteer that they may have a substance dependency or addiction


6.
Employee Responsibilities 



6.1
Under the Health and Safety at Work Act 1974 (section seven) all employees have a duty of care not only for their own health and safety, but the health and safety of others who may be affected by their acts or omissions.



6.2
Employees should familiarise themselves with the policy and the implications arising from a breach of this policy.



7.
Implementation of the Policy


7.1
This policy was fully implemented by 1 April 2006 to shall enhance formal part of the terms and conditions of employment for all operational staff and those involved in operational activities of S&MO.


7.2
This policy will be monitored and evaluated regularly in order to measure its effectiveness, on an annual basis as part of the Health and Safety policy to measure its effectiveness.



7.3
The training objectives relating to this policy are:


a. To provide managers and supervisors with an awareness of S&MO policy and the implications for them concerning the procedures and protocols


b. To raise general awareness with regard to substance misuse and to recognise signs and symptoms an individual would be expected to display whilst impaired by alcohol and drugs


c. To provide managers and supervisors with the necessary training tools to promote and raise awareness of the policy to their employees


d. In addition managers will be expected to undertake training in the facilitation of interviews and the management of investigation processes


8.
Screening and Testing 



8.1
Screening and testing applies to all employees and contractors of S&MO (as defined in paragraph 3.1)



8.2
The purpose of screening and testing is to ensure that due diligence is exercised in compliance with the Health and Safety at Work Act 1974 and to deter and detect individuals working on S&MO premises whilst being impaired due to alcohol or drugs. See Section 5 Annex A for further information.


8.3
Screening and testing will take place in the following circumstances:


a. Pre Employment Screening – As part of the pre-employment screening process.  All potential employees will undertake a drug and alcohol screen as part of their pre-employment medical.  Where a potential employee either refuses to provide a sample, attempts to falsify or tamper with evidence or produces a positive result they will not be employed by S&MO



b. Intervention Testing – Where it is suspected that an individual is impaired through alcohol or drugs or if that individuals’ performance is impaired through a dependency to either alcohol or drugs they may be required to undergo a test


i. Any refusal to provide a sample will be treated as a positive test result and will be dealt with under the disciplinary procedures



ii. Any refusal by a contractor to provide a sample will result in that individual from being removed from company premises and disallowed from returning to work on S&MO premises.  The employer will be notified of this decision



c. Post Accident/Incident Testing – Where an accident or incident has occurred, and there is a suspicion that drugs or alcohol may have been a contributory factor, those individuals involved shall be requested to provide samples to determine whether alcohol or drugs may have been a contributory factor


i. Any refusal to provide a sample will be treated as a positive test result and will be dealt with under the disciplinary procedures


ii. Any refusal by a contractor to provide a sample will result in that individual from being removed from company premises and disallowed from returning to work on S&MO premises.  The employer will be notified of this decision 



9.
Screening and Testing Protocols



9.1
Alcohol – Where there is cause to believe that an employee is impaired due to the use of alcohol or when an accident has occurred a breath test will be performed to ascertain any level of alcohol present in that individual.



9.2
This test will be performed by an impartial collection agency, specialising in alcohol and drug testing or by nominated S&MO representatives who have received certificated instruction.



9.3
The test will comprise of a breath sample collection using a calibrated digital breathalyser, similar to those employed by the Police.



9.4
The procedure for the administration of this test is as follows:



a. The employee will be removed from their duties and asked to wait in a private area where the nature of the test will be explained by a management representative and the implications of a positive test result


b. Upon the arrival of the approved collection agency or the nominated individual, the employee will be asked to complete and sign a consent form to enable the test to take place.  Failure or refusal to complete this will be viewed as a positive test result and the appropriate disciplinary proceeding will be implemented


c. The test will be performed and a note of the result will be taken and verified by the employee, their representative (if applicable and another witness)


d. If the test is positive (i.e. over 35 micrograms per 100 ml breath alcohol concentration) the test will be repeated 20 minutes later.  If the second test is also positive and therefore confirms the first the employee will be safely removed from S&MO premises and suspended on full pay pending the implementation of disciplinary proceedings


e. If the test shows a breath alcohol content below 35 micrograms per 100 ml but above zero, a further test will be performed 20 minutes later to ensure that the alcohol is not in ascendancy.  Employees will not be allowed to resume any work which S&MO considers to be safety critical or otherwise likely to be affected by the consumption of alcohol but will either be deployed to other work or be sent home on full pay.  Depending upon the circumstances, action may be initiated under the disciplinary procedures


9.5
Drugs – Pre-Employment testing will be performed by the ATOS Occupational Health or approved MoD representative and will consist of a rapid urine test cup (or other approved device).  Any evidence of illicit drug use will result in a failed application and S&MO will not employ that individual.



9.6
       The procedure for the administration of Intervention/Post Accident/Incident test is as follows: 



a. The employee will be removed from their duties and asked to wait in a private area where the nature of the test will be explained by a management representative and the implications of a positive test result


b. Upon the arrival of the approved collection agency (or by nominated S&MO representatives who have received certificated instruction) the employee will be asked to complete and sign a consent form to enable the test to take place.  Failure or refusal to complete this will be viewed as a positive test result and the appropriate disciplinary proceedings will be implemented


c. The drug test requires that the individual provide a fresh sample of their own urine or oral fluid (serum)


d. The Collector (or the nominated individual) will collect the urine or oral fluid specimen in accordance with strict chain of custody procedures


e. The urine sample (or oral fluid) will be delivered to an approved laboratory where it will undergo Gas Chromatography and Mass Spectrometry (GC/MS) analysis to ascertain the exact identity of the substances found.  The employee shall remain suspended from work on full pay pending the outcome of the result


f. If the sample is negative the employee will be informed accordingly and if appropriate to do so, they will be required to return to work


g. If the result is positive, the employee shall remain suspended from work on full pay pending the outcome of a disciplinary hearing


10.
Disciplinary Action



10.1
Where the rules of this policy are contravened, employees should refer to MoD disciplinary procedures in PRG, see details at: 


https://knowledge.chris.r.mil.uk/PPPA/index?page=intranet&cat=CONDUCT_AND_BEHAVIOUR. 


11.
Help and Support



11.1
S&MO will endeavour to ensure that advice and specialist help are made available to any employee who feels they have a problem relating to alcohol or drug misuse. 



11.2
Any employee who seeks the assistance of S&MO in obtaining treatment for an alcohol or drug problem is assured by the organisation of confidentiality being respected.



11.3 Early identification and treatment is essential to ensure that problems for both the employee and S&MO are avoided.  It is therefore very important that employees who feel that they may have a problem with alcohol or drugs should come forward and seek assistance at the earliest possible juncture.  Employees should contact their Line Manager, the occupational health department, or the human resources department, who will arrange for the appropriate course of treatment or rehabilitation programme to be made available.  Support and advice will also be available from Defence Business Services.


11.4 During any period of absence from work for agreed treatment, the conditions laid down in PRG shall apply, please refer to:


https://knowledge.chris.r.mil.uk/PPPA/index?page=intranet&cat=HEALTH_WELL_BEING_SICKNESS_AND_WELFARE. 


11.5
If an agreed or recommended course of treatment is not followed by an employee or is ineffective, lapses in the employee’s performance, conduct or attendance will be dealt with in accordance with the MoD’s organisation’s normal disciplinary or sickness absence procedures as appropriate.  This includes any matter arising prior to the disciplinary procedure being suspended.



11.6
The aim of treatment and rehabilitation is to ensure optimum recovery and return to work.



11.7
Any employee who when tested or when asked to take a test for alcohol or drugs, then declares they have a dependency problem will be subject to the same disciplinary procedures to them failing an alcohol or drug test.



Section 5 Annex A


INFORMATION FOR EMPLOYEES


1.
        Alcohol



1.1
In terms of employees’ health, too much alcohol or a regular basis increases the risk of long-term damage to health, including to the liver, nervous system, heart, stomach and intestine.  It may reduce immunity and the ability to fight off infection and it can also cause an increase in blood pressure.



1.2
        Employees can help themselves by being aware of how much they drink each week, avoiding drinking binges and spreading consumption over the week.  Government guidelines recommend that men drink no more than four units in any one day and that women drink no more than three units a day.  It is advised that individuals should not drink alcohol on consecutive days.



1.3 
One unit of alcohol =



· ½ pint of ordinary strength beer, lager or cider



· one pub measure of wine



· one pub measure of spirits



· one pub measure of sherry



NOTE:  Drinks taken at home are often more generous than those served in pubs or bars.


           Time is the only way to eliminate alcohol from the body. On average it takes a healthy liver one hour to remove one unit of alcohol from the body.


1.4 
To comply with this substance misuse policy employees should observe the following guidelines:



· Avoid consuming alcohol during meal breaks



· Avoid drinking alcohol during paid on-call duty



· Avoid consuming alcohol at least eight hours prior to reporting for work


2.
     How Drug Use Affects the Workplace


2.1

Incapacity from the use of drink or drugs in the workplace is a health and safety issue. Drugs and alcohol are psychoactive substances.  This means that they affect the way people think, feel and act.  As each and every one of our actions is controlled by the messages transmitted from the brain, anything that alters the way the brain functions will ultimately affect how we perform certain tasks. Even using small amounts of drugs or alcohol can affect the way people behave in every day situations including the time spent in the workplace.



2.2

They can affect how people co-ordinate both physical and mental tasks.  Reaction times can be faster or slower depending on what substances have been consumed.  Think about how important this might be in a safety critical job.  Similarly, the difference between life and death might be down to be able to accurately judge distances particularly when driving. Some substances affect the way we retain information and all of them affect our ability to make decisions.



2.3

Any employee turning up for work in a drunken stupor would not be considered to be safe in the working environment and would not be allowed to remain on site at that time.  It is hard to think that anyone would argue to the contrary.  However, the distinction between being “drunk” and being under the influence of drink and/or drugs is more difficult to define. For example if someone has used ecstasy or cocaine on Saturday night and they are due to start their shift at 7 am Monday morning, are they still under the influence?  Or if someone drinks 10 pints of lager on Thursday night and stops at 11.30 pm will they still be under the influence of alcohol the following day at 7 am?



2.4
 The after effects of drink and drug use are often forgotten or disregarded.  It is therefore important to recognise that “recreational” drug or alcohol use can impede on an individuals ability to be safe and productive whilst at work.



3.
Statistics



3.1
 Health and safety:



· 1 in 4 work-place accidents are alcohol related


· In 60% of all workplace fatalities, alcohol is found to be present in the victims’ bloodstream


· Substance mis-users are 4 times more likely to have an accident



3.2     Cost to industry:



· If we then go on to look at it from a productivity point of view, almost 15 million working days are lost every year in the UK through alcohol misuse


· Hangovers alone cost employers over £100 million


· Substance misuse costs employers almost £3 billion a year


4.
      Substances



4.1

We can place most drugs into one of four categories based upon how they actually affect people.  The four basic groups are stimulants, depressants, painkillers and hallucinogens. 



4.2
 The following gives some information about these groups of drugs and how they can impede on health and safety at work.



a. Stimulants



Stimulants like speed, cocaine and ecstasy make people feel more alert, more confident and able to stay awake and active for long periods of time.  Contrary to popular belief, they do not enhance accuracy or judgement but reduce them along with a person’s ability to learn effectively.  If we relate this to the workplace, and the many safety critical job functions, it is not difficult to understand why the use of stimulant drugs should be avoided at work


b. Depressants 


Depressant drugs like alcohol and benzodiazepines depress neural activity, or in simple terms they slow the brain down.  As some depressant drugs actually induce sleep, their usage at work should be avoided wherever possible.  Alcohol also has an effect on our behaviour in that it reduces our inhibitions to an extent that we do things that we would not normally do.  Think about how people behave when they are drunk.  Alcohol makes some people take more risks


c. Painkillers


Painkilling drugs like heroin and methadone, sometimes known as opiates are in some ways similar to depressants as they also depress neural activity.  At high doses opiates are highly sedating substances that produce feelings of detachment and in some cases user will involuntarily fall asleep after use.  Coupled with the fact that overdose is fairly common it is highly inadvisable to work after using these drugs


d. Hallucinogens


This group of drugs affects perceptual function.  Hallucinogenic drugs such as LSD and cannabis can distort the way individuals perceive their surroundings.  It would be particularly inadvisable for anyone to attempt to operate machinery after using hallucinogens as their ability to judge distances and speed are seriously affected.



4.3

As you can see, different drugs do different things.  It is also important to note that drugs affect people in different ways depending upon certain criteria.  A persons weight, gender, metabolic rate, what food has been consumed, tolerance, mental health and expectations all impact upon the effects of certain drugs.  For example on average alcohol affects women more than men, in that men have a greater capacity to consume alcohol.  Or an ecstasy user who has been sold something other than ecstasy, for example Ketamine, without their knowledge will react differently when the effects of the drug “kick in”.



5.
Methods of Taking Drugs



5.1

The way people take drugs can also have an effect upon the way they affect people.  In addition to the inherent dangers of drug taking there are associated dangers in the methods used to take drugs.



a. Smoking



Cannabis:



There are many methods of smoking drugs but all carry certain risks.  For example user who smoke cannabis are prone to developing bronchial and other respiratory problems.  As cannabis is itself carcinogenic and often smoked with tobacco there is a greater risk of contracting cancer when smoking both together.  In fact smoked cannabis contains three times more tar and five times more carbon monoxide than an average cigarette.



If cannabis is smoked from plastic bottles made into “bongs” there is the risk of users inhaling cyanide fumes from the plastic.



Crack Cocaine:



Crack cocaine is often smoked from pipes made from drink cans.  This is dangerous as the heated aluminium can give off highly toxic fumes.



Heroin:



Heroin is normally smoked off tin foil.  This can also lead to the inhalation of toxic fumes.



b. Injecting



Heroin/Cocaine/Amphetamines, etc:



Injecting any drugs is a risky business.  Unless all injecting equipment is sterile (this includes spoons, filters, water, tourniquets, cups etc) there is a high risk of users contracting hepatitis (it is estimated that between 60-85% of injecting drug users have hepatitis) and HIV.



Continued and sustained injecting can lead to the collapse of veins and other vein damage.  Injecting drug users are also susceptible to septicaemia and abscesses.



Aside from all of these risks, intravenously injecting drugs carries the greatest risk of overdoes particularly when injecting opiate drugs such as heroin.



c. Tablets



Some drug users will crush up prescribed medication and inject them.  This is particularly dangerous, as tablets generally have a quite chalky consistency that rarely dissolves properly.  This can congeal in the veins and cause serious vein damage often leading to the formation of clots, which can be fatal.



d. Snorting/Sniffing



Drugs such as amphetamines and cocaine are usually consumed by snorting them through tubes made from bank notes or through straws. Continued and sustained snorting of drugs can lead to the erosion of the sensitive tissue in the nasal passage which can in extreme cases damage the structure that separates the nostrils.



6.
Signs and Symptoms of Substance Misuse


6.1

Substance misuse can sometimes be detected by the following signs (NOTE:  these signs and symptoms relate to both the effects of the drugs and the withdrawal symptoms suffered after use):



a. Alcohol



· Decreased performance and raised absenteeism



· Poor judgement and co-ordination



· Tremors



· More accidents



· Lower morale and increased conflict with co-workers



· Frequent flue like symptoms



b. Cannabis



· Disruption of spatial awareness



· Inability to judge distances accurately



· Slower physical reflexes



· Poor co-ordination



· Dilated pupils



· Forgetfulness



· Inability to understand instructions/guidance



· Drowsiness



· Mood swings



c. Cocaine, Crack Cocaine



· Shortened attention span



· Impairment of judgement


· Inability to make decisions



· Mood swings:  euphoria/irritability/depression



· Disorientation



· Runny nose



· Excessive sweating



d. Opiates – Heroin, Codeine, Methadone, etc.


· Euphoria followed by drowsiness



· Shallow breathing



· Constricted pupils



· Clammy skin



· Watery eyes



· Runny nose



· Chills/sweating



· Disinterest in workplace safety



· Impaired reflexes



e. Hallucinogens – LSD, Ecstasy, Magic Mushrooms, etc.



· Memory loss



· Lack of concentration



· Sudden and bizarre behavioral changes



· Interpersonal conflict



· Visual and auditory hallucinations



· Poor perception of time and distances



· Fatigue



f. Amphetamines



· Dilated pupils



· Impaired reflexes



· Hyperactivity



· Irritability/anxiety/depression



· Memory loss



· Impaired judgement


· Inability to make correct decisions



· Delusional behaviour/lack of concern for own or others safety



· Risk taking



· Decreased appetite



· Weigh loss



· Tremors



g.         Benzodiazepines – Valium, Temazepam, etc.


· Slowed reflexes



· Lower productivity



· Slowed mental process



· Memory loss



· Slurred speech



· Poor judgement and co-ordination


SECTION 6


TRAUMA RISK MANAGEMENT POLICY



1.
Introduction


1.1
There is a growing awareness within organisations that is it necessary to manage traumatic events or incidents in the workplace.  If employees become involved in a dangerous or life threatening incident the employer has a duty of care and a responsibility for the protection and support of employees in helping to minimise the impact of the trauma.  



1.2
Managers must understand that what to them may appear to be a minor incident, may feel devastating to someone else.  It should be remembered that traumatic incidents in the workplace have the potential to cause acute stress reactions and distress to the employee involved.



1.3
Trauma Risk Management (TRiM) is part of the MoD’s Duty of Care activities, as stated within the Health and Safety at Work Act 1974 and Regulation 3 of the Management of Health and Safety at Work Regulations 1992. It is a personnel management approach following a traumatic event, so it is not a replacement for medical assessment, specialist counselling or psychological support.  However, it may be an effective route to gain access to these services.



1.4
Not all traumatic events are large scale disasters.   Some events may be more common place, such as accidents or assaults.  It is not the event itself that is traumatic, but the way an individual thinks about and reacts to it.



1.5
The workplace may be able to bolster an individual’s personal resources.  For example, ensuring that they have the opportunity to discuss problems, making sure that they are involved in group activities, keeping an eye on their alcohol consumption and giving them information about distress following traumatic events.



1.6
Generally, the initial stress reduction of employees involved in unpleasant incidents is carried out within the team through normal interactions. People tend to seek out someone to talk to afterwards and they usually engage more readily with those who were also present. This is beneficial, since the individual will realise that there are other people who may be feeling the same way and that the team is able to provide support. A possible indicator of distress is a team member becoming withdrawn and isolating themselves from their colleagues, so every team member has an obligation to join in discussions and encourage the rest of their group to talk too.



1.7
Humour is one of the normal safety valves for dealing with uncomfortable feelings. When dealing with traumatic events, it is likely to be of the gallows type. This is normal and can be helpful if it is witty and relatively abstract. Conversely, humour that is personal or picks on a particular individual is damaging and disrespectful and may be an indicator that the ‘joker’ is disturbed by their experience. In this situation, the individual needs support and encouragement to reflect that their behaviour is inappropriate and unhelpful to the team.



1.8
Finally, it should be noted that some people benefit from a traumatic experience. They may feel hope, discover hidden strength, learn something new, review and change their goals and grow. 



2.
TRiM Protocols



2.1
TRiM operates to a set of protocols to ensure that satisfactory support is delivered. These are:



· Confidentiality      
 –    maintained unless the law indicates otherwise



·  Consent 
      
–    obtained from informed individual



·  Ethical intervention
–    avoid re-traumatising and do no harm



· operate within own levels of competence



· be empathetic, sensitive and respectful



· promote human welfare



· be fair



· fulfil commitments



3.
TRiM Framework



3.1
TRiM seeks to avoid employees in need being overlooked and to prevent chaotic and possibly damaging handling of an incident.   TRiM is a common sense system of post incident management carried out by individuals, who are tasked by the Salvage and Marine Operations (S&MO) Management Board to provide effective support.  It is based upon a standardised Trauma Risk Assessment (TRA), which provides a framework for executing TRiM.  The overall aim of TRiM is to assess the needs of those who have been involved in the event and subsequently direct individuals to support facilities should it be necessary. 



3.2
Trauma Risk Assessment uses TRiM interviews, which are confidential. Thus any disclosure remains between the individual and the TRiM Practitioner involved, unless it is pertinent to an official enquiry.  TRiM is completely separate from any formal investigation that may review the incident, such as a Board of Inquiry or Public Inquiry (i.e. Invasion of Iraq or 7/7).



3.3
TRiM Practitioners are not counsellors or therapists, but trained individuals who are able to listen to individual stories and offer practical advice and support. TRiM Practitioners and the TRiM Manager are trained to:



a. Understand the nature of traumatic stress



b. Plan and implement a common sense personnel management strategy after a traumatic event



c. Know how to use information gained from the Trauma Risk Assessment process



3.4
TRiM is a framework that can be activated quickly and efficiently.  It is sufficiently flexible that it can be modelled as dictated by the traumatic event.



3.5
The S&MO Heath & Safety Manual has been updated to include this topic.



4.
The TRiM Manager



4.1 
The role of the TRiM Manger is to: 



a. Monitor TRiM Practitioner abilities to deliver quality support



b. Ensure professional services are maintained



c. Make intelligent selection when choosing personnel to meet specific TRiM requirements 



d. Plan interventions to optimise success



e. Provide command, control and leadership to ensure that there is a clear reporting chain



f. Ensure TRiM Practitioners take self-care actions



5.
Activation


5.1
 The TRiM process requires the S&MO Project Manager and the Incident Commander to decide that TRiM should be implemented. However, there is defined criteria to allow the TRiM process to be activated by personnel outside of the immediate project, particularly when the Project Manager may be involved and incapable of identifying that need.


5.2
A TRiM intervention should be activated if personnel are within one of the following filtering groups:



A – Involved (primary victims)



B – Rescuers and helpers (secondary victims)



C – Onlooker/involved at a distance



D – Those that could have been there but were not



E – Vulnerable people, who may be especially affected by the event



And:



1 - Where the incident involves serious injury to self and others, particularly colleagues



2 - When personnel have been disabled or disfigured



3 - When the trauma involves death, particularly grotesque death



4 - When the trauma is complex, long lasting or multiple



5 - When personnel have been involved in a ‘near miss’



6 - When personnel experience overwhelming distress after the event



5.3
It should be noted that trauma is more likely in events that include the mistreatment, death or injury of children, women, the elderly, the disabled or colleagues.



5.4
TRiM should be conducted if one or more personnel experience any of the following risk factors:



· The person felt out of control during the event



· The person felt that their life was threatened during the event



· The person blamed others for what happened



· The person feels ashamed about their behaviour during the event



· The person perceives the event as serious (death, serious injury or near miss)



· The person experienced acute stress following the event



· The person has had problems with day to day activities since the event



· The person has been involved in previous traumatic events



· The person has poor social support (family, friends, and unit support)



· The person has been drinking alcohol excessively to cope with their distress



5.5 
Any personnel who feel that a particular circumstance warrants the activation of the TRiM process should seek the guidance of  the TRiM Manager, a TRiM practitioner, the S&MO Health and Safety Officer, or speak to their Line Manager.



5.6
Employees should familiarise themselves with the indicators of acute stress, so they can manage their own well-being and that of their colleagues. These may include, but are not limited to:



· Upsetting thoughts or memories about the event that have come into their mind against their will



· Upsetting dreams about the event



· Acted or felt as though the event were happening again



· Felt upset by reminders of the event



· Unusual bodily reactions (such as fast heartbeat, stomach churning, sweatiness, dizziness) when reminded of the event



Or they display any of the following signs:



· Difficulty falling or staying asleep



· Irritable or outbursts of anger



· Difficulty concentrating



· Been overly aware of potential dangers to their self and others



· Been jumpy or being startled at something unexpected



5.7
On return to normal duty and family life some people may experience upsetting memories and find it difficult to speak about their experience, especially with family and friends. This is a common phenomenon, so staff involved in a traumatic experience should be aware of it and try to talk about the event. It is helpful to remember that family and friends would rather be included than excluded. 



5.8
Anyone who believes that they or a colleague are in need of TRiM support after an event, whether TRiM was activated or not, they should speak to the TRiM Manager, a TRiM practitioner, the S&MO Health and Safety Officer, their Line Manager, or the Line Manager of the individual concerned, if different.



6.
Intervention


6.1
TRiM should not be carried out immediately after a traumatic incident.  In the aftermath of an event, planning for risk assessment is important, but formal risk assessments are not.  



6.2
Direct Line Manager(s) and/or the Project Manager(s) are responsible for dealing with issues directly after the incident.  This includes operational debriefings and managing practical requirements, such as shelter, medical care, securing a site for police investigation, etc.   



6.3
In the meantime, the TRiM Manager and TRiM Practitioners will be planning to conduct risk assessment 72 hours after the event.  This may be an awareness briefing for those involved peripherally, and for those more directly involved, group sessions involving no more than 8 people, although it is more likely to be individual sessions on a one-to-one basis.



6.4
After a traumatic incident the TRiM Manager should be made aware of the circumstances of the event.  The decision about how to proceed is made by the TRiM Manager in discussions with the S&MO Project Manager and the Incident Commander. The TRiM Manager will then allocate and coordinate the TRiM Practitioners, if required.  



6.5
The TRiM Manager should also attend planning meetings dealing with the incident to gain understanding of the situation and to inform their own plans.



6.6
The TRiM Team should attend the area where the personnel involved in the incident are assembled, shortly after the event, with the optimum time being within 3 days.



6.7
The TRiM process:



a. Begins with the planning of the invention in response to an incident occurring  



b. The TRiM Team then deploy to the assembly point for those involved in the incident  



c. The first trauma risk assessment takes place with each individual to identify early problems



d. The second trauma risk assessment takes place to see whether problems continue or abated



e. The third trauma risk assessment takes place to determine whether support can be withdrawn or the individual should be referred 



6.8
The initial interview has two major functions.  Firstly, it allows for a simple needs assessment of individuals who have been exposed to an unpleasant incident and secondly, it sets a baseline by which the follow up trauma risk assessment can be reviewed.  After the initial risk assessment, individuals will be offered support and monitoring by the TRiM Practitioner on a ‘by appointment’ basis.  



6.9
Between 4 to 6 weeks after the first risk assessment, a second risk assessment is conducted.  The purpose of this interview is to gauge the progress of individuals by comparing their baseline with their current state.  Generally, it is at the second risk assessment that an individual’s management plan is developed as appropriate and may involve medical assessment or specialist counselling.



6.10
In some cases a third risk assessment may be necessary, as ongoing monitoring is sometimes necessary for individual’s causing mild concern, but who do not wish to undergo medical assessment or specialist counselling.



6.11
Referral by the TRiM Practitioner will be to ‘second line support’, such as local Welfare Advisory Service, Occupational Health Practitioner, General Practitioner or line management chain.  It is second line support that decides whether to refer the individual onto ‘specialist services’, such as psychological counselling.


7.
Stand Down


7.1
Directly after the intervention the TRiM Manager will defuse their Team with individual and group debriefing, as appropriate.



7.2
Once the TRiM intervention is complete, which is when all employees have been managed back into the workplace successfully, any documents generated will be stored by the name of the incident and held securely by the S&MO Head of Profession for a maximum of one year unless pertinent to an official enquiry. Documents retained for legal purposes will be destroyed once proceedings are closed. No TRiM data will be stored on individual personnel or occupational health files.  Information gathered for TRiM purposes is only used for personnel management following traumatic events that is intended to reduce the impact post incident and for no other purpose.



7.3
TRiM is part of S&MO’s normal policy and practice for dealing with traumatic incidents.  It will be used routinely whenever an unpleasant event occurs.  There is no stigma attached to being involved with the TRiM process.



8.
Benefits


8.1
TRiM does not replace the individual’s responsibility to self-manage but it is an extra resource.  TRiM is a support service provided by colleagues following a work-related event that may cause some distress.  Everyone is different, so everyone reacts differently to things that happen and sometimes talking to someone who was not involved in beneficial.



8.2
The TRiM process is:



· Completely separate from any official investigation



· Confidential



8.3
TRiM:



· Reduces the likelihood of post traumatic illness to individuals



· Assists personnel to remain active and effective 



· Increases probability of long term continuation in employment



· Reduces perceived stigma associated with incident-related stress



· Builds on existing peer networks to provide support



9.
Points of Contact


9.1
The TRiM process provides Point of Contact (POC) telephone numbers for the families/partners of deployed personnel.  Therefore should a serious issue arise telephone numbers are available for relatives to contact within S&MO.  This may be a domestic crisis involving the family of a deployed officer or an incident whilst on deployment involving S&MO staff. 



9.2
A database is kept of the names of the relatives and their relationship to the deployed individuals along with the relevant telephone numbers, as next of kin that have the S&MO employee’s permission to contact and be contacted by a member of the TRiM Team.  Once the caller is identified as an authorised caller
 the following named personnel will be able to assist and/or pass on any urgent messages:     



Name



Contact Number



TRiM Practitioner

0791 9553394



TRiM Manager


0791 17175621



Out of Hours Contact No. 
0791 7070951



9.3
This information should be passed to the relatives when S&MO personnel have been advised that they are to deploy.



10.
Conclusion


10.1
TRiM has proved to be helpful in the Royal Navy and the Royal Marines since it was developed in the 1990s.  It is there for everyone when their view of the world or fundamental beliefs are challenged because something has happened.  It is normal to react to such things and TRiM is about bolstering people’s own natural resources to ensure that the likelihood of long term trauma is reduced.



10.2
After a traumatic event different people can experience different reactions. It may be that the incident has no marked effect or conversely, it may cause profound affect, creating a number of new and strange emotions. The use of TRiM in S&MO is to encourage staff to be aware that coping strategies are personal and take many forms and  that whatever they are experiencing is normal. In addition, employees have a duty to themselves and their colleagues to develop an understanding of what is acceptable and what is an indicator of potential distress and seek help. 



10.3
The goal of TRiM is to provide additional assistance to individuals following a traumatic experience through peer group delivery. 
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Service Specific Requirements

[bookmark: _Hlk42510867]MOD Healthcare Workers and Non-Clinical Healthcare Staff




1. Background

2. Ministry of Defence (MOD) Civilian Healthcare Workers (HCW) and Non-Clinical Healthcare Staff (NCHS) work in a specialised environment alongside military colleagues. Their work has the potential to expose them and their patients to hazards beyond those of other MOD civilians. The MOD, therefore, has a specific duty to protect, so far as reasonably practicable, those working in healthcare environments and others who may be affected by their work activity, such as contractors, visitors and patients.

3. Specific hazards include, but are not limited to, heavy lifting, hand transmitted vibration and infectious diseases. The Occupational Health Service provider will support the employee and line manager to reduce all risks to the HCW and NCHS, their colleagues and their patients, to as low as reasonably practicable.

4. Requirement

5. The OH provider is to provide Occupational Health (OH) Services for MOD civilian HCWs and NCHS. The OH service provider is not required to provide Occupational Health Services for military medical and administrative staff, whose occupational health is provided directly by the MOD, or for HCW or NCHS who work for a third party, such as a contractor, for whom the contractor is responsible.  However, where risks and mitigations are the same or similar, the MOD would expect the OH service provider to consult with other providers.

6. [bookmark: _Hlk41660898][bookmark: _Hlk41663517]The OH Service provided to MOD civilian HCW and NCHS is to be Consultant led and accredited by the Faculty of Occupational Medicine to SEQOHS standards throughout the period of the contract. In addition, the OH Service must follow guidance issued by Public Health England, meet the requirements set out by NHS Employers for NHS Occupational Health Services[footnoteRef:2] and be able to demonstrate that it offers the enhanced competencies for Occupational Physicians caring for Healthcare Practitioners published by the Faculty of Occupational Medicine[footnoteRef:3].  Where the Department of Health and Social Care, Public Health England, NHS Employers or the Faculty of Occupational Medicine amend the guidance referred to here, the OH Service is to ensure it maintains coherence with that amended guidance. [2:  Currently contained within NHS Employers Commissioning Health Services, December 2013: https://www.nhshealthatwork.co.uk/images/library/files/Leading%20OH%20service/commissioning-occ-health-services_updated_Dec_2013.pdf]  [3:  Currently published by the Faculty of Occupational Medicine: http://www.fom.ac.uk/wp-content/uploads/healthcurric.pdf ] 


7. Definitions

8. For the purposes of the contract, the term healthcare worker (HCW) refers to any civilian MOD employee (whether temporary or permanent) undertaking direct patient care.  This includes doctors, dentists, nurses, healthcare assistants and other healthcare support workers, allied health professionals and any other worker providing clinical services to patients.

9. Non-Clinical Healthcare Staff (NCHS) may also be exposed to additional risks and may present a risk to colleagues and patients beyond those presented by standard MOD civilian staff. NCHS refers to any civilian MOD employee working in a healthcare environment, such as a medical or dental centre, but not providing direct clinical care; such as reception, administrative and facilities management staff.

10. Exposure Prone Procedures (EPP) and Exposure Prone Environments (EPE) are as defined and categorised by Public Health England.

11. Support to Recruitment

12. The OH Service is to undertake pre-employment health screening to ensure that all newly employed civilian HCW and NCHS are fit for role and that the intended employment does not present an unreasonable risk to them or to colleagues or patients.  Following screening, the MOD requires the OH Service to provide a pre-employment occupational health report on all newly employed civilian HCW and NCHS, engaging with the line manager and the candidate’s General Practitioner (GP) as necessary, detailing fitness for role and any recommendations for reasonable adjustments and/or employment restrictions.

13. All MOD civilian HCW and NCHS must be protected in line with extant guidance from Public Health England on immunisation of Healthcare and Laboratory Staff[footnoteRef:4]. The OH Service is to ensure all newly employed HCW and HCSW are appropriately protected against communicable diseases; including routine vaccinations and seasonal influenza.  This must include a review of immunisation needs and provision of necessary immunisation in order to reduce the risk from vaccine preventable diseases.  [4:  Currently contained within ‘Immunisation of healthcare and laboratory staff’, the Green Book, Chapter 12. https://www.gov.uk/government/publications/immunisation-of-healthcare-and-laboratory-staff-the-green-book-chapter-12 ] 


14. In addition, the OH Service must undertake appropriate clearance procedures for new healthcare workers in accordance with extant Public Health England guidance for new healthcare workers on Tuberculosis, Hepatitis B, Hepatitis C and HIV[footnoteRef:5],[footnoteRef:6]. This must include the additional checks and clearance required for those staff who may undertake EPP or may work in an EPE. [5:  Currently published by Public Health England as Integrated Guidance on health clearance and the management of HCWs living with BBVs: https://www.gov.uk/government/publications/bbvs-in-healthcare-workers-health-clearance-and-management ]  [6:  Currently published by the Department of Health and Social Care as ‘new healthcare workers: clearance for hepatitis B and C, TB, HIV’: https://www.gov.uk/government/publications/new-healthcare-workers-clearance-for-hepatitis-b-and-c-tb-hiv] 


15. Support to Employment

16. The OH Service is to maintain up to date occupational healthcare records for all MOD civilian HCW and NCHS.

17. The OH Service is to manage all call and recall procedures for all MOD civilian HCW and NCHS relating to occupational screening and immunisation.

18. The OH Service is to conduct occupational health reviews to support civil service attendance, sickness absence management, disciplinary and fitness to practice processes.  These reviews must address the specifics of the healthcare environment, the individual’s role and any potential risk to patients. 

19. The OH Service is also to accept referrals from the MOD Responsible Officer for occupational health review. 

20. The OH Service is to provide effective occupational health screening; monitoring and risk assessment for all civilian HCW and NCHS living with Blood Borne Viruses (BBV) in accordance with extant Public Health England[footnoteRef:7].  [7:  Currently published by Public Health England as ‘Integrated guidance on health clearance of healthcare workers and the management of healthcare workers living with bloodborne viruses (hepatitis B, hepatitis C and HIV)’:  https://www.gov.uk/government/publications/bbvs-in-healthcare-workers-health-clearance-and-management ] 


21. The OH Service is to provide effective occupational health monitoring of HCWs operating in EPEs or undertaking EPPs in accordance with Public Health England guidance[footnoteRef:8]. [8:  Currently published as ‘Emergency Healthcare Workers, Exposure Prone Procedures (EPPs) and the Exposure Prone Environment’: https://www.gov.uk/government/publications/emergency-healthcare-workers-exposure-prone-procedures ] 


22. Exposure to Blood Borne Viruses (BBV)

23. HCW and NCHS may be exposed to BBV risk from a variety of mechanisms including skin puncture by contaminated sharp objects (e.g. needles), splashing of the mucous membranes (such as the eyes or inside of the mouth) and human bites where blood is drawn.

24. The OH Provider is to manage post-exposure procedures for MOD civilian HCWs and NCHS following any staff exposure to risk from BBV.  This must include advice on immediate first aid, post-exposure prophylaxis, and occupational health monitoring in accordance with extant Public Health England (PHE) guidance.

25. At a minimum, the OH service should provide availability of immediate advice and risk assessment within the standard hours of contractual delivery.

26. [bookmark: _Hlk42687736]OH provider are required to supply guidance to allow risk assessment and immediate action protocols for MOD use in the event of BBV exposure outside the hours of OH advice availability.

27. Optional – Availability of exposure to Blood Borne Viruses (BBV) services, 24 hours per day; 365 days per year may be required.

28. The OH provider are requested to provide service costings for this option as part of the pricing evaluation template.  If taken up, application of this service in preference to standard delivery hours only will be agreed at call off and included within the terms and conditions for the contract.  Prices for the 24-hour delivery option will be excluded from the pricing evaluation.

29. The OH Service must also report incidents of percutaneous or mucocutaneous exposure to blood or other body fluids from a source known, or subsequently found to be, infected with a BBV to Public Health England on behalf of the MOD.

30. [bookmark: _GoBack]The OH Service provider must register HIV-infected healthcare workers performing Exposure Prone Procedures (EPPs) on the UKAP Occupational Health Register (OHR) on behalf of the MOD.

31. Overseas Healthcare Workers and Non-Clinical Healthcare Staff

32. Provision is to be made by the OH Service provider to ensure that MOD civilian HCWs and NCHS working overseas (including UK based civilians) are provided with similar levels of OH support to MOD civilian HCWs and NCHS working in the UK.

33. The scope of OH Service provider delivery for overseas workers will be limited to remote advice and guidance to individual HCWs and their line managers, maintenance of the occupational health record, and tracking of call/recall schedules.   The Authority will be responsible for arranging specialist examinations, tests and immunisations at the direction of the OH provider.

34. Seasonal Flu Vaccination Programme

35. Healthcare worker Influenza vaccination is an essential part of the overall infection prevention and control arrangements for Healthcare Workers and Non-Clinical Healthcare Staff.

36. Requests for seasonal flu vaccinations for workers outside the definitions of Healthcare Workers or Non-Clinical Healthcare Staff must be referred to the Authority contract management team for approval.



37. Occupational Health Assessment – Related to HCW Disciplinary Procedures

38. The Authority requires OH Advice during disciplinary procedures including statutory regulatory hearings (e.g. GMC, GDC, HCPC).

39. OH provider shall report on factors such as impact of HCW health on patient safety; impact of health on any employee actions resulting in disciplinary action; impact of disciplinary matters on HCW health.

40. OH Service provider personnel producing reports may be required to attend disciplinary procedures including statutory regulatory hearings (e.g. GMC, GDC, HCPC).

41. Data Protection, Caldicott and Safeguarding

42. The OH Service provider is responsible for the safe-keeping of occupational health records in accordance with UK Data Protection legislation, Access to Health Records legislation and Caldicott principles.

43. The OH Service provider should have due regard to MOD Safeguarding responsibilities at all times and ensure that these responsibilities are incorporated into the advice and guidance it offers.

44. The OH supplier shall nominate and provide contact details for the supplier Caldicott Guardian to enable rapid investigation and resolution of issues related to medical data.
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Service Specific Requirements


Physical and Adventurous Training (PAT) Instructors

1. Background:


2. MOD employee Physical and Adventurous Training Instructors who provide instruction in a number of disciplines to Armed Forces personnel.


3. Roles for Civilian Specialist Instruction Officers include but are not limited to:


a. Sailing Instructors teaching practical offshore sailing, 


b. Sailing examiners


c. General sports training 


d. General Physical Training (PTI);  


e. Mountaineering; 


f. Canoeing;  Kayaking; 


g. Swimming; Lifeguarding; 


h. Hang Gliding; Parachuting & Paragliding .  


4. Some roles may include taking students into harsh mountain / river / sea conditions during daylight hours and overnight.


5. MOD require Fitness for Task services to ensure that new recruits meet the defined standards and continue to do so during their employment.


6. Personnel Involved and Locations


a. Brecon: Sennybridge Camp


b. Crickhowell: Cwrt-Y-Gollen


c. Gosport


d. Harrogate: Uniacke Barracks


e. HMNB Devonport


f. Llanfair PG: Indefatigable


g. Melton Mowbray: DAC


h. Melton Mowbray: TAC


i. Portsmouth


j. RAF Halton


7. Services Required

8. In addition to the standard services available to MOD, PAT have a requirement for additional specialist services described below:


		PAT Specific OH Services 



		Item

		Description

		Delivery Location

		Frequency

		Applicable Standards

		Applicable KPI Regime 

		Additional Requirements



		1. 

		Pre-employment / Pre-appointment assessment

		Delivery required at a supplier location within the standard contractual travel time limits.



		As Required by external recruitment 

		MOD specific standards

		Services to be provided; measured and reported against the service levels applicable to   Pre-employment / Pre-appointment.

 

		MOD Specific standards for this service are defined at paragraph 9



		2. 

		Fitness for task medical

		

		· Age 30, 35, 40, 45, 50.


Additionally, upon transfer of roles or change of training specialism 


Additionally after a period of absence due to sickness/operation


.


· After 50 years of age; every two years up to the age of 65.




		MOD specific standards

		Services to be provided; measured and reported against the service levels applicable to   Health Surveillance & Assessments.




		MOD Specific standards for this service are defined at paragraph 9





9. Applicable Medical Standards

10. The medical examination can only identify limited numbers of conditions, and it has to be accepted that even with the most sophisticated of medical investigation, risk of sudden incapacity may remain. There has to be an overall philosophy of considering whether the work profile may worsen an already established condition, which may ultimately require re-deployment, having regard to the implications of the Equality Act 2010. There is a responsibility on the examining physician to establish that the applicant is fit to undergo physical tests as part of the job description and as part of the recruiting process.


11. MEDICAL EXAMINATION

12. There is a fundamental requirement to ensure that the general physique (Body Mass Index) is acceptable within the parameters of the Ashwell Shape Chart.


13. CARDIOVASCULAR

14. The blood pressure should be within the accepted parameters for age. Applicants with raised blood pressure should be considered carefully and those on anti-hypertensive therapy should be considered very carefully. History of myocardial infarction should be considered as rejection. A history of cardiovascular surgery should be considered very carefully. A low pulse rate requires full assessment with an ECG. First degree heart block is a commonly listed feature of Athlete’s Heart. The normal limit of 200msec is often exceeded by athletes whose heart rate is between 35 and 55bpm. Lengthening the PR interval beyond 240msec requires cardiological opinion with a view to rejection.


15. RESPIRATORY

16. There should be normal lung function. A history of bronchospasm has to be carefully evaluated. The use of therapy should be considered very carefully. Cold provoked bronchospasm should be a case for rejection.


17. ALIMENTARY

18. A history of gastric ulceration with treatment should not be regarded as cause for rejection.  History of irritable bowel syndrome or ulcerative colitis should be considered very carefully.  History of liver disorders should not be considered as a reason for rejection. The presence of active hepatitis B or C should be considered very carefully.


19. BRAIN AND CENTRAL NERVOUS SYSTEM

20. The development of epilepsy should be very carefully considered, but normally it should be regarded as debarring from further employment. This applies to any invasive procedure involving the brain, spinal cord or vertebrae. The development of any progressive degenerative condition of the central nervous system has to be considered very carefully, in consultation with a neurologist. The decision has to be made within the constraints of the Equality Act 2010.


21. ENDOCRINE

22. Diabetes mellitus that is controlled should not be considered as a reason for rejection.  Disorders of thyroid or adrenal function require consideration.


23. LOCOMOTOR

24. The history of a recent orthopaedic procedure requires very careful evaluation in consultation with orthopaedic opinion. Any osteoarthritis symptoms or changes should receive very careful consideration in view of the progressive nature. Very careful history and examination has to be made of knees and hips for evaluation of past injury or degeneration, or the possibility of functional problems in the future. Operative procedures on the menisci or cruciate ligaments should receive careful consideration, but should not be considered as a cause for rejection. The replacement of any joint should receive very careful consideration with a view to rejection due to the limited life for prostheses. All these considerations should be made in consultation with a Consultant Orthopaedic Surgeon or Consultant Rheumatologist with an awareness of the proposed type of employment.


25. UROGENITAL

26. A history of renal colic has to receive careful consideration, but is not per se a reason for rejection. Renal transplantation should not be considered as a reason for rejection.


27. Supplier Training / Skills & Experience


28. For purposes of the examination it is suggested that the examining physician has experience both in Occupational Medicine and the elements of Physical and Adventurous Training (PAT) relevant to the employee’s specific role.
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Section B - Existing Sites

		Section B - Details of existing sites in Great Britain

		Great Britain includes England, Scotland and Wales.

		The purpose of this section is for you to check and update details that we currently hold about existing sites on      The details we have about existing sites are listed below. Scroll right to check each site and enter information. Do not include any information for new sites, these should be added in Section C. Please update the information for all the sites included in this section.								Friday, September 13, 2019



																								Include: All employees paid directly from this business's payroll(s), including directors and working owners paid via PAYE; those temporarily absent but still being paid e.g. on maternity leave, North Sea Oil Workers and other employees working on the UK Continental Shelf (UKCS) and NHS bank staff

						Please check the Name and Trading name stated 																From the list below, select the category that describes the operational status of each site:		Exclude: Directors and working owners not paid via PAYE, agency workers paid directly from the agency payroll, voluntary employees and former employees only receiving a pension. 						Is the business activity printed below correct for this site? If not, please provide a new description in the  column called 'New business description'		Only add if different to existing business description. For example: 'Manufacture of UPVC windows' or 'Licensed hotel and restaurant'
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		20080512		386 FAREHAM		MINISTRY OF DEFENCE				22A ALVESTON AVENUE		PEAK LANE		FAREHAM		HAMPSHIRE				PO14 3BH				93		13		106		DEFENCE ACTIVITIES

		40306283		001 BIRMINGHA		MINISTRY OF DEFENCE				LADYWOOD HOUSE		45-46 STEPHENSON STREET		BIRMINGHAM						B2 4DH				67		12		79		DEFENCE ACTIVITIES

		40306284		002 SUTTON CO		MINISTRY OF DEFENCE				ST GEORGES HOUSE		BLAKEMORE DRIVE		SUTTON COLDFIELD		WEST MIDLANDS				B75 7RL				425		59		484		DEFENCE ACTIVITIES

		40306287		173 FOXHILL B		MINISTRY OF DEFENCE				GRANVILLE ROAD		BATH								BA1 9BE				4		0		4		DEFENCE ACTIVITIES

		40306289		003 WARMINSTE		MINISTRY OF DEFENCE				LAND WARFARE CENTRE		WARMINSTER		WILTSHIRE						BA12 0DJ				203		25		228		DEFENCE ACTIVITIES

		40306291		175 WESTBURY		MINISTRY OF DEFENCE				LEIGHTON HOUSE		WARMINSTER ROAD		WESTBURY		WILTSHIRE				BA13 3PQ				6		2		8		DEFENCE ACTIVITIES

		40306293		005 YEOVILTON		MINISTRY OF DEFENCE				GAZELLE HOUSE		RNAS YEOVILTON		ILCHESTER		SOMERSET				BA22 8HH				205		36		241		DEFENCE ACTIVITIES

		40306298		195 POOLE		MINISTRY OF DEFENCE				RM POOLE		1 WALCHEREN PLACE		POOLE		DORSET				BH15 4NE				89		5		94		DEFENCE ACTIVITIES

		40306299		196 BOVINGTON		MINISTRY OF DEFENCE				ABRO WORKSHOP		BOVINGTON CAMP		DORSET						BH20 6JD				156		15		171		DEFENCE ACTIVITIES

		40306300		006 WEST MOOR		MINISTRY OF DEFENCE				WEST MOORS MILITARY		WIMBORNE		DORSET						BH21 6QS				21		2		23		DEFENCE ACTIVITIES

		40306303		008 ABBEY WOO		MINISTRY OF DEFENCE				ABBEY WOOD		STOKE GIFFORD		AVON						BS34 8JH				2558		297		2855		DEFENCE ACTIVITIES

		40306304		206 KEYNSHAM		MINISTRY OF DEFENCE				ASHMEAD ROAD		KEYNSHAM		BRISTOL						BS31 1SX				11		2		13		DEFENCE ACTIVITIES

		40306310		009 LONGTOWN		MINISTRY OF DEFENCE				PO BOX 1		LONGTOWN		CUMBRIA						CA6 5LX				59		5		64		DEFENCE ACTIVITIES

		40306312		010 SAFFRON W		MINISTRY OF DEFENCE				CARVER BARRACKS		WIMBISH		SAFFRON WALDEN		ESSEX				CB10 2YA				62		4		66		DEFENCE ACTIVITIES

		40306319		012 ST ATHAN		MINISTRY OF DEFENCE				RAF ST ATHAN		BARRY		VALE OF GLAMORGAN						CF62 4WA				174		16		190		DEFENCE ACTIVITIES

		40306321		013 WETHERSFI		MINISTRY OF DEFENCE		INCLUDES PERSONNEL WITH UNKNOWN    ADDRESSES		WETHERSFIELD		BRAINTREE		ESSEX						CM7 4AZ				309		30		339		DEFENCE ACTIVITIES

		40306325		014 COLCHESTE		MINISTRY OF DEFENCE				GRYPHON HOUSE		GOOJERAT BARRACKS		COLCHESTER		ESSEX				CO2 7SR				154		21		175		DEFENCE ACTIVITIES

		40306328		015 MANSTON		MINISTRY OF DEFENCE				RAF MANSTON		RAMSGATE		KENT						CT12 5BS				30		2		32		DEFENCE ACTIVITIES

		40306332		017 BRAMCOTE		MINISTRY OF DEFENCE				GAMECOCK BARRACKS		BRAMCOTE		NUNEATON		WARWICKSHIRE				CV11 6QN				33		8		41		DEFENCE ACTIVITIES

		40306333		018 KINETON		MINISTRY OF DEFENCE				MARLBOROUGH BARRACKS		TEMPLE HERDEWYKE		LEAMINGTON SPA		WARWICKSHIRE				CV47 2UL				104		4		108		DEFENCE ACTIVITIES

		40306335		229 ARBROATH		MINISTRY OF DEFENCE				MONTROSE ROAD		ANGUS								DD11 5JS				29		2		31		DEFENCE ACTIVITIES

		40306336		019 LEEMING		MINISTRY OF DEFENCE				RAF LEEMING		NORTHALLERTON		NORTH YORKSHIRE						DL7 9NJ				159		15		174		DEFENCE ACTIVITIES

		40306339		020 CATTERICK		MINISTRY OF DEFENCE				BADEN-POWELL HSE		42-44 SCOTTON ROAD		CATTERICK GARRISON		NORTH YORKSHIRE				DL9 3JS				487		62		549		DEFENCE ACTIVITIES

		40306345		021 BLANDFORD		MINISTRY OF DEFENCE				BLANDFORD CAMP		BLANDFORD FORUM		DORSET						DT11 8RH				328		33		361		DEFENCE ACTIVITIES

		40306347		253 EDINBURGH		MINISTRY OF DEFENCE				GOVERNMENT BUILDINGS		BROOMFIELD DRIVE		LOTHIAN						EH11 3XD				174		12		186		DEFENCE ACTIVITIES

		40306352		023 CRAIGIEHA		MINISTRY OF DEFENCE				SOUTH QUEENSFERRY		WEST LOTHIAN		SCOTLAND						EH30 9TN				1		0		1		DEFENCE ACTIVITIES

		40306354		258 BARNSTAPL		MINISTRY OF DEFENCE				TA CENTRE		OAKLEY ROAD		BARNSTAPLE		DEVON				EX32 8JT				1		0		1		DEFENCE ACTIVITIES

		40306355		025 INSTOW		MINISTRY OF DEFENCE				INSTOW		BIDEFORD		DEVON						EX39 4JH				42		4		46		DEFENCE ACTIVITIES

		40306356		259 LYMPSTONE		MINISTRY OF DEFENCE				6 MEETING LANE		LYMPSTONE		DEVON						EX8 5HS				82		11		93		DEFENCE ACTIVITIES

		40306357		026 DUNBLANE		MINISTRY OF DEFENCE				DUNBLANE		PERTHSHIRE		SCOTLAND						FK15 0JY				31		42		73		DEFENCE ACTIVITIES

		40306358		027 STIRLING		MINISTRY OF DEFENCE				MEADOWFORTH ROAD		STIRLING		SCOTLAND						FK7 7RR				51		4		55		DEFENCE ACTIVITIES

		40306359		028 BLACKPOOL		MINISTRY OF DEFENCE				VETERANS AGENCY		RM 6329		NORCROSS		BLACKPOOL				FY5 3WP				260		139		399		DEFENCE ACTIVITIES

		40306366		029 GLEN DOUG		MINISTRY OF DEFENCE				ARROCHAR		DUNBARTONSHIRE		SCOTLAND						G83 7BA				28		6		34		DEFENCE ACTIVITIES

		40306368		030 COULPORT		MINISTRY OF DEFENCE				PO BOX 1		COVE		SCOTLAND						G84 0PD				473		27		500		DEFENCE ACTIVITIES

		40306369		031 FASLANE		MINISTRY OF DEFENCE				HM NAVAL BASE CLYDE		FASLANE		HELENSBURGH		DUNBARTONSHIRE				G84 8HL				927		69		996		DEFENCE ACTIVITIES

		40306370		032 ASHCHURCH		MINISTRY OF DEFENCE				EVESHAM ROAD		ASHCHURCH		GLOUCESTER						GL20 8LZ				28		1		29		DEFENCE ACTIVITIES

		40306371		033 INNSWORTH		MINISTRY OF DEFENCE				RAF INNSWORTH		INNSWORTHR		GLOUCESTERSHIRE						GL3 1HW				126		20		146		DEFENCE ACTIVITIES

		40306373		034 BODDINGTO		MINISTRY OF DEFENCE				RAF BODDINGTON		CHELTENHAM		GLOUCESTER						GL51 0TL				5		0		5		DEFENCE ACTIVITIES

		40306374		035 FAIRFORD		MINISTRY OF DEFENCE				RAF FAIRFORD		GLOUCESTER								GL7 4DL				71		7		78		DEFENCE ACTIVITIES

		40306375		036 S CERNEY		MINISTRY OF DEFENCE				DUKE OF GLOUCESTER BKS		SOUTH CERNEY		GLOUCESTER						GL7 5RD				13		0		13		DEFENCE ACTIVITIES

		40306378		268 ALDERSHOT		MINISTRY OF DEFENCE				HQ SOUTHERN DISTRICT		STEELES ROAD		ALDERSHOT		HAMPSHIRE				GU11 2DP				343		45		388		DEFENCE ACTIVITIES

		40306387		037 ASH VALE		MINISTRY OF DEFENCE				ARMY MEDICAL SERVICES TRAINING		KEOGH BARRACKS		ASH VALE		ALDERSHOT		HANTS		GU12 5RQ				13		0		13		DEFENCE ACTIVITIES

		40306388		038 CAMBERLEY		MINISTRY OF DEFENCE				FORMER ARMY STAFF COLLEGE		SLIM ROAD		CAMBERLEY		SURREY				GU15 4NP				70		8		78		DEFENCE ACTIVITIES

		40306390		177 FRIMLEY		MINISTRY OF DEFENCE				FRIMLEY PARK		FRIMLEY ROAD		CAMBERLEY		SURREY				GU16 6JX				27		3		30		DEFENCE ACTIVITIES

		40306391		040 DEEPCUT		MINISTRY OF DEFENCE				PRINCESS ROYAL BARRACKS		BLACKDOWN		DEEPCUT		CAMBERLEY				GU16 6RW				36		2		38		DEFENCE ACTIVITIES

		40306393		043 PIRBRIGHT		MINISTRY OF DEFENCE				ALEXANDER BARRACKS		PIRBRIGHT		WOKING		SURREY				GU24 0DT				114		32		146		DEFENCE ACTIVITIES

		40306394		044 LONGMOOR		MINISTRY OF DEFENCE				LONGMOOR		LISS		HAMPSHIRE						GU33 6EF				27		1		28		DEFENCE ACTIVITIES

		40306395		045 BORDON		MINISTRY OF DEFENCE				PRINCE PHILIP BARRACKS		BORDON		HAMPSHIRE						GU35 0JE				25		0		25		DEFENCE ACTIVITIES

		40306398		046 NORTHOLT		MINISTRY OF DEFENCE				WEST END ROAD		RUISLIP		MIDDLESEX						HA4 6NG				145		14		159		DEFENCE ACTIVITIES

		40306399		048 NORTHWD O		MINISTRY OF DEFENCE				SANDY LANE		NORTHWOOD		MIDDLESEX						HA6 3HP				319		17		336		DEFENCE ACTIVITIES

		40306402		050 MENWITH H		MINISTRY OF DEFENCE				RAF MENWITH HILL		HARROGATE		YORKSHIRE						HG3 2RF				306		26		332		DEFENCE ACTIVITIES

		40306405		275 HARROGATE		MINISTRY OF DEFENCE				HILDERBRAND BARRACKS		PENNYPOT LANE		KILLINGHALL		HARROGATE				HG3 2SB				32		3		35		DEFENCE ACTIVITIES

		40306408		051 HIGH WYCO		MINISTRY OF DEFENCE				HQ STRIKE COMMAND		WALTERS ASH		BUCKINGHAMSHIRE						HP14 4UE				498		56		554		DEFENCE ACTIVITIES

		40306411		053 HALTON BU		MINISTRY OF DEFENCE				RAF HALTON		AYLESBURY		BUCKINGHAMSHIRE						HP22 5PG				107		22		129		DEFENCE ACTIVITIES

		40306414		054 HEREFORD		MINISTRY OF DEFENCE				CREDENHILL		HEREFORDSHIRE								HR4 7DD				286		23		309		DEFENCE ACTIVITIES

		40306415		055 LECONFIEL		MINISTRY OF DEFENCE				NORMANDY BARRACKS		LECONFIELD		BEVERLEY		EAST YORKSHIRE				HU17 7LX				400		28		428		DEFENCE ACTIVITIES

		40306418		056 LAKENHEAT		MINISTRY OF DEFENCE				RAF LAKENHEATH		BRANDON		SUFFOLK						IP27 9PP				209		27		236		DEFENCE ACTIVITIES

		40306419		057 MILDENHAL		MINISTRY OF DEFENCE				RAF MILDENHALL		BURY ST EDMONDS		SUFFOLK						IP28 8NE				209		26		235		DEFENCE ACTIVITIES

		40306420		058 HONINGTON		MINISTRY OF DEFENCE				RAF HONINGTON		BURY ST EDMUNDS		SUFFOLK						IP31 1EE				118		24		142		DEFENCE ACTIVITIES

		40306421		059 WATTISHAM		MINISTRY OF DEFENCE				WATTISHAM AIRFIELD		IPSWICH		SUFFOLK						IP7 7RA				79		6		85		DEFENCE ACTIVITIES

		40306422		060 LOSSIEMOU		MINISTRY OF DEFENCE				RAF LOSSIEMOUTH		MORAYSHIRE		SCOTLAND						IV31 6SD				208		17		225		DEFENCE ACTIVITIES

		40306423		061 KINLOSS		MINISTRY OF DEFENCE				RAF KINLOSS		FORRES		MORAYSHIRE		SCOTLAND				IV36 3UH				24		11		35		DEFENCE ACTIVITIES

		40306425		062 BEITH		MINISTRY OF DEFENCE				BEITH		NORTH AYRSHIRE		SCOTLAND						KA15 1JT				41		1		42		DEFENCE ACTIVITIES

		40306426		178 HEADLY C		MINISTRY OF DEFENCE				HEADLEY COURT		EPSOM		SURREY						KT18 6JW				16		1		17		DEFENCE ACTIVITIES

		40306433		063 ROSYTH		MINISTRY OF DEFENCE				CALEDONIA HOUSE		INNOVA CAMPUS		FIFE		SCOTLAND				KY11 2UU				187		23		210		DEFENCE ACTIVITIES

		40306436		064 CROMBIE		MINISTRY OF DEFENCE				ORDNANCE ROAD		ORDNANCE ROAD		CROMBIE		DUNFERMLINE		FIFE		KY12 8LA				28		1		29		DEFENCE ACTIVITIES

		40306437		065 LEUCHARS		MINISTRY OF DEFENCE				RAF LEUCHARS		ST ANDREWS		FIFE		SCOTLAND				KY16 0JX				92		3		95		DEFENCE ACTIVITIES

		40306438		300 BOOTLE		MINISTRY OF DEFENCE				STRAND ROAD		LIVERPOOL								L20 4BB				4		0		4		DEFENCE ACTIVITIES

		40306440		066 BRECON		MINISTRY OF DEFENCE				HQ 160 (WALES) BRIGADE		THE BARRACKS		WATTON		BRECON		POWYS		LD3 7EA				156		22		178		DEFENCE ACTIVITIES

		40306443		067 COTTESMOR		MINISTRY OF DEFENCE				RAF COTTESMORE		OAKHAM		RUTLAND		LEICESTERSHIRE				LE15 7BL				55		8		63		DEFENCE ACTIVITIES

		40306444		311 WREXHAM		MINISTRY OF DEFENCE				TY MAELOR		15-17 GROSVENOR ROAD		WREXHAM		CLWYD				LL11 1BW				10		1		11		DEFENCE ACTIVITIES

		40306445		068 ANGLESEY		MINISTRY OF DEFENCE				PLAS LLANFAIR		LLANFAIR PG		ANGLESEY		WALES				LL61 6NT				31		3		34		DEFENCE ACTIVITIES

		40306446		069 VALLEY		MINISTRY OF DEFENCE				RAF VALLEY		HOLYHEAD		GWYNEDD		WALES				LL65 3NY				68		11		79		DEFENCE ACTIVITIES

		40306447		070 DIGBY		MINISTRY OF DEFENCE				RAF DIGBY		HEATH ROAD		DIGBY						LN4 3LH				91		16		107		DEFENCE ACTIVITIES

		40306448		071 CONNIGSBY		MINISTRY OF DEFENCE				RAF CONINGSBY		LINCOLNSHIRE								LN4 4SY				143		20		163		DEFENCE ACTIVITIES

		40306449		072 WADDINGTO		MINISTRY OF DEFENCE				RAF WADDINGTON		LINCOLN								LN5 9NB				206		27		233		DEFENCE ACTIVITIES

		40306451		332 ROCHESTER		MINISTRY OF DEFENCE				LOWER UPNOR DEPOT		LOWER UPNOR		ROCHESTER		KENT				ME2 4UY				3		1		4		DEFENCE ACTIVITIES

		40306453		076 CHATHAM		MINISTRY OF DEFENCE				BROMPTON BARRACKS		CHATHAM		KENT						ME4 4UG				93		13		106		DEFENCE ACTIVITIES

		40306455		077 BOULMER		MINISTRY OF DEFENCE				RAF BOULMER		AINWICK		NORTHUMBERLAND						NE66 3JF				75		12		87		DEFENCE ACTIVITIES

		40306456		078 SYERSTON		MINISTRY OF DEFENCE				RAF SYERSTON		NEWARK		NOTTINGHAMSHIRE						NG23 5NG				31		0		31		DEFENCE ACTIVITIES

		40306457		079 GRANTHAM		MINISTRY OF DEFENCE				PRINCE WILLIAM OF GLOS BKS		GRANTHAM		LINCOLNSHIRE						NG31 7TJ				44		6		50		DEFENCE ACTIVITIES

		40306459		080 CRANWELL		MINISTRY OF DEFENCE				RAFC CRANWELL		SLEAFORD		LINCOLNSHIRE						NG34 8HB				285		36		321		DEFENCE ACTIVITIES

		40306460		351 BEESTON		MINISTRY OF DEFENCE				72 BROADGATE		BEESTON		NOTTINGHAM						NG9 2FW				7		1		8		DEFENCE ACTIVITIES

		40306461		081 CHILWELL		MINISTRY OF DEFENCE				CHETWYN BARRACKS		CHILWELL		BEESTON		NOTTINGHAMSHIRE				NG9 5HA				107		9		116		DEFENCE ACTIVITIES

		40306463		352 CROUGHTON		MINISTRY OF DEFENCE				CROUGHTON		NR BRACKLEY		NORTHAMPTONSHIRE						NN13 5NQ				56		8		64		DEFENCE ACTIVITIES

		40306467		364 LONDON		MINISTRY OF DEFENCE				194 EUSTON ROAD		EUSTON		LONDON						NW1 2DA				177		13		190		DEFENCE ACTIVITIES

		40306468		084 RGNTS PK		MINISTRY OF DEFENCE				REGENTS PARK BKS		ALBANY STREET		LONDON						NW1 4AL				102		3		105		DEFENCE ACTIVITIES

		40306471		086 BENSON		MINISTRY OF DEFENCE				BENSON		WALLINGFORD		OXFORDSHIRE						OX10 6AA				52		12		64		DEFENCE ACTIVITIES

		40306473		367 ABINGDON		MINISTRY OF DEFENCE				WHITECROSS		ABINGDON		OXON						OX13 6BU				19		8		27		DEFENCE ACTIVITIES

		40306474		087 BRIZE NOR		MINISTRY OF DEFENCE				RAF BRIZE NORTON		CARTERTON		OXON						OX18 3LX				289		31		320		DEFENCE ACTIVITIES

		40306478		179 BICESTER		MINISTRY OF DEFENCE				BICESTER		ARNCOTT		OXON						OX25 1NX				155		6		161		DEFENCE ACTIVITIES

		40306482		370 GREENOCK		MINISTRY OF DEFENCE				NAVY BUILDING		ELDON STREET		STRATHCLYDE						PA16 7SI				1		0		1		DEFENCE ACTIVITIES

		40306489		088 MARHAM		MINISTRY OF DEFENCE				RAF MARHAM		KINGS LYNN		NORFOLK						PE33 9NP				184		24		208		DEFENCE ACTIVITIES

		40306490		089 WITTERING		MINISTRY OF DEFENCE				RAF WITTERING		WITTERING		PETERBOROUGH						PE8 6HB				118		8		126		DEFENCE ACTIVITIES

		40306492		090 STONEHOUS		MINISTRY OF DEFENCE				STONEHOUSE		PLYMOUTH		DEVON						PL1 3QS				13		2		15		DEFENCE ACTIVITIES

		40306496		380 DEVONPORT		MINISTRY OF DEFENCE				HM NAVAL BASE DEVONPORT		PLYMOUTH		DEVON						PL2 2BG				680		72		752		DEFENCE ACTIVITIES

		40306499		091 ERNESETTL		MINISTRY OF DEFENCE				ERNESETTLE LANE		PLYMOUTH		DEVON						PL5 2TX				1		0		1		DEFENCE ACTIVITIES

		40306500		092 PLYMOUTH		MINISTRY OF DEFENCE				10 HUNTER CLOSE		CROWNHILL		PLYMOUTH		DEVON				PL6 5DN				48		11		59		DEFENCE ACTIVITIES

		40306502		PO1 3LH		MINISTRY OF DEFENCE				HM NAVAL BASE		UNICORN ROAD		PORTSMOUTH						PO1 3LH				970		134		1104		DEFENCE ACTIVITIES

		40306509		384 HASLAR		MINISTRY OF DEFENCE				HASLAR		GOSPORT		HAMPSHIRE						PO12 2AG				3		0		3		DEFENCE ACTIVITIES

		40306512		094 GOSPORT		MINISTRY OF DEFENCE				FAREHAM ROAD		GOSPORT		HAMPSHIRE						PO13 0AH				345		23		368		DEFENCE ACTIVITIES

		40306519		391 WHALE ISL		MINISTRY OF DEFENCE				GUARDROOM ROAD		WHALE ISLAND		PORTSMOUTH						PO2 8DX				524		62		586		DEFENCE ACTIVITIES

		40306521		392 COSHAM		MINISTRY OF DEFENCE				SOFTWARE ISSUING OFFICE		QINETIQ		HAMPSHIRE						PO6 3RU				33		1		34		DEFENCE ACTIVITIES

		40306524		095 PRESTON		MINISTRY OF DEFENCE				FULLWOOD BARRACKS		PRESTON		LANCASHIRE						PR4 3LQ				107		10		117		DEFENCE ACTIVITIES

		40306526		399 WELFORD		MINISTRY OF DEFENCE				RAF WELFORD		READING		BERKS						RG20 7EX				18		0		18		DEFENCE ACTIVITIES

		40306527		096 HERMITAGE		MINISTRY OF DEFENCE				DENISON BARRACKS		HERMITAGE		THATCHAM		BERKSHIRE				RG18 9TP				49		6		55		DEFENCE ACTIVITIES

		40306528		397 ARBORFIEL		MINISTRY OF DEFENCE				MOAT HOUSE		BIGGS LANE		ARBORFIELD		READING		BERKS		RG2 9LN				1		0		1		DEFENCE ACTIVITIES

		40306530		097 ODIHAM		MINISTRY OF DEFENCE				RAF ODIHAM		HOOK		HAMPSHIRE						RG29 1QT				41		7		48		DEFENCE ACTIVITIES

		40306531		098 BURG		MINISTRY OF DEFENCE				AWE BURGHFIELD		BURGHFIELD		READING		BERKSHIRE				RG7 4PR				194		7		201		DEFENCE ACTIVITIES

		40306543		101 HENLOW		MINISTRY OF DEFENCE				RAF HENLOW		BEDFORDSHIRE								SG16 6DN				141		13		154		DEFENCE ACTIVITIES

		40306544		SG17 5PR		MINISTRY OF DEFENCE				102 SANDCHICKS		DISS BLDG 357		SHEFFORD		BEDFORDSHIRE				SG17 5PR				129		17		146		DEFENCE ACTIVITIES

		40306545		103 BASSINGBO		MINISTRY OF DEFENCE				ARMY TRAINING REGIMENT		BASSINGBOURN BARRACKS		BASSINGBOURN		ROYSTON		HERTS		SG8 5LX				4		1		5		DEFENCE ACTIVITIES

		40306551		106 LYNEHAM		MINISTRY OF DEFENCE				FOLLY FARM		CHIPPENHAM ROAD		CORSHAM		WILTS				SN13 0QJ				189		12		201		DEFENCE ACTIVITIES

		40306552		107 SWINDON		MINISTRY OF DEFENCE				DELTA OFFICE PARK		WELTON ROAD		SWINDON		WILTSHIRE				SN5 7QX				20		1		21		DEFENCE ACTIVITIES

		40306554		108 SHRIVENHA		MINISTRY OF DEFENCE				SHRIVENHAM		SWINDON		WILTSHIRE						SN6 8LA				283		28		311		DEFENCE ACTIVITIES

		40306556		109 UPAVON		MINISTRY OF DEFENCE				TRENCHARD LINES		UPAVON		PEWSEY		WILTSHIRE				SN9 6BE				200		24		224		DEFENCE ACTIVITIES

		40306557		110 MIDDLE WA		MINISTRY OF DEFENCE				MIDDLE WALLOP		STOCKBRIDGE		HAMPSHIRE						SO20 8DY				143		17		160		DEFENCE ACTIVITIES

		40306558		111 WORTHY DO		MINISTRY OF DEFENCE				BUILDING 221		WORTHY DOWN		WINCHESTER		HAMPSHIRE				SO21 2RG				138		14		152		DEFENCE ACTIVITIES

		40306559		112 WINCHESTE		MINISTRY OF DEFENCE				SIR JOHN MOORE BARRACKS		ANDOVER ROAD		WINCHESTER		HAMPSHIRE				SO22 6NQ				62		11		73		DEFENCE ACTIVITIES

		40306560		113 NETLEY		MINISTRY OF DEFENCE				MCMULLEN BARRACKS		MARCHWOOD		SOUTHAMPTON						SO40 4ZG				1		0		1		DEFENCE ACTIVITIES

		40306564		114 ANDOVER		MINISTRY OF DEFENCE				MONXTON ROAD		ANDOVER		HAMPSHIRE						SP11 8HT				1130		137		1267		DEFENCE ACTIVITIES

		40306568		117 WINTRBNE		MINISTRY OF DEFENCE				NBC CENTRE		SALISBURY		WILTSHIRE						SP4 0ES				28		5		33		DEFENCE ACTIVITIES

		40306569		118 BOSCOMBE		MINISTRY OF DEFENCE				ROOM 110		BUILDING 668		BOSCOMBE DOWN		WILTSHIRE				SP4 0JF				45		9		54		DEFENCE ACTIVITIES

		40306572		121 SALSBRY W		MINISTRY OF DEFENCE				THE PACKWAY		LARKHILL GARRISON		SALISBURY		WILTSHIRE				SP4 8QT				47		5		52		DEFENCE ACTIVITIES

		40306574		122 BULFORD		MINISTRY OF DEFENCE				BULFORD CAMP		KASHMIR ROAD		SALISBURY		WILTSHIRE				SP4 9LS				95		13		108		DEFENCE ACTIVITIES

		40306581		123 NETHERAVO		MINISTRY OF DEFENCE				BLDG 2C		AIRFIELD CAMP		NETHERAVON		SALISBURY				SP4 9SF				14		0		14		DEFENCE ACTIVITIES

		40306583		436 TIDWORTH		MINISTRY OF DEFENCE				GARRISON HQ		DELHI BARRACKS		TIDWORTH		HANTS				SP9 7DX				206		43		249		DEFENCE ACTIVITIES

		40306585		124 STAFFORD		MINISTRY OF DEFENCE				RAF STAFFORD		BEACONSIDE		STAFFORD						ST18 0AQ				97		18		115		DEFENCE ACTIVITIES

		40306589		126 HORSEGUAR		MINISTRY OF DEFENCE				HORSE GUARDS PARADE		WHITEHALL		LONDON						SW1A 2AX				67		4		71		DEFENCE ACTIVITIES

		40306590		127 OAB		MINISTRY OF DEFENCE				OLD ADMIRALY BUILDING		SPRING GARDENS		LONDON						SW1A 2BL				27		2		29		DEFENCE ACTIVITIES

		40306592		130 GT SCOTLD		MINISTRY OF DEFENCE				ROOM 303		3/5 GREAT SCOTLAND YARD		LONDON						SW1A 2HN				1		0		1		DEFENCE ACTIVITIES

		40306593		131 WELLNGTN		MINISTRY OF DEFENCE				BUILDING 7		WELLINGTON BARRACKS		BIRDCAGE WALK		LONDON				SW1E 6HQ				57		3		60		DEFENCE ACTIVITIES

		40306596		134 SHAWBURY		MINISTRY OF DEFENCE				RAF SHAWBURY		SHREWSBURY		SHROPSHIRE						SY4 4DZ				63		15		78		DEFENCE ACTIVITIES

		40306598		135 DONNINGTO		MINISTRY OF DEFENCE				DONNINGTON		TELFORD		SHROPSHIRE						TF2 8JT				222		22		244		DEFENCE ACTIVITIES

		40306601		136 TELFORD		MINISTRY OF DEFENCE				STAFFORD PARK		TELFORD		SHROPSHIRE						TF3 3AD				11		0		11		DEFENCE ACTIVITIES

		40306604		137 ILFORD P		MINISTRY OF DEFENCE				ILFORD PARK POLISH HOME		STOVER		NEWTON ABBOT		DEVON				TQ12 6QH				49		27		76		DEFENCE ACTIVITIES

		40306605		138 DARTMOUTH		MINISTRY OF DEFENCE				BRITANNIA ROYAL NAVAL COLLEGE		DEVON								TQ6 0HJ				27		1		28		DEFENCE ACTIVITIES

		40306606		462 CULDROSE		MINISTRY OF DEFENCE				5 GLYNN AVENUE		CORNWALL								TR13 8JW				261		40		301		DEFENCE ACTIVITIES

		40306607		139 ST MAWGAN		MINISTRY OF DEFENCE				RAF ST MAWGAN		CORNWALL								TR8 4HP				74		5		79		DEFENCE ACTIVITIES

		40306609		140 FELTHAM		MINISTRY OF DEFENCE				A SHED		FELTHAM GARRISON		ELMWOOD AVE		FELTHAM				TW13 7AH				286		50		336		DEFENCE ACTIVITIES

		40306610		141 KNELLER H		MINISTRY OF DEFENCE				ROYAL MILITARY SCHOOL OF MUSIC		KNELLER HALL		KNELLER ROAD		TWICKENHAM		MIDDX		TW2 7DU				9		15		24		DEFENCE ACTIVITIES

		40306611		142 UXBRIDGE		MINISTRY OF DEFENCE				BATTLE OF BRITAIN BUNKER		MINISTRY OF DEFENCE		WREN AVENUE		RAF		UXBRIDGE		UB10 0FD				3		0		3		DEFENCE ACTIVITIES

		40306620		144 LICHFIELD		MINISTRY OF DEFENCE				DET 6 DENTAL GP		WHITTINGTON BARRACKS		LICHFIELD		STAFFORDSHIRE				WS14 9PY				290		44		334		DEFENCE ACTIVITIES

		40306621		145 COSFORD		MINISTRY OF DEFENCE				RAF COSFORD		WOLVERHAMPTON		WEST MIDLANDS						WV7 3EX				393		45		438		DEFENCE ACTIVITIES

		40306625		183 YORK		MINISTRY OF DEFENCE				IMPHAL BARRACKS		FULFORD ROAD		YORK						YO10 4AS				414		53		467		DEFENCE ACTIVITIES

		40306627		146 FLYINGDAL		MINISTRY OF DEFENCE				RAF FYLINGDALES		NR PICKERING		NORTH YORKSHIRE						YO18 7NT				77		10		87		DEFENCE ACTIVITIES

		40306628		147 DISHFORD		MINISTRY OF DEFENCE				DISHFORTH AIRFIELD		THIRSK		NORTH YORKSHIRE						YO7 3EZ				8		3		11		DEFENCE ACTIVITIES

		40334196		148 PONTYPRID		MINISTRY OF DEFENCE				MAINDY BARRACKS		WHITCHURCH		CARDIFF		SOUTH GLAMORGAN				CF14 3YE				7		0		7		DEFENCE ACTIVITIES

		40334203		261 GLASGOW		MINISTRY OF DEFENCE				103-109 WATERLOO STREET		GLASGOW		SCOTLAND						G2 7BW				710		119		829		DEFENCE ACTIVITIES

		40334209		153 OTTERBURN		MINISTRY OF DEFENCE				OTTERBURN CAMP		OTTERBURN CAMP		OTTERBURN		NEWCASTLE UPON TYNE		TYNE AND WEAR		NE19 1NX				11		4		15		DEFENCE ACTIVITIES

		40334215		154 WARTON		MINISTRY OF DEFENCE				C/O BAE WALTON AERODROME		PRESTON		LANCASHIRE						PR4 1AX				4		0		4		DEFENCE ACTIVITIES

		40334217		155 WOOLWICH		MINISTRY OF DEFENCE				ABRO WORKSHOP		HA HA ROAD		LONDON						SE18 4QF				97		13		110		DEFENCE ACTIVITIES

		40334222		454 TAUNTON		MINISTRY OF DEFENCE				2 COTLAKE RISE		SOMERSET								TA1 4RD				33		10		43		DEFENCE ACTIVITIES

		40334226		488 LT ON OUS		MINISTRY OF DEFENCE				RAF LINTON ON OUSE		YORK		NORTH YORKSHIRE						YO30 2AY				64		8		72		DEFENCE ACTIVITIES

		40361938		158 SEALAND		MINISTRY OF DEFENCE				RAF SEALAND		WELSH ROAD		DEESIDE		FLINTSHIRE				CH5 2RD				306		48		354		DEFENCE ACTIVITIES

		40361940		159 FOLKESTON		MINISTRY OF DEFENCE				SHORNCLIFFE		FOLKESTONE		KENT						CT20 3EZ				23		0		23		DEFENCE ACTIVITIES

		40361941		160 LYDD		MINISTRY OF DEFENCE				DYMCHURH ROAD		HYTHE		KENT						CT21 6QD				15		0		15		DEFENCE ACTIVITIES

		40361945		161 GLENCORSE		MINISTRY OF DEFENCE				CIV ADMIN OFF		GLENCORSE BKS		MILTON BRIDGE		PENICUIK				EH26 0NP				3		0		3		DEFENCE ACTIVITIES

		40361947		162 HELENSBUR		MINISTRY OF DEFENCE				CHURCHILL SQUARE		HELENSBURGH		DUMBARTONSHIRE		SCOTLAND				G84 9HL				11		1		12		DEFENCE ACTIVITIES

		40361955		306 SENNYBRID		MINISTRY OF DEFENCE				BRECON		POWYS								LD3 8PN				36		0		36		DEFENCE ACTIVITIES

		40361957		163 DIDCOT		MINISTRY OF DEFENCE				VAUXHALL BARRACKS		FAOXHALL ROAD		DIDCOT		OXON				OX11 7ES				15		3		18		DEFENCE ACTIVITIES

		40361961		164 ALCONBURY		MINISTRY OF DEFENCE				RAF ALCONBURY		HUNTINGDON		CAMBRIDGESHIRE						PE28 4DB				75		4		79		DEFENCE ACTIVITIES

		40361962		374 WYTON		MINISTRY OF DEFENCE				RAF WYTON		HUNTINGDON		CAMBRIDGESHIRE						PE28 0QA				796		86		882		DEFENCE ACTIVITIES

		40361966		388 SOUTHWICK		MINISTRY OF DEFENCE				ROOM A5 CITADEL		JAMES CALLAGHAM DRIVE		HAMPSHIRE						PO17 6AR				0		1		1		DEFENCE ACTIVITIES

		40361968		166 ALDERMAST		MINISTRY OF DEFENCE				THE OLD KENNELS		PAICES HILL		ALDERMASTON						RG7 4PR				405		17		422		DEFENCE ACTIVITIES

		40361969		167 AMPORT		MINISTRY OF DEFENCE				AMPORT HOUSE		ANDOVER		HAMPSHIRE						SP11 8BG				11		0		11		DEFENCE ACTIVITIES

		40361973		168 PERHAM DO		MINISTRY OF DEFENCE				WARD BARRACKS		BULFORD CAMP		SALISBURY						SP4 9NA				2		0		2		DEFENCE ACTIVITIES

		40361976		169 MAIN BLDG		MINISTRY OF DEFENCE				WHITEHALL		LONDON								SW1A 2HB				2081		115		2196		DEFENCE ACTIVITIES

		40389506		ROYAL FLEET A		MINISTRY OF DEFENCE				RFA ADDRESSES UNKNOWN		C/O WHITEHALL		LONDON						SW1A 2HB				1846		0		1846		DEFENCE ACTIVITIES

		40389511		099 CASTLEMAR		MINISTRY OF DEFENCE				MWRWG ROAD		LLANGANECH		LLANELLI		CARMARTHENSHIRE				SA14 8UA				18		0		18		DEFENCE ACTIVITIES

		40389518		185 ABERDEEN		MINISTRY OF DEFENCE				63 BELMONT STREET		ABERDEEN		SCOTLAND						AB10 1JS				51		4		55		DEFENCE ACTIVITIES

		40389520		187 PETERHEAD		MINISTRY OF DEFENCE				TA CENTRE		CATTO DRIVE		PETERHEAD		SCOTLAND				AB42 1QY				44		3		47		DEFENCE ACTIVITIES

		40389521		189 OLDBURY		MINISTRY OF DEFENCE				WOLVERHAMPTON ROAD		OLDBURY		WARLEY		WEST MIDLANDS				B68 8DH				3		0		3		DEFENCE ACTIVITIES

		40389522		190 WEST BRMW		MINISTRY OF DEFENCE				TA CENTRE		CARTERS GREEN		WEST BROMWICH						B70 9LP				6		0		6		DEFENCE ACTIVITIES

		40389523		191 REDDITCH		MINISTRY OF DEFENCE				KOHIMA HOUSE		WINYATES WAY		NORTH MOONS MOAT		REDDITCH				B98 9PJ				12		0		12		DEFENCE ACTIVITIES

		40389525		193 BLACKBURN		MINISTRY OF DEFENCE				CANTERBURY STREET		LANCASHIRE								BB2 2HS				2		0		2		DEFENCE ACTIVITIES

		40389526		194 BRADFORD		MINISTRY OF DEFENCE				TAC		BELLE VIEW BKS		MANNINGHAM LA		BRADFORD				BD8 7HY				1		0		1		DEFENCE ACTIVITIES

		40389527		197 LULWORTH		MINISTRY OF DEFENCE				LULWORTH CAMP		WAREHAM		DORSET						BH20 5QF				3		0		3		DEFENCE ACTIVITIES

		40389528		198 BOURNEMOU		MINISTRY OF DEFENCE				244 HOLDENHURST ROAD		DORSET								BH8 8AZ				1		0		1		DEFENCE ACTIVITIES

		40389529		199 BOLTON		MINISTRY OF DEFENCE				NELSON STREET		NELSON STREET		BOLTON		LANCS				BL3 2RW				3		0		3		DEFENCE ACTIVITIES

		40389530		200 HOLCMBE M		MINISTRY OF DEFENCE				HOLCOMBE MOOR TRAINING CENTRE		SPEN LEACH LANE		HAWKSHAW		BURY		LANCS		BL8 4JJ				5		0		5		DEFENCE ACTIVITIES

		40389531		201 BURY		MINISTRY OF DEFENCE				CASTLE ARMOURY		CASTLE ARMOURY		CASTLE STREET		BURY		LANCS		BL9 0LB				5		0		5		DEFENCE ACTIVITIES

		40389532		202 BRIGHTON		MINISTRY OF DEFENCE				83 QUEENS ROAD		EAST SUSSEX								BN1 3XE				3		0		3		DEFENCE ACTIVITIES

		40389533		203 SEAFORD		MINISTRY OF DEFENCE				17A BROAD STREET		EAST SUSSEX								BN25 1LS				2		1		3		DEFENCE ACTIVITIES

		40389534		204 BRISTOL		MINISTRY OF DEFENCE				4 COLSTON AVENUE		BRISTOL								BS1 4TZ				35		3		38		DEFENCE ACTIVITIES

		40389535		205 FILTON		MINISTRY OF DEFENCE				BSE DIVISION		PO BOX 3		BRISTOL						BS34 7QE				1		0		1		DEFENCE ACTIVITIES

		40389537		208 WORKINGTO		MINISTRY OF DEFENCE				HARRINGTON ROAD		WORKINGTON		CUMBRIA						CA14 3XD				7		0		7		DEFENCE ACTIVITIES

		40389538		209 WARCOP		MINISTRY OF DEFENCE				WARCOP		NEAR APPLEBY-IN-WESTMORLAND		CUMBRIA						CA16 6PA				12		0		12		DEFENCE ACTIVITIES

		40389539		210 CARLISLE		MINISTRY OF DEFENCE				94-96 ENGLISH STREET		CUMB								CA3 8ND				3		0		3		DEFENCE ACTIVITIES

		40389540		211 CAMBRIDGE		MINISTRY OF DEFENCE				TA CENTRE		COLDHAMS LANE		CAMBRIDGE						CB1 3HS				18		0		18		DEFENCE ACTIVITIES

		40389541		212 CARDIFF		MINISTRY OF DEFENCE				CALDICOT ROAD		ELY		SOUTH GLAMORGAN						CF5 5EH				52		7		59		DEFENCE ACTIVITIES

		40389542		213 BARRY		MINISTRY OF DEFENCE				HAYES NAVAL POINT HQ		SULLY		SOUTH GLAMORGAN						CF64 5XU				6		1		7		DEFENCE ACTIVITIES

		40389544		215 CHESTER		MINISTRY OF DEFENCE				THE CASTLE		GROSVENOR STREET		CHESTER						CH1 2DN				21		2		23		DEFENCE ACTIVITIES

		40389545		216 WARLEY		MINISTRY OF DEFENCE				TERRITORIAL ARMY CENTRE		TERRITORIAL ARMY CENTRE		CLIVE ROAD		GREAT WARLEY		BRENTWOOD		CM13 3UJ				2		0		2		DEFENCE ACTIVITIES

		40389547		218 CHELMSFOR		MINISTRY OF DEFENCE				TA CENTRE		COLCHESTER ROAD		SPRINGFIELD LYONS		CHELMSFORD				CM2 5TA				6		1		7		DEFENCE ACTIVITIES

		40389548		219 CANTERBUR		MINISTRY OF DEFENCE				MILITARY ROAD		CANTERBURY		KENT						CT1 1AA				12		0		12		DEFENCE ACTIVITIES

		40389549		220 SHORNCLIF		MINISTRY OF DEFENCE				ABRO WORKSHOP		41D POND HILL ROAD		KENT						CT20 3EU				49		7		56		DEFENCE ACTIVITIES

		40389550		221 HYTHE		MINISTRY OF DEFENCE				HYTHE RANGES		DYMCHURCH ROAD		HYTHE		KENT				CT21 6LS				8		1		9		DEFENCE ACTIVITIES

		40389553		223 WARWICK		MINISTRY OF DEFENCE				ST JOHNS HOUSE		WARWICK								CV34 4NF				0		0		0		DEFENCE ACTIVITIES

		40389554		224 STRATFORD		MINISTRY OF DEFENCE				NEW BROAD STREET		STRATFORD-UPON-AVON		WARKS						CV37 6HW				1		0		1		DEFENCE ACTIVITIES

		40389555		225 COVENTRY		MINISTRY OF DEFENCE				CATESWELL HOUSE		SIR HENRY PARKS ROAD		WARWKS						CV5 6TA				11		1		12		DEFENCE ACTIVITIES

		40389558		228 DUNDEE		MINISTRY OF DEFENCE				29-31 BANK STREET		DUNDEE								DD1 1RW				17		2		19		DEFENCE ACTIVITIES

		40389559		230 INVERGOWR		MINISTRY OF DEFENCE				TA CENTRE		LASSEN HOUSE		MAIN STREET		INVERGOWRIE				DD2 5BA				3		0		3		DEFENCE ACTIVITIES

		40389560		231 CARNOUSTI		MINISTRY OF DEFENCE				BUDDON CAMP		CARNOUSTIE		TAYSIDE		SCOTLAND				DD7 7RY				3		0		3		DEFENCE ACTIVITIES

		40389561		232 DERBY		MINISTRY OF DEFENCE				C/O ROLLS ROYCE & ASSOCIATES		PO BOX 31		DERBY						DE24 9GJ				56		2		58		DEFENCE ACTIVITIES

		40389564		235 KIRKCUDBR		MINISTRY OF DEFENCE				DUNDRENNAN CAMP		KIRKCUDBRIGHT		DUMFRIES AND GALLOWAY						DG6 4QZ				12		0		12		DEFENCE ACTIVITIES

		40389566		237 DURHAM		MINISTRY OF DEFENCE				THE GILESGATE ARMOURY		GILESGATE		DURHAM						DH1 1JR				5		0		5		DEFENCE ACTIVITIES

		40389567		238 RICHMOND		MINISTRY OF DEFENCE				TRINITY CHURCH SQ		MARKET PL		RICHMOND		NORTH YORKSHIRE				DL10 4QN				2		0		2		DEFENCE ACTIVITIES

		40389568		239 WATHGILL		MINISTRY OF DEFENCE				HQ ATE NORTH		WATHGILL		DOWNHOLME		RICHMOND				DL11 6AH				12		1		13		DEFENCE ACTIVITIES

		40389569		240 BISHOP AU		MINISTRY OF DEFENCE				THE EDEN ARMOURY		ST ANDREWS ROAD		BISHOP AUCKLAND		DURHAM				DL14 6RX				5		0		5		DEFENCE ACTIVITIES

		40389570		241 DARLINGTO		MINISTRY OF DEFENCE				BRADFORD ARMOURY		NEASHAM ROAD		DARLINGTON						DL1 4DF				3		0		3		DEFENCE ACTIVITIES

		40389571		242 NEWTON AY		MINISTRY OF DEFENCE				THE ARMOURY		NORTHFIELD WAY		NEWTON AYCLIFFE		COUNTY DURHAM				DL5 6UR				9		0		9		DEFENCE ACTIVITIES

		40389573		244 SCUNTHORP		MINISTRY OF DEFENCE				TA CENTRE		COTTAGE BECK ROAD		SCUNTHORPE		SOUTH HUMBERSIDE				DN16 1TY				3		0		3		DEFENCE ACTIVITIES

		40389575		246 DONCASTER		MINISTRY OF DEFENCE				SCARBROUGH BKS		SANDFORD ROAD		BALBY		DONCASTER				DN4 8PL				4		0		4		DEFENCE ACTIVITIES

		40389577		248 KIDDERMIN		MINISTRY OF DEFENCE				TA CENTRE		THE SHRUBBERY		BIRMINGHAM ROAD		KIDDERMINSTER				DY10 2BY				9		1		10		DEFENCE ACTIVITIES

		40389579		249 HMS PRESI		MINISTRY OF DEFENCE				72 ST KATHERINES WAY		GREATER LONDON								E1W 1UQ				8		2		10		DEFENCE ACTIVITIES

		40389580		250 ARMOURY H		MINISTRY OF DEFENCE				FINSBURY BKS		CITY ROAD		LONDON						EC1Y 2BQ				3		0		3		DEFENCE ACTIVITIES

		40389581		251 WORSHIP S		MINISTRY OF DEFENCE				H Q 3 (V) M1 BN		ASHFORD HOUSE		79-85 WORSHIP STREET		GREATER LONDON				EC2A 2BE				6		0		6		DEFENCE ACTIVITIES

		40389582		252 TOWER OF		MINISTRY OF DEFENCE				HM TOWER OF LONDON		LONDON								EC3N 4AB				12		0		12		DEFENCE ACTIVITIES

		40389583		254 BATHGATE		MINISTRY OF DEFENCE				64 NORTH BRIDGE STREET		BATHGATE								EH48 4PP				1		0		1		DEFENCE ACTIVITIES

		40389585		256 EXETER		MINISTRY OF DEFENCE				BARRACK ROAD		EXETER		DEVON						EX2 6AR				43		4		47		DEFENCE ACTIVITIES

		40389586		257 OKEHAMPTO		MINISTRY OF DEFENCE				CAMP ROAD		OKEHAMPTON		DEVON						EX20 1QP				3		0		3		DEFENCE ACTIVITIES

		40389587		260 GRANGEMOU		MINISTRY OF DEFENCE				TA CENTRE		CENTRAL AVENUE		GRANGEMOUTH		STIRLINGSHIRE				FK3 8HZ				3		0		3		DEFENCE ACTIVITIES

		40389588		262 GOVAN		MINISTRY OF DEFENCE				37 - 51 BIRKMYRE ROAD		GOVAN		GLASGOW						G51 3JH				2		0		2		DEFENCE ACTIVITIES

		40389589		263 E KILBRID		MINISTRY OF DEFENCE				WHITEMOSS		STRATH								G74 2HP				4		0		4		DEFENCE ACTIVITIES

		40389590		264 DUMBARTON		MINISTRY OF DEFENCE				TA CENTRE		LATTA STREET		DUMBARTON		DUMBARTONSHIRE				G82 2DF				3		0		3		DEFENCE ACTIVITIES

		40389591		265 GLOUCESTE		MINISTRY OF DEFENCE				4TH FLOOR		BRITANNIA WAREHOUSE		THE DOCKS		GLOUCESTER				GL1 2EH				5		2		7		DEFENCE ACTIVITIES

		40389593		266 QUEDGELEY		MINISTRY OF DEFENCE				4 HIGHLIFFE DRIVE		QUEDGELEY		GLOUCESTERSHIRE						GL2 4HP				6		1		7		DEFENCE ACTIVITIES

		40389594		267 CHELTENHA		MINISTRY OF DEFENCE				HUBBLE ROAD		CHELTENHAM		GLOUCESTERSHIRE						GL51 0EX				36		0		36		DEFENCE ACTIVITIES

		40389595		269 FARNBOROU		MINISTRY OF DEFENCE				RM 1055		SIR F WHITTLE BLDG		CODY TECH PARK		FARNBOROUGH				GU14 0LX				5		0		5		DEFENCE ACTIVITIES

		40389596		270 OAKHANGER		MINISTRY OF DEFENCE				OAKHANGER		BORDON		HAMPSHIRE						GU35 9JE				15		0		15		DEFENCE ACTIVITIES

		40389597		271 FARNHAM		MINISTRY OF DEFENCE				TERRITORIAL ARMY CENTRE		GUILDFORD ROAD		SURREY						GU9 9QB				3		0		3		DEFENCE ACTIVITIES

		40389598		272 W RUISLP		MINISTRY OF DEFENCE				BLOCK 1 SPUR 5		GOVT BLDGS		LIME GROVE		MIDDLESEX				HA4 8RY				1		0		1		DEFENCE ACTIVITIES

		40389599		273 HUDDERSFI		MINISTRY OF DEFENCE				ST PAULS STREET		W YORKSHIRE								HD1 3DR				6		0		6		DEFENCE ACTIVITIES

		40389601		276 RIPON		MINISTRY OF DEFENCE				KIRKBY ROAD		RIPON		NORTH YORKSHIRE						HG4 2EY				7		4		11		DEFENCE ACTIVITIES

		40389603		279 KNGSTN/HU		MINISTRY OF DEFENCE				BRITANNIA SUITE		NORWICH HOUSE		SAVILE STREET		HULL		N HUMBERSIDE		HU1 3ES				63		4		67		DEFENCE ACTIVITIES

		40389606		282 STANFORD		MINISTRY OF DEFENCE				WEST TOFTS CAMP		THETFORD		NORFOLK						IP26 5EP				13		0		13		DEFENCE ACTIVITIES

		40389608		284 BURY ST E		MINISTRY OF DEFENCE				THE KEEP		GIBRALTAR BKS		BURY ST EDMUNDS		SUFFOLK				IP33 3RN				21		3		24		DEFENCE ACTIVITIES

		40389609		285 IPSWICH		MINISTRY OF DEFENCE				UNIT 35		BLUESTEM ROAD		RANSOMES INDUSTRIAL ESTATE		IPSWICH		SUFFOLK		IP3 9RR				3		0		3		DEFENCE ACTIVITIES

		40389611		287 INVERNESS		MINISTRY OF DEFENCE				GORDONVILLE ROAD		INVERNESS								IV2 4SU				15		2		17		DEFENCE ACTIVITIES

		40389612		288 FORT GEOR		MINISTRY OF DEFENCE				FORT GEORGE BARRACKS		FORT GEORGE		INVERNESS		INVERNESS SHIRE				IV2 7TE				6		0		6		DEFENCE ACTIVITIES

		40389613		289 LOCH EWE		MINISTRY OF DEFENCE				AULTBEA		BY ACHNASHEEN		ROSS-SHIRE						IV22 2HU				4		2		6		DEFENCE ACTIVITIES

		40389614		290 IRVINE		MINISTRY OF DEFENCE				TA CENTRE		CORSEHILL MOUNT ROAD		DREGHORN		IRVINE				KA11 4JZ				3		0		3		DEFENCE ACTIVITIES

		40389615		291 AYR		MINISTRY OF DEFENCE				FUSILIER HOUSE		109 SEAFORTH ROAD		AYRSH						KA8 9HX				7		0		7		DEFENCE ACTIVITIES

		40389616		292 PRESTWICK		MINISTRY OF DEFENCE				MONKTON		STRATH								KA9 2RZ				10		6		16		DEFENCE ACTIVITIES

		40389617		293 EWELL OLW		MINISTRY OF DEFENCE				MERCATOR HOUSE		WELBECK CLOSE		EPSOM		SURREY				KT17 2BG				2		1		3		DEFENCE ACTIVITIES

		40389619		295 PITREAVIE		MINISTRY OF DEFENCE				FIFE										KY11 5QE				1		0		1		DEFENCE ACTIVITIES

		40389620		296 KIRKCALDY		MINISTRY OF DEFENCE				5 SANG PLACE		KIRKCALDY								KY1 1HA				0		0		0		DEFENCE ACTIVITIES

		40389621		297 DUNFERMLI		MINISTRY OF DEFENCE				ELGIN STREET		FIFE								KY12 7SA				9		2		11		DEFENCE ACTIVITIES

		40389622		298 CUPAR		MINISTRY OF DEFENCE				TA CENTRE		YEOMANRY HOUSE		CASTLEBANK ROAD		CUPAR				KY15 4BL				3		0		3		DEFENCE ACTIVITIES

		40389623		299 GLENROTHE		MINISTRY OF DEFENCE				TA CENTRE		BALTIMORE ROAD		GLENROTHES		FIFE				KY6 2PJ				3		0		3		DEFENCE ACTIVITIES

		40389624		301 WOODVALE		MINISTRY OF DEFENCE				RAF WOODVALE		FORMBY BY-PASS		LIVERPOOL						L37 7AD				8		1		9		DEFENCE ACTIVITIES

		40389625		302 BIRKENHEA		MINISTRY OF DEFENCE				12 OXTON ROAD		MERSEYSIDE								CH41 2QJ				5		4		9		DEFENCE ACTIVITIES

		40389628		305 WINDEMERE		MINISTRY OF DEFENCE				PARK ROAD		WINDERMERE		CUMBRIA						LA23 2BJ				2		0		2		DEFENCE ACTIVITIES

		40389629		307 LOUGHBORO		MINISTRY OF DEFENCE				TA CENTRE		LEICESTER ROAD		LOUGHBOROUGH						LE11 2AF				158		20		178		DEFENCE ACTIVITIES

		40389630		308 OAKHAM		MINISTRY OF DEFENCE				NORTH LUFFENHAM		NORTH LUFFENHAM		OAKHAM		LEICS				LE15 8RL				9		3		12		DEFENCE ACTIVITIES

		40389632		310 WIGSTON		MINISTRY OF DEFENCE				TA CENTRE		SAFFRON ROAD		WIGSTON		LEICESTER				LE18 4UX				3		0		3		DEFENCE ACTIVITIES

		40389633		312 PRESTATYN		MINISTRY OF DEFENCE				MARINE ROAD		PRESTATYN		CLWYD		WALES				LL19 7HA				3		0		3		DEFENCE ACTIVITIES

		40389634		313 CAPEL CUR		MINISTRY OF DEFENCE				MINISTRY OF DEFENCE		CAPEL CURIG TRAINING CAMP		CAPEL CURIG		GWYND				LL24 0DS				7		2		9		DEFENCE ACTIVITIES

		40389635		314 LLANRWST		MINISTRY OF DEFENCE				JOINT SCHOOL FOR ADVENTUROUS T		LLANDDOGET ROAD		GWYND						LL26 0DW				2		0		2		DEFENCE ACTIVITIES

		40389636		315 COLWYN BA		MINISTRY OF DEFENCE				TA CENTRE		GROES ROAD		COLWYN BAY		CONWY				LL29 8PU				4		0		4		DEFENCE ACTIVITIES

		40389639		318 SCAMPTON		MINISTRY OF DEFENCE				POLLYPLATT LANE		SCAMPTON		LINCOLN						LN1 2TR				42		3		45		DEFENCE ACTIVITIES

		40389640		319 LINCOLN		MINISTRY OF DEFENCE				SIBTHORPE HOUSE		350-352 HIGH STREET		LINCOLNSHIRE						LN5 7BN				4		1		5		DEFENCE ACTIVITIES

		40389641		320 BECKINGHA		MINISTRY OF DEFENCE				BECKINGHAM		NEAR LINCOLN								LN5 0RL				2		0		2		DEFENCE ACTIVITIES

		40389643		322 PUDSEY		MINISTRY OF DEFENCE				THORNBURY BKS		PUDSEY		WEST YORKSHIRE						LS28 8HH				12		4		16		DEFENCE ACTIVITIES

		40389644		323 LEEDS		MINISTRY OF DEFENCE				CARLTON BKS		CARLTON GATE		LEEDS		WEST YORKSHIRE				LS7 1HE				19		1		20		DEFENCE ACTIVITIES

		40389645		324 LUTON		MINISTRY OF DEFENCE				ROYAL NAVY CAREERS OFFICE		50 DUNSTABLE ROAD		BEDFORDSHIRE						LU1 1EA				1		0		1		DEFENCE ACTIVITIES

		40389647		327 MANCHESTE		MINISTRY OF DEFENCE				UNIVERSITY BKS		BOUNDARY LANE		MANCHESTER						M15 6DH				82		14		96		DEFENCE ACTIVITIES

		40389649		328 DEVIZES		MINISTRY OF DEFENCE				LE MARCHANT BARRACKS		DEVIZES		WILTSHIRE						SN10 2ER				2		1		3		DEFENCE ACTIVITIES

		40389651		330 MAIDSTONE		MINISTRY OF DEFENCE				ARMY CADET FORCE		3 YEOMANRY HOUSE		BOXLEY ROAD		MAIDSTONE		KENT		ME14 2AP				10		3		13		DEFENCE ACTIVITIES

		40389652		333 DITTN KEN		MINISTRY OF DEFENCE				TA CENTRE		LONDON ROAD		DITTON		AYLESFORD				ME20 6DB				3		0		3		DEFENCE ACTIVITIES

		40389654		334 BLETCHLEY		MINISTRY OF DEFENCE				TAC WATER EATON ROAD		BLETCHLEY		MILTON KEYNES		BUCKINGHAMSHIRE				MK3 5HQ				2		0		2		DEFENCE ACTIVITIES

		40389655		335 KEMPSTON		MINISTRY OF DEFENCE				TA CENTRE		BEDFORD ROAD		KEMPSTON		BEDFORD				MK42 8AJ				3		0		3		DEFENCE ACTIVITIES

		40389656		336 HAMILTON		MINISTRY OF DEFENCE				184 QUARRY STREET		HAMILTON								ML3 6QR				3		0		3		DEFENCE ACTIVITIES

		40389658		338 NCSLE O T		MINISTRY OF DEFENCE				KENTON BARR		NEWCASTLE UPON TYNE								NE99 1PQ				62		5		67		DEFENCE ACTIVITIES

		40389659		339 OUSTON		MINISTRY OF DEFENCE				ALBERMARLE BKS		NR HARLOW HILL		NEWCASTLE-UPON-TYNE						NE15 0RF				9		1		10		DEFENCE ACTIVITIES

		40389660		340 BLYTH		MINISTRY OF DEFENCE				COWPEN ROAD		BLYTH		TYNE & WEAR						NE24 5TA				3		0		3		DEFENCE ACTIVITIES

		40389661		341 GOSFORTH		MINISTRY OF DEFENCE				TA CENTRE		KNIGHTSBRIDGE		GREAT NORTH ROAD		NEWCASTLE UPON TYNE		TYNE AND WEAR		NE3 2JH				2		1		3		DEFENCE ACTIVITIES

		40389662		342 TYNEMOUTH		MINISTRY OF DEFENCE				TAC		NEW CLIFFORDS FORT		STATION TERRACE		NORTH SHIELDS		TYNE AND WEAR		NE30 4RE				3		0		3		DEFENCE ACTIVITIES

		40389663		343 HEBBURN		MINISTRY OF DEFENCE				TA CENTRE		LILLICO HOUSE		VICTORIA ROAD WEST		HEBBURN				NE31 1BX				3		0		3		DEFENCE ACTIVITIES

		40389664		344 STH SHIEL		MINISTRY OF DEFENCE				NORTHFIELD GARDENS		SOUTH SHIELDS		TYNE & WEAR						NE34 6HH				2		1		3		DEFENCE ACTIVITIES

		40389666		346 WALKER N		MINISTRY OF DEFENCE				TAC WALKER		RHODES STREET		WALKER		NEWCASTLE-UPON-TYNE				NE6 3RA				2		0		2		DEFENCE ACTIVITIES

		40389668		348 GATESHEAD		MINISTRY OF DEFENCE				NAPIER ARMOURY		ALEXANDRA ROAD		GATESHEAD						NE8 4HX				15		0		15		DEFENCE ACTIVITIES

		40389669		349 BULWELL		MINISTRY OF DEFENCE				TA CENTRE		HUCKNALL LANE		BULWELL		NOTTINGHAM				NG6 8AQ				1		1		2		DEFENCE ACTIVITIES

		40389670		350 NOTTINGHA		MINISTRY OF DEFENCE				CHALFTON DRIVE		NOTTINGHAM								NG8 3LT				13		0		13		DEFENCE ACTIVITIES

		40389671		353 NORTHAMPT		MINISTRY OF DEFENCE				TA CENTRE		CLARE STREET		NORTHAMPTON						NN1 3JQ				9		0		9		DEFENCE ACTIVITIES

		40389674		357 MONMOUTH		MINISTRY OF DEFENCE				THE CASTLE		MONMOUTH		GWENT		WALES				NP25 3BS				6		1		7		DEFENCE ACTIVITIES

		40389675		358 CHEPSTOW		MINISTRY OF DEFENCE				BEACHLEY		CHEPSTOW								NP16 7YG				13		6		19		DEFENCE ACTIVITIES

		40389676		359 CRICKHOWE		MINISTRY OF DEFENCE				CWRT Y GOLLEN BARRACKS		CWRT Y GOLLEN		POWYS						NP8 1TH				15		1		16		DEFENCE ACTIVITIES

		40389678		360 NEATISHEA		MINISTRY OF DEFENCE				NEATISHEAD		NORWICH		NORFLK						NR12 8YB				1		0		1		DEFENCE ACTIVITIES

		40389679		361 SWANTON M		MINISTRY OF DEFENCE				ROBERTSON BKS		SWANTON MORLEY		DEREHAM		NORFOLK				NR20 4LA				3		0		3		DEFENCE ACTIVITIES

		40389680		362 NORWICH		MINISTRY OF DEFENCE				ATC NORFOLD & SUFFOLD WING		CONSTITUTION HILL		NORFLK						NR6 7RA				57		5		62		DEFENCE ACTIVITIES

		40389682		366 OXFORD		MINISTRY OF DEFENCE				FALKLANDS HOUSE		OXPENS ROAD		OXFORD		OXON				OX1 1RX				5		0		5		DEFENCE ACTIVITIES

		40389684		369 PAISLEY		MINISTRY OF DEFENCE				TA CENTRE		HAWKHEAD ROAD		PAISLEY		RENFREWSHIRE				PA1 3NE				8		3		11		DEFENCE ACTIVITIES

		40389685		371 LOCH STRI		MINISTRY OF DEFENCE				LOCH STRIVEN DEPOT		TOWARD		DUNOON						PA23 7UL				5		0		5		DEFENCE ACTIVITIES

		40389687		373 CAMPBELTO		MINISTRY OF DEFENCE				GLENRAMSKILL		CAMPBELTOWN		ARGYLL						PA28 6RD				5		0		5		DEFENCE ACTIVITIES

		40389688		375 MOLESWORT		MINISTRY OF DEFENCE				RAF MOLESWORTH		HUNTINGDON		CAMBRIDGESHIRE						PE28 0QA				7		0		7		DEFENCE ACTIVITIES

		40389689		376 PETERBORO		MINISTRY OF DEFENCE				PETERBOROUGH & STAMFORD HOSPIT		PETERBOROUGH DISTRICT HOSPITAL		THORPE ROAD		PETERBOROUGH				PE3 6AP				10		1		11		DEFENCE ACTIVITIES

		40389690		377 PERTH		MINISTRY OF DEFENCE				D A R A		ALMONDBANK		TAYS						PH1 3NQ				7		4		11		DEFENCE ACTIVITIES

		40389691		378 BADEN/STR		MINISTRY OF DEFENCE				RAF OUTDOOR ACTIVITIES CENTRE		THE OLD DRILL HALL		HIGHLD						PH26 3JL				5		0		5		DEFENCE ACTIVITIES

		40389692		379 BALLACHUL		MINISTRY OF DEFENCE				THE OLD DRILL HALL		BALLACHULISH		ARGYL						PH49 4JB				6		2		8		DEFENCE ACTIVITIES

		40389693		381 TORPOINT		MINISTRY OF DEFENCE				ANTHONY ROAD		CORNWALL								PL11 3AZ				51		3		54		DEFENCE ACTIVITIES

		40389694		382 BODMIN		MINISTRY OF DEFENCE				THE KEEP		THE BARRACKS		BODMIN		CORNWALL				PL31 1EG				4		2		6		DEFENCE ACTIVITIES

		40389695		383 THORNEY I		MINISTRY OF DEFENCE				BAKER BARRACKS		THORNEY ISLAND		EMSWORTH		HAMPSHIRE				PO10 8DH				18		2		20		DEFENCE ACTIVITIES

		40389698		389 PORTSDOWN		MINISTRY OF DEFENCE				PORTSDOWN HILL ROAD		HAMPSHIRE								PO17 6AD				9		2		11		DEFENCE ACTIVITIES

		40389701		396 KIRKHAM		MINISTRY OF DEFENCE				WEETON BARRACKS		LANCASHIRE								PR4 3HT				16		2		18		DEFENCE ACTIVITIES

		40389702		396 READING		MINISTRY OF DEFENCE				ARMY CAREERS INFORMATION OFFIC		19-20 ST MARYS BUTTS		READING		BERKS				RG1 2LN				9		2		11		DEFENCE ACTIVITIES

		40389703		398 BRAMLEY		MINISTRY OF DEFENCE				LAPRAIK HSE		TA CENTRE		BRAMLEY		TADLEY				RG26 5AW				2		0		2		DEFENCE ACTIVITIES

		40389704		400 CRAWLEY		MINISTRY OF DEFENCE				TA CENTRE 29		KILNMEAD		NORTHGATE		CRAWLEY				RH10 8BD				3		0		3		DEFENCE ACTIVITIES

		40389708		404 ROMFORD		MINISTRY OF DEFENCE				TA CENTRE		312 LONDON ROAD		ESSEX						RM7 9NH				1		0		1		DEFENCE ACTIVITIES

		40389709		405 SHEFFIELD		MINISTRY OF DEFENCE NEXT RETAIL LTD				1 THE GALLERY		MEADOWHALL CENTRE		EXCHANGE STREET		SHEFFIELD				S9 1ER				19		0		19		DEFENCE ACTIVITIES

		40389710		406 CHESTERFI		MINISTRY OF DEFENCE				ARMED FORCES CAREERS OFFICE		31 WEST BARS		CHESTERFIELD		DERBYSHIRE				S40 1AG				1		0		1		DEFENCE ACTIVITIES

		40389712		407 ROTHERHAM		MINISTRY OF DEFENCE				TA CENTRE		FITZWILLIAMS ROAD		ROTHERHAM		SOUTH YORKSHIRE				S65 1SH				3		0		3		DEFENCE ACTIVITIES

		40389713		408 BARNSLEY		MINISTRY OF DEFENCE				TA CENTRE		WAKEFIELD ROAD		BARNSLEY						S71 1NU				3		0		3		DEFENCE ACTIVITIES

		40389716		410 SWANSEA		MINISTRY OF DEFENCE				THE TA CENTRE		THE GRANGE		MUMBLES ROAD		WEST CROSS		SWANSEA		SA3 5AD				9		1		10		DEFENCE ACTIVITIES

		40389717		411 CARMARTHE		MINISTRY OF DEFENCE				PICTON BKS		PICTON TERRACE		CARMARTHEN		DYFED				SA31 3BS				4		0		4		DEFENCE ACTIVITIES

		40389718		412 ABERPORTH		MINISTRY OF DEFENCE				MOD ABERPORTH RANGE		PARCLLYN		CARDIGAN		DYFED				SA43 2BU				1		2		3		DEFENCE ACTIVITIES

		40389719		413 BRAWDY		MINISTRY OF DEFENCE				CAWDOR BARRACKS		BRAWDY		DYFED						SA62 6NN				16		2		18		DEFENCE ACTIVITIES

		40389721		415 PENALLY		MINISTRY OF DEFENCE				ADMIN OFFICE		RHQ PTC		PENALLY		TENBY				SA70 7QL				6		0		6		DEFENCE ACTIVITIES

		40389722		416 MANORBIER		MINISTRY OF DEFENCE				ADMIN OFFICE		RA RANGE MANORBIER		TENBY		PEMBROKESHIRE				SA70 7SH				5		0		5		DEFENCE ACTIVITIES

		40389723		419 GROVE PK		MINISTRY OF DEFENCE				NAPIER HOUSE		BARING ROAD		GROVE PARK		LONDON				SE12 0BH				6		2		8		DEFENCE ACTIVITIES

		40389725		421 CITY WEST		MINISTRY OF DEFENCE				BAIRD HEALTH CEN		ST THOMAS HOSP		LAMBETH PALACE ROAD						SE1 7EH				2		0		2		DEFENCE ACTIVITIES

		40389727		423 CATFORD I		MINISTRY OF DEFENCE				HUDSON HOUSE		BROMLEY ROAD		CATFORD		LONDON				SE6 2RH				3		0		3		DEFENCE ACTIVITIES

		40389729		425 CHEADLE H		MINISTRY OF DEFENCE				PPA		PO BOX 42		GREATER MANCHESTER						SK1 1ED				240		73		313		DEFENCE ACTIVITIES

		40389731		426 STOCKPORT		MINISTRY OF DEFENCE				THE ARMOURY		GREEK STREET		STOCKPORT		CHESHIRE				SK3 8AB				1		0		1		DEFENCE ACTIVITIES

		40389732		427 WINDSOR		MINISTRY OF DEFENCE				ST LEONARDS ROAD		WINDSOR		BERKSHIRE						SL4 3DN				17		1		18		DEFENCE ACTIVITIES

		40389733		429 COLERNE		MINISTRY OF DEFENCE				RUDLOE SITE		HAWTHORN		WILTSHIRE						SN13 0PY				19		1		20		DEFENCE ACTIVITIES

		40389734		429 FELTWELL		MINISTRY OF DEFENCE				PORTAL CLOSE		FELTWELL		THETFORD		NORFOLK				IP26 4HL				8		2		10		DEFENCE ACTIVITIES

		40389735		430 HULLAVING		MINISTRY OF DEFENCE				HULLAVINGTON BKS		CHIPPENHAM		WILTSHIRE						SN14 6BT				4		0		4		DEFENCE ACTIVITIES

		40389736		431 SOUTHAMPT		MINISTRY OF DEFENCE				1A BUGLE STREET		HAMPSHIRE								SO14 2AL				10		2		12		DEFENCE ACTIVITIES

		40389737		432 MARCHWOOD		MINISTRY OF DEFENCE				MACMULLEN BARRACKS		MARCHWOOD VILLAGE		HAMPSHIRE						SO40 4BG				47		6		53		DEFENCE ACTIVITIES

		40389738		433 TILSHEAD		MINISTRY OF DEFENCE				WESTDOWN CAMP		TILSHEAD		WILTSHIRE						SP3 4RS				61		3		64		DEFENCE ACTIVITIES

		40389739		434 PORTON DO		MINISTRY OF DEFENCE				PORTON DOWN		WILTSHIRE								SP4 0JQ				90		5		95		DEFENCE ACTIVITIES

		40389740		435 OLD SARUM		MINISTRY OF DEFENCE				TA CENTRE		OLD SARUM HOUSE		OLD SARUM		SALISBURY				SP4 6BY				3		0		3		DEFENCE ACTIVITIES

		40389741		437 SUNDERLAN		MINISTRY OF DEFENCE				TA CENTRE		DYKELANDS ROAD		SUNDERLAND		TYNE & WEAR				SR6 8DP				3		0		3		DEFENCE ACTIVITIES

		40389743		439 SHOEBURYN		MINISTRY OF DEFENCE				BLACKGATE ROAD		SHOEBURYNESS		ESSEX						SS3 9SR				11		3		14		DEFENCE ACTIVITIES

		40389744		440 STOKE O T		MINISTRY OF DEFENCE				BUCKNALL ROAD		HANLEY		STAFFORDSHIRE						ST1 6AB				12		0		12		DEFENCE ACTIVITIES

		40389746		442 COLDMEECE		MINISTRY OF DEFENCE				COLDMEECE		SWYNNERTON		STAFFORDSHIRE						ST15 0QN				7		0		7		DEFENCE ACTIVITIES

		40389747		443 NCSLE U L		MINISTRY OF DEFENCE				TA CENTRE		CROSS HEATH		NEWCASTLE-UNDER-LYME		STAFFORDSHIRE				ST5 7ED				1		0		1		DEFENCE ACTIVITIES

		40389748		444 BALHAM IL		MINISTRY OF DEFENCE				IRENE HOUSE		218 BALHAM HIGH ROAD		BALHAM		GREATER LONDON				SW12 9DF				2		1		3		DEFENCE ACTIVITIES

		40389749		445 WIMBLEDN		MINISTRY OF DEFENCE				192 MERTON ROAD		MIDDLESEX								SW19 1EG				0		0		0		DEFENCE ACTIVITIES

		40389752		449 TULSE HL		MINISTRY OF DEFENCE				132 UPPER TULSE HILL		BRIXTON		LONDON						SW2 2RR				1		0		1		DEFENCE ACTIVITIES

		40389753		451 HYDE PARK		MINISTRY OF DEFENCE				HYDE PARK BKS		KNIGHTSBRIDGE		LONDON						SW7 1SE				7		0		7		DEFENCE ACTIVITIES

		40389754		452 SHREWSBUR		MINISTRY OF DEFENCE				2ND FLOOR		PRINCESS HOUSE		THE SQUARE		SHROPS				SY1 1JZ				8		0		8		DEFENCE ACTIVITIES

		40389757		455 GALASHIEL		MINISTRY OF DEFENCE				67 PATON STREET		GALASHIELS								TD1 3AT				1		0		1		DEFENCE ACTIVITIES

		40389758		456 BWK ON TW		MINISTRY OF DEFENCE				THE BARRACKS		BERWICK-UPON-TWEED								TD15 1DT				1		0		1		DEFENCE ACTIVITIES

		40389759		457 TERN HILL		MINISTRY OF DEFENCE				CLIVE BKS		TERN HILL		MARKET DRAYTON		SALOP				TF9 3QE				11		0		11		DEFENCE ACTIVITIES

		40389761		458 CHIVENOR		MINISTRY OF DEFENCE				HAWKRIDGE ROAD		CHIVENOR		BARNSTAPLE		DEVON				EX31 4BB				26		8		34		DEFENCE ACTIVITIES

		40389762		459 ASHFD KEN		MINISTRY OF DEFENCE				TA CENTRE		CHART ROAD		ASHFORD		KENT				TN23 3HX				3		2		5		DEFENCE ACTIVITIES

		40389763		460 TBRIDGE W		MINISTRY OF DEFENCE				TA CENTRE		ST JOHNS ROAD		TUNBRIDGE WELLS		KENT				TN4 9HH				4		1		5		DEFENCE ACTIVITIES

		40389764		461 TRURO		MINISTRY OF DEFENCE				TA CENTRE		MORESK ROAD		TRURO		CORNWALL				TR1 1DF				3		0		3		DEFENCE ACTIVITIES

		40389766		464 MIDDLESBR		MINISTRY OF DEFENCE				ARMY CAREERS INFORMATION OFFIC		67-69 BOROUGH ROAD		MIDDLESBROUGH		CLEVELAND				TS1 3AE				4		0		4		DEFENCE ACTIVITIES

		40389767		465 STOCKTON		MINISTRY OF DEFENCE				TERRITORIAL ARMY		T A CENTRE		NORTON ROAD		STOCKTON-ON-TEES		CLEVELAND		TS20 2QW				3		0		3		DEFENCE ACTIVITIES

		40389769		467 HOUNSLOW		MINISTRY OF DEFENCE				CAVALRY BKS		HOUNSLOW		MIDDLESEX						TW4 6EY				5		2		7		DEFENCE ACTIVITIES

		40389771		469 SHEPRD B		MINISTRY OF DEFENCE				WOOD LANE		GREATER LONDON								W12 7RW				3		0		3		DEFENCE ACTIVITIES

		40389772		470 DAVIES ST		MINISTRY OF DEFENCE				TERRITORIAL ARMY		52-56 DAVIES STREET		GREATER LONDON						W1K 5HR				4		0		4		DEFENCE ACTIVITIES

		40389773		471 ST HELENS		MINISTRY OF DEFENCE				JUBILEE BKS		PRESCOT ROAD		ST HELENS		MERSEYSIDE				WA10 3UB				8		2		10		DEFENCE ACTIVITIES

		40389774		472 WARRINGTO		MINISTRY OF DEFENCE				OLEARY STREET		WARRINGTON		LANCASHIRE		CHES				WA2 7QS				37		3		40		DEFENCE ACTIVITIES

		40389777		475 HANDEL ST		MINISTRY OF DEFENCE				UNIVERSITY OF LONDON OFFICERS		YEOMANRY HOUSE		HANDEL STREET		GREATER LONDON				WC1N 1NP				6		0		6		DEFENCE ACTIVITIES

		40389781		478 CASTLEFOR		MINISTRY OF DEFENCE				HEALDFIELD RAOD		W YORKSHIRE								WF10 4SF				2		0		2		DEFENCE ACTIVITIES

		40389783		479 WAKEFIELD		MINISTRY OF DEFENCE				TA CENTRE		GEORGE STREET		WAKEFIELD						WF1 1DW				6		0		6		DEFENCE ACTIVITIES

		40389784		480 PONTEFRAC		MINISTRY OF DEFENCE				WAKEFIELD ROAD		PONTEFRACT		WEST YORKSHIRE						WF8 4ES				5		0		5		DEFENCE ACTIVITIES

		40389785		481 WIGAN		MINISTRY OF DEFENCE				2 BAILEYS COURT		GREATER MANCHESTER								WN1 1LR				4		0		4		DEFENCE ACTIVITIES

		40389788		483 WORCESTER		MINISTRY OF DEFENCE				NORTON BKS		WORCESTER								WR5 2PA				2		1		3		DEFENCE ACTIVITIES

		40389789		484 DORCHESTE		MINISTRY OF DEFENCE				DOWN END		CHARMINSTER		DORSET						DT2 9QH				4		0		4		DEFENCE ACTIVITIES

		40389790		484 WALSALL		MINISTRY OF DEFENCE				GORDON HOUSE		SUTTON ROAD		WALSALL		WEST MIDLANDS				WS1 2PA				1		0		1		DEFENCE ACTIVITIES

		40389791		485 GARELOCHE		MINISTRY OF DEFENCE				KILCREGGAN		HELENSBURGH								G84 0EH				8		0		8		DEFENCE ACTIVITIES

		40389792		485 WOLVHAMPT		MINISTRY OF DEFENCE				WOLSELEY HOUSE		FALLINGS PARK		WOLVERHAMPTON		WEST MIDLANDS				WV10 9QR				9		1		10		DEFENCE ACTIVITIES

		40389793		486 STRENSALL		MINISTRY OF DEFENCE				LINK BUSINESS PARK		OSBALDWICK LINK ROAD		NORTH YORK						YO10 3JB				40		8		48		DEFENCE ACTIVITIES

		40389796		487 SCARBOROU		MINISTRY OF DEFENCE				TA CENTRE		COLDYHILL LANE		SCARBOROUGH						YO12 6SE				1		0		1		DEFENCE ACTIVITIES

		40389801		489 TOPCLIFFE		MINISTRY OF DEFENCE				ALANBROOKE BKS		TOPCLIFFE		THIRSK		NORTH YORKSHIRE				YO7 3EY				2		2		4		DEFENCE ACTIVITIES

		40389802		490 CIRENCEST		MINISTRY OF DEFENCE				PARTRIDGE WAY		CIRENCESTER								GL7 1LX				1		0		1		DEFENCE ACTIVITIES

		40389820		499 HORNSEY I		MINISTRY OF DEFENCE				LIGHTFOOT ROAD		LONDON								N8 7QT				3		0		3		DEFENCE ACTIVITIES

		40389821		500 BANBURY		MINISTRY OF DEFENCE				WESLEY ROAD		BANBURY								OX16 9AN				2		0		2		DEFENCE ACTIVITIES

		40389824		503 BATTERSEA		MINISTRY OF DEFENCE				LONDON										SW11 1TT				8		0		8		DEFENCE ACTIVITIES

		40389825		504 CROWBOROU		MINISTRY OF DEFENCE				CROWBOROUGH ROAD		CROWBOROUGH		EAST SUSSEX						TN6 2HH				9		0		9		DEFENCE ACTIVITIES

		40426442		BURTON ON TR		MINISTRY OF DEFENCE				BURTON-ON-TRENT TA CENTRE		COLTMAN HOUSE		BURTON-ON-TRENT						DE14 1PT				1		0		1		DEFENCE ACTIVITIES

		40426445		CROYDON IML		MINISTRY OF DEFENCE				SYDENHAM ROAD TA CENTRE		CROYDON								CR0 2EW				13		2		15		DEFENCE ACTIVITIES

		40426446		EASTBOURNE		MINISTRY OF DEFENCE				EASTBOURNE TA CENTRE		103 SEASIDE		EASTBOURNE						BN22 7NL				1		0		1		DEFENCE ACTIVITIES

		40426448		ILFORD IML		MINISTRY OF DEFENCE				ILFORD TA CENTRE		GORDON FIELDS		ILFORD						IG1 1SW				3		0		3		DEFENCE ACTIVITIES

		40426449		KENSIGTN ILW		MINISTRY OF DEFENCE				AFCO KENSINGTON		1A INVERNA GARDENS		LONDON						W8 6TN				1		0		1		DEFENCE ACTIVITIES

		40426450		KNGSTN/T IML		MINISTRY OF DEFENCE				THE KEEP		MAIN BUILDING		KINGSTON UPON THAMES						KT2 5UF				1		0		1		DEFENCE ACTIVITIES

		40426451		LANCASTER		MINISTRY OF DEFENCE				ALEXANDRA BARRACKS		CATON ROAD		LANCASTER						LA1 3NY				9		0		9		DEFENCE ACTIVITIES

		40426452		LEICESTER		MINISTRY OF DEFENCE				ACIO LEICESTER		ST GEORGES HOUSE		LEICESTER						LE1 1SH				8		0		8		DEFENCE ACTIVITIES

		40426453		LIVERPOOL		MINISTRY OF DEFENCE				GRAEME HOUSE		DERBY SQUARE		LIVERPOOL		MERSEYSIDE				L2 7ZH				287		62		349		DEFENCE ACTIVITIES

		40426454		MANSFIELD		MINISTRY OF DEFENCE				MANSFIELD TA CENTRE		BATH STREET		MANSFIELD						NG18 1BA				0		1		1		DEFENCE ACTIVITIES

		40426455		NEWPORT		MINISTRY OF DEFENCE				TY COCH WAY		GWENT								NP44 7HB				30		0		30		DEFENCE ACTIVITIES

		40426457		SANDHURST		MINISTRY OF DEFENCE				SANDHURST RMA		HAIG ROAD		CAMBERLEY						GU15 4PQ				198		17		215		DEFENCE ACTIVITIES

		40426459		SPADEADAM		MINISTRY OF DEFENCE				RAF SPADEADAM		GILSLAND								CA8 7AT				19		1		20		DEFENCE ACTIVITIES

		40426460		STOURBRIDGE		MINISTRY OF DEFENCE				WIGGIN HOUSE TA CENTRE		SWINFORD ROAD		STOURBRIDGE						DY8 2LQ				3		0		3		DEFENCE ACTIVITIES

		40426461		SUTTON IML		MINISTRY OF DEFENCE				FARINGDON HOUSE TA CENTRE		STONECOT HILL		SUTTON						SM3 9HG				6		1		7		DEFENCE ACTIVITIES

		40426463		WALWORTH ILW		MINISTRY OF DEFENCE				WALWORTH TA CENTRE		71 BRAGANZA STREET		LONDON						SE17 3RF				7		0		7		DEFENCE ACTIVITIES

		40426464		WEST HAM IML		MINISTRY OF DEFENCE				WEST HAM TA CENTRE		THE CEDARS PORTWAY		LONDON						E15 3QN				3		0		3		DEFENCE ACTIVITIES

		40426465		WOODBRIDGE		MINISTRY OF DEFENCE				WOODBRIDGE AIRFIELD		SUTTON		WOODBRIDGE						IP12 3TN				15		0		15		DEFENCE ACTIVITIES

		40426466		WORKSOP		MINISTRY OF DEFENCE				WELBECK COLLEGE		WELBECK ABBEY		WORKSOP						S80 3LL				9		0		9		DEFENCE ACTIVITIES

		40537301		ALVERSTOKE		MINISTRY OF DEFENCE				ALVERSTOKE		GOSPORT		HAMPSHIRE						PO13 9XA				67		12		79		DEFENCE ACTIVITIES

		40537302		CORSHAM		MINISTRY OF DEFENCE				PARK LANE		CORSHAM		WILTSHIRE						SN15 9NR				1189		209		1398		DEFENCE ACTIVITIES

		40537303		FORT HAL OLW		MINISTRY OF DEFENCE				C/O WHITEHALL		LONDON								SW1A 2HB				27		1		28		DEFENCE ACTIVITIES

		40537304		LARKHILL		MINISTRY OF DEFENCE				LARKHILL GARRISON		LARKHILL		WILTS						SP4 8DG				127		19		146		DEFENCE ACTIVITIES

		40537305		MELTON MOWBY		MINISTRY OF DEFENCE				DEFENCE ANIMAL CENTRE		ASFORDBY ROAD		MELTON MOBRAY						LE13 0HX				76		16		92		DEFENCE ACTIVITIES

		40537306		MINLEY MANOR		MINISTRY OF DEFENCE				MINLEY MANOR		BLACKWATER		SURREY						GU17 9LP				7		0		7		DEFENCE ACTIVITIES

		40537307		THETFORD		MINISTRY OF DEFENCE				RAF BARNHAM		THETFORD RD		THETFORD		NORFOLK				IP24 2DT				11		2		13		DEFENCE ACTIVITIES

		40652538		COULSDON OLW		MINISTRY OF DEFENCE				COULSDON TA CENTRE		MARLPIT LANE		COULSDON						CR5 2HD				1		0		1		DEFENCE ACTIVITES

		40652539		DUMFRIES		MINISTRY OF DEFENCE				114 ENGLISH STREET		DUMFRIES								DG1 2DE				1		0		1		DEFENCE ACTIVITES

		40652540		EDGWARE IML		MINISTRY OF DEFENCE				EDGWARE TA CENTRE		DEANSBROOK ROAD		EDGWARE						HA8 9BA				2		0		2		DEFENCE ACTIVITES

		40652541		ELLESMERE		MINISTRY OF DEFENCE				STANNEY LANE		CHES								CH2 4HT				1		0		1		DEFENCE ACTIVITES

		40652542		FAIRBOURN		MINISTRY OF DEFENCE				RESOURCE AND INITIATIVE TRAINI		GWYND								LL38 2PJ				1		1		2		DEFENCE ACTIVITES

		40652543		LINCOLNS		MINISTRY OF DEFENCE				PHOENIX HOUSE		TA CENTRE		WATLING STREET		BEXLEYHEATH				DA6 7QQ				1		0		1		DEFENCE ACTIVITES

		40652544		LUDGERSHA		MINISTRY OF DEFENCE				LUDGERSHALL		ANDOVER		HAMPSHIRE						SP11 9RP				1		0		1		DEFENCE ACTIVITES

		40652545		MILTON KY		MINISTRY OF DEFENCE				JOHN HOWARD BKS		BLAKELANDS		MILTON KEYNES						MK14 5NQ				40		3		43		DEFENCE ACTIVITES

		40652546		TAIN (ROS		MINISTRY OF DEFENCE				FENDOM		FENDOM		TAIN		ROSS SHIRE				IV19 1PE				2		0		2		DEFENCE ACTIVITES

		40652547		YEOVIL		MINISTRY OF DEFENCE				C/O GKN WESTLAND HELICOPTERS		YEOVIL		SOMERSET						BA20 2YB				5		0		5		DEFENCE ACTIVITES

		40671593		184 BARRW IN		MINISTRY OF DEFENCE				3RD FLOOR		BUILDING A43		BRIDGE ROAD		CUMBRIA				LA14 1AF				140		13		153		DEFENCE ACTIVITIES

























































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































Existing UK mainland sites>=20

		ONS ref		MOD Site reference		Name		Address line 1		Address line 2		Address line 3		Address line 4		Address line 5		Postcode		Total Headcount		Is a supplier location available within contractual travel time limits?		Name / Postcode of nearest supplier clinic location

		40306303		008 ABBEY WOO		MINISTRY OF DEFENCE		ABBEY WOOD		STOKE GIFFORD		AVON						BS34 8JH		2855

		40537302		CORSHAM		MINISTRY OF DEFENCE		PARK LANE		CORSHAM		WILTSHIRE						SN15 9NR		1398

		40306502		PO1 3LH		MINISTRY OF DEFENCE		HM NAVAL BASE		UNICORN ROAD		PORTSMOUTH						PO1 3LH		1104

		40334203		261 GLASGOW		MINISTRY OF DEFENCE		103-109 WATERLOO STREET		GLASGOW		SCOTLAND						G2 7BW		829

		40306496		380 DEVONPORT		MINISTRY OF DEFENCE		HM NAVAL BASE DEVONPORT		PLYMOUTH		DEVON						PL2 2BG		752

		40306519		391 WHALE ISL		MINISTRY OF DEFENCE		GUARDROOM ROAD		WHALE ISLAND		PORTSMOUTH						PO2 8DX		586

		40306408		051 HIGH WYCO		MINISTRY OF DEFENCE		HQ STRIKE COMMAND		WALTERS ASH		BUCKINGHAMSHIRE						HP14 4UE		554

		40306339		020 CATTERICK		MINISTRY OF DEFENCE		BADEN-POWELL HSE		42-44 SCOTTON ROAD		CATTERICK GARRISON		NORTH YORKSHIRE				DL9 3JS		549

		40306284		002 SUTTON CO		MINISTRY OF DEFENCE		ST GEORGES HOUSE		BLAKEMORE DRIVE		SUTTON COLDFIELD		WEST MIDLANDS				B75 7RL		484

		40306625		183 YORK		MINISTRY OF DEFENCE		IMPHAL BARRACKS		FULFORD ROAD		YORK						YO10 4AS		467

		40306621		145 COSFORD		MINISTRY OF DEFENCE		RAF COSFORD		WOLVERHAMPTON		WEST MIDLANDS						WV7 3EX		438

		40306415		055 LECONFIEL		MINISTRY OF DEFENCE		NORMANDY BARRACKS		LECONFIELD		BEVERLEY		EAST YORKSHIRE				HU17 7LX		428

		40361968		166 ALDERMAST		MINISTRY OF DEFENCE		THE OLD KENNELS		PAICES HILL		ALDERMASTON						RG7 4PR		422

		40306359		028 BLACKPOOL		MINISTRY OF DEFENCE		VETERANS AGENCY		RM 6329		NORCROSS		BLACKPOOL				FY5 3WP		399

		40306378		268 ALDERSHOT		MINISTRY OF DEFENCE		HQ SOUTHERN DISTRICT		STEELES ROAD		ALDERSHOT		HAMPSHIRE				GU11 2DP		388

		40306345		021 BLANDFORD		MINISTRY OF DEFENCE		BLANDFORD CAMP		BLANDFORD FORUM		DORSET						DT11 8RH		361

		40361938		158 SEALAND		MINISTRY OF DEFENCE		RAF SEALAND		WELSH ROAD		DEESIDE		FLINTSHIRE				CH5 2RD		354

		40426453		LIVERPOOL		MINISTRY OF DEFENCE		GRAEME HOUSE		DERBY SQUARE		LIVERPOOL		MERSEYSIDE				L2 7ZH		349

		40306321		013 WETHERSFI		MINISTRY OF DEFENCE		WETHERSFIELD		BRAINTREE		ESSEX						CM7 4AZ		339

		40306609		140 FELTHAM		MINISTRY OF DEFENCE		A SHED		FELTHAM GARRISON		ELMWOOD AVE		FELTHAM				TW13 7AH		336

		40306399		048 NORTHWD O		MINISTRY OF DEFENCE		SANDY LANE		NORTHWOOD		MIDDLESEX						HA6 3HP		336

		40306620		144 LICHFIELD		MINISTRY OF DEFENCE		DET 6 DENTAL GP		WHITTINGTON BARRACKS		LICHFIELD		STAFFORDSHIRE				WS14 9PY		334

		40306459		080 CRANWELL		MINISTRY OF DEFENCE		RAFC CRANWELL		SLEAFORD		LINCOLNSHIRE						NG34 8HB		321

		40306474		087 BRIZE NOR		MINISTRY OF DEFENCE		RAF BRIZE NORTON		CARTERTON		OXON						OX18 3LX		320

		40389729		425 CHEADLE H		MINISTRY OF DEFENCE		PPA		PO BOX 42		GREATER MANCHESTER						SK1 1ED		313

		40306554		108 SHRIVENHA		MINISTRY OF DEFENCE		SHRIVENHAM		SWINDON		WILTSHIRE						SN6 8LA		311

		40306414		054 HEREFORD		MINISTRY OF DEFENCE		CREDENHILL		HEREFORDSHIRE								HR4 7DD		309

		40306606		462 CULDROSE		MINISTRY OF DEFENCE		5 GLYNN AVENUE		CORNWALL								TR13 8JW		301

		40306583		436 TIDWORTH		MINISTRY OF DEFENCE		GARRISON HQ		DELHI BARRACKS		TIDWORTH		HANTS				SP9 7DX		249

		40306598		135 DONNINGTO		MINISTRY OF DEFENCE		DONNINGTON		TELFORD		SHROPSHIRE						TF2 8JT		244

		40306293		005 YEOVILTON		MINISTRY OF DEFENCE		GAZELLE HOUSE		RNAS YEOVILTON		ILCHESTER		SOMERSET				BA22 8HH		241

		40306418		056 LAKENHEAT		MINISTRY OF DEFENCE		RAF LAKENHEATH		BRANDON		SUFFOLK						IP27 9PP		236

		40306419		057 MILDENHAL		MINISTRY OF DEFENCE		RAF MILDENHALL		BURY ST EDMONDS		SUFFOLK						IP28 8NE		235

		40306449		072 WADDINGTO		MINISTRY OF DEFENCE		RAF WADDINGTON		LINCOLN								LN5 9NB		233

		40306289		003 WARMINSTE		MINISTRY OF DEFENCE		LAND WARFARE CENTRE		WARMINSTER		WILTSHIRE						BA12 0DJ		228

		40306422		060 LOSSIEMOU		MINISTRY OF DEFENCE		RAF LOSSIEMOUTH		MORAYSHIRE		SCOTLAND						IV31 6SD		225

		40306556		109 UPAVON		MINISTRY OF DEFENCE		TRENCHARD LINES		UPAVON		PEWSEY		WILTSHIRE				SN9 6BE		224

		40426457		SANDHURST		MINISTRY OF DEFENCE		SANDHURST RMA		HAIG ROAD		CAMBERLEY						GU15 4PQ		215

		40306489		088 MARHAM		MINISTRY OF DEFENCE		RAF MARHAM		KINGS LYNN		NORFOLK						PE33 9NP		208

		40306551		106 LYNEHAM		MINISTRY OF DEFENCE		FOLLY FARM		CHIPPENHAM ROAD		CORSHAM		WILTS				SN13 0QJ		201

		40306319		012 ST ATHAN		MINISTRY OF DEFENCE		RAF ST ATHAN		BARRY		VALE OF GLAMORGAN						CF62 4WA		190

		40306347		253 EDINBURGH		MINISTRY OF DEFENCE		GOVERNMENT BUILDINGS		BROOMFIELD DRIVE		LOTHIAN						EH11 3XD		186

		40389629		307 LOUGHBORO		MINISTRY OF DEFENCE		TA CENTRE		LEICESTER ROAD		LOUGHBOROUGH						LE11 2AF		178

		40306325		014 COLCHESTE		MINISTRY OF DEFENCE		GRYPHON HOUSE		GOOJERAT BARRACKS		COLCHESTER		ESSEX				CO2 7SR		175

		40306336		019 LEEMING		MINISTRY OF DEFENCE		RAF LEEMING		NORTHALLERTON		NORTH YORKSHIRE						DL7 9NJ		174

		40306299		196 BOVINGTON		MINISTRY OF DEFENCE		ABRO WORKSHOP		BOVINGTON CAMP		DORSET						BH20 6JD		171

		40306448		071 CONNIGSBY		MINISTRY OF DEFENCE		RAF CONINGSBY		LINCOLNSHIRE								LN4 4SY		163

		40306478		179 BICESTER		MINISTRY OF DEFENCE		BICESTER		ARNCOTT		OXON						OX25 1NX		161

		40306557		110 MIDDLE WA		MINISTRY OF DEFENCE		MIDDLE WALLOP		STOCKBRIDGE		HAMPSHIRE						SO20 8DY		160

		40306543		101 HENLOW		MINISTRY OF DEFENCE		RAF HENLOW		BEDFORDSHIRE								SG16 6DN		154

		40671593		184 BARRW IN		MINISTRY OF DEFENCE		3RD FLOOR		BUILDING A43		BRIDGE ROAD		CUMBRIA				LA14 1AF		153

		40306558		111 WORTHY DO		MINISTRY OF DEFENCE		BUILDING 221		WORTHY DOWN		WINCHESTER		HAMPSHIRE				SO21 2RG		152

		40306544		SG17 5PR		MINISTRY OF DEFENCE		102 SANDCHICKS		DISS BLDG 357		SHEFFORD		BEDFORDSHIRE				SG17 5PR		146

		40306393		043 PIRBRIGHT		MINISTRY OF DEFENCE		ALEXANDER BARRACKS		PIRBRIGHT		WOKING		SURREY				GU24 0DT		146

		40306371		033 INNSWORTH		MINISTRY OF DEFENCE		RAF INNSWORTH		INNSWORTHR		GLOUCESTERSHIRE						GL3 1HW		146

		40306420		058 HONINGTON		MINISTRY OF DEFENCE		RAF HONINGTON		BURY ST EDMUNDS		SUFFOLK						IP31 1EE		142

		40306411		053 HALTON BU		MINISTRY OF DEFENCE		RAF HALTON		AYLESBURY		BUCKINGHAMSHIRE						HP22 5PG		129

		40306490		089 WITTERING		MINISTRY OF DEFENCE		RAF WITTERING		WITTERING		PETERBOROUGH						PE8 6HB		126

		40306524		095 PRESTON		MINISTRY OF DEFENCE		FULLWOOD BARRACKS		PRESTON		LANCASHIRE						PR4 3LQ		117

		40306461		081 CHILWELL		MINISTRY OF DEFENCE		CHETWYN BARRACKS		CHILWELL		BEESTON		NOTTINGHAMSHIRE				NG9 5HA		116

		40306585		124 STAFFORD		MINISTRY OF DEFENCE		RAF STAFFORD		BEACONSIDE		STAFFORD						ST18 0AQ		115

		40334217		155 WOOLWICH		MINISTRY OF DEFENCE		ABRO WORKSHOP		HA HA ROAD		LONDON						SE18 4QF		110

		40306333		018 KINETON		MINISTRY OF DEFENCE		MARLBOROUGH BARRACKS		TEMPLE HERDEWYKE		LEAMINGTON SPA		WARWICKSHIRE				CV47 2UL		108

		20080512		386 FAREHAM		MINISTRY OF DEFENCE		22A ALVESTON AVENUE		PEAK LANE		FAREHAM		HAMPSHIRE				PO14 3BH		106

		40306453		076 CHATHAM		MINISTRY OF DEFENCE		BROMPTON BARRACKS		CHATHAM		KENT						ME4 4UG		106

		40306468		084 RGNTS PK		MINISTRY OF DEFENCE		REGENTS PARK BKS		ALBANY STREET		LONDON						NW1 4AL		105

		40389647		327 MANCHESTE		MINISTRY OF DEFENCE		UNIVERSITY BKS		BOUNDARY LANE		MANCHESTER						M15 6DH		96

		40306437		065 LEUCHARS		MINISTRY OF DEFENCE		RAF LEUCHARS		ST ANDREWS		FIFE		SCOTLAND				KY16 0JX		95

		40306298		195 POOLE		MINISTRY OF DEFENCE		RM POOLE		1 WALCHEREN PLACE		POOLE		DORSET				BH15 4NE		94

		40306356		259 LYMPSTONE		MINISTRY OF DEFENCE		6 MEETING LANE		LYMPSTONE		DEVON						EX8 5HS		93

		40537305		MELTON MOWBY		MINISTRY OF DEFENCE		DEFENCE ANIMAL CENTRE		ASFORDBY ROAD		MELTON MOBRAY						LE13 0HX		92

		40306627		146 FLYINGDAL		MINISTRY OF DEFENCE		RAF FYLINGDALES		NR PICKERING		NORTH YORKSHIRE						YO18 7NT		87

		40306455		077 BOULMER		MINISTRY OF DEFENCE		RAF BOULMER		AINWICK		NORTHUMBERLAND						NE66 3JF		87

		40306421		059 WATTISHAM		MINISTRY OF DEFENCE		WATTISHAM AIRFIELD		IPSWICH		SUFFOLK						IP7 7RA		85

		40306607		139 ST MAWGAN		MINISTRY OF DEFENCE		RAF ST MAWGAN		CORNWALL								TR8 4HP		79

		40537301		ALVERSTOKE		MINISTRY OF DEFENCE		ALVERSTOKE		GOSPORT		HAMPSHIRE						PO13 9XA		79

		40361961		164 ALCONBURY		MINISTRY OF DEFENCE		RAF ALCONBURY		HUNTINGDON		CAMBRIDGESHIRE						PE28 4DB		79

		40306446		069 VALLEY		MINISTRY OF DEFENCE		RAF VALLEY		HOLYHEAD		GWYNEDD		WALES				LL65 3NY		79

		40306283		001 BIRMINGHA		MINISTRY OF DEFENCE		LADYWOOD HOUSE		45-46 STEPHENSON STREET		BIRMINGHAM						B2 4DH		79

		40306596		134 SHAWBURY		MINISTRY OF DEFENCE		RAF SHAWBURY		SHREWSBURY		SHROPSHIRE						SY4 4DZ		78

		40306604		137 ILFORD P		MINISTRY OF DEFENCE		ILFORD PARK POLISH HOME		STOVER		NEWTON ABBOT		DEVON				TQ12 6QH		76

		40306559		112 WINCHESTE		MINISTRY OF DEFENCE		SIR JOHN MOORE BARRACKS		ANDOVER ROAD		WINCHESTER		HAMPSHIRE				SO22 6NQ		73

		40306357		026 DUNBLANE		MINISTRY OF DEFENCE		DUNBLANE		PERTHSHIRE		SCOTLAND						FK15 0JY		73

		40334226		488 LT ON OUS		MINISTRY OF DEFENCE		RAF LINTON ON OUSE		YORK		NORTH YORKSHIRE						YO30 2AY		72

		40389658		338 NCSLE O T		MINISTRY OF DEFENCE		KENTON BARR		NEWCASTLE UPON TYNE								NE99 1PQ		67

		40389603		279 KNGSTN/HU		MINISTRY OF DEFENCE		BRITANNIA SUITE		NORWICH HOUSE		SAVILE STREET		HULL		N HUMBERSIDE		HU1 3ES		67

		40306312		010 SAFFRON W		MINISTRY OF DEFENCE		CARVER BARRACKS		WIMBISH		SAFFRON WALDEN		ESSEX				CB10 2YA		66

		40389738		433 TILSHEAD		MINISTRY OF DEFENCE		WESTDOWN CAMP		TILSHEAD		WILTSHIRE						SP3 4RS		64

		40306471		086 BENSON		MINISTRY OF DEFENCE		BENSON		WALLINGFORD		OXFORDSHIRE						OX10 6AA		64

		40306463		352 CROUGHTON		MINISTRY OF DEFENCE		CROUGHTON		NR BRACKLEY		NORTHAMPTONSHIRE						NN13 5NQ		64

		40306310		009 LONGTOWN		MINISTRY OF DEFENCE		PO BOX 1		LONGTOWN		CUMBRIA						CA6 5LX		64

		40389680		362 NORWICH		MINISTRY OF DEFENCE		ATC NORFOLD & SUFFOLD WING		CONSTITUTION HILL		NORFLK						NR6 7RA		62

		40306593		131 WELLNGTN		MINISTRY OF DEFENCE		BUILDING 7		WELLINGTON BARRACKS		BIRDCAGE WALK		LONDON				SW1E 6HQ		60

		40306500		092 PLYMOUTH		MINISTRY OF DEFENCE		10 HUNTER CLOSE		CROWNHILL		PLYMOUTH		DEVON				PL6 5DN		59

		40389541		212 CARDIFF		MINISTRY OF DEFENCE		CALDICOT ROAD		ELY		SOUTH GLAMORGAN						CF5 5EH		59

		40389561		232 DERBY		MINISTRY OF DEFENCE		C/O ROLLS ROYCE & ASSOCIATES		PO BOX 31		DERBY						DE24 9GJ		58

		40306527		096 HERMITAGE		MINISTRY OF DEFENCE		DENISON BARRACKS		HERMITAGE		THATCHAM		BERKSHIRE				RG18 9TP		55

		40306358		027 STIRLING		MINISTRY OF DEFENCE		MEADOWFORTH ROAD		STIRLING		SCOTLAND						FK7 7RR		55

		40389518		185 ABERDEEN		MINISTRY OF DEFENCE		63 BELMONT STREET		ABERDEEN		SCOTLAND						AB10 1JS		55

		40389693		381 TORPOINT		MINISTRY OF DEFENCE		ANTHONY ROAD		CORNWALL								PL11 3AZ		54

		40306457		079 GRANTHAM		MINISTRY OF DEFENCE		PRINCE WILLIAM OF GLOS BKS		GRANTHAM		LINCOLNSHIRE						NG31 7TJ		50

		40306530		097 ODIHAM		MINISTRY OF DEFENCE		RAF ODIHAM		HOOK		HAMPSHIRE						RG29 1QT		48

		40389585		256 EXETER		MINISTRY OF DEFENCE		BARRACK ROAD		EXETER		DEVON						EX2 6AR		47

		40389520		187 PETERHEAD		MINISTRY OF DEFENCE		TA CENTRE		CATTO DRIVE		PETERHEAD		SCOTLAND				AB42 1QY		47

		40306355		025 INSTOW		MINISTRY OF DEFENCE		INSTOW		BIDEFORD		DEVON						EX39 4JH		46

		40389639		318 SCAMPTON		MINISTRY OF DEFENCE		POLLYPLATT LANE		SCAMPTON		LINCOLN						LN1 2TR		45

		40334222		454 TAUNTON		MINISTRY OF DEFENCE		2 COTLAKE RISE		SOMERSET								TA1 4RD		43

		40652545		MILTON KY		MINISTRY OF DEFENCE		JOHN HOWARD BKS		BLAKELANDS		MILTON KEYNES						MK14 5NQ		43

		40306425		062 BEITH		MINISTRY OF DEFENCE		BEITH		NORTH AYRSHIRE		SCOTLAND						KA15 1JT		42

		40306332		017 BRAMCOTE		MINISTRY OF DEFENCE		GAMECOCK BARRACKS		BRAMCOTE		NUNEATON		WARWICKSHIRE				CV11 6QN		41

		40389774		472 WARRINGTO		MINISTRY OF DEFENCE		OLEARY STREET		WARRINGTON		LANCASHIRE		CHES				WA2 7QS		40

		40306391		040 DEEPCUT		MINISTRY OF DEFENCE		PRINCESS ROYAL BARRACKS		BLACKDOWN		DEEPCUT		CAMBERLEY				GU16 6RW		38

		40389534		204 BRISTOL		MINISTRY OF DEFENCE		4 COLSTON AVENUE		BRISTOL								BS1 4TZ		38

		40361955		306 SENNYBRID		MINISTRY OF DEFENCE		BRECON		POWYS								LD3 8PN		36

		40306423		061 KINLOSS		MINISTRY OF DEFENCE		RAF KINLOSS		FORRES		MORAYSHIRE		SCOTLAND				IV36 3UH		35

		40306405		275 HARROGATE		MINISTRY OF DEFENCE		HILDERBRAND BARRACKS		PENNYPOT LANE		KILLINGHALL		HARROGATE				HG3 2SB		35

		40306521		392 COSHAM		MINISTRY OF DEFENCE		SOFTWARE ISSUING OFFICE		QINETIQ		HAMPSHIRE						PO6 3RU		34

		40306445		068 ANGLESEY		MINISTRY OF DEFENCE		PLAS LLANFAIR		LLANFAIR PG		ANGLESEY		WALES				LL61 6NT		34

		40306366		029 GLEN DOUG		MINISTRY OF DEFENCE		ARROCHAR		DUNBARTONSHIRE		SCOTLAND						G83 7BA		34

		40389761		458 CHIVENOR		MINISTRY OF DEFENCE		HAWKRIDGE ROAD		CHIVENOR		BARNSTAPLE		DEVON				EX31 4BB		34

		40306328		015 MANSTON		MINISTRY OF DEFENCE		RAF MANSTON		RAMSGATE		KENT						CT12 5BS		32

		40306456		078 SYERSTON		MINISTRY OF DEFENCE		RAF SYERSTON		NEWARK		NOTTINGHAMSHIRE						NG23 5NG		31

		40306335		229 ARBROATH		MINISTRY OF DEFENCE		MONTROSE ROAD		ANGUS								DD11 5JS		31

		40426455		NEWPORT		MINISTRY OF DEFENCE		TY COCH WAY		GWENT								NP44 7HB		30

		40306436		064 CROMBIE		MINISTRY OF DEFENCE		ORDNANCE ROAD		ORDNANCE ROAD		CROMBIE		DUNFERMLINE		FIFE		KY12 8LA		29

		40306370		032 ASHCHURCH		MINISTRY OF DEFENCE		EVESHAM ROAD		ASHCHURCH		GLOUCESTER						GL20 8LZ		29

		40306605		138 DARTMOUTH		MINISTRY OF DEFENCE		BRITANNIA ROYAL NAVAL COLLEGE		DEVON								TQ6 0HJ		28

		40306394		044 LONGMOOR		MINISTRY OF DEFENCE		LONGMOOR		LISS		HAMPSHIRE						GU33 6EF		28

		40306473		367 ABINGDON		MINISTRY OF DEFENCE		WHITECROSS		ABINGDON		OXON						OX13 6BU		27

		40306610		141 KNELLER H		MINISTRY OF DEFENCE		ROYAL MILITARY SCHOOL OF MUSIC		KNELLER HALL		KNELLER ROAD		TWICKENHAM		MIDDX		TW2 7DU		24

		40389608		284 BURY ST E		MINISTRY OF DEFENCE		THE KEEP		GIBRALTAR BKS		BURY ST EDMUNDS		SUFFOLK				IP33 3RN		24

		40361940		159 FOLKESTON		MINISTRY OF DEFENCE		SHORNCLIFFE		FOLKESTONE		KENT						CT20 3EZ		23

		40389544		215 CHESTER		MINISTRY OF DEFENCE		THE CASTLE		GROSVENOR STREET		CHESTER						CH1 2DN		23

		40306300		006 WEST MOOR		MINISTRY OF DEFENCE		WEST MOORS MILITARY		WIMBORNE		DORSET						BH21 6QS		23

		40306552		107 SWINDON		MINISTRY OF DEFENCE		DELTA OFFICE PARK		WELTON ROAD		SWINDON		WILTSHIRE				SN5 7QX		21

		40389540		211 CAMBRIDGE		MINISTRY OF DEFENCE		TA CENTRE		COLDHAMS LANE		CAMBRIDGE						CB1 3HS		18+

		40361947		162 HELENSBUR		MINISTRY OF DEFENCE		CHURCHILL SQUARE		HELENSBURGH		DUMBARTONSHIRE		SCOTLAND				G84 9HL		12+

		40389538		209 WARCOP		MINISTRY OF DEFENCE		WARCOP		NEAR APPLEBY-IN-WESTMORLAND		CUMBRIA						CA16 6PA		12+

		40389560		231 CARNOUSTI		MINISTRY OF DEFENCE		BUDDON CAMP		CARNOUSTIE		TAYSIDE		SCOTLAND				DD7 7RY		3+

		40389619		295 PITREAVIE		MINISTRY OF DEFENCE		FIFE										KY11 5QE		1+

		40306352		023 CRAIGIEHA		MINISTRY OF DEFENCE		SOUTH QUEENSFERRY		WEST LOTHIAN		SCOTLAND						EH30 9TN		1+





Notes

				List contains indicative MOD site locations

				Additional Locations within the same post code area (e.g. both YO7 XXX) one has been removed

						This removes over 50 sites - to minimise effort of checking travel time measurements

				Limited to sites >=20 people; further limits the volume to check to a managable level
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JSP 950 Leaflet 6-6-3.pdf
HEALTH SURVEILLANCE OF OTTO FUEL WORKERS

Introduction

1.  Otto Fuel is a distinct-smelling, reddish-orange, oily liquid used as a fuel for torpedoes and
other weapons systems. It is a mixture of three synthetic substances:

a.  propylene glycol dinitrate [PGDN] (the major component — 75.5%),
b.  2-nitrodiphenylamine [Sudan Yellow] (1.5%) and
C. dibutyl sebacate (23%).

Propylene glycol dinitrate is explosive and evaporates very easily, there is no maximum exposure
limit (MEL), but a Chemical Hazard Alert Notice (CHAN 36 — issued June 2003) recommends levels
are controlled to as low as is reasonably practicable and certainly below 0.2ppm (1.4mg/m3).  Skin
exposures must be prevented. 2-nitrodiphenylamine (used as a stabiliser) and dibutyl sebacate
(used as a desensitiser - is also used as a flavour enhancer in ice cream, cakes and drinks) have no
MEL or OES, do not evaporate easily and are not soluble in water.

2. The components of Otto Fuel may be breathed in either as a vapour or mist, enter the body
by direct contact with the skin or are ingested as contamination in water or food. The components of
Otto Fuel are broken down in the body within 24 hours and the breakdown products are either
excreted in the urine or used in the catabolism of other substances (fats and proteins).

Health effects

3. People who are exposed to Otto Fuel report experiencing a number of effects, which
include nasal congestion, headache, dizziness, mental disorientation, disequilibrium, eye irritation
without conjunctivitis, vomiting, rapid heart beat, nausea, dilation of blood vessels, decrease in blood
pressure, and laboured breathing, the most common symptom being headache. Mild headaches are
not uncommon even with small exposures, but most people find that they become acclimatised to
any minor symptoms after working with Otto Fuel for several weeks. Those who have become
acclimatised may develop palpitations, chest pain, angina or even myocardial infarction when
regular exposure to Otto Fuel ceases®. All these symptoms can be attributed to the effects of
propylene glycol dinitrate, which is a vasodilator and central nervous system depressant that is
also irritant to the respiratory tract.

4. Prolonged and high exposures (mainly derived from animal studies) can result in elevated
methaemoglobin levels (with concomitant decrease in haemoglobin)?, small increases in blood urea
and alkaline phosphatase (showing some evidence of nephrotoxicity)® and fatty changes in the
liver®.

Classification of workers at risk
5.  Otto Fuel workers may be classified as Direct or Indirect as follows:
a. Direct Workers. People who are directly involved in the fuelling of torpedoes or

other weapons that use Otto Fuel including the maintenance and cleaning of components and
the cleaning of workshops where such work takes place.

! Cardiac morbidity and mortality associated with occupational exposure to 1, 2 propylene glycol dinitrate. SA Forman, JC Helmkamp,
CM Bone J. OCCUP. MED. 29:55, 445-450, 1987.

2 Donovan JW. 1990. Nitrates, nitrites and other sources of methemoglobinemia. In: Haddad LM, Winchester JF, eds. Poisoning and
drug overdose. 2nd ed. Philadelphia, PA: WB Saunders Co., 1419-1431.

3 Navy. 1985. Morbidity and mortality associated with exposure to otto fuel Il in the U.S. Navy 1966-1979. Bethesda, MD: Naval Medical
Research and Development Command, Naval Medical Command, National Capital Region. Document no. AD A148726.

“ Clark DG, Litchfield MH. 1969. Toxicity, metabolism, and pharmacologic properties of propylene glycol 1,2-dinitrate. ToxicO1 Appl

Pharmacol 15: 175184.
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b. Indirect Workers. People who, in the course of their normal duties, regularly visit
workshops where Otto refuelling and/or maintenance and cleaning of Otto fuelled weapons
takes place.

Health surveillance

6. Pre-employment. All Otto Fuel Workers (direct and indirect) are to have a pre- employment
medical assessment. This is to take place before first doing any work that might risk any exposure
to Otto Fuel. The assessment is to consist of a Health Questionnaire (Annex A). Any potential
direct Otto Fuel workers should not be selected if they tick any of the shaded boxes on the Health
Questionnaire and potential indirect workers should be considered very carefully if they have ticked
shaded boxes. Ticks in the un-shaded positive boxes may also require careful consideration in both
direct and indirect workers. Conditions which are absolute contra-indications to Otto Fuel work
include arrhythmias, angina, severe hypertension, coronary artery disease and abnormal
electrocardiogram. Relative contra-indications include alcoholism, anaemia, diabetes, glaucoma,
liver disease, migraine or other severe headaches. In addition the following physical and laboratory
tests are to be performed:

a. Pulse (rate, rhythm and character)

b.  Sitting and Standing blood pressure (BP)
c. Visual Acuity (distant and near)

d. Romberg Test

e. Resting Electrocardiogram (ECG)

f. Spirometry

g. Urinalysis (by dip-stick)

h.  Full Blood Count (FBC)

i. Liver Function Tests (LFT)

7. Three Month Assessment. After the first three months of working with Otto Fuel, workers
are to be reassessed as follows:

a. Direct Workers. Direct Workers are to have a bioassay for dinitrate metabolites in urine by
gas chromatography-mass spectrometry.

b. Indirect Workers. Indirect Workers are to complete a Health Questionnaire, which
should be assessed by a Medical Officer or Occupational Health Nurse in the presence of the
worker so that any abnormal answers can be clarified. Physical or laboratory tests are only
required if clinically indicated from the questionnaire assessment.

8.  Annual Assessments. Provided there are no abnormal results at the three month test (or
annual test for established Otto Fuel workers), further health assessments should take place
annually as follows:

a. Direct Workers. Direct Workers are to have a repeat Health Questionnaire, pulse,
sitting and standing BP, and urinalysis for dinitrate metabolites. Further tests (eg an
electrocardiogram, liver function tests) should only be performed if clinically indicated.

b. Indirect Workers. Indirect Workers are to complete a Health Questionnaire, which
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should be assessed by a Medical Officer or Occupational Health Nurse in the presence of the
worker so that any abnormal answers can be clarified. Physical or laboratory tests are only
required if clinically indicated from the questionnaire assessment.

9. Abnormal Results. In the event of slightly abnormal results, the worker (direct or indirect)
should be reassessed (by a repeat of the ‘annual’ medical as specified in Paragraph 8) after three
months without suspension from Otto Fuel work in the first instance. For significantly or persistently
abnormal results, the worker should be removed from any contact with Otto Fuels. In these
circumstances, further medical investigations and review may be indicated. Abnormal results
occurring only in the Health Questionnaire may require no more than reassurance.

10. Additional Health Assessments. In addition to the regular (normally annual) assessments,
additional assessments (similar to the ‘annual’ Direct Worker assessment at Paragraph 8) should
take place in the following circumstances:

a.  Any workers (direct or indirect) who may have had a significant accidental exposure.

b.  Any worker (direct or indirect) exhibiting significant symptoms compatible with systemic
effects of Otto Fuel exposure.

C. Any direct worker who is going to permanently cease work with Otto Fuel.

11. Retention of Records. The Control of Substances Hazardous to Health Regulations
2002 requires records to be kept for 40 years from the date of the last entry.

Annex:

A Health Surveillance Form
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HEALTH SURVEILLANCE FORM FOR OTTO FUEL WORKERS

In the past year have you suffered from any of the following?

Blood Pressure problems
YES NO

Chronic bronchitis and/or asthma

Eye problems

Glaucoma

Heart disease

Hepatitis, cirrhosis or jaundice

Kidney (renal) problems

Migraine or severe/persistent headache

Nasal congestion/hay fever symptoms

Skin rashes

Any other health problems

Do you take any nitrate medication (e.g. GTN spray)

Annex A

If the answer to any of the above questions is “yes”, please give details on the back of this

sheet.

What is your average weekly alcohol consumption (in units)? [Tick relevant box]

3107 8-14 15- 22- 20- 36- 43- 50+
21 28 35 42 49
Q10-7 8-14 15- 22- 29- 36- 43- 50+
21 28 35 42 49
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| certify that the above information is correct to the best of my knowledge and belief.

Signature........ccooov i Date......cooov i,
PRINT NAME.......ccooiiiiiiiiieeen Pay Number........................
Department..........ccoooiiiiiiiiii i

FOR MEDICAL USE ONLY

Not tested Normal Abnormal
Health Questionnaire | || || |
Pulse | || || |
BP | || N |
Romberg | || N |
Urinalysis (Bioassay for Dinitrates) | | | | | |
Any other tests (Name) | | | | | |

| | | |

| || N |

| || N |
Notes
RETEST IN Three One Year

Months

0 [ = L0
D= 1
Rank/Grade and DesSignation..........o.eie it e e e e
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MEDICAL STANDARDS FOR MINISTRY OF DEFENCE MECHANICAL
HANDLING EQUIPMENT OPERATORS

References:

A. Health and Safety Executive. Safety in Working with Lift Trucks (Third Edition, 2000, reprinted
2008). HSG6, HSE Books, ISBN 9780717617814.

B. ‘At a Glance’ booklet of driver medical standards published by the Drivers’ Medical

Unit of the DVLA (September 2009 version).

C. AP1269A, Leaflet 3-04.

Introduction

1. This policy replaces SGPL 12/03 “Medical Standards for MOD Lift Truck Drivers” which is
now rescinded. It is relevant to anyone with responsibility for the safe operation of lift trucks and
similar mechanical handling equipment (see Paragraph 2), including managers, supervisors and
operators (drivers) as well as the health professionals who will perform the assessments, although
only operators will need to achieve the standards. All health professionals who carry out mechanical
handling equipment operator medical assessments will be expected to apply these standards
(Service Medical Centres, MOD Civilian OH staff and Civilian OH Contractors). The Services
will be expected to apply these standards as a minimum standard for Service personnel who carry
out mechanical handling equipment operation.

Aim

2. This policy leaflet defines the frequency of examination and medical standards required for
Ministry of Defence (MOD) mechanical handling equipment operators, whether civilian or Services
personnel. The description “mechanical handling equipment” includes Industrial Counterbalance Lift
Trucks, Rough Terrain Industrial Counterbalance Lift Trucks, Industrial Reach Trucks, Side Loading
Lift Trucks, Telescopic Materials Handlers, Large Lift Trucks and Pedestrian Controlled Lift Trucks.
These Medical Standards would also be suitable for operators / drivers of cranes.

Background

3. Mechanical handling equipment is widely used throughout industry for moving materials and
goods, but they also feature prominently in workplace accidents. In 2008 there were over 580
hospital admission and 10 fatalities as a result of manual handling equipment accidents. Over 1,800
people each year take three days or more off work following a mechanical handling equipment -
related injury in the workplace. This is in addition to the many non-injury accidents resulting in
damage to the manual handling equipment, buildings, fittings and goods being handled.

Authority

4. Provisions that relate to setting medical standards for mechanical handling equipment
operators are included in the:

a. Health and Safety at Work etc. Act
b. Management of Health and Safety at Work Regulations
C. The Provision and Use of Work Equipment Regulations

d.  The Lifting Operations and Lifting Equipment Regulations and the Workplace
(Health Safety and Welfare) Regulations may also apply.

In general, this policy follows the guidelines for lift truck drivers produced by the Health and
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Safety Executive (HSG6 at Reference A).
Selection of mechanical handling equipment operators

5.  The safe control and operation of mechanical handling equipment requires a reasonable
degree of both physical and mental fitness and intelligence. Operators should be selected from staff
who have shown themselves to be reliable and mature in their attitude to work. If the mechanical
handling equipment is used on public roads, then the minimum ages in road traffic legislation apply
and in dockyards, the minimum age requirement is 18 years. Care should be taken to ensure
suitable maturity when selecting young people as mechanical handling equipment Operators.

Medical assessment

6. People selected to be mechanical handling equipment operators are to be free from physical
problems that may pose a threat to their own health and safety or the safety of others. However,
people with disabilities need not necessarily be excluded from work as mechanical handling
equipment operators, and each case should be judged individually on its merits.

7. Medical assessment of mechanical handling equipment operators is to take place before
starting work for the first time as a mechanical handling equipment operator and at regular intervals
thereafter according to age. Routine examinations are to take place every five years until age 50,
every three years to age 59 and every two years to age 65. Any manual handling equipment
operator continuing to work after the age of 65 is to be examined annually. For Service personnel,
an equivalent examination (eg PULHHEEMS assessment) performed within the appropriate time
period for their age with no reported change in health status in the meantime will substitute for the
mechanical handling equipment medical examination.

8. In addition, line managers are to ensure that mechanical handling equipment operators have
a fitness review on return to work after any sickness absence where the illness or injury (or
associated treatment) may affect fitness to drive mechanical handling equipment safely and after any
accident or incident where there is reason to believe that the physical or mental health of the
individual might have been a causal factor. (If in doubt, the line manager should discuss the need for
a return to work assessment with an appropriate occupational health professional.)

9. All managers and supervisors of mechanical handling equipment operators must ensure that
all their operators understand and comply with the need to report the taking of any medication or any
other adverse health issues (eg feeling unwell) before the start of each working day. Where a
mechanical handling equipment operator is taking medication (either prescribed or over-the-
counter) that carries a warning that care should be taken when driving or operating machinery, a
medical assessment is to take place to decide if it is safe for the individual to continue manual
handling equipment operating while taking the medication. This form of assessment may not require
a medical examination and may be achievable by telephone.

10. The main areas to be considered are as follows:

a. General mobility. Mechanical handling equipment operators require normal agility and
full movement of neck, trunk and limbs to enable them to continuously observe the whole area
where they are working. However, an experienced operator who suffers some degree of
disability may be able to adequately compensate for the disability, possibly with some degree
of retraining. Body size should also be sufficiently low to enable easy entry into and exit from
the manual handling equipment. Careful consideration should be given to fithess of manual
handling equipment operators with a Body Mass Index (BMI) greater than 34.9 (obesity class 2
or more). In some cases, eg where some manual lifting and handling of loads is required, a
higher level of general mobility may be needed, but this assessment is related to the manual
handling part of the role and not the fitness required for manual handling equipment operating.
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b.  Vision. For safe operating, a mechanical handling equipment operator needs to have
good judgement of space and distance. This generally requires a reasonable level of vision in
both eyes and a good field of vision. Similar standards as those for driving a motor
vehicle are suitable (a corrected vision of 6/9 in one eye and 6/12 in the other, with horizontal
visual field of 120°). If corrective glasses/contact lenses are required, they are to be worn at all
times when operating manual handling equipment.

C. Hearing. The ability to hear instructions and warnings is important. However, it
may be possible in some cases to substitute visual signals (eg lights) for someone who has
hearing difficulties.

d. Conditions which may cause sudden impairment. Poorly controlled medical
conditions such as epilepsy, coronary artery disease, cardiac arrhythmias, insulin dependent
diabetes and severe hypertension which carry a risk of sudden impairment of cognitive function
including alertness, judgment, insight, memory and concentration debar the individual from
mechanical handling equipment operating. However, where the condition is well controlled, a
risk assessment may show that mechanical handling equipment operating is acceptable
(compare with the normal DVLA driving requirements, see paragraph 11 below).

Medical Standards required

11. In broad terms, the medical standards required for mechanical handling equipment operating
are similar to the medical standards for fitness to drive which can be found in the booklet ‘At a
Glance’ published by the Drivers’ Medical Unit of the DVLA (Reference B) and available on the
internet® or direct from the DVLA (Longview Road, Morriston, Swansea SA99 1TU).

12. Each person’s fitness for operating mechanical handling equipment should always be judged
individually. The underlying approach should be to match the requirements of the particular
operation with the fitness and abilities of the operator. For most work a standard equivalent to that of
the DVLA Group 1 entitlement will be appropriate. In some cases, however, a more stringent
standard may be required, for example when moving highly toxic or explosive materials, working
in a particularly demanding environment, working at night, or if large, heavy trucks are to be operated
(safety critical activities). In these instances some or all of the medical standards equivalent to that
of DVLA Group 2 entitlement may be appropriate. Mechanical handling equipment operating
activities are to be assessed as ‘safety critical’ by local risk assessment by a ‘competent’ person.

13. Guidance on specific medical conditions and more detailed Medical Standards can be found
at Annex A.

14. A suitable form for the initial and subsequent regular medical assessment of mechanical
handling equipment operators based on AP1269A, Leaflet 3-04 (Reference C) is attached at Annex
B.

Implementation

15. Further advice concerning this policy leaflet can be obtained from SGD-STRAT POL-OM Civ
on 020 7305 2542.

Annexes:

A.  Specific Medical Conditions
B.  Mechanical handling equipment Operator Medical Examination Form for MOD Civilian Staff.

! https://www.gov.uk/government/uploads/system/uploads/attachment data/file/457961/aagvl.pdf. Accessed 30 Sep 15.
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Annex A

SPECIFIC MEDICAL CONDITIONS

1. Abuse of alcohol and/or drugs. Mechanical handling equipment operating should not be
performed by anyone under the influence of alcohol or drugs that may impair attention or operating
skills. Substance abuse frequently co-exists with other psychiatric conditions, particularly with
certain personality disorders. Depressed, anxious or psychotic patients may self-medicate with
prescribed or non-prescribed substances. Substance abuse disorders should always be considered
in the evaluation of depression, anxiety or psychosis. Individuals with co-existent psychiatric
conditions must also be treated for those conditions. Individuals with documented substance abuse
must be treated through the appropriate substance abuse programme and carefully assessed before
return to manual handling equipment operating is sanctioned. This would normally require evidence
of freedom from dependence for at least one year. (NOTE: A competent local risk assessment may
identify that consideration needs to be given to random drug and alcohol testing.)

2. Arrhythmias. Arrhythmias that may distract the operator’s attention or render him/her liable to
sudden impairment are not compatible with mechanical handling equipment operating. Mechanical
handling equipment operating may resume when satisfactory control of symptoms is achieved,
provided that cardiac function is also satisfactory.

3. Diabetes Mellitus. Diabetes, if not well controlled, can cause sudden or gradual impairment
of alertness, judgement, the senses or motor function. Hypoglycaemic episodes and hypoglycaemia
unawareness are of particular concern. A severe hypoglycaemic episode is defined as one that
results in an impairment of alertness, judgement, the senses and/or motor function, a loss of
consciousness or one requiring outside assistance.

4.  The major concern for the person with diabetes and the employer is hypoglycaemia with the
associated decrease in mental and physical functioning. In terms of general health, the
modern aggressive approach to prevention, detection and treatment of vascular complications has
considerably reduced the impact of diabetes on the affected individual. It has become a valid
argument that the person with diabetes who follows a programme of regular exercise, a proper diet,
correct use of medications and regular physician reviews, can be considered at less risk than the
employee who may smoke, be overweight, not exercise and not receive regular assessment for the
vascular risk factors such as hypertension, hyperlipidaemia or even diabetes.

5. Individuals with diabetes operating mechanical handling equipment must be monitored closely
(see paragraph 7 below). They must report any changes in the treatment of their diabetes to their
line manager and occupational health. This includes changes in the type and dose of their
medication and a change in the number of insulin injections. They must also report any severe
hypoglycaemic episode. All employees with diabetes will be assessed individually with respect to
their suitability for manual handling equipment operating.

6. The employment of an individual with diabetes as a mechanical handling equipment operator
shall be guided by three considerations:

a. The diabetes history (eg, type of diabetes, presence of complications adherence
to treatment protocols, reaction to treatment).

b. The method of treatment of the diabetes (eg diet, oral anti-hyperglycaemic
agents and insulin).

c.  The nature of the job.

7. Fitness for operating criteria for diabetics. Individuals with diabetes will be eligible to
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drive mechanical handling equipment provided they meet the following criteria:
a. No severe hypoglycaemic episode (as defined in Paragraph 3) in the last 6 months.

b. No severe hypoglycaemic episode in the last 24 months that has not been
investigated by the treating consultant physician (diabetologist/endocrinologist).

C. Not experiencing hypoglycaemia unawareness.
d. Must be in a stable state. An unstable state is defined as:

(1) More than 10% of blood glucose self-monitoring values below 4 mmol/L. To
provide evidence of this, the individual must comply with all monitoring requirements
applicable to employees with diabetes; and

(2) Arecent change in the number of insulin injections and/or a change in the type of
insulin. The unstable state will be considered to last at least one month after such a
change. The individual will need to be assessed at monthly intervals and cannot return
to Mechanical handling equipment operating until a stable state has been reached.

e. Perform adequate blood glucose self-monitoring.

f. Demonstrate a knowledge of managing diabetes, particularly insulin adjustment and
understand how to avoid and treat hypoglycaemic events.

g. Be free of diabetic complications that might impair ability to work safely, including
significant vascular or neurological complications, and significant visual impairment. If there
are any diabetic complications, the case must be discussed with an occupational medicine
consultant.

h.  Anindividual who is commencing insulin must attain a stable state (as defined in
paragraph 7d), for a period of 6 months before being considered fit for mechanical handling
equipment operating.

i. All cases of insulin dependent diabetes must be discussed with a consultant in
occupational medicine before being passed as “fit” for safety critical work.

8. Hypoglycaemia Prevention Strategy. As a condition of employment as a mechanical
handling equipment operator, each individual will be required to take every possible measure to
avoid hypoglycaemia. Individuals requiring insulin therapy must carry a source of rapidly
absorbable glucose at all times. Hypoglycaemia prevention strategies must be tailored to the
individual with the guidance of the treating physician. Line managers must cooperate by ensuring
that meal breaks are taken at the correct time and are not delayed, especially if the diabetic
individual is doing heavy physical work as well as mechanical handling equipment operating.

9. Epilepsy. Epilepsy results in sudden impairment of alertness, judgement, or sensory or motor
function and can pose a serious safety threat. Although the overall prognosis for seizure control is
excellent, with about 70% of patients having a 5-year remission of seizures, epilepsy is a condition
that can cause sudden and unpredictable impairments of the functions noted above. Each person
with epilepsy has different disabilities. Complete evaluation of each case is therefore needed to
assess the risk of seizure recurrence and the risk to safety caused by a seizure. The notion of
"significant risk" cannot be precisely defined. A risk-free environment is unattainable and
undoubtedly some employees with no history of epilepsy will have their first, and unpreventable
seizure on the job.

10. Consideration needs to be given to the big difference in requirements for Group 1 and
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Group 2 driving licences and epilepsy. For ordinary driving, only one fit-free year is required and
anticonvulsant medication may be taken during this period, whereas a Group 2 licence requires 10
years fit-free without medication. This significant difference needs to be taken into account when
considering a person with epilepsy for anything more hazardous than very straightforward manual
handling equipment operating involving only ‘safe’ loads (see paragraph 12 of SGPL concerning
safety critical work). Unless working with very hazardous loads, or otherwise in a very hazardous
environment, operators of Pedestrian Controlled Mechanical handling equipment only need to pass
Group 1 standard.

11. Ischaemic Heart Disease. For Angina, mechanical handling equipment operating should
cease if symptoms occur at rest and/or when driving, but basic mechanical handling equipment
operating with ‘safe’ loads may recommence once satisfactory symptom control is achieved. For
safety critical mechanical handling equipment operations, a report from a consultant cardiologist
and consultation with an occupational medicine consultant is required.

12. A single uncomplicated myocardial infarction is not a bar to mechanical handling equipment
operating, but operating should cease for at least one month (minimum six weeks if safety critical
work). A medical assessment should be performed before return to work. Careful assessment will
be required after a second or complicated infarction, taking in to account risk factors for a further
recurrence, type of mechanical handling equipment operating and load hazards.

13. Other serious cardiac conditions will need to be assessed according to the risk of
occurrence of sudden impairment (see paragraph 10d of SGPL). For example, conditions with a
high risk of cerebral vascular accidents such as carotid stenosis and some types of valvular disease
should be excluded, as should pacemaker dependent conditions and cardiomyopathies because of
the risk of sudden impairment.

14. Nervous System. Anyone with Meniere’'s disease, labyrinthine disorders and any other
disorders of balance should be suspended from mechanical handling equipment operating until
satisfactory control of symptoms is achieved. Progressive disorders like Parkinson’s disease,
multiple sclerosis and motor neurone disease that impair muscle coordination and power will need
careful and regular assessment to ensure that operating ability is not impaired.

15. Acute cerebro-vascular disease such as a stroke or transient ischaemic attack (T1A) should be
suspended from operating for at least a month and then reassessed according to symptoms and
neurological deficit. Multiple TIAs over a short period of time should be suspended for a minimum of
three months.

16. Acute encephalitis/meningitis may resume mechanical handling equipment operating once
clinical recovery is complete. However, if the illness has associated seizures, suspension from
mechanical handling equipment operating for six months is required. If the seizure(s) occur during or
after the convalescent period (once signs of infection have gone), the normal epilepsy guidelines

apply.

17. Most benign ‘brain’ tumours will require suspension from mechanical handling equipment
operating for one year and malignant tumours suspension for two years. Mechanical handling

equipment operating may then recommence provided there is no neurological defect (including
visual fields) and that there is no evidence of recurrence.

18. Anyone suffering a severe head injury involving a compound or depressed fracture or
requiring surgery should be suspended from mechanical handling equipment operating from six to
twelve months. Specialist assessment of epilepsy risk may be required before mechanical handling
equipment operating is recommenced.

19. Psychiatric Disorders. Many psychiatric illnesses are not in themselves a bar to mechanical
handling equipment operating. However, all central nervous system drugs can impair alertness,
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concentration and driving performance. This is especially so during the first few days after
commencing medication or increasing the dose. Mechanical handling equipment operators with
psychiatric illnesses are usually safer when well controlled on regular psychotropic medication than
when they are ill. Inadequate treatment or lack of compliance may render the mechanical handling
equipment operator impaired by both illness and medication.

20. Medications most likely to cause problems with mechanical handling equipment operating are
the benzodiazepines, tricyclic antidepressants and phenothiazines as they all tend to cause
drowsiness. Concurrent alcohol potentiates the drowsiness caused by all these drugs. The
SSRIs, MAOIs and noradrenaline uptake inhibitors are less likely to cause drowsiness, but there
may be some individual idiosyncratic responses.

21. Psychiatric conditions requiring very careful assessment include any psychotic episode
including mania, hypomania or schizophrenia, especially if insight is limited and compliance with
treatment is poor, and dementias or other organic brain syndromes where lack of insight and
judgement are a feature. People with a history of these conditions will normal be unsuitable for
safety critical mechanical handling equipment work even when in an apparently stable condition.

22. Sleep Disorders. This includes narcolepsy and obstructive sleep apnoea syndrome resulting
in excessive awake-time sleepiness. Anyone with either of these or similar conditions should be
suspended from mechanical handling equipment operating until satisfactory control of symptoms has
been obtained and ongoing compliance with treatment is confirmed by a specialist.

23. Vision — Monocular individuals. The basic visual requirements are stated at paragraph
10b in the SGPL. For MOD purposes, a monocular individual is a person who has lost the use of
one eye or has a visual field in one eye that is less than 40 degrees in any direction. An experienced
mechanical handling equipment operator who becomes monocular may be deemed acceptable to
continue manual handling equipment operating provided that the following conditions are met:

a. A report by a consultant ophthalmologist indicates that, with respect to the worse eye,
the condition is stable and unlikely to affect the better eye;

b.  With respect to the better eye, the visual acuity is corrected to 6/9 or better;

C. The visual field is within acceptable limits. The minimal acceptable visual field limits
are defined as:

(1) Horizontal meridian of 120°.

(2) Vertical meridian of 90°.

(3) Obligue meridians of 90°.

(4) A continuous visual field within the above limits.

d. Colour and night vision are adequate under binocular viewing conditions
(according to specific job requirements).
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OFFICIAL SENSITIVE — PERSONAL
(When completed)

Annex B
MECHANICAL HANDLING EQUIPMENT OPERATOR MEDICAL
EXAMINATION FORM
Staff/Service No: Grade/Rank: Surname:
Forename(s): Date of Birth:
Branch/Trade: Location: TLB:
Examined at: Date of Examination:
Give details of any ‘abnormal’ answers in the Notes box overleaf and/or back of form
Height(cm): Weight (kg): Alcohol (units/wk):
VISION
Visual Acuity (uncorrected): R:/ Visual  Acuity [R:/
(corrected):
L:/ L/
Does the acuity meet the required standard ' | Y/N Is there full binocular field of vision: Y/N
Is there uncontrolled diplopia: YIN Is there any other abnormal ophthalmic condition: | Y/N
NERVOUS SYSTEM
Has the applicant had:
Any form of epileptic attack: Y/N Chronic or progressive neurological disorder: Y/N
Blackout or impaired consciousness in the | Y/N Brain surgery: Y/N
last 5 years:
Stroke or TIA in the last 5 years: Y/N Serious head injury: Y/N
Sudden disabling dizziness/vertigo within the [ Y/N . . . .
last year with a liability to recur: Brain tumour (benign or malignant, primary or Y/N
secondary):
Pathological sleep disorder Y/N
DIABETES MELLITUS
Does the applicant have diabetes: | Y/N
If ‘yes’, how is it controlled: | Insulin Oral hypoglycaemics Diet alone
If IDD, is regular blood glucose self monitoring being performed Y/N
PSYCHIATRIC ILLNESS
Has the applicant had:
Psychotic illness in the last 3 years: Y/N Any alcohol abuse in the last 3 years: Y/N
Other significant psychiatric disorder in the [ Y/N Any drug abuse in the last 3 years: Y/N
last 6 months:
Is there any evidence of dementia or|Y/N
cognitive impairment:
GENERAL
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OFFICIAL SENSITIVE — PERSONAL
(When completed)

Has the applicant a current spine or| Y/N Is the Applicant profoundly deaf|Y/N

limb disability that could impair (worse than H2)[3]:

control of the LT:

Is there a history of Ca that could | Y/N

metastasise cerebrally:

CARDIAC

Has the applicant a history of:

MI: Y/N Arrhythmia in the last 5 years: Y/N
CABG: Y/N Aortic aneurysm: YIN
Angloplast.y or other coronary artery | Y/N Hypertension requiring treatment: Y/N
procedure:

Angina: Y/N Current BP: / mmHg
Heart Failure YIN Valvular heart disease: Y/N
Abnormal ECG: Y/N Cardiomyopathy: Y/N
Exercise ECG or angiogram: Y/N Congenital heart disease Y/N

Notes:

Applicant’s Declaration

| declare that | have checked the details | have given on this questionnaire and to the best of my knowledge they are

correct.

Signature:

Date:

RESULT (Please circle appropriate result below)

Fit safety critical MH operating

Fit normal MH operating

Unfit MH operating

Signature:

Refer for further advice ™

Name:

Grade/Rank/Role:

Date:

[1] Corrected visual acuity (VA) should be at least 6/9 in one eye and 6/12 in the other; uncorrected VA should be at least 3/60
in each eye, but see paragraph 23 in Annex A about experienced monocular MH Operators.

[2] Insulin dependent diabetes must be well controlled, the individual must demonstrate a knowledge of managing diabetes,
particularly insulin adjustment and understand how to avoid and treat hypoglycaemic events and certain stringent criteria must
be met, see paragraphs 6-8 in Annex A. Individual cases should be discussed with an appropriate Occupational Medicine

Consultant.

[3] If hearing is worse than H2 (H2 = sum of hearing loss @ 0.5, 1 and 2 kHz not more than 84dB and/or @ 3, 4 and 6 kHz not
more than 123dB) a practical hearing test of warnings/ instructions should be performed and/or consideration given to the

possibility of using visual warnings.

[4] Advice is available from the Civilian Consultant in Occupational Medicine in the Head Quarters Surgeon General (Civ OM),
Civilian Occupational Health Service Contractors and possibly Services Regional Occupational Medicine Consultants.
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Preface

This Chapter of JSP 375 Part 2, Volume 3 was prepared under the patronage of the Ministry
of Defence (MOD) Director General of Defence Safety Authority (DSA) and is to be read in
conjunction with JSP 375 Part 2 Volume 3 Chapter 2 — Common Requirements. These
Safety Rules and Procedures are mandatory for adoption by the Commanding Officer, Chief
Executive or Head of Establishment, into their site safety plans, to secure compliance with
the Health & Safety at Work Act and to aid the safe conduct of works activities.

5-2 JSP 375 Pt.2 Vol 3 (V1.0 Jan 16)





The adoption of the document into the site safety plan will influence the conduct of many
organisations and personnel, including those whose responsibilities are defined in the
Common Requirements, as follows:

Site Safety Officer

Senior Infrastructure Manager

Infrastructure Manager

Establishment Works Consultant (where this duty is still extant)

Works Service Management organisation and other Maintenance

Management Organisations, other Contractors and Sub-contractors

e Facilities Managers, Project Sponsors, Project Managers and Contractors for
Projects

e Designers of facilities and installations

e Operators of fuel installations

Technical advice and assistance on the application of this document can be obtained from
the Senior Authorising Authority (Petroleum)

Amendments to this publication will be advised by a Defence Information Notice or a Defence
Infrastructure Organisation (DIO) ES&P Policy Instruction issued to MOD Top Level Budget
Holders, DIO and organisations managing the MOD Safe Systems of Work. It is the
responsibility of persons using this publication on any MOD Establishment to check with the
Facilities Manager or Project Sponsor to ascertain if amendments have been issued.

JSP 375 Part 2 Volume 3 has been devised for the use of MOD and its contractors in the
execution of works in relation to the MOD estate. The Crown hereby excludes all liability
(other than liability for death or personal injury) whatsoever and howsoever arising (including,
and without limitation, negligence on the part of the Crown its servants or agents) for any loss
or damage however caused where the Standard (JSP 375 Part 2 Volume 3) is used for any
other purpose.

Compliance with either this Chapter or Chapter 2 Common Requirements does not of itself
confer immunity from legal obligations. In the case of conflict between these Safety Rules
and Procedures and a Statutory Requirement becoming evident, DGDSA and the SAA
Petroleum are to be informed. Contact addresses are given below.

DG DSA SAA Petroleum

Director General of Defence Safety Authority Defence Infrastructure Organisation
MOD Main Building Kingston Road

Whitehall Sutton Coldfield

London B75 7RL

SW1A 2HB

Introduction
General
5.1.1.1 These Safety Rules and Procedures provide instruction on how work on

‘Petroleum Installations’ is to be managed on sites and in work situations which
are under the control of the Ministry of Defence (MOD). They are to be read in
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5.1.1.2

5.1.1.3

5.1.1.4

conjunction with MOD Safety Rules and Procedures JSP 375 Part 2 Volume 3 and
related Chapters.

For the purpose of these Safety Rules and Procedures, ‘Petroleum Installations’
incorporate those detailed in section 5.1.3 Scope and Limitations.

This document provides a system for:

a. Controlling work on Petroleum Installations

b. Minimising the risks associated with working on Petroleum Installations

c. Defining the roles and duties of key individuals to manage, oversee and
perform any such work

d. The application of these Safety Rules and Procedures

The Authorising Engineer (AE) is to obtain written approval for any deviation or for
the use of a local version from the Senior Authorising Authority (SAA).

Concept of Operations

5.1.2.1

5.1.2.2

5.1.2.3

5.1.2.4

These Safety Rules and Procedures mandate the establishment of key individuals
with specific responsibilities for the management and / or execution of work on
Petroleum Installations. Further guidance on the roles and duties of these
appointments is given in JSP 375 Part 2 Volume 3 Chapter 2 — Common
Requirements.

The line manager of the Fuels and Lubricants section hereby known as the
Operating Authority (OA) has delegated authority for the installations, in
accordance with the current version of JSP 317. Authority must be given by the
Operating Authority before any works can be undertaken on a Petroleum
Installation.

The application of these rules is the responsibility of all those, operating, working
on, testing, decommissioning, ordering, specifying and designing Petroleum
Installations or associated equipment.

Further reference should also be made to the current version of JSP 317, The
Storage and Handling of Fuels and Lubricants.

Scope and Limitations

5.1.3.1

5.1.3.2

These Safety Rules and Procedures are designed for use on MOD
Establishments, both in the UK and overseas.

These Safety Rules and Procedures include and are not limited to the following
permanent fixed installations:

Packed Stock Storage — Including flammable dangerous goods stores
Mechanical Transport Fuelling Installations

Aviation Fuelling and Distribution Installations

Marine Ship to Shore Fuelling

Petroleum Supply Depots

Class Il Boiler and Generator Fuels

~pooow
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5.1.3.3

5.1.3.4

5.1.3.5

g. Class Il Boiler and Generator Fuels
h. Waste Petroleum Product Storage
I. Hot Fire Training Rigs using Class Il Fuel

The Petroleum Installations listed above may include the following:

Storage tanks

Product receipt pipelines and filtration

Transfer pipelines including floating hoses and subsea pipelines
Dispense/receipt points to road vehicles

Rail facilities

Pump house/filter water separators and filter monitors

Roads, vehicle hard standing / interception and drainage oil separators
Valve pits

Hydrant distribution systems

Pipe line end manifolds

T oSs@meooTy

Ancillary installations (Class Il and 1ll) serving boilers and generator houses
involving low risk activities are not within the scope of this Chapter. Low risk
activities on boiler fuel oil installations unless these have their own demarcation
agreements in place shall be managed under JSP 375 Part 2 Volume 3 Chapter 4.

All work shall be risk assessed. Activities identified as high risk such as hot work
or confined space entry shall be deemed as being within the scope of this Chapter.

Petroleum Installations concerning Service Family Accommodation are outside the
scope of this Chapter. All work shall be risk assessed and managed under current
industry standards and guidance.

Definitions

5.14.1

5.1.4.2

Within this Chapter the terms Authorising Engineer and Authorised Person refer to
‘Authorising Engineer’ (Petroleum) and ‘Authorised Person’ (Petroleum) and no
other related specialism. Other related specialism’s will be written out in full e.qg.
Authorised Person (Electrical).

Other relevant definitions are provided in JSP 375 Part 2 Volume 3 Chapter 2.

Roles and Duties

General

5.21.1

This section discusses the principal roles and duties of those involved in the
management of the Safe System of Work. These are identified as follows:

a. The Co-ordinating Senior Authorising Authority (CSAA)
b. The Senior Authorising Authority (SAA)

c. The Co-ordinating Authorising Engineer (CAE)

d. The Authorising Engineer (AE)
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5.2.1.2

e. The Authorised Person (AP)
f. The Person in Charge (PiC)
g. The Skilled Person (SkP)

h. Works Team

i.  Operating Authority (OA)

Unless otherwise defined in this Chapter the general roles and duties of all
individuals listed in paragraph 2.1.1 above are covered in JSP 375 Part 2 Volume
3 Chapter 2 (with the exception of the OA, whose general roles and duties are
contained in JSP 317). The purpose of this section is to identify any specific
and/or additional roles and duties connected with the management of work on
Petroleum Installations.

Authorising Engineer

5.2.2.1

5.2.2.2

The role of the AE is to implement, administer, monitor and audit these Safety
Rules and Procedures.

Duties of the AE are detailed in JSP 375 Part 2 Volume 3 Chapter 2. In addition,
duties of the AE include:

a. approval of the site notification regime

Authorised Person

5.23.1

5.2.3.2

The AP is to implement this safe system of work on Petroleum Installations for
which they have been appointed.

Duties of the AP are detailed in JSP 375 Part 2 Volume 3 Chapter 2. In addition,
duties of the AP include:

a. Communication with the OA of the Petroleum Installation at the work planning
stage

b. Preparing an AP Risk Assessment

c. Preparing a Safety Programme to ensure adequate control of a Petroleum
Installation prior to the issue of any Permits to Work for that installation

d. Defining the condition of the petroleum installation that is required immediately
before planned works can commence

e. Acceptance of Petroleum Installation from the OA for the purpose of planned
works

f. Handing over of a Petroleum Installation to the OA on completion of work

g. Production of a Site Review

Person in Charge

5.24.1

5.24.2

The role of the Person in Charge (PiC) is to directly supervise (or carry out) work
on a Petroleum Installation for which they are in receipt of a Permit to Work or
Standing Instruction.

Duties of the PiC are detailed in JSP 375 Part 2 Volume 3 Chapter 2. In addition,
duties of the PiC include:
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a. To monitor and record gas levels in accordance with the requirement of each
Permit to Work

Work Team

5.25.1

5.2.5.2

5.25.3

The PiC must be a SkP for the installation for which the Permit to Work or
Standing Instruction is to be issued. Duties of a SkP are detailed in JSP 375 Part
2 Volume 3 Chapter 2.

The full work team does not necessarily need to completely comprise of registered
SkPs.

Duties of the work team include:

a. Complying with these Safety Rules and Procedures as set out in this chapter

b. Taking reasonable care of the health and safety of themselves and duty of
care of any other person who may be affected by their actions or omissions

c. Only using equipment for which they have been trained and in the manner in
which they have been trained

d. Reporting to the PiC/AP any defects found in the tools, plant and equipment to
be used in the works

e. Reporting to the PiC/AP any defects identified with the equipment being
worked on

f. Being conversant with petroleum hazards

g. Understanding the management hierarchy relating to the site installations

Operating Authority

5.2.6.1

The OA has the authority delegated by the Commanding Officer, Head of
Establishment or Officer in Charge for one or a number of Petroleum Installations.
The OA is required to exercise duty of care over all activities at the installations
and ensure that petroleum and base wide operations are fully taken into account
before the AP is given authority to undertake work.

5.2.6.2 Duties of the OA include:

a. Agree a Notification Regime procedure with the AP.

b. Inform their staff of the work, any limitations imposed by the work and carry
out any actions required of the OA by the AP prior to handing over the
installation or equipment.

c. Sign Part 2 of the Safety Programme as the final authorisation for the work to
proceed.

d. Sign Part 5 of the Safety Programme to confirm the return of the installation for
normal operations.

e. Implement a key access procedure to areas under their control.

Co-ordinate tasks on Petroleum Installations carried out by organisations other

than the MMO.

—h
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g. Link all activities undertaken in the Petroleum Installations with the
establishment wide system for safe control and co-ordination of operations
and works activities.

h. Sign the Standing Instruction for the work to proceed.

General Arrangements

General

5.3.1.1

Compliance with these Safety Rules and Procedures is mandatory for work on
Petroleum Installations, under the control of the Ministry of Defence (except where
agreed with the SAA) from initial specification and design, through installation
operation and eventual de-commissioning. The design must incorporate adequate
means for safe isolation and draining of the equipment. Consideration must be
given to the needs of the operator, AP and maintainer of the plant to enable safe
working. Changes made to the original design, as a result of site alterations, must
not compromise safe working and preserve the ability for safe isolation. The
Project Manager in charge of the works is to ensure that any alterations made on
site does affect the application of these Safety, Rules and Procedures.

Site Review

5.3.2.1

5.3.2.2

A record of Petroleum Installations on an establishment that are subject to the
application of these Safety Rules and Procedures is to be provided and held in the
Petroleum Installation Document Register (PIDR). An appraisal is to be
undertaken by any new AE, or APs as part of their familiarisation. A review of this
record is to be undertaken following any changes or modifications to the
Petroleum Installations. The review is to be recorded in the Petroleum
Installations Operating Record (PIOR).

The review is to consider the classification and hazards for each installation. This
should be undertaken in conjunction with the decision tree detailed in Section
5.5.4. Should the AE consider that a higher level of control is required on a
particular installation, this should be detailed within the PIOR, documented in the
PIDR and communicated to the APs. The following areas should be considered:

Product

Flammability

Toxicity

Location

Size

Quantity of product held
Complexity

Potential environmental impact
Maintenance regime
Operational duties

Age

Condition

m. Records, drawings and instructions

AT T S@meoooTy
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5.3.2.3

n. Outstanding remedial works

The AE may determine that other fuel related systems pose hazards that require
control by the implementation of these Safety Rules and Procedures (e.g. aviation
fuel systems test houses, engine test houses and unclassified fuels). Details of
these additional systems are to be recorded and filed in the PIDR and included on
the APs appointment.

Demarcation Agreements

5.3.3.1

These Safety Rules and Procedures shall apply on all works where there remains a

petroleum hazard, unless these installations have their own demarcation
agreements in place. Where it has been agreed that no petroleum hazard
remains, the works may fall outside of Chapter 5. Those controlling the work are
to note that all works must be risk assessed and other sections of JSP 375 may

apply.

Management Arrangements

Petroleum Installations Document Centre

5411

The requirements for the Document Centre are detailed in JSP 375 Part 2 Volume
3 Chapter 2.

Petroleum Installations Document Register

5421

5.4.2.2

The Petroleum Installations Document Register (PIDR) is the principal source of
management information for Petroleum Installations within the site, location or
geographical area and is to be maintained by the APs.

The PIDR will contain the following information where it is relevant:

An index

A detailed record of Petroleum Installations/systems subjected to the
application of these Safety Rules and Procedures — Site Review

Details of all redundant or abandoned tanks on site

Demarcation agreements agreed and accepted by the AE

Planned maintenance regime

A schedule of Personal Protective Equipment (PPE), Respiratory Protective
Equipment (RPE) and Safety Equipment held and maintained relating to the
Petroleum discipline

OA notification regime and OA details

Safety Data Sheets (product or material SDS)

Relevant, current publications (MoD, HSE, Industry standard)

Records of the examination/calibration of PPE, RPE and other Safety
Equipment

The number of hours in use of all PPE, RPE for all MMO site held equipment
Duplicate Permits to Work (can be held in pad)

Completed Safety Programmes and Risk Assessments

Standing Instructions (can be held in pad)

Cancelled Permits to Work

oo

oo ~® oo
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5.4.2.3

5424

Cancelled Standing Instructions
Copies of Professional Inspection reports
Any previous reports which may assist in assessing whether the petroleum
system is safe to operate
. Relevant information on repairs
t. Petroleum system schematics, DSEAR risk assessments, hazardous zone
drawings and valve identification charts where determined necessary by the
AE
u. Any relevant Policy Instruction, Defence Instruction Notice (DIN), Operational
Restriction, Safety Alert, AE Instruction, as directed by the AE
Unit Spillage Response Plan
. AE/AP appointment information
Skilled Person Register and assessment information
AE audit reports

-2

< xg~x<

Where documents noted above are held elsewhere, their location is to be
identified in the relevant section of the Document Register.

Safety Documentation is to be retained for a minimum period of three years.

Petroleum Installations Operating Record (PIOR)

5431

5.4.3.2

5.4.3.3

For each site, location or geographical area, as determined by the AE, a PIOR is
to be prepared. This is to be in the form of a bound book, with pages sequentially
numbered. The book is to be clearly and indelibly marked with the name of the
site/location or geographical area to which the records relate.

The AE may determine that it be preferable to have a separate PIOR for distinctly
separate installations.

Entries are to be made within the PIOR of any activity undertaken with respect to a
Petroleum Installation (as defined by these Safety Rules and Procedures). These
entries are to include:

a. The relinquishing and acceptance of responsibility between APs

b. The isolation of any Petroleum Installation (or part of a system) in accordance
with a Safety Programme and Risk Assessment; this is to make reference to
the Safety Programme and Risk Assessment and not repeat all steps from the
Safety Programme

c. When Multiple Gas Indicators are response tested, to include the make and
serial number of the instrument, and a satisfactory or non-satisfactory result

d. The issue, suspension, re-affirmation and cancellation of each Permit to Work
or Standing Instruction

e. The loss of a Permit to Work or Standing Instruction

f.  The withdrawal of a Permit to Work or Standing Instruction including the
reason for withdrawal

g. The re-instatement of any Petroleum Installation (or part of a system) following
the completion of all works and the closure of the Permit to Work or Standing
Instruction

h. Details of any reportable disease, injury, dangerous occurrence, near miss
and spill reports associated with work on Petroleum Installations where
controlled by the AP
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5.43.4

5.4.3.5

Any change of the product in a petroleum storage system

AE visit, audit or inspection

SAA visit, Assurance audit or inspection

Receipt of relevant Policy Instruction, Defence Instruction Notice (DIN),
Operational Restriction, Safety Alert, AE Instruction and resulting action taken
in response to the receipt

m. Transfer of responsibility and cancellation of demarcations

Entries in the PIOR are to be made in chronological order, each entry being ruled
off with a horizontal line across the page. A sample format for the PIOR is given in
Model Forms.

Completed PIORs are to be retained in the Petroleum Installations Document
Centre for a minimum period of three years after the date of the last entry.

Keys & Key Security

5441

The use of safety key boxes, safety locks and other types of locks in the
management of these Safety Rules and Procedures are detailed in JSP 375 Part 2
Volume 3 Chapter 2.

Management of Remote Sites

5.45.1

Refer to JSP 375 Part 2 Volume 3 Chapter 2.

Notification Regime

5.4.6.1

A formal notification regime is to be implemented between the OA and the APs.
For each site the AE is to approve the notification regime to ensure control and co-
ordination is achieved on current and planned works requiring the application of
these Safety Rules and Procedures. The regime is to be formally agreed by the
MMO and OA. Details of the regime are to be held in the PIDR.

Co-ordination and Co-operation of Activities

5.4.7.1

5.4.7.2

Where work involves APs from different disciplines, the AP Petroleum is to co-
ordinate the activities of the APs of all other disciplines.

In exceptional circumstances, and only where approved by the AE, where it is
beyond the capacity of the AP to raise the required safety documents and
provided there is no conflict between the activities then a second AP can take
responsibility for additional work on the same site. The following co-ordination
arrangements are to apply as a minimum:

a. The duty AP is to identify the extent of the work the second AP is to cover

b. The second AP is to be familiar with the extent of the works already being
managed by The duty AP

c. The second AP is to sign on in the PIOR making a clear note that there are
now two APs on duty and clearly state the extent of the work for which he is
taking responsibility; this entry is to be countersigned by the duty AP.
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d. Once the requirement for a second AP is complete, the appropriate AP is to
sign off in the PIOR, making a clear note of the name of the remaining AP and
informing that AP accordingly.

Petroleum Safety Rule Book

5.4.8.1 The Petroleum Safety Rule Book has been prepared for the benefit of all persons
involved in working on Petroleum Installations for which the Ministry of Defence is
responsible.

5.4.8.2  All persons who are issued with the Petroleum Safety Rule Book are to have it
available for reference whenever they are working on Petroleum Installations.

5.4.8.3 The AP is to ensure that all appointed SkP are in possession of a Petroleum
Safety Rule Book.

Operational Procedures

General

5.5.1.1  This Section describes the documents to be used and the operational procedures
to be adopted when controlling work on any Petroleum Installation defined in these
Safety Rules and Procedures.

Risk Assessment
5.5.2.1 Risk Assessment is covered in JSP 375 Part 2 Volume 3 Chapter 2.

5.5.2.2  For the purposes of these Safety Rules and Procedures there are two distinct
types of risk assessment: an AP Risk Assessment and a Task Risk Assessment.

5.5.2.3 The AP Risk Assessment is required to be produced by the AP to address the
hazards exhibited by the installation/system in relation to the task. It is to include
information concerning the methodology for isolation and/or control of the task.

5.5.2.4  The Task Risk Assessment is required to cover the risks encountered in carrying
out the task. The Task Risk Assessment is to be completed by the Contracting
Organisation carrying out the task and also the person/persons carrying out the
task. This is to include local hazard information supplied to the individual by the
Area Custodian as detailed by JSP 375 Part 2 Volume 2 Leaflet 34.

5.5.2.5 The Task Risk Assessment is to be submitted to the AP prior to the requirement
for a Permit to Work or Standing Instruction, within a reasonable timeframe to
allow the AP time for review.

55.2.6 The AP is to review the Task Risk Assessment and determine if it is consistent
with the method of control. Should the AP consider the Task Risk Assessment
inadequate, a Permit to Work or Standing Instruction is not to be issued. If the AP
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5.5.2.7

5.5.2.8

5.5.2.9

is in doubt as to the suitability of the Task Risk Assessment they are to refer to the
AE for further guidance.

During the task the AP Risk Assessment is to be retained with the Safety
Programme, and the Task Risk Assessment is to be retained with the associated
Permit to Work or Standing Instruction.

Contents of all Risk Assessments must be communicated to all parties involved in
the task.

A model form to record the findings of the AP Risk Assessment is given in Part 2.
This does not restrict the use of other model forms that are used to record risk
assessments for the purpose of complying with the Management of Health and
Safety at Work Regulations.

Method Statement

5531

The Method Statement is a written procedure to be produced by those undertaking
the work that specifies the works to be done. A Method Statement for the task is
to be completed and submitted to the AP at the start of the planning process to
enable an AP Risk Assessment to be developed. All activities that necessitate the
issue of a Permit to Work or Standing Instruction are to be supported with an
appropriate Method Statement which is to include the following as a minimum:

A description of the task and location

The sequence and method of work

The hazards identified during the risk assessment

The skills required to deal with the hazards

The precautions necessary to control the hazards

References to specific safety procedures covering known hazards
Details of tools and equipment to be used

Method of disposal of waste and debris

Details of the state or condition in which the plant or equipment will be left at
the end of the activity

J.  Emergency and Rescue Plan for confined space entry

~S@meoooTw

Determining the Level of Control

5.54.1

Decision Tree

The decision tree provides guidance on the minimum level of control to be applied
for common elements of tasks likely to be found on Petroleum Installations on the
MOD estate. The AE should be consulted for advice where tasks fall outside of this
guidance.

5-13 JSP 375 Pt.2 Vol 3 (V1.0 Jan 16)





Petroleum Main Decision Tree

Task
I
[ | | |
Class I/1I/1II Class I/l Class Il lzvcgzsesg:gj Class I/II/1lI
sullage)
Hﬁ I ‘
‘ Hot Work /
Confined Space Breach of Non-intrusive Breach_ of Non-intrusive incendive spark
Entry Integrity Integrity
(intrusive) (intrusive)
]
\ \ \ | |
Electrical Work/ Flame/Heat
AVCAT MTFI Gas OIil/FFO Testing inducing
equipment
Risk Risk Risk Risk Risk Risk Risk q Risk i
A nent A nent Assessment A nent A nent A nent A ment AE ARG Assessment Risk Assessment
Safety Safety Standing Standing Standing Standing Refer to annex Safety
Programme Programme Instruction Instruction Instruction Instruction B for control Programme
measures
PTW PTW PTW
Definitions:
Breach of integrity involves the exposure of product in
liquid or vapour form.
Non-intrusive works are those where no breach of
integrity takes place for example Inspections, painting etc
Risk Assessment — Refers to both AP and Task Risk . . .
High Risk Low Risk

Assessments are required

Note: see Annex E for specific guidance on
requirements for Grass cutting

Updated 25/9/14
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5.54.2

5.5.4.3

5.54.4

5.5.45

The level of control exercised, as determined from the required risk assessments
over work on Petroleum Installations, will take the form of one of the following:

a. Standing Instruction
b. Permit to Work

If work is planned simultaneously at multiple Petroleum Installations, a separate
Permit to Work must be raised for work at each installation.

Normal practice should be to limit the number of Permit to Work issued for a
hazardous area to one at any point in time. There may be occasions where
multiple work activities in one hazardous area cannot be avoided requiring more
than one Permit to Work, on such occasions the agreement of the AE to proceed
must be sought. Work activities, their co-ordination and control shall be identified
in the planning process, the AP Risk Assessment and detailed clearly within the
PIOR.

Guidance on the requirements of the Standing Instruction and Permit to Work is
given in Sections 5.5.7 and 5.5.9.

Restricted Area

5.55.1

5.5.5.2

This is an area in which there is an increased risk of fire, explosion, asphyxiation
or poisoning, due to spillage, defects or the nature of the work to be undertaken.
Before a restricted area can be set up all operations must cease and all personnel
withdrawn. A restricted area is to be set up when petroleum products are exposed
in liquid or vapour form, when there is a requirement to enter confined spaces,
there is a need for hot work to be undertaken or as a result of the AP Risk
Assessment. Further guidance is detailed in Annex F.

When an area is restricted by the implementation of a Permit to Work, only one
Permit to Work may be in use at any one time in that particular Restricted Area.
Deviations from this are to be approved by the AE.

Safety Programme

5.5.6.1

5.5.6.2

5.5.6.3

5.5.6.4

A Safety Programme (SP) is to be implemented before the issue of any Permit to
Work, unless specified elsewhere within this Chapter.

The SP cannot be closed until all Permits to Work raised against it are complete
and the integrity of the system/installation has been verified by the AP. This may
be through visual inspection and/or successful integrity testing.

A SP is to have a format similar to the model form detailed in Part 2 of these
Safety Rules and Procedures. Each sheet of the SP is to bear the same pre-
printed serial number on the original and duplicate copies.

The SP is to include the necessary steps for control of the complete task. This is
to include the issue of Permits to Work and general steps to completion of the
work and reinstatement.
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5.5.6.5

5.5.6.6

5.5.6.7

5.5.6.8

5.5.6.9

5.5.6.10

The SP is to include:

a. The location of the installation

b. AP Risk Assessment number

c. The type of installation, which the proposed work sequence will make safe to
work on

d. Cross-reference to other relevant certificates and permits

e. OA authorisation and contact details

f.  The maximum gas concentrations applicable to the type of work to be
undertaken

g. Permissible oxygen level minimum of 19% and a maximum of 22% at the point
of work

h. Whether RPE and/or PPE and other safety equipment are be used

i.  The point(s) of work, which is/are to be made safe

J.  Arrangements to isolate product and/or electricity supplies

k. The name and signature of the originating AP (and where applicable the
countersigning body)

I. A schematic diagram with the points of the isolation, draining arrangements,
points of Work, other safety measures and equipment

m. The works sequence to be undertaken indicating:

I. The location at which each operation is to be performed
il. The identity of each valve or component part to be operated
iii. The operation to be performed
V. The reason for the operation
V. The maximum allowable gas concentration
vi.  Any item (e.g. keys, locks, signs) required
vii.  Any inspection/testing required to verify system integrity
viii. Steps required for reinstatement

The diagram required as part of the SP may either be a hand drawn or a CAD
drawing (or section of one) or a copy of the relevant schematic stapled to the SP.
Such drawings are to incorporate a title block, which includes the SP number, the
name and signature of the AP, the name and signature of the PiC and is to be
dated upon issue of the SP.

When the SP has been produced, including the work sequence, and is ready to be
implemented, the AP is to obtain OA authorisation for the work to proceed by
having them sign the SP at Part 2. The AP is then to issue the OA a copy of the
SP for their reference.

The requirement for a second confirming signature (counter-signature) endorsing
the safety programme, already signed by the originating AP, remains within the
judgment of the AE and is not a mandatory prerequisite of these Safety Rules and
Procedures.

Each isolation point is to be secured with a Safety Lock (where practical) and a
Safety Sign fitted.

Upon completion of any initial isolations in the work sequence, the AP is to place
any Safety Keys used into a Safety Key Box.
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5.5.6.11

5.5.6.12

5.5.6.13

The AP is responsible for the safekeeping of the original of the Safety Programme
throughout the works.

Once system/installation isolations have been made or removed the actions are to
be recorded in the PIOR by reference to the item number of the sequence of
operation entry contained within the SP.

When all work associated with a SP has been completed and all associated
Permits to Work have been completed or stopped, the AP is to verify system
integrity and cancel the original SP at Part 4. The installation is to then be
returned to the OA who confirms return at Part 5. The original is then to be filed in
the PIDR for a period of not less than three years.

Permit to Work

5.5.7.1

5.5.7.2

A Permit to Work (PTW) is required as determined by the Decision Tree and AP
Risk Assessment.

A PTW is to have a format similar to the model form detailed in Part 3 of these
Safety Rules and Procedures. Each sheet of a permit is to be identified by the
same pre-printed serial number on the original and copy. Sets of consecutively
numbered forms are to be used.

5.5.7.3 Before the issue of the PTW the AP and prospective PIC are to carry out joint gas

5.5.7.4

5.5.7.5

5.5.7.6

5.5.7.7

monitoring with two gas detectors, the highest reading of the two being recorded
on the PTW together with the lowest oxygen reading.

The AP is to issue the PTW immediately before work is to commence and it is to
remain in force until the work is completed or the PTW has been reaffirmed a
maximum of seven times.

Where work is to continue over a number of days and the PTW will require
reaffirming, the PTW is to be suspended at the end of each working day. The AP
and PIC are to confirm that the work has been suspended, carry out gas
monitoring and record in part 5 to confirm a safe condition prior to leaving site.

Whilst a PTW is in force a sign is to be displayed at the point of work clearly
identifying that a PTW is in force and giving contact details of the AP and the
Safety Programme number (this may form part of the Temporary Restricted Area
Signage).

A PTW is to state precisely and legibly:

The installation to be worked on

The location of the installation

The proposed work

The serial number of the Safety Programme

Where applicable, the serial number of any related safety documentation (i.e.
Electrical PTW)

Validity period

"0 T

—
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Issue, Acceptance, Suspension and Cancellation of Permits to Work

5.5.8.1

5.5.8.2

5.5.8.3

5.5.8.4

5.5.8.5

5.5.8.6

5.5.8.7

5.5.8.8

5.5.8.9

5.5.8.10

A PTW to be issued only at the point of work. The issue, suspension, re-
affirmation and cancellation of every PTW are to be recorded in the PIOR.

The AP is to issue the PTW only to a SKP on the AP’s Register of SkPs
Before the issue of a PTW the AP is to demonstrate to the SkP:

a. The identity of the petroleum installation and the component parts to be
worked on

b. Any initial isolations in accordance with the SP

c. The safety arrangements at the place of work and at points of isolation

d. Any special instructions and/or safety measures

Before the issue of a PTW the AP is also to ensure that the SkP is in possession
of and understands the Task Risk Assessment and the Method Statement for the
task.

Before accepting the PTW the prospective PiC is to:

Read the PTW and the Safety Programme and sign the drawing(s)
Agree the extent of the work

Agree the safety precautions

Be prepared to supervise or undertake the work

apop

The SKP is to sign the relevant section of the PTW to accept the responsibilities of
the PiC. On signing for acceptance of the PTW the SkP authenticates the permit
as valid and becomes the PiC of the permitted work. The PiC is then to take
control of the PiC Key from the Safety Key Box.

The acceptance of a PTW identifies the PiC as personally responsible for
supervising or undertaking the defined work.

While the work is in progress, the PiC is not permitted to leave the site or to
undertake any other work or tests. If for any reason the PiC has to leave the point
of work then during that temporary absence work is to be halted. The PiC is to
ensure that suitable safety precautions are taken and the AP informed, before
leaving the point of work.

Where a change of AP and/or PiC is required, the incoming AP/PIC are to carry
out the joint checks and are to sign part 5 of the PTW to accept control of the work
and any restrictions and controls laid down in the safety paperwork. The change
is to be recorded in the PIOR.

On completion of the work the PiC is to:

a. Inspect the work to ensure that it is complete and that system integrity has
been restored.

b. Withdraw all persons, equipment, tools and instruments from the point of work

c. Advise all persons under their control that they are no longer permitted to work
on the petroleum installation
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5.5.8.11

5.5.8.12

5.5.8.13

5.5.8.14

5.5.8.15

5.5.8.16

5.5.8.17

d. Complete and sign the relevant section of the original PTW
e. Return the original PTW and PiC Key to the Safety Key Box to the AP

The AP is to confirm that the work has been completed satisfactorily by a visual
check whilst also carrying out final gas monitoring with the PiC and record in part 3
of the PTW, to confirm safe condition prior to cancelling the PTW.

The AP is to cancel the PTW by signing part 8 of the original and filing in the PIDR
and recording the cancellation in the PIOR.

If the AP decides that it is necessary to stop the work, the PTW is to be withdrawn
and cancelled. The withdrawal is to be noted on part 7 and 8 of the copy of the
PTW and the reasons for withdrawal recorded in part 6 and any actions taken are
to be noted in the PIOR. A new PTW is required before re-starting work.

The PTW is to be cancelled or suspended if during the period of validity, any of the
following conditions apply (including but not limited to):

a. Atthe end of the working day
b. The conditions under which it was issued change beyond the stipulated limits
e.g. gas concentration and oxygen percentages

c. A change of work is necessary which is not authorised on the original PTW

d. Any personnel or contractors disregard the conditions of the PTW/or the MOD
Safety Rules and Procedures

e. There is a failure of safety equipment

f. Prolonged absences of the AP or PiC

g. The OA requests the discontinuation of the work

h. Should any accident or incident occur. For example, injury to personnel,

damage to equipment or plant or spillage of product
i. Electrical storm

Where the work is stopped and the PiC has returned the PTW, the AP is to
annotate the original Safety Programme to highlight that work may not be
complete. This serves to prevent removal of the isolations until all associated
work is complete and the integrity of the system has been restored.

If the PiC has lost the original PTW, the loss is to be recorded by the AP in the
PIOR. The copy of the PTW is then to be used in place of the original and
cancelled in accordance with the above paragraphs. The PiC is to countersign the
statements in the PIOR to confirm and acknowledge the loss of the PTW.

All original PTWs, together with their associated Risk Assessments and Safety
Programme are to be retained in the PIDR for a minimum period of three years
after the cancellation date.
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Risk Assessment, Safety Programme & Permit to Work Process
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Risk Assessment, Safety Programme & Permit to Work Process
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SP with OA at filed in Petroleum
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parts 4 & 5 [ P> g
2, File completed Document Register.
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Standing Instruction

5.5.90.1

5.5.9.2

5.5.9.3

5.5.94

5.5.9.5

5.5.9.6

A Standing Instruction (SI) can be issued by the AP to a SkP for both one-off and

repetitive tasks on Petroleum Installations where the AP risk assessment has
determined that the task is low risk and a Permit to Work is not appropriate.

An Sl is required as determined by the Decision Tree and the AP Risk
Assessment.

Non intrusive work on Class | and Il installations may be defined as low risk

maintenance tasks, not including any task which exposes petroleum products in
liquid, gas or vapour form, introduction of a source of ignition, or involves confined
space entry. Examples of these non intrusive tasks are:

a. External painting

b. Adjusting machinery, equipment and metering

c. Adjustment and tightening of valve glands (excluding repacking)
d. Maintenance tasks of valve gear equipment

e. Minor adjustment or replacement of instruments and equipment

Intrusive works on Class lll installations may be defined as low risk maintenance
tasks. Electrical work and testing on all Class Ill installations may be defined as a
low risk task.

An Sl is to contain the following information:

a. Validity period of SI

b. Location and Identity of equipment

c. Task or operation to be undertaken

d. Detall of tasks to be carried out

e. Special instructions or safety measures applicable
f.  Originating AP

g. Name of SKP

h. Employer

Sls must be specific to a system and must contain sufficient detail with respect to
the procedure required to be undertaken by the SKkP to ensure that the facilities
and installations are safe before commencement of work. The Process Chart
details the procedure for issuing a Sl, and is found at the end of this section.
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5.5.9.7

5.5.9.8

5.5.9.9

All risks and hazards associated with the work to be carried out under a Sl and the
controls identified to manage them must be fully communicated to the PiC prior to
commencement and issuing of a SlI. All work on Petroleum Installations will be co-
ordinated by the AP to ensure that the petroleum related risks are fully taken into
account. For all petroleum tasks undertaken by a Sl, a Task Risk Assessment and
Method Statement will be produced by the PiC and reviewed by the AP.

Sls Electrical issued by the AP Electrical for electrical work are outside the scope
of these Safety Rules and Procedures and are covered in JSP 375 Part 2 Volume
3 Chapter 3.

A Sl is to have a format similar to the model form SRP PET 05 of these Safety
Rules and Procedures. Each sheet of a Sl is to be identified by the same unique
serial number on the original and duplicate copies.

Issue, Acceptance and Cancellation of Standing Instructions

5.5.10.1

5.5.10.2

5.5.10.3

5.5.10.4

5.5.10.5

5.5.10.6

5.5.10.7

Having determined the level of control from the AP Risk Assessment and the
Decision Tree, the AP may raise a Sl for the defined or repetitive task(s). The AP
must detail:

e The task or operation to be conducted on the equipment
e Specified circumstances under which the task may be conducted
e Any special instructions or safety measures

The AP authorises the Sl by signing Part 1 of the document.

The AP then informs the OA of the proposed issue of the Sl, detailing the task to
be undertaken, advising of the effect that the task may have on operations (such
as loss of any service). The OA will acknowledge the issue of the Sl by signing
Part 2.

Having acknowledged the instruction(s) and being prepared to undertake the
task(s), the SKP is to sign and accept the Sl by signing Part 3. On signing for
acceptance of the instruction a SKP authenticates the instruction and becomes the
PiC of the permitted task(s). Notwithstanding that the PiC has been authorised to
undertake the task, he must comply with the notification regime and instructions on
the Sl before conducting the task on each occasion.

The issue of an Sl is to be recorded in the PIOR. The original copy of the Sl is to
be issued to the SkP who then becomes the PiC. A duplicate copy is to be
retained in the PIDR.

When an AP is appointed or returns to duty the AP is to review the PIOR to check
for any Sl in force.

On completion of the tasks outlined in the SI or on reaching the expiry date, the
PiC is to return the instruction to the AP for cancellation. The AP is to cancel the
Sl by destroying the duplicate copy and completing the cancellation section at Part
4 of the original document.
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5.5.10.8 Alternatively the AP may cancel an Sl at any time by retrieving the original from
the PiC and destroying the duplicate and completing the cancellation section at
Part 4 of the original document.

5.5.10.9 The cancellation of a Sl is to be noted in the PIOR.

5.5.10.10 If the PiC has lost the original Sl, the loss is to be recorded by the AP in the PIOR.
The copy of the Sl is then to be used in place of the original and cancelled in
accordance with the above paragraphs. The PiC is to countersign the statements
in the PIOR to confirm and acknowledge the loss of the SI.

5.5.10.11 An Sl is not to be transferred from one PiC to another.
5.5.10.12 A Sl is to be valid for not more than three years and must be reviewed by an AP at

intervals of not more than twelve months or following any change or modification
to the system; the review of the Sl is to be recorded in the PIOR.
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Standing Instruction Process
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Input Person in Output
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Charge
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identifies task _| | AP risk 3 Assessments & 1. Risk Assessment
requires Sl assessment T Method Statement » & Method
Petroleum for a one- Statement
off or repetitive task |
ask RA/MS
suitable &
sufficient
1. Raise Standing
Instruction and
authorise Part 1.
2. Issue to OA to
acknowledge Part 2
4 1. Read understand Sl signed by AP &
Issue to skilled & accept Skilled Person/
person for > (sign)Standing ¥ Person in Charge
acceptance. Instruction at Part 3.
2.Retain original

1

Record issue of S.1
in the Petroleum
Installation X
Operating Record
(PIOR)

\ 4

Updated PIOR

Perform Task

Is S.1 for

Yes
one-off task?,
1, Cancel Sl at No
part 4 <
2, Destroy
duplicate copy. Has S.1
reached its
expiry date?
Retain S.I for use
on repeated tasks
Yes
A 4
| 1 | Return S.Ito AP
y for cancellation
File cancelled SI +| PIOR Updated
in PIDR =
y
Is there a need to
re-issue S.1
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Training
Introduction

5.6.1.1  This Section deals with the technical training requirements for those involved in
the conduct or management of work on Petroleum Installations.

5.6.1.2  The requirements for general training for APs and AEs are given in JSP 375 Part 2
Volume 3 Chapter 2 and are not discussed further within this section.

5.6.1.3 lItis a pre-requisite for both the AP and AE candidates to have undertaken on-site
familiarisation training and to be in possession of an up-to-date personal Logbook
prior to attending the training stipulated below. In addition they should be familiar
with

a. The concept of Risk Assessments, Safety Programmes and other safety
documentation

b. Behavioural interviewing techniques

c. The safety documents held on the establishments for which they are to be
appointed

Authorising Engineer

5.6.2.1  AEs for the petroleum discipline must achieve the same technical training
standards as given in Section 5.6.3 for an AP.

5.6.2.2 The AE for a site is to be involved in the selection and training requirements of
APs intended for appointment on that site.

Authorised Person

5.6.3.1  The AP training aims to ensure that, on completion, participants can demonstrate
a thorough and practical understanding of the safe systems of work and
associated procedures contained within this Chapter of JSP 375 Part 2 Volume 3.

Training Content

5.6.4.1  Training will cover

a. Anintroduction to petroleum products, their characteristics and classifications

b. An overview of associated statutory regulations

c. An overview of petroleum systems and the types of fuel installations on the
MOD Estate

d. An introduction to MOD Petroleum Safety Rules and Procedures

e. The scope of the Petroleum Safety Rules and Procedures

f.  An overview of operational appointments

g. The specific roles and responsibilities of appointed personnel with respect to

Petroleum the Petroleum Safety Rules and Procedures
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o

Hazards and risks associated with petroleum products (fire, explosion,
asphyxiation, poisoning, environmental) and petroleum infrastructure (confined
spaces, working at height, electricity).

Isolation methodology

Personal and respiratory protective equipment

Test and safety equipment

Electrical work in petroleum areas

[[IManagement, application and control of Petroleum Safety Rules and
Procedures Documentation

Implementation of the Safety Rules and Procedures on site and to tasks
Associated MOD and commercial documents

Any additional specialist training identified by the AE, such as confined space
awareness

Learning outcomes

5.6.5.1  On completion of the course, candidates shall be able to:

a.
b.
C.

Assessment

List and differentiate petroleum products

Demonstrate an understanding of the classification of fuels

Identify installations and equipment within the scope of JSP 375 Part 2
Volume 3, Chapter 5

List the roles and responsibilities of those parties with operational
appointments relating to JSP 375 Part 2 Volume 3, Chapter 5

Identify hazards, risks and control measures associated with working with
petroleum products and installations

Identify the different test and safety equipment available; understand their use
and limitations and inspection requirements

Demonstrate knowledge of the AP Petroleum requirements for electrical work
in petroleum areas

Demonstrate a knowledge of the management, application and control of
Petroleum Safety Rules and Procedures documentation

Demonstrate an understanding of the planning required prior to start of works
including AP Risk Assessments and Safety Programme and how they should
be applied

Produce suitable and sufficient AP Risk Assessments for typical tasks on
Petroleum Installations

Prepare Safety Programmes, Permits to Work and Standing Instructions in
accordance with these Safety Rules and Procedures

State the action to take when there are conflicting requirements listed in
statutory regulations, these Safety Rules and Procedures and any local rules
Demonstrate an understanding of the requirement for demarcation
agreements

5.6.6.1 Inthe case of refresher training, this shall be suitable and sufficient for the relevant
AE/AP.
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Annex A

Isolation Methodology

5.A. 1

5.A.2

5.A.3

The isolation methodology used on the MOD Estate is to be based on the risk
exhibited by the system and in the Health and Safety Executive publication ‘The
Safe Isolation of Plant and Equipment’ HSG 253. This is the lead reference when
determining isolation and control.

All isolation methods can fail. The potential for human failure is a major factor
affecting the reliability of an isolation method. The performance of an isolation
depends not only on the integrity of the isolation hardware, but also on the
adequacy of the arrangements to identify each isolation point, secure the isolation,
prove/monitor the isolation and maintain total control of the work. When selecting
an isolation method, consideration should be given for the potential of both
mechanical and human failure.

Security during the intrusive task is provided by the final isolation. An initial
isolation may also be required to enable this final isolation to be installed. A range
of isolation techniques are detailed in A10. The choice of final isolation method
should be based on risk assessment. In the instance where an isolation of higher
integrity is available, and where it is reasonably practicable to use, it should be
used, except where this would not reduce risk.

Stages of Isolations

5.A. 4

5.A.5

5.A.6

S5.A. 7

Installation of isolations can, involve two stages

a. An initial isolation
b. A final or full isolation.

The initial isolation, which is usually a valve, enables draining and the insertion of
downstream positive isolation once depressurised and drained. Positive isolation
can take the form of a blank, spade or spectacle plate and can be accompanied by
the removal of pipework sections. The safety of this initial isolation must be
considered when selecting your final isolation method. A key requirement during
the initial isolation is to identify whether valves being used provide an acceptable
level of isolation. Physical disconnection should be used wherever reasonably
practicable.

The final isolation protects those carrying out the work, and those who might
otherwise be affected from a release of fuel or vapour from the system. For tasks
involving confined space entry or where isolations are to be in place for an
extended period of time positive isolations must be used where practicable.

When using valves for pipeline isolation, you should aim to achieve a double block
and bleed isolation. Suitable blank flanges and / or plugs should be used to close
off any open pipework. These should be appropriately rated and properly installed
with the correct gaskets and securing bolts so that they can withstand the system
pressure and product characteristics.
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5A.8 Localised isolation of pipelines can involve various techniques or combinations,
e.g. valves, removable spool pieces, pipe freezing, line plugging, pipe stoppers,
bags, high friction pigs or spheres, use of 'slugs' of inert fluids and flooding
sections of pipeline with water.

5.A.9 Devices other than blanks, plugs or caps that are proposed to be used to seal the
ends of open pipework to enable pressure testing or work activities will require a
specialised assessment and approval by the AE. This includes specialised
systems that provide local isolation as detailed in A8.

5.A. 10 Isolation Techniques

Positive isolation

Complete separation of the plant/equipment to be worked on from other parts of
the system.

Example
- Physical disconnection (e.g. spool removal)
Valved isolation to an appropriate standard is required to enable positive isolation.

Example

- Double block, bleed (DBB) and spade
- Single block and bleed (SBB) and spade

Proved isolation

The effectiveness of the valved isolation can be confirmed via vent/drain points
before intrusive work commences. Within this isolation category the level of
mechanical security is greatest for DBB and lowest for SBB.

Example

- Double block and bleed
- Double seals in a single valve body with a bleed in between
- Single block and bleed

SBB should not normally be used as a final isolation method; approval by the AE
should be obtained where the use is considered justified and where the risk
assessment has shown it to be acceptable.

Non-proved isolation

The effectiveness of valved isolation can not be confirmed by vent/bleed points
before intrusive work commences.

Example

- Double valve
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- Single valve
5.A.11 Proposals to use non-proved isolation are to be agreed by the AE.

5.A. 12 Further guidance is available in ‘HSG 253 ‘The Safe Isolation of Plant and
Equipment’.

5.A. 13 It should be noted that if the point of work is in line then appropriate isolation is
required either side of the point of work.

Electrical Isolation

5.A. 14  Electrical isolation for the purpose of petroleum maintenance may be made
without reference to the AP (Electrical) when the isolation is via a switch or circuit
breaker, and the switch or circuit breaker can be locked in the ‘off’ position by use
of a safety lock. Where there is uncertainty of appropriate electrical circuit/system
isolation the AP Electrical should be consulted.

5.A.15  When the isolation requires the removal of fuses or the disconnection of cable
terminations the isolation is to be made by an appointed Skilled Person (Electrical)
or an Authorised Person (Electrical).

Fuel Oil Isolation

5.A.16 Suitably competent personnel working for the MMO may isolate and carry out
maintenance on a fuel oil supply pipework to an item of equipment provided that
the fuel in question is Class Il or 11l and that the work is within the confines of a
boiler house, plant room or generator house.
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Annex B

Electrical Works in Petroleum Hazardous Areas

Introduction

5B.1 This annex covers work on or the testing of electrical equipment and systems
within the defined hazardous area, as identified in accordance with the Dangerous
Substances and Explosive Atmosphere Regulations (DSEAR), zonal classification
drawings and associated risk assessments for Petroleum Installations on the MOD
estate, which should be read in conjunction with the main Safety Rules and
Procedures.
General
5.B.2 The management of Electrical work and testing in petroleum hazardous areas is to
be under the overall control of the Authorised Person Petroleum.
This will require an AP Risk Assessment. A Petroleum Safety Programme will not
normally be required for electrical works unless the AP Petroleum identifies a
requirement for isolation.
The decision tree in 5.4.1 and this annex provides guidance on the level of control
to be applied under these Safety Rules and Procedures and JSP 375 Part 2
Volume 3 Chapter 3 Electricity. The AE Petroleum should be consulted for advice
where works fall outside the scope of this guidance.
Electrical Works & Testing within Petroleum Installations
Continuation from
decision tree at 5.4.1
Electrical Works &
Testing
Petroleum
\
Visual Inspection Close Inspection ks Lfolllj:ci;mleum Petrol(zjﬁflllrlo duc
\
— |
etailed Electrical Inspection & etailed Electrical etailed Electrical
TI:st'in; g ﬁllsp:ectic:n tes?:‘é;l’:a mﬁzi"g Te?til:g IlsidInEstett:tionI or TesDtir:Z I&’(c:nEslpe::tionl or
or Works Works Works
OA Approval OA Approval ‘ ‘ ‘
Permit to Work Permit to Work Standing Permit to Work
Petroleum Petroleum Instruction Petroleum,
] . |
Seotiaioker| Fectea ool | o | [secucavng| s tosna) | cletdiosto] | coceat Tosn
) ) Sckglrt:joged by Iy &on_trcl;eg by clglrlltr:Irl’ed by by Skilled Person I ;on_troltljeg by F,by Ski(ll(led) Controlled by
H h R k lles 'erson uthoriset 'erson SkKillet erson elec uthoriset erson erson(elec, uthorise erson
L Bsfg!elz) ésg;a) (eler:*g)‘ S«;ezi)&zz (elec) (Seé BS.)l.l) (elec) (see B8.1.2) (see B8.1.3) ?elgl) (se‘e’ 38-1-4)
Low Risk
Notes
1, Permit to work & Sl are petroleum documents in accordance
with this chapter
2, This decision tree applies to all electrical installation within in
facilities as defined within the scope of this chapter
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Aspects of Electrical Work and Testing on Petroleum Installations

5.B.3

There are six aspects of electrical work (incl. testing) on Petroleum Installations to
be considered to enable the petroleum related risks to be controlled, by these Safe
Systems of Work described in this guidance. These aspects are in addition to the
general requirements for the control of the electrical danger.

1.

The integrity of the concept of protection of electrical equipment subject to
maintenance must be restored when the maintenance is complete, and the
integrity must be appropriate for the DSEAR hazardous zone classification
for any new equipment installed. No alteration that will invalidate the
certificate or other approval document relating to the protection of the
electrical equipment or system is to be made.

Equipment must not be opened, or the protection disturbed, until it is
electrically isolated and a gas free condition established, where identified as
a control measure within the TRA and in accordance with the gas monitoring
regime as detailed in B8.2.1 and B8.2.2 or where there is a risk of vapour
draft from class | or Il petroleum installation prior to proving dead.

Electrical testing can cause induced currents and voltages throughout an
installation, due to earth bonding and lightning protection systems. To
reduce the risks from incendive sparks and where identified as a control
measure on the TRA, electrical testing is to be carried out under the control
of a gas monitoring regime as detailed in B8 2.1 and B8.2.2.

Electrical testing within the hazardous areas is defined within BS EN 60079
part 17 as one of the following:

a. Visual Inspection, inspection undertaken without the use of tools or
access equipment

b. Close Inspection undertaken with the use of tools and access equipment
and may include minor repairs. Example of what is considered as minor
repairs are:

Tightening of external loose bolts and fixings
Painting of enclosures and equipment
Re-termination of external earth bonds
Tightening of external earth connection
Cleaning, removal of accumulation of dust & dirt
Replacement of external cable ID tags

Re-fixing of cables to cable trays & supports

c. Detailed Inspection, which requires the removal of covers to expose
electrical connection and testing using test instruments
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Visual and Close inspections are to be controlled by the AP’s (PET) RA,
the TRA and Method Statement.

Detailed inspections are to be controlled by the AP Petroleum’s RA, TRA,
Method Statement and PTW Petroleum in accordance with requirements of
JSP 375 Part 2 Volume 3 Chapter 3 and JSP 375 Part 2 Volume 3 Chapter
5 Decision Tree within this annex.

Inspection and testing of earthing system and lightning protection (LPS) in
accordance with BS 7430 & BS EN 62305 can cause stray voltages &
currents during testing resulting in incendive sparks occurring.

The maintenance of electrical equipment in hazardous areas shall be carried
out by SKP Electrical having adequate training, experience, and theoretical
knowledge to be considered as a competent person on electrical equipment
installed in hazardous atmospheres.

Planning and Co-ordination

5.B.4

The planning of electrical work and testing at Petroleum Installations requires the
AP Petroleum, AP Electrical (Hazardous Areas)and OA to co-operate and co-
ordinate when defining the task, and deciding on the appropriate work method and
when completing an AP (PET & Elec) RA, with particular emphasis on:

1.

The elimination of the risk of creating a source of ignition within the
hazardous area Whilst undertaking the work or test.

identification of the potential for the following:

a. Product exposure

b. Product atomisation due to elevated pressures

c. Vapour drift

d. Elevated temperatures (either surface or ambient)

e. Creation of an incendive spark

f. Loss of safety critical electrical systems

Electrical isolations as appropriate (to include control systems).

Control of the Safe System for electrical work which is the responsibility of
the Authorised Person Electrical (Hazardous Areas).

Responsibilities of the Authorised Person Electrical

5.B.5

The Authorised Person Electrical (Hazardous Areas) is responsible for:

a. Compliance with the Safety Rules and Procedures Electrical.
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b. Ensuring there are suitably qualified and experienced Skilled Persons
(Electrical) to work on or test electrical equipment in petroleum hazardous
areas.

c. Co-ordination with the Authorised Person Petroleum.
d. Determining the requirement for Electrical Safety Documentation

e. Ensuring that the TRA and Method Statement are available and have been
reviewed

Responsibilities of the Skilled Person

5.B.6 The principle adopted is that of using SkPs appointed under the Electricity Safety
Rules and Procedures to undertake the electrical task.SkPs are:

a. To have sufficient training, knowledge, experience and understanding of the
petroleum hazards.

b. To confirm by their signature that they have completed the works/tests
correctly and document in accordance with BS EN 60079 part 17. The
electrical equipment has been restored to the correct level of concept of
protection, and the installation is suitable to be returned to service.

c. To carry out gas monitoring of the environment as required.

Responsibilities of the Authorised Person Petroleum

5.B.7 The Authorised Person Petroleum is responsible for:

a. Co-ordinating the electrical work or test with, and seeking the authorisation of,
the OA

b. Implementing any control measures required as a result of the AP Petroleum
RA

c. Assess suitably qualified and experienced Skilled Persons (Electrical) to
become SkP (Petroleum) for working on or testing electrical equipment in
petroleum hazardous areas.

Works Control

Electrical Testing, Inspection or Works in a Class lll installation

5.B.8.1.1 Standing Instruction (Petroleum) & JSP 375 Part 2 Volume 3 Chapter 3 Table
HAZ 3

Electrical work/test are to be controlled by a Standing Instruction Petroleum and
table HAZ 3 of JSP 375 Part 2 Volume 3 Chapter 3 providing the following criteria
are met:
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a. Those undertaking the task are to confirm with OA the cessation of product
receipt, transfer and dispense and be satisfied that the residual risk would not
result in the ignition of product.

b. Table HAZ 3 of JSP 375 Part 2 Volume 3 Chapter 3 is to be used where the
clear and certain identity of the points of isolation of the equipment to be
worked on is established.

c. There is no foreseeable risk of ignition through:

exposure of product, atomisation of product, vapour drift (from a higher
classification product);

or

elevated temperatures (either surface or ambient), and a source of an
incendive spark

5.B.8.1.2 Standing Instruction (Petroleum) & JSP 375 Part 2 Volume 3 Chapter 3 Table

5.8.8.1.3

HAZ1& 2

Where it cannot be established that there is clear and certain identity of the point
of isolation for the equipment to be worked on or tested and where as a result of
the AP Petroleum’s review there is no foreseeable risk of ignition the method of
control is:

a. Authorised Person Petroleum to issue a Standing Instruction

b. Those undertaking the task are to confirm with OA the cessation of product
receipt, transfer and dispense and be satisfied that the residual risk would not
result in the ignition of product

c. Authorised Person Electrical (Hazardous Areas) is to control in accordance
with electrical Safety Rules and Procedures tables HAZ 1 & HAZ 2 of JSP 375
Part 2 Volume 3 Chapter 3

Permit to Work (Petroleum) & JSP 375 Part 2 Volume 3 Chapter 3 Table HAZ
3

Where there is clear and certain identity of the point of isolation for the equipment
to be worked on and or tested is established and where as a result of the AP
Petroleum’s review there is a foreseeable risk of ignition the method of control is:

a. Authorised Person Petroleum is to issue a PTW Petroleum and carry out the
initial gas monitoring checks in accordance with Annex C. The PIiC will be
responsible for the continuous gas monitoring and the recording in accordance
with Annex C.

b. Skilled Person Electrical is to control in accordance with electrical Safety
Rules and Procedures table HAZ 3.
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5.8.8.1.4

Permit to Work (Petroleum) & JSP 375 Part 2 Volume 3 Chapter 3 Table HAZ
1&2

Where it cannot be established that there is clear and certain identity of the point
of isolation for the equipment to be worked on and or tested cannot be established
and where as a result of the AP Petroleum’s review there is a foreseeable risk of
ignition the method of control is:

a. Authorised Person Petroleum is to issue a PTW Petroleum and carry out the
initial gas monitoring checks in accordance with Annex C. The PiC Electrical
will be responsible for the continuous gas monitoring and the recording in
accordance with Annex C.

b. Authorised Person Electrical (Hazardous Areas) is to control in accordance
with electrical Safety Rules and Procedures tables HAZ 1 & HAZ 2 of JSP 375
Part 2 Volume 3 Chapter 3.

Electrical Works in a Class | & Il installation

5.8.8.2.1

5.B.8.2.2

Permit to Work (Petroleum) & JSP 375 Part 2 Volume 3 Chapter 3 Table HAZ
3

Where clear and certain identity of the point of isolation for the equipment to be
worked on and or tested is established and where as a result of the AP
Petroleum’s review there is no foreseeable risk of ignition the control method is:

AP Petroleum is to issue a PTW Petroleum and carry out the initial gas monitoring
checks in accordance with Annex C. The PIiC will be responsible for the
continuous gas monitoring and the recording in accordance with Annex C.

Skilled Person Electrical is to control in accordance with electrical Safety Rules
and Procedures table HAZ 3 of JSP 375 Part 2 Volume 3 Chapter 3.

Permit to Work (Petroleum) & JSP 375 Part 2 Volume 3 Chapter 3 Table HAZ
1&2

Where clear and certain identity of the point of isolation for the equipment to be
worked on and or tested cannot be established and where as a result of the AP
Petroleum’s review there is no foreseeable risk of ignition the method of control is:

Authorised Person Petroleum is to issue a PTW Petroleum and carry out the initial
gas monitoring checks in accordance with Annex C. The PiC will be responsible
for the continuous gas monitoring and the recording in accordance with Annex C.

Authorised Person Electrical (Hazardous Areas) is to control in accordance with
electrical Safety Rules and Procedures tables HAZ 1 & HAZ 2 of JSP 375 Part 2
Volume 3 Chapter 3.
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5.B.8.2.3

5.8.8.24

Permit to Work (Petroleum) & JSP 375 Part 2 Volume 3 Chapter 3 Table HAZ
3

Where clear and certain identity of the point of isolation for the equipment to be
worked on and or tested is established and where as a result of the AP
Petroleum’s review there is no foreseeable risk of ignition the control method is:

AP Petroleum is to issue a PTW Petroleum and carry out the initial gas monitoring
checks in accordance with Annex C. The PIiC will be responsible for the
continuous gas monitoring and the recording in accordance with Annex C.

Skilled Person Electrical is to control in accordance with electrical Safety Rules
and Procedures table HAZ 3 of JSP 375 Part 2 Volume 3 Chapter 3.

Permit to Work (Petroleum) & JSP 375 Part 2 Volume 3 Chapter 3 Table HAZ
1&2

Where clear and certain identity of the point of isolation for the equipment to be
worked on and or tested cannot be established and where as a result of the AP
Petroleum’s review there is a foreseeable risk of ignition the method of control is:

Authorised Person Petroleum is to issue a PTW Petroleum and carry out the initial
gas monitoring checks in accordance with Annex C. The PiC will be responsible
for the continuous gas monitoring and the recording in accordance with Annex C.

Authorised Person Electrical (Hazardous Areas) is to control in accordance with
electrical Safety Rules and Procedures tables HAZ 1 & HAZ 2 of JSP 375 Part 2
Volume 3 Chapter 3.

Works outside DSEAR Hazardous Zones

5.B.9.1

Works and or tests at the control room or the standby generator house of
Petroleum Installations, that are wholly outside of the DSEAR classified hazardous
zones will not require a Sl or PTW Petroleum and are to be managed in
accordance with the Electrical Safety Rules and Procedures. This is to be
determined at the planning stage by the Authorised Person Electrical (Hazardous
Areas).

OA permission will be required for access and this shall be co-ordinated by the
Authorised Person Petroleum.

Note: there are many examples of Petroleum Installations at which the security
fence encloses both areas classified as hazardous, and also a wider non-
hazardous area which may contain such installations as control rooms and
standby generator rooms. Works on such installations are usually in close
proximity to the petroleum installation, and as they are within the security fence, is
to be controlled as a minimum by the formal petroleum access procedures agreed
for the establishment.
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Annex C

Gas Detection and Monitoring

General

5.C.1.1

5.C.1.2

5.C.1.3

5.C.14

5.C.15

5.C.1.6

5.C.1.7

It is a requirement of these safety rules and procedures to detect the presence,
and concentration of flammable gases, oxygen and other hazardous substances
identified in the AP Risk Assessment. This is needed to exercise the correct
control over work within the petroleum hazardous areas. For this purpose, a
Multiple Gas Indicator (MGI) is to be used. Testing for the presence and
concentration of flammable gasses, oxygen and other hazardous substances is a
requirement of these Safety Rules and Procedures when the need is identified by
the AP Risk Assessment. Appropriate MGls shall be used in conjunction with
Table C1.

Readings are to be taken before the commencement of any work, and during the
work, to check that the gas concentrations and other levels are within the limits
stipulated on the Permit to Work, as determined from this document and the
Safety Programme.

There will be a requirement for individual readings by the PiC, and joint readings
carried out by the AP and the PiC. These joint readings must be taken
simultaneously with separate instruments.

Test frequencies and responsibilities shall be in accordance with Table 5.C.2.

Individual MGIls must be maintained, calibrated and used in accordance with the
manufacturer’s instructions and a Quality Assurance System. All records of
calibration are to be kept for reference purposes.

Those using gas detectors must be appropriately trained, competent and
understand their limitations.

Permits to Work must stipulate the maximum gas concentrations applicable to the
type of work to be undertaken. A separate Permit to Work must be issued for
each part of the work where working practices or requirements alter the maximum
permissible gas concentration e.g. changes from cold work to hot work.

Flammable Gas

5.C.21

The maximum permissible flammable gas concentration levels for differing work
activities are contained in Table 5.C.1.

Other Gases

Oxygen

5.C.3.1.1 The safe range for Oxygen percentage is 19 — 22%.
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Hazardous Substances

5.C3.21

5.C.3.2.2

Historical information concerning products utilised previously and details of the
current product (Safety Data Sheets, manufacturer’s information) should indicate
whether other hazardous substances could be present. The hazardous nature of
any substances that are introduced into the work area as a result of the
requirements of the particular task and any possible reactions (the hazards of
these substances must be identified to ensure that they do not react adversely
with any other products present) must also be considered. The AP Risk
Assessment should consider this information to determine if other hazardous
substances require monitoring. This may include Volatile Organic Compounds,
Carbon Monoxide or Hydrogen Sulphide. The HSE document EH40, Workplace
Exposure Limits (in conjunction with the Control of Substances Hazardous to
Health Regulations (COSHH) (as amended)) contains the required limits for
hazardous substances.

Tanks, vessels or confined spaces, which contain residual fuel oil, sullage, or
waste fuels, may be contaminated by Hydrogen Sulphide. If the AP Risk
Assessment identifies this risk, then it should be monitored and managed
appropriately.

Response testing of MGI

5.C4.1

Instruments are to be “response tested” (sometimes known as a “bump test” or
“field check”) before use (as a minimum unless manufacturer’s instructions are
more stringent), in clear air conditions at or near the site of work to confirm their
ability and response to expected gasses. This is done by exposing the MGI to a
gas concentration that exceeds the high alarm set points. It should be done by
applying a specific test gas to the MGI. The detail of the requirements for this test
will vary between instruments; in all cases HSE requirements and manufacturer’s
recommendations are to be followed.

Initial readings

5.C51

An Initial reading must be taken as follows:

Immediately before the associated work/inspection
Before entry into tanks or confined spaces

When reaffirming

When the AP decides it is necessary

apop

Readings for open space work

5.C.6.1

Readings should be taken at the location of the work, at any low lying locations
such as drains, ducts, and excavations in the vicinity of the work. Readings
should be taken at any temporary perimeters set up for the duration of the work;
which must take into account the wind direction.
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Reading within tanks or confined spaces

5.C.7.1

5.C.7.2

5.C.7.3

Readings must be taken through the access point before entry. The AP is to be
aware of the possibility of stratification of gases within undisturbed confined
spaces.

On entering the confined space, areas liable to have higher gas concentrations
e.g. pipeline entries, drain sump and low bottom plate levels on tanks, should be
checked to confirm they are within the limits stipulated on the Permit to Work.

Pockets of combustible gas can be trapped under rust patches especially on the
bottom plates of tanks. Any such patches should be removed by safe methods
(determined by additional Task Risk Assessment) and further readings taken.

Readings for gas freeing operations

5.C.8.1

5.C.8.2

5.C.8.3

5.C.84

5.C.8.5

5.C.8.6

There are two main purposes for taking gas readings during gas freeing
operations;

e To confirm that the tested area is free from all hazardous and flammable
gases.

e To establish whether normal minimum safety distances require extension.
The aim is to achieve less than 1% of LEL at the boundary of the marked
Restricted Area. If higher readings are recorded, the boundary must be
extended.

If there is any wind, the readings to establish if a concentration less than 1% of
LEL exists should be made at the Downwind Boundary (DWB) of the Restricted
Area.

In still air conditions, readings must be made all around at the normal safety
distance from the point of vapour emission and the restricted area boundary
moved out if readings are not satisfactory.

The figures recorded on the Permit to Work and if necessary the Gas
Concentration Continuation Sheet, are for the Down Wind Boundary (DWB), not
the levels inside the confined space being ventilated.

It is the PiC’s responsibility to monitor what is happening inside the confined space
being ventilated and record their findings in accordance with local arrangements.

When ventilating confined spaces it may be necessary to switch off any ventilation
arrangements (e.g. fans), before taking a reading in order for the atmosphere to
stabilise. This will avoid the possibility of reading the gas concentration only in the
ventilated air stream.

PiC monitoring

5.C.9.1

The PiC must continuously monitor the gas concentration whilst work is in
progress within the confined space.
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Recording of readings
Recording of initial reading

5.C.10.1.1 The highest initial reading obtained, simultaneously by the AP and the PiC using
two instruments will be recorded immediately.

Repeat readings
5.C.10.2.1 The minimum frequency for recording readings is given in Table C 2.

5.C.10.2.2These readings will be recorded on the reverse of the original Permit to Work or
when necessary on the Gas Concentration Monitoring Sheet.

5.C.10.2.3The highest intermediate LEL readings required to be taken will be recorded by
the PiC and the highest and/or lowest Oxygen readings.

5.C.10.2.4The highest confirmatory LEL readings required to be taken will be recorded by
both the AP and the PiC and the highest and/or lowest Oxygen readings.

Final readings
5.C.11.1 For staged works the AP and PiC must carry out and record final readings. Final
readings must be in accordance with the percentage gas readings required for the

next stage of work.

5.C.11.2 Both the AP and PiC must carry out final readings, and they must agree that the
combustible gas level is below 1% LEL before dismantling Restricted Areas.
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Table 5.C.1 Flammable Gas Concentrations for Activities

READING
TYPE OF ACTIVITY (% of LEL) REMARKS
(@) (b) ()

Entry to tanks,
confined spaces and
vessels, for visual
inspection

Less than 20%

Entry of personnel
for visual inspection
only and use of tools
IS not permitted.

Sludge removal from
tanks, confined
spaces and vessels

Less than 20%

Entry of personnel
for the removal of
leaded or otherwise
contaminated
sludge.

Cold Work

Less than 10%

Any mechanical
works where the tool
or work piece
temperature remain
below 100°C

Hot work

Less than 1%

See definitions.

Electrical work/test

Less than 1%

Any intrusive work
on electrical
equipment in
hazardous areas
which can induce
current and voltage
to flow with the
possibility of
incendive sparks.

Grass Cutting at
Class | and I
installations

Less than 1%

Use of mechanically
driven grass cutting
devices in
hazardous areas

5C-5
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Table 5.C.2 Minimum frequencies of recording readings

MINIMUM
READING RECORDED FREQUENCY THAT
TYPE OF WORK BY READINGS ARE
RECORDED
(a) (b) (c)
1. HOT WORK
a. Before commencement AP and PiC Initial and before start
of work daily
b. 2" reading
AP and PiC Ten minutes after
starting
c. Intermediate readings
whilst work proceeds PiC Hourly
d. Confirmatory test whilst AP and PIiC 2 Hourly
work proceeds
2. ELECTRICAL WORK
a. Before Commencement AP and PiC Initial and before start
of work daily
b. Intermediate Readings PiC Hourly
whilst work proceeds
c. Confirmatory test whilst AP and PiC 2 Hourly
work proceeds
3. CONFINED SPACES
a. Before commencement AP and PiC Initial and before entry

daily

b. Intermediate readings PiC (taken by entrant 2 Hourly
whilst work proceeds and communicated to
PiC)

c. Confirmatory test whilst AP and PiC 4 Hourly

work proceeds

4. GRASS CUTTING

CLASS | INSTALLATIONS

a. Before commencement AP and PiC Initial and before work
starts daily

b. Confirmatory test whilst

work proceeds AP Continuous testing
with records for each
potential point of
release made at
fifteen minute intervals
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MINIMUM
READING RECORDED FREQUENCY THAT
TYPE OF WORK BY READINGS ARE
RECORDED
(a) (b) (c)
5. GRASS CUTTING
CLASS Il INSTALLATIONS
a. Before commencement AP and PiC Initial and before start
of work daily
b. Intermediate readings PiC 4 Hourly
whilst work proceeds
c. Confirmatory test whilst AP and PiC 8 Hourly
work proceeds
6. COLD WORK
a. Before commencement AP and PIiC Initial and before start
of work daily
b. Intermediate readings PiC 3 Hourly
whilst work proceeds
c. Confirmatory test whilst AP and PiC 6 Hourly
work proceeds
7. GAS FREEING CLASS |
AND Il TANKS AND
CONFINED SPACES
a. At commencement AP and PIiC Initial and before start
of work daily
b. 2nd Reading AP and PiC Ten minutes after
starting
c. Intermediate readings PiC Hourly
whilst gas freeing
d. During first 8 hours of AP and PiC 2 Hourly
gas freeing
e. After the first 8 hours e. PiC 3 Hourly
Intermediate readings whilst
gas freeing
f. Confirmatory test whilst AP and PiC 6 Hourly
work proceeds
In addition to the above readings, the PiC must monitor the gas concentration
continuously whilst work is in progress

* The frequency of readings may have to be increased in changeable weather conditions
particularly when Class | products are involved.
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Equipment requirements for gas monitoring

5.C.12.1

5.C.12.2

5.C.12.3

5.C.12.4

5.C.125

The monitor is to be selected from petroleum industry standard equipment, with
proven effective use in the industry in similar application areas.

The equipment must be robust and suitable for use as a tool to aid maintenance
operations, not simply a laboratory type scientific instrument, and must be
portable.

The temperature and humidity range over which the instrument is required to
operate should be specified to the manufacturer, who in return should state the
operating range for their instrument.

A risk assessment should be conducted by the AP to determine the particular type
of gases/products to be detected. This can form part of the initial site review.

The sensors must be suitable for the particular products to be monitored.

Performance requirements

5.C.131

5.C.13.2

5.C.13.3

The following features are considered to be a minimum requirement:

a. Audible and/or visual alarm, (minimum 85 db(A) at 1m, or above ambient
sound levels), for the following items:

I % LEL — Flammables
i. % Oxygen
iii. PPM H2S (instant, TWA, STEL)
V. Fault
V. Low-level battery

b. LEL, H,S and O, display

Continuous monitoring of product

An appropriate level of explosion protection for the potentially explosive
atmospheres that it is to be subjected to

An appropriate level of environmental protection for the hazardous
environment that it is to be subjected to

Confidence beep (normally every 30 seconds)

Robust outer casing to protect the instrument

Remote sampling probe

Backlit display

Scale calibrated in % for LEL, % for Oxygen

Parts per million (ppm) for Hydrogen Sulphide

e o

®

T T T@

When switched on, the following messages on the instrument should be displayed:
a. Due date for next calibration

b. Battery life remaining
c. Self-diagnostics check

Instruments should display the following marking:

5C - 8 JSP 375 Pt.2 Vol 3 (V1.0 Jan 16)





a. CE mark
b. Intrinsic Safety Classification
c. ATEX Classification

5.C.13.4 Time waited average (TWA) for any other Hazardous Substance or gas identified
by the AP risk assessment and in accordance with EH4O0.

5.C.13.5 Lower Explosive Limit setting shall be adjustable over the desired range via
Multiple Gas Indicator keypad or PC/Laptop, access via user password.

Inspection requirements

5.C.14.1 Prior to use, the AP must check that the Multiple Gas Indicator selected for use is
fit for purpose. These checks include:

a. The instrument is of the correct type for the gases to be monitored

b. The total condition is acceptable e.g. no apparent damage and/or suitable for
hazardous environment

c. Indicator is within calibration date and an in-date certificate of calibration is
available

d. Indicator has been response tested in accordance with manufacturers
recommendations

e. Correct Lower Explosive Limit, Gas or Hazardous Substance Alarm setting
has been applied

f. Suitable remaining battery life remains for the proposed task

5.C.14.2 If there is doubt over the suitability of the proposed Multiple Gas Indicator then an
alternative indicator must be used.
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Annex D

Personal Protective Equipment and Respiratory Protective Equipment

Personal Protective Equipment (PPE)

5.D.1.1

5.D.1.2

5.D.1.3

5.D0.14

The provision of PPE must be in accordance with the requirements of the Personal
Protective Equipment at Work Regulations, 1992 (Health and Safety Executive
ACOP L25). It is the employer's responsibility to ensure that suitable equipment is
provided and must be selected as a result of risk assessments by the AP and the
PiC. The minimum requirements for the type of PPE to be worn are stipulated in
Table D2. The type required must be stated within the work sequence of the
Petroleum Safety Programme.

The materials of any PPE for use where the risk is petroleum products must be
certified by the supplier as fit to afford protection from exposure to the petroleum
products or other harmful substances which are likely to be encountered. The suit,
gloves and boots used in potentially explosive atmospheres must also be made
from anti-static material.

The risk of exposure to petroleum products and the risk associated with regards to
harmful chemical compounds vary depending on the task being undertaken, the
petroleum product being exposed and the location. The class of PPE to be worn is
to be in accordance with risk assessment.

There are a number of classes of PPE and these are outlined below:-
a. Non Gas Tight Type 2

A full suit with integral pressure hood all of light coloured material which meets the
requirements of BS EN 943 part 1 Type 2 non-gas tight for connection to a
continuous breathable air supply by PVC hose which are to the requirements of
BS EN 14594. The suit shall meet the permeation by petroleum product in
accordance with BS EN 14325 and BS EN 468. The gloves are of light coloured
and met the requirements of BS EN 374.

Type 2 Personal Protective Equipment is completed with boots, which are to meet
the requirements of BS EN 345.

b. Type 3 & Type 4

Overalls complete with hood are to meet the requirement of BS EN 14605. type 3
and type 4, and can be used with a separate air hood or blouse for use with air line
mask fed from air bottles’ or with fall face mask to BS EN 137. The selection of
RPE is to be in accordance with HSG 53. Gloves which meet the requirements of
BS EN 374 and are to be suitable for the task they are applied to. Knee high boots
which are to meet the requirements of BS EN ISO 20345.

c. Basic PPE

Flame retardant overalls correct to BS EN ISO 11612 and gloves which meet the
requirements of BS EN 374 and are suitable for the task being undertaken.
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5.D.1.5

5.D.1.6

Wearing and Cleaning

The requirements of this document must be observed when dressing into,
removing, and cleaning Personal Protective Equipment. The requirements for
washing after use of the equipment are to be in accordance with manufacturer’'s
recommendation.

Maintenance

The employer and employee are responsible for Personal Protective Equipment
and other Safety Equipment (e.g. harnesses, rescue lines). For example, the
Authorised Person Petroleum must ensure that equipment provided by the MMO is
regularly inspected to ensure that it is safe for use.

Equipment must be inspected daily whilst in use, and otherwise, at monthly
intervals. A record of the monthly inspection and any servicing is to be kept in
PIDR where the equipment is provided by the MMO.

Respiratory Protective Equipment (RPE)

5.D.2.1

5.D.2.2

5.D.2.3

Classification
There are two distinct types of respiratory protective equipment devices:

e Filtering devices: These purify the ambient air to be breathed using filters able
to remove contaminates in the air.

e Positive Pressure Breathing Apparatus: These supply the wearer with
breathable air from either compressed air line or compressed air cylinders worn by
the wear from an uncontaminated source and shall comply with the requirements
of BS EN 12021 regarding quality of the air

Equipment Standards

All RPE must conform to the legislative requirements of BS EN 529:2005 (E) and
HSG 53 Respiratory Protective Equipment at Work or any subsequent updates.

All breathable air shall be from sources which have been tested in accordance
with BS EN 12021.

It is the responsibility of the equipment owner to ensure that the equipment
complies with the above, and to provide written evidence of compliance. If written
evidence cannot be provided, the equipment must not be used.

Correct Grade of RPE

The correct grade of RPE is to be selected and worn as a result of RPE
assessments completed by the PiC or MMO for self delivery in accordance with
HSG 53.

The PiC or the person within the MMO organisation responsible for
managing/supervising the works activity shall provide to the AP, the completed
RPE assessments based on the current Material Safety Data Sheet (MSDS) for
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5.D.24

5.D.2.5

5.D.2.6

5.D.2.7

5.D.2.8

the product being exposed and any materials or chemical compounds identified as
requiring RPE. The assessment shall take into account the points identified at
5.D.3.1 of this document.

These assessments shall be produced either using the on-line RPE selection tool
available from NHS Health Scotland (http://www.healthyworkinglives.com/rpe-
selector) or by the RPE equipment manufacture/supplier.

The minimum requirements for the type of RPE to be worn are stipulated in Table
5.D.2. The type required must be stated within the work sequence of the
Petroleum Safety Programme.

Training in the Use of RPE

The employer should ensure that supervisors, wearers and others involved in the
maintenance and use of the devices receive suitable training. Refresher training
should be provided as necessary, this should be at least annually unless otherwise
decided by individual risk assessment.

Wearing of RPE with Spectacles and Beards

A good face seal cannot be achieved with the face piece by a person wearing
normal spectacles or facial hair. Alternative RPE such as a full suit and or hood; is
to be used when a poor seal is indicated. Fitting should be undertaken in
accordance with HSG 53.

Disinfection of RPE

All RPE must be cleaned and disinfected after use in accordance with
manufacturers' instructions. The equipment should be stored in accordance with
the manufacturer’s instructions.

Use of Cylinders

Compressed air cylinders in use in a confined space must be provided with a
protective cover. This removes a possible source of a spark particularly from steel
cylinders, and prevents accelerated corrosion of any damaged areas of the
cylinders. The protective covers can normally be supplied by the cylinder supplier.

A system of control must be in place for the use of Breathing Apparatus supplied
from cylinders or other containers, in order to ensure that work is contained within
the limited available supply period.

Maintenance of RPE

Where RPE is provided for use, a system of inspection and maintenance must be
put in place in accordance with HSG 53. The system should include inspection for
correct functioning before and after each occasion of use, and also at monthly
intervals. A record of the monthly inspections and servicing shall be made
available to the AP. Where the equipment is the property of the MMO, then
adequate maintenance and usage records are to be maintained in accordance
with the requirements of HSG 53
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5.D.2.9

Air hoses

Servicing is to be limited to that detailed in the manufacturer's user manual, and no
attempt is to be made to replace components or make adjustments or repairs
beyond the manufacturer's recommendations. Valves and regulators must be
returned to the manufacturer at the intervals stipulated for servicing, repair and
calibration. Evidence of fitness for use must be available for each set of RPE for
presentation to the AP on request.

The AP must ensure that the above system is in place for equipment which he
issues. It is important to note that any site maintenance conducted on RPE must
be carried out by a competent person.

Canister Filters

Canister filters conforming to BS EN 141 (Specification for gas filters and
combined filters used in RPE), for use with full face masks, fall into two general
types:

e A — Single use — A fresh filter canister is to be unwrapped and fitted to the full
face mask each time it is used.

e A2 — Replace on judgement — Used for a maximum of 30 hours in the
contaminated environment or 6 months after removal from packaging, or if the
wearer feels any adverse effects. Records are to be kept to establish the usage of
this type of canister.

5.D.2.10.1 Examination

All air hoses are to be examined daily before and after use for physical
deterioration, e.g. cracks, holes or thinning of walls due to abrasive wear. Hoses
found to be defective must be immediately withdrawn from service and repaired or
discarded as applicable. Any such withdrawals, repairs or disposal should be
recorded.

5.D.2.10.2 Recording of Use

5.D.2.11

A record must be kept of the number of hour’s air hoses are used on leaded tanks.
After 100 hours use on leaded tanks, the hoses should be scrapped and this
should be recorded. Hoses must be disposed of as hazardous waste.

Use of contractors' air hoses and compressors

Where employees are required to use Contractors' air hoses and air compressors,
they are to obtain written confirmation before using the equipment, from the PiC
that the equipment conforms to the requirements of HSG 53, BS EN 529:2005 (E),
BS EN 270:1994, BS EN 14594, BS EN 14953 and the air quality has been tested
in accordance with BS EN 12021.
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Guidance in the use of RPE and PPE

5.0.3.1

5.D0.3.2

Selection of RPE and PPE
In selecting RPE and PPE the following factors should be taken into consideration:

e Types of work to be undertaken.

e Period time the PPE is exposed to ‘Wet’ work with the product or chemical
compounds

Frequency of use.

Quantities and type of suitable equipment.

Suitability/range of application of equipment.

Health precaution detailed with MSDS (R or H phrases)

Use of Open Circuit Breathing Apparatus

In the circumstances described in the preceding paragraph, the use of Positive
Pressure Open Circuit RPE when used with Type 3 & 4 PPE, with air bottles
carried by the wearer, or from bottles mounted on a cradle, should be considered.
This type of equipment obviates the need for compressors, and air and water
filters which are required when constant flow type apparatus is used.

5.D.3.3 Conditions Requiring the Use of Type 2 PPE

Type 2 PPE which incorporates RPE must be used for cleaning and maintenance
work in tanks currently storing leaded fuels.

Appropriate quantities of this type of equipment should be kept for such conditions.
In assessing the appropriate quantities the following circumstances should be
taken into consideration:

a. changeover from Aviation Leaded Gasoline fuels to AVTUR

b. entry into leaded fuel tanks is much less frequent for other tasks, with the main
exception of tanks at large MOD installations, and the periodic inspection of
AVGAS installations

5.D.3.4 Respiratory Protective Equipment for Work Outside Tanks

The criteria for renewal of the filters is subjective, the wearer must leave the
contaminated area, and remove the RPE and replace the filter when there is an
indication of the onset of additional breathing effort. There is a need to record the
period of use of RPE used for gas or vapour elimination. It is necessary to change
filters before they become saturated with the gas or vapour, rather than attempt to
rely on the user's sense of smell to detect the onset of saturation.

Such equipment must not be used by personnel who have a temporary or
permanent problem with their sense of smell. The filter media is detailed in HSG
53 and annex C to BS EN 529:2005 (E) or any subsequent updates and the
manufacture of the filter cartridges.
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Table 5.D1: Combinations of PPE and RPE

PPE RPE
Non-Gas Tight Type 2
Type 3 & 4 By Assessment in accordance with
HSG 53
Basic PPE By Assessment in accordance with
HSG 53

Table 5.D.2: Hazardous situations and minimum requirements of RPE and PPE

in tanks.

HAZARDOUS SITUATION RPE GRADE COMMENTS ON PPE

Entry to a Class | petroleum Type 2 Ga_s tight suit enclosing the
entire body

product tank for work.
Risk of exposure to a major Tvpe 2 Gas tight suit enclosing the
spillage of Class | petroleum yp entire body
liquid.
Leaded or other toxic sludge Type 2 Gas tight suit enclosing the

entire body

Leaded sludge outside of

Determine by

Type 3 & 4 chemical resistant

water bottom (possible high
FSII concentration)

RPE !
tanks. suit
Assessment

Exposure to FSII within FSII Gas tight suit enclosing the

Type 2 )
tanks. entire body
Entry to AVTUR-F34 & . . .
AVCAT — F44 tank which has Type 2 Gas tight suit enclosing the

entire body

Exposure to AVTUR-F34 &

Determine by

Likelihood of dripping,
splashing or spraying liquid

AVCAT — F44, for example, RPE petroleum product will
working on drained but open Assessment determine grade of PPE
filter vessels, including the required by risk assessment.
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HAZARDOUS SITUATION RPE GRADE COMMENTS ON PPE
handling of elements.
Entry to any tank with a gas
reading of over 1% LEL for Type 2 Gas tight suit enclosing the

the purpose of cleaning or
work for extended periods.

entire body

Inspection of tanks or work of

Likelihood of dripping,

short duration (less than 15 Determine by splashing or spraying Iqu|_d
: . RPE petroleum product will
minutes) when the gas level is .
0 Assessment determine grade of PPE
above 10% of LEL . .
required by risk assessment.
Breathing

Entry to fully drained, clean
and well-ventilated tank or
confined space with gas
concentration reading less
than 1% LEL, and with an
oxygen level within
permissible limits.

Apparatus may
not be required.
However
Working in
Confined Spaces
Regulations
1997 still apply.

The RPE is the principal
requirement, anti-static
Personal Protective Equipment
is required.

Exposure to petroleum
products in outside conditions

Determine by

Likelihood of dripping,
splashing or spraying liquid

. RPE petroleum product will
where the gas concentration .
. 0 Assessment determine grade of PPE
is above 1% LEL . .
required by risk assessment.
Breathing

Exposure to petroleum
products in outside conditions
where the gas concentration
is below 1% LEL

Apparatus may
not need to be
worn, but may
be required at
hand in case of
elevated gas
concentrations
during work

Likelihood of dripping,
splashing or spraying liquid
petroleum product will
determine grade of PPE
required by risk assessment.

Exposure to FSII additive
outside the tank, working on

Determine by

Likelihood of dripping,
splashing or spraying liquid

injection equipment and RPE petroleum product and additive
pipework. Assessment will determine grade of PPE
required by risk assessment.
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Annex E

Guidance on Grass Cutting

Introduction

5.E.1.1

5.E.1.2

Grass and vegetation, especially in dry conditions, represent an increased risk of
fire at Petroleum Installations. Wherever possible they should be permanently
removed from the hazardous area; where this is not possible the procedures in
this annex must be followed.

This annex provides guidance for grass cutting within the defined hazardous areas
of Petroleum Installations on the MOD estate, and should be read in conjunction
with part 1 of this Chapter.

Procedures

5.E.2.1

Grass cutting is to be controlled by the use of a Permit to Work and the
appropriate gas monitoring regime as detailed in table C2 to Annex C.

Works planning

5.E.3.1

5.E.3.2

5.E.3.3

Planning of works prior to grass cutting is required by the AP and prospective PiC.

This will require an AP Risk Assessment. A Safety Programme will not normally
be required for grass cutting unless the AP identifies a requirement for isolation.

It is acceptable for the prospective PiC to use a generic Task Risk Assessment
and Method Statement grass cutting providing the following requirements are met:

a. Only one service provider has been contracted to undertake grass cutting
within the petroleum hazardous areas for a specific site

b. The PiC has been appointed as a SkP

c. Task Risk Assessment and Method Statement are provided by the Contractor
and reviewed by the AP prior to the issue of a Permit to Work

d. Should the AP consider the Task Risk Assessment and Method Statement
inadequate a Permit to Work will not be issued until these documents have
been amended to the satisfaction of the AP.

e. The AP is to record in the PIOR that the Task Risk Assessment has been
reviewed and is acceptable

f. Task Risk Assessment provided defines relevant hazards, risks and control
measures to be taken against each Method Statements Method Statement
must cover the procedure to be followed for grass cutting on each class and
type of fuel installation within the site

g. The Contractor is to revise the generic Method Statements should work
practises alter

h. Copies of the generic Task Risk Assessments and Method Statements are to
be retained in the PIDR
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Points of gas readings

5.EA4.1

5.E.4.2

5.E.4.3

5.E4.4

Prior to commencement of grass cutting the AP and the prospective PiC are to
walk the area where the grass is to be cut, to identify any hazards that may restrict
the grass cutting operation. This would include potential fuel leaks, and
incomplete works by others such as open trenches; any additional hazards
identified may require a separate risk assessment to be raised.

The AP is to undertake readings at any high risk areas which exist in close
proximity to sources of vapour release such as tank vents. Low points such as
fuel pits are to be inspected and tested for vapour. All gas readings must be
below 1% of the Lower Explosive Limit.

The AP and prospective PiC must record the highest reading of the two MGIs
used on the Permit to Work; repeat readings are to be taken in accordance with
table 5.C.2 to Annexe C.

If during repeat gas tests a reading above 1% LEL is experienced, work is to
cease, and grass cutting equipment withdrawn. The team other than the PiC must
also withdraw until such time as the readings reduce to below 1% LEL.

Grass cutting on Class | Installations

5.E.5.1

5.E.5.2

5.E.5.3

5.E.5.4

5.E.5.5

5.E.5.6

5.E.5.7

With Class 1 petroleum products the possibility of vapour drift from potential
sources of release must be assumed during grass cutting, even when all transfer
operations have stopped.

Internal combustion engine driven grass cutters can be used providing the
following procedure can be followed:

a. All petroleum transfer operations that could cause a vapour hazard are to
cease

b. All OA’s personnel are to be withdrawn from the hazardous area

c. Combustible gas levels remain below 1% LEL

Where the procedure in 5.E.5.2 cannot be followed internal combustion engine
driven grass cutters cannot be used.

Electrically driven grass cutters are not to be used.
The AP and PiC must remain on site whilst grass cutting is in progress.
The AP must continually monitor combustible gas readings at the risk locations.

The AP must record the combustible gas readings as per table 5.C.2.
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Grass cutting on Class Il Installations

5.E.6.1 Class Il petroleum products are less volatile than Class | and internal combustion
engine driven grass cutters can be used providing the following procedure can be
followed:

a. All petroleum transfer operations that could cause a vapour hazard are to
cease

b. All OA’s personnel are to be withdrawn from the hazardous area

c. Combustible gas levels remain below 1% LEL

5.E.6.2 Where the procedure in 5.E.5.2 cannot be followed internal combustion engine
driven grass cutters cannot be used.

5.E.6.3  Electrically driven grass cutters are not to be used.
5.E.6.4 The PiC must remain on site whilst grass cutting is in progress.

5.E.6.5 The PiC must monitor combustible gas readings at the risk locations as per table
5.C.2.

5.E.6.6  The PiC, and where required AP, must record the combustible gas readings as per
table 5.C.2.

Grass cutting on Class lll Installations

5.E.7.1  There are no requirements to control grass cutting under these Safety Rules and

Procedures at installations containing Class Il fuel products and no restriction on
grass cutting equipment as long as the products remain unheated.
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Grass Cutting Process
I Contractor
Input AP Responsibility e Output
Responsibility
Contractor
provides task
Grass Cutting Risk |
required Assessment
& Method
Statement
|
AP No Task Risk
Reviews Assessment
& Method
NYes ‘ Statement
l/ w
Notify OA and Notification as
agree date site
with OA & procedures
Contractor
Meet PIC on
site & check
area
Monitor
atmosphere &
record on
PTW
. PIC accepts .
Raise PTW & PTW & Cuts Grass Cutting
Issue to PIC
Grass
Carry out Record
monitoring in results on
accordance PTW
with annex C
Grass cutting
complete PIC
notifies AP
|
PTW
AP cancel Ca_ncelled,
OA informed
PTW and
notifies OA task complete
Update PIOR
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Annex F

Guidance on Restricted Areas
Determination of Restricted Areas

5.F.1.1 The extent of safety distances at different types of petroleum installation and the
distances from uncontrolled areas are clearly defined for hazardous areas
depending on the class of petroleum product handled and the type of installation
concerned. These distances are determined by the OA.

5.F.1.2 Inrestricted areas there may well be variables, depending upon the type of work
carried out and the particular circumstances prevailing, that make it impractical in
all cases to follow the same precise distances defined for the boundaries of
hazardous areas. The extent of a restricted area requires individual interpretation
on a case to case basis. The guidance given in this Annex relates to the principal
factors involved, and is intended to assist those responsible for determining the
extent and any special requirements of a restricted area.

5.F.1.3 Dispersal of Gas

The dispersal of flammable gas in air, to the extent that it ceases to be flammable,
must be considered in relation to sources of possible ignition. It is essential that all
factors that may influence the assessment of a restricted area are fully examined
to ensure that the likely simultaneous existence of flammable gas/air mixture,
together with a source of ignition, cannot occur. This can best be achieved by
logical and progressive analysis taking into consideration all of the possible factors
which may be involved.

5.F.1.4  Setting Up a Restricted Area

Normally a Restricted Area is established to accomplish a planned task. However,
the possibility exists for such an area to be established in an emergency.

5.F.15 Planned Work

A restricted area must be set up when the works are being controlled under a
Permit to Work or when excavation works are being undertaken and there is a risk
that petroleum liquid or vapour may be present in the surrounding ground.

Emergency Situations
5.F.2.1  Sources of Escape of Petroleum

All means must be taken to avoid sources of release and to prevent accidental
escape. Whenever possible, any unavoidable escape of flammable liquid should
be limited to the minimum quantity thus limiting the associated vapour, vapour
spread, and risk. Where accidental releases occur, a Restricted Area will be
required to control the area where the release has taken place.
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5.F.2.2

5.F.2.3

Cessation of Operations

Many sources of release of vapour and spillage of liquid petroleum can occur at
installations during normal operations. Typical sources of release include: release
from vents on tank filling, filling of lorries and containers, and leaks from seals of
pumps. For this reason all operations must be stopped in a restricted area, and
personnel removed from the area, to avoid the reintroduction of a petroleum risk to
an area has been made safe. There is also the basic safety requirement that
operations must cease to permit isolation, and to prevent accidental releases
during maintenance.

Consideration must also be given to any contingent operation carried out by the
OA adjacent to the restricted area, which could result in a release of gas into the
area or introduction of a source of ignition. Such operations depending on
circumstances must be stopped, to enable the works activities to be conducted
safely.

Site and Weather Conditions

These can play an important part in the safety of works and the safety
consequences of works action. Consideration must be given to both site and
weather conditions including the following:

Type of petroleum product involved

Presence of valve and drainage pits, drains and ducts
Excavations and nature of ground surfaces and gradients
Proximity of public thoroughfares

Proximity and nature of adjacent operations

"0 T

In assessing weather conditions, account should be taken of wind direction,
velocity and the potential for electrical storms. The AP should be prepared to
react to changes in conditions. A change in wind direction may cause a change in
the boundary of the restricted area.

Escaped petroleum gas, although heavier than air, may be carried upwards by
wind currents, and in still air conditions, may linger. The latter presents a very
serious risk at low levels. The potentially hazardous area that can be formed may
therefore vary during the period of the planned work or the emergency situation,
and must be monitored. Wind direction and strength should be determined by the
use of a wind indicator located at high level, or in an exposed position free from
shelter from the wind in any direction.

Wind direction must also be determined so that sources of air required for
Breathing Apparatus and other equipment can be situated in an up wind location.
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Extent of Restricted Area
5.F.2.4.1 Method of Measurement

Normally the minimum extent of areas will be as for hazardous areas and be
measured at a radius prescribed horizontally from the outer limits of the location
when a hazardous atmosphere could occur and should be defined as follows:

a. Class | product installations - 15 metres

b. Class Il and Il installations - 6 metres

c. Filling and Service Stations metering pumps/dispensers - 4.25 metres (For
hot work a minimum of 6 metres is required)

The minimum extent of the restricted area should be measured from the source of
petroleum release or the edge of a potential spillage area.

5.F.2.4.2 Extent of Areas for Gas Freeing

The large volume of petroleum gas and air mixture released during gas
freeing operations, particularly when highly volatile Class | product is involved,
may result in gas concentrations above 1% of Lower Explosive Limit spreading
beyond normal safety distances in certain weather conditions. This situation is
unlikely when Class Il petroleum is involved, but could occur in certain conditions
such as when gas freeing above ground tanks in hot climates.

In still air conditions, gas concentrations above 1% of Lower Explosive
Limit are more likely to spread at low level beyond the normal hazardous area
safety distances. This situation is therefore the most hazardous for gas freeing
operations.

Gas concentrations must be carefully monitored at the boundaries of
normal Restricted Areas, particularly at the commencement of gas freeing
operations, and during the first 8 hours (see Annex 5.C). Action must be taken
before commencement of gas freeing operations to eliminate any possible sources
of ignition as far as reasonable and practicable in the immediate areas
surrounding the normal safety distance for the hazardous area, including
downwind boundaries in windy conditions.

Additional warning signs and markings must be readily available should extension
of the Restricted Area be required.

5.F.2.4.3 Conditions during Gas Freeing Operations

Maintenance, operation or any other type of work is not permitted in a restricted
area whilst the gas freeing of Class | and Il Petroleum Installations is in progress.

5.F.2.4.3.1 Removal of Sources of Emission of Gas
In circumstances where it is not practicable to meet the safety distances from the

source of emission of gas described in 5.F.2.4 of this Annex, it may be possible to
move such a source to a safe distance through extension to vents and pressure
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release valves. The AE should be contacted for guidance where safety distances
cannot be met.

5.F.2.4.3.2 Health Risks from Petroleum Vapour

The presence of petroleum vapour can present a health risk, as well as an ignition
risk. The AP must be aware of the potential risks of exposure of personnel to
petroleum vapour and provide direction to the PIC on the Permit to Work.
Particular care is required with Class | products due to the risks of exposure to
highly volatile organic lead compounds (toxicity), as well as the risk of the
petroleum vapour (flammability).

In cases of doubt on the matters described in the setting up and assessment of
Restricted Areas, the AE should be consulted.
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Annex G

AP Petroleum Risk Assessment

Introduction

5.G.1

This annex provides guidance on Petroleum risk assessment.

Classification of Principle Petroleum Products

5.G.2.1

5.G.2.2

5.G6.2.3

Hazards

5.G.3.1

The principle petroleum products found on the MOD estate and their classification
are controlled under these safety rules and procedures. Should there be doubt on
product identification or class, after referencing the safety data sheets then the AE
should be contacted for further guidance.

The AP should ensure the availability of the safety data sheets for the petroleum
products for their installations being controlled under this Chapter. The safety data
sheets and all relevant COSHH information shall be made available by the site
OA. This information will form a basis for the risk assessment and the
determination of the level of control of the works activity. Current safety data
sheet should be held in the PIDR.

There may be conditions or countries where ambient temperatures are high
enough for the handling temperature of Class Il or Class lll petroleum products to
be above the respective flash point classification. In these circumstances the
condition must be assessed and where necessary the product classification
raised. Where petroleum products of different classes are mixed, the mixture is
classified as the liquid having the lower flash point, unless flash point
determination tests show otherwise.

The principal hazards associated with conditions and procedures covered by these
Safety Rules and Procedures are:

a. Petroleum liquid product

b. Petroleum vapours

c. Static electricity

d. Electricity

e. Hydrogen Sulphide

f. Micro-Biological contamination
g. Confined spaces

h. Additives

i.  Other hazards should be considered which may include but not limited to;
access and egress, moving vehicles and working at height
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Risks

5.G4.1

The principal risks associated with the above hazards are:

a. Fire/Explosion
I. As well as from residual product, a fire and explosion hazard may also
arise from the work process. For example if solvents are utilised for cleaning
purposes, or coatings applied to steel work which may be oil based or any
other flammable material which may give off sufficient vapours to form a
flammable mixture.

b. Respiratory
I. Respiratory hazards can be present in many forms, including toxic

vapours, particles from welding, painting and other procedures undertaken.
These can result in potentially serious pulmonary conditions and other ill
health problems.

c. Asphyxiation
I. Through inflow of fluids, oxygen deficiency

d. Oxygen Deficiency/Enrichment
I. Oxygen deficiency (below 19% by volume) can be caused by the
presence of other gases (inert gases), the rusting of bare metal surfaces and
microbial action depleting the oxygen level. Damp or humid conditions in a
tank and the use of naked flames can also reduce oxygen levels.

ii.  Oxygen enrichment (above 22% by volume) can be caused by
operations which involve equipment using oxygen, e.g. oxy-acetylene cutting,
when leaks from equipment or supply hoses can occur. The release of
oxygen to the confined space must be avoided, through proper equipment
maintenance and correct operating procedures.

e. Poisoning/Toxicity
I. Can be from direct handling of the product and ingestion resulting from
poor personal hygiene, incorrect use of RPE/PPE or inadequate RPE/PPE.
This can result in breathing problems from inhalation and dermatitis/skin
disease or complaints from direct contact.

f. Dermatitis/Skin disease or complaints
I. Medical checks, personal hygiene and PPE (controls not risks). Can be
from direct handling of the product, incorrect use or inadequate PPE.

g. Environmental
I. Environmental contamination of the soil and of water courses can result
from release of product if not suitably contained. Mitigation measures should
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be considered at the planning phase and include careful isolation and draining
and following spillage procedures.

Electricity
I. All electrical equipment should be isolated. Can result in electrical burns,

shock and death. All electrical equipment must be isolated.

Micro-Biological

I. Micro-organisms, when present in petroleum products, can proliferate
when in contact with water or sludge at tank bottoms. There is also a
possibility of microbiological growth in the form of slime on the tank walls at
the interface of the water bottoms and underlying water itself.

ii.  When such contamination is suspected or found, an additional risk
assessment must be carried out.

Temperature
I. Heat stress risks can develop through elevated temperatures when

working within confined spaces, working in PPE/RPE and/or created by the
work process itself.

Considerations

5.G.5.1 The following is a summary of areas to be considered when preparing the AP Risk

Assessment:

a. Biological

b. Chemical (chemicals present, chemical reactions)

c. Electrical (electric shock, plant isolation, incendive sparks)
d. Environmental (spillage, contamination)

e. Explosion (ignition sources, flammable mixture)

f.  Fire (ignition sources, vapour, gases, fire appliances)
g. Flow (plant isolation)

h. Plant (weight, size, location, access/egress)

i. Poisoning

j.  Pressure (uncontrolled release, controlled release)
k. Temperature (of fluids and equipment/plant items)

3

n.

Emergency Procedures including:
I. Rescue (access, egress, equipment)
Type of fuel
I Hydrogen sulphide may be present.
il. May contain additives, e.g. ‘FSII’, which is a toxic additive in aviation fuel.
iii. Flash point.
Type of storage tanks
I Entry points, area of work, pipework connections, heating coils, suction
points, floating arms, top hatches, side entry doors and cathodic
protection fitted.
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0. Ancillary equipment.
I Pump units, electrical and mechanical isolation.
ii.  Tank gauging systems, temperature gauges, alarm and level control
devices,
iii. Remote operated valves.
p. Work Methods
I Type of cleaning method

Cathodic Protection Systems

5.G.6.1

Where works are carried out on fuel installations installed with a cathodic
protection system the following must be considered during the planning stage:

a. Before any break is made in cathodically protected metallic pipelines or plant,
the impressed current system is to be switched off and disconnected 24 hours
before commencement of the work.

b. Both sides of the intended pipeline break are to be electrically bonded together
and earthed. It is important that electrical continuity is maintained throughout
cathodically protected pipelines or plant to prevent the formation of incendive
sparks during maintenance.

Electrical Storms

G.5.6.2

The likelihood of electrical storms should be checked prior to commencement of,
and during, work, as when they occur, all work must be stopped and all personnel,
tools, plant and equipment withdrawn from the area. When there is a high risk of
electrical storms prior to start of work, consideration should be given to the risks
posed in commencing the task.

Fire Precautions

G.5.6.3

When hot work is to be conducted at Petroleum Installations, risk assessments
shall consider the necessary fire precautions relevant to the site. Co-ordination of
works activities between the OA, AP and the base or local authority fire and
emergency services shall be undertaken.

Confined Spaces

G.5.6.4

When entry to a confined space is required on a petroleum installation, risk
assessments shall consider the necessary precautions that need to be taken to
enable safe access, working and egress. This will depend on the confined space
and the works to be undertaken. The AP and PiC shall also ensure an emergency
and rescue plan forms part of the risk assessment process.

Tank Cleaning

G.5.6.5

Tank entry, gas freeing and internal cleaning of the tank are probably the most
hazardous works undertaken on a petroleum installation. The decision to proceed
with any work requiring tank entry, and the prerequisites prior to tank entry must
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be properly planned and-include the reinstatement of the installation to its normal
operating condition.

Petroleum Works Safety Checklist

G.5.6.6 A checklist (PET 06) to assist APs undertaking this task is included in Part 3. The
checklist is for work on Petroleum Installations holding fuels and their respective
additives. It does not cover work on tanks containing other chemical products in
their concentrated form such as anti-freeze compounds, icing inhibitors and
specialist compounds.
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Annex H

Medical Requirements

5.H.1

5.H.2

5.H.3

5H.4

There are two aspects for medical requirements when working on Petroleum Installations
on the MOD Estate.

a. Medical or health fitness of the personnel carrying out the work
b. Medical or health surveillance of all personnel

The referenced regulations require all work to be risk assessed by a competent person;
there is a requirement on the employer to consider the health, fitness and condition of an
employee to perform a particular task.

Assessing the hazards to health for personnel in Petroleum Installations is particularly
important when working in tanks.

The following factors should be considered for the wearers of personnel protective and
respiratory protective equipment:

Total fitness of wearer
Lung-function

Respiratory disorder
Tendency to claustrophobia
Mobility and agility.

Po0oTR

Total Fithess for RPE Use

5.H.5 Everyone who wears RPE must be endorsed medically fit prior to commencement of
work, and is to produce certification to that effect with their competence documentation.
The medical certification must be completed by a qualified medical practitioner.

Surveillance

5.H.6 All personnel who are exposed to substances hazardous to health should have in place,

as identified by the risk assessment, a health surveillance programme. This should be
drawn up by the employer, with guidance from the occupational health advisor.
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Annex |

Signs, Notices and Posters

Poster

5.1.1.1

The requirement for the provision of a Petroleum Safety Poster has been removed
and is replaced by a Petroleum Safety Rule Book, which is extracted from JSP 375
Part 2 Volume 3 Chapter 5 Petroleum Installations.

Permanent Notices

5.1.2.1

5.1.2.2

Hazardous Areas

It is the responsibility of the OA to ensure that permanent notices, warning of
petroleum hazards and risks are prominently displayed on all approaches to
Petroleum Installations, to warn all those entering the facility of the hazards and
control measures. This will be the OA/Hazardous Area Manager/Establishment
defined hazardous area, usually fenced or enclosed with access control; as opposed
to the DSEAR Hazardous Area, defined by its respective zones.

JSP 317 - Joint Service Safety Regulations for the Storage and Handling of Fuels &
Lubricants details that whenever petroleum products are stored or handled, even in
small quantities, hazardous conditions can arise. The extent of all hazardous areas
is therefore to be clearly indicated by the use of notices such as for Class |
installations ‘PETROLEUM SPIRIT — HIGHLY FLAMMABLE — NO SMOKING - NO
NAKED LIGHTS’ conspicuously displayed in the appropriate languages, with other
appropriate hazard warning and supplementary signs conforming in shape, size and
colour with the requirements of the Health and Safety (Safety Signs and Signals)
Regulations. Examples of the appropriate signage may be found in the current
edition of JSP 317 and DEFSTAN 05-52 Part 1 and 2..

Leaded Fuel Tanks

A permanent notice must be displayed for all those tanks which have contained
leaded fuel and fall within the leaded fuel tank definition. Such tanks include those
which currently contain leaded or unleaded gasoline, and those tanks which have
contained leaded or unleaded gasoline in the past, and have not been treated to
establish a lead free condition. The notice currently employed (see Figure 5.1.1) is as
detailed below with the wording "Danger this tank has contained leaded gasoline”
and, "Do not enter unless prescribed regulations are complied with".

A ®

DEI"IQBI' Do not enter
This tank has unleas prescribed
contained leaded regulations ara

gasoline complied with

Figure 5.1.1 Example sigh — Leaded Tanks
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Temporary Notices

51.3.1 Restricted Area Notices

Temporary notices are to be displayed at the points of access at all locations where
restricted area maintenance work is being conducted.

Temporary notices are to be held at each location with a responsibility for maintenance of
Petroleum Installations. The notice currently employed (see Figure 5.1.2) is as detailed
below with the wording "DANGER - RESTRICTED AREA MAINTENANCE WORK IN
PROGRESS - NO ADMITTANCE WITHOUT AUTHORITY"

A ®

Danger No
Resatricted area admittance
Maintenance
it withourt
progress authority

Figure. 5.1.2 Example sign — Maintenance Work in Progress
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Annex J

Works Organisation at Product Receipt Enclosures

5.J.1

The Product Receipt Enclosure (PRE) contains the equipment associated with the
termination of the supply pipeline to the base. The operating agency arrange the
operation and maintenance of the off base pipeline system, with pipelines
operated by one of a number of contractors.

Defining Responsibility for EQuipment

5.J.2.1

5.J.2.2

5.J.2.3

As defined the PRE should be an enclosed area (although there are examples
where this is not the case). In addition, there can be on base facilities which are
the responsibility of the base for operation and maintenance, located in the PRE.

There is a need to formally establish the lines of demarcation of the facilities, the
operational and maintenance responsibilities, and the co-ordination and co-
operation of all parties when works are required.

A written statement should be secured from the pipeline operator, defining the
equipment which is his responsibility. The operating agency is required to notify
the customer when works are to take place at the PRE, so that the implications of
such works for the base/establishment can be assessed. Equally, it is necessary
to advise the pipeline operator when works are planned on fuel installations in the
proximity of or directly related to the PRE.

Communications prior to Works at the PRE

5.J.3.1

5.J.3.2

Strong operating links are required between the Establishment, and the pipeline
operating company. Formal communication between the pipeline operator and the
Establishment should be engaged at the planning stage for all works activity at the
PRE, and for all works activity on-base facilities which have an impact on the PRE,
due to the proximity of the works or otherwise. The aim of this communication in
the works context is to ensure that unsafe conditions are avoided. For example,
gas freeing an airfield tank, whilst hot work is being performed at a nearby PRE.

The pipeline operating company will control works at the PRE using their standard
safe system of work.

Management of the Risks of Works at the PRE

5J.4.1

The Establishment must have time and opportunity to consider the effect of the
works at the PRE on other petroleum installation works on site, with cooperation
between all stakeholders. The details/consequences of the works for an
assessment of the general effect on operations at the establishment must be
provided to those with total base operational and safety responsibilities.
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Annex K

Definitions

General — Common Requirements

Refer to the abbreviations and definitions within JSP 375 Part 2 Volume 3 Chapter 2.
Specific definitions for the Petroleum Chapter.

AE Petroleum (AE PET)
As defined with JSP 375 Part 2 Volume 3 Chapter 2, but with specialism in
petroleum.

AP Petroleum (AP PET)
As defined with JSP 375 Part 2 Volume 3 Chapter 2, but with specialism in
petroleum.

Bulk Fuel Installation (BFI)
An installation where large quantities of fuel, normally aviation fuel, are stored,
quality checked and dispensed to a consumer.

Classes of Petroleum Products
The following are in accordance with current guidance: -

Class I: Liquids that have a flash point below 21 degrees C.
Class Il Liquids that have a flash point from 21 to 55 degrees C inclusive.

Class lllI: Liquids that have a flash point above 55 degrees C up to and including
100 degrees C.

Unclassified: Liquids that have a flash point above 100 degrees C.

See annexes G and H for further examples and guidance; always reference the
specific safety data sheet (SDS or MSDS) for the product handled.

Cold Work
Cold work includes the use of tools for erection, dismantling and cleaning, which
are not liable to produce incendive sparks, and work such as drilling, tapping and
cutting carried out in such a way as to limit the heat produced and keep the
temperature of the tools and work area below 100 degrees C.

Combustible
Combustible refers to any substance solid, liquid or gas that is able to catch fire
and burn easily.

Confined Space
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A confined space is a place which is substantially enclosed (though not always
entirely), and where serious injury can occur from hazardous substances or
conditions within the space or nearby (e.g. lack of oxygen).

Dangerous Fumes
Fumes in a concentration, or mixture with air, of an obnoxious, harmful or
dangerous nature, arising from gases or vapours generated from products and
materials, from welding and the use of heat-generating tools or the application of
protective coatings, particularly in unventilated spaces.

Dangerous Occurrence
An incident that may give or has given rise to; injury to person or damage to plant
and/or equipment, as defined by RIDDOR.

Demarcation
Reference should be made to: JSP 375 Part 2 Volume 3 Chapter 2 - Allocation of
Responsibilities and Demarcation Agreements and Chapter 5 section 5.3.3
Demarcation Agreements.

A demarcation is defined as the transfer of control of the significant risk from one
organisation to another, which then gives the term the ‘demarcation point’.
Demarcation agreements should be established , defined by drawings or other
means and recorded; the demarcation document should be signed and dated by
all affected parties.

Down Wind Boundary (DWB)
Furthest point of the restricted area and located down wind of the point of work or
release of petroleum product, point of monitoring with MGI/CGI to ensure that
there is no explosive vapour.

Electrical Testing
Electrical testing within hazardous areas is defined within BS EN 60079 part 17,
a summary of the three inspection criteria is given below:-

Visual inspection
Inspection which identifies, without the use of access equipment or tools, those
defects, such as missing bolts, which will be apparent to the eye

Close inspection
Inspection which encompasses those aspects covered by a visual inspection
and, in addition, identifies those defects, such as loose bolts, which will be
apparent only by the use of access equipment, for example steps, (where
necessary), and tools

Note: Close inspections do not normally require the enclosure to be opened, or
the equipment to be de-energized.

Detailed inspection
Inspection which encompasses those aspects covered by a close inspection and,
in addition, identifies those defects, such as loose terminations, which will only be
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apparent by opening the enclosure, and/or using, where necessary, tools and
test equipment

Flammable (Synonymous with Inflammable)
Refers to any substance, be it a solid, liquid, gas or vapour, which in the
presence of air, is easily ignited. The addition of the prefix ‘non’ shall indicate
that the substances are not readily ignited, but does not necessarily indicate that
they are non-combustible. See also ‘Combustible’.

Flashpoint
The lowest temperature at which a liquid gives off sufficient vapour in air to form
a flammable mixture. (Recommendations on the design and operation of fuel
storage sites. Buncefield Major Incident Investigation Board, 2007).

The flashpoint of a liquid is an important and practical flammability characteristic,
and is one of the main properties used to determine fire and explosion hazard.
The flashpoint is defined as, the lowest temperature, corrected to a pressure of
101.325 kPa, at which a liquid evolves vapours, under the conditions defined in
the test method, in such an amount that a flammable vapour/air mixture is
produced in the test vessel. It should be noted that at the flashpoint, continuous
combustion does not occur; this takes place at a higher temperature commonly
referred to as the ‘fire point’. (HSE Guidance Note CS24, now replaced by ASRM
MNL72).

Gas
A term used in accordance with the practice of the Petroleum Industry and MOD,
for example, in gas detection. The term is also used to describe petroleum
vapours, and the residual vapour in tanks that must be removed before tank
entry.

Gas Concentration
A concentration of gas expressed as a percentage of the Lower Explosive Limit.

Gas detector
An indicator designed to measure the concentration of Hydrocarbons, Oxygen,
and other gases, such as Hydrogen Sulphide (H.S), depending on the
requirement and the type of sensors fitted. This will encompass a number of
variations of meters available, including Multiple Gas Indicators (MGIs),
combustible or flammable gas indicators (CGIs). See also ‘response test'.

Gas-Free
An environment is said to be gas free when the following conditions are all met:

a. A gas test shows that the concentration of gas is below 1% of the Lower
Explosive Limit

b. When itis free from all fuel and residues

c. When itis free from vapour drift from any source.

Hazardous Area (because of petroleum explosive vapour atmospheres)
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The term ‘hazardous area’, on the MOD Estate, can be used in a context to
define two separate states with regard to a petroleum asset.

1. The area surrounding a location or petroleum asset as defined and
specified by the OA / Hazardous Area Manager / or other representative of
the establishment and which is indicated by fences, notices or other means.
Within this boundary will be contained the DSEAR ‘Hazardous Area’ and
possibly areas that would be deemed non-hazardous. This area will
normally be subject to access control measures and key control.

2. Hazardous Areas are defined in DSEAR as "any place in which an
explosive atmosphere may occur in quantities such as to require special
precautions to protect the safety of workers". Work in this area will require
control measures put in place to control the risk, such as a permit to work.

Non-hazardous area (because of explosive gas atmospheres): an area in which
an explosive gas atmosphere is not expected to be present in quantities such as
to require special precautions for the construction, installation and use of
equipment.

Examples of sub-assets within the fenced area but outside the physical
hazardous area may be the control/rest room within a bulk fuel installation (BFI).

Refer also to ‘Restricted Area’. The ‘Restricted Area’ may extend beyond the
defined or fenced area of a petroleum installation. For example, when tank
venting.

Hazardous Area Manager
A person having control of works and other defined responsibilities within a
petroleum hazardous area. Refer also to OA.

Hot Work
This includes welding, the use of any flame or electric arc, and the use of any
equipment likely to cause heat, flame or incendive sparks including non-certified
electrical equipment. It also includes caulking, chipping, drilling, riveting and any
other heat-producing operation, unless it is carried out in such a way as to keep
the temperature of the tools and the work below 100 degrees C, whilst also
preventing the creation of incendive sparks.

Hydrogen Sulphide, H,S
A gas which is very toxic on inhalation and highly flammabile.

Incendive Spark
A spark of sufficient temperature and energy to ignite a flammable gas/vapour

Lead
A toxic alkyl compound (tetraethyl lead or tetra methyl lead), which may be
present in gasoline and is still added to aviation gasoline, refer to the
Manufacturer's/Material Safety Data Sheet (MSDS).

Lead-Free
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a. Any tank, vessel or equipment that at no time has contained gasoline. Note
that so-called unleaded gasoline contains lead, and tanks that contain that
product can therefore not be classed as lead free.

b. Any tank, vessel or equipment which has contained leaded fuel and the
whole of which has been blast cleaned and internally epoxy coated and is
free from damage.

Lower Explosive Limit (Synonymous with Lower Flammable Limit), LEL, LFL

The percentage by volume of gas in a mixture of gas and air below which no
explosion will take place, the minimum concentration needed for ignition, hence
below this will not ignite with the application of an ignition source. Refer also to
Flash point and upper explosive limit.

Joint checks

This is a specific requirement for the monitoring of combustible gases, oxygen
levels and other gases by both the AP and the PiC with two appropriate gas
indicators/monitors and recording of the highest reading of the two readings on
the permit or other document as required.

Mechanical Transport Fuelling Installation (MTFI)

Filling and Service Stations (Kerbside Pump Installations), installations for the
receipt, storage and issue of petroleum products directly into the fuel tanks of
vehicles for the sole use of those vehicles, and for the occasional filling of
portable containers.

Multiple Gas Indicator, (MGI)

See Gas Detector.

Operating Authority, (OA)

Used to represent the line manager (either RN, RAF, Army, USVF or civilian
body) having total control of the operation of a petroleum installation, filling and
service station or plant storage facility. Refer to JSP 317.

Personal Protective Equipment, (PPE)

PET

Overalls, headgear, eye protection, footwear, gloves, and other equipment
intended for the protection of personnel against contamination by petroleum
products. Type and grade subject to task being undertaken and risk assessment
in accordance with’ Personal Protective Equipment at Work Regulation 1992’ and
Annex ‘D’.

General abbreviation for petroleum used throughout this document, for example,
AP Petroleum, and petroleum installation, to emphasise the source of the hazard
to maintenance operations. May also be known as POL — Petrol Oil Lubricant.

Petroleum Installations Operating Record (PIOR)

A site record listing significant events associated with Petroleum Installations in a
chronological order.
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Petroleum Installations Document Register (PIDR)
A site-specific register containing relevant details associated with the Petroleum
Installations and safe system of work on the establishment — this forms part of
the document centre.

Petroleum Safety Rule Book
A booklet that is to be issued to all skilled persons to enable them to become
familiar with the requirements of the MOD Safety Rules and Procedures and a
reference when conducting works in hazardous areas (petroleum). This booklet
should not be used as a standalone document.

Product Receipt Enclosure (PRE)
Enclosure normally located at the site boundary where fuel is received in to the
site via the Government Pipeline or Sub-sea pipeline from tankers.

Response test
This is the testing prior to use of the gas detector (MGI), used to monitor a space
is free from flammable gas, correct oxygen level and other duties as required.
The response test will be carried out using a known gas. Manufacturer’'s
instructions must be consulted.

Restricted Area
A temporarily defined area, normally but not necessarily in a hazardous area, in
which, owing to the nature of the work to be undertaken, a release of petroleum
product or liquid is possible thus giving rise to an increased risk of:

a. Fire.

b. Explosion.

c. Asphyxiation.

d. Poisoning from toxic sludge, fumes, gas or dust.
Respirator

See RPE equipment.

Respiratory Protective Equipment, (RPE)
Respiratory Protective Equipment selection of type equipment subject to
assessment in accordance with ‘Personal Protective Equipment at Work
Regulation 1992’ and ‘HSG 53’, for further information refer to Annex ‘D’, all
equipment must have Health and Safety Executive approval and CE marked.

Rescue Line
A line used in conjunction with a safety rescue harness.

Resuscitation Apparatus
A portable apparatus for supplying oxygen, to assist resuscitation; for use only by
specifically trained personnel.
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Safety Key Box (SKB)
SKBs are secure boxes with either two unique locks or one unique lock and the
facility to fit a multi-hasp. Refer JSP 375 Part 2 Volume 3 Chapter 2 Section
2.4.3.

Safety Lock (SL)
Safety Locks are padlocks indelibly painted red having only one key that is
different from all other keys in use. Each SL is to be marked with a unique
identification number and its key is to be labelled with the same number. When
the SLs are in use, the safety keys are to be kept in a Safety Key Box (SKB).

Safety Rescue Harness
A harness worn when working in a tank or confined space to facilitate the
removal of the wearer in an emergency. Used in conjunction with a safety line.

Senior Authorising Authority Petroleum (SAA Pet)
As defined within JSP 375 Part 2 Volume 3 Chapter 2, but with specialism in
petroleum.

Sullage
Also known as ‘Bilge Water’ collects from a ships deck and may contain water,
fuel, oil, urine, detergents, solvents, chemicals, pitch, particles, and so forth and
should be regarded as hazardous. A main hazard may be Hydrogen Sulphide
(H2S).

Upper Explosive Limit (UEL or UFL)
Also known as upper flammability limit, where the concentration of gas reaches
its highest concentration in air to burn when introduced to an ignition source.
Once this concentration is exceeded the gas mixture will not burn, as the gas
concentration in air is too rich. See also flash point and lower explosive limit.
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MODEL FORMS
Model Forms

The following Model Forms have been developed for use with these safety rules and
procedures as an aid to compliance.

Each of the Model Forms may be freely copied or otherwise reproduced in electronic or
other printed format. However, where this is done, acknowledgement must be given to the
Ministry of Defence as the source.

Use of the Model Forms is not mandatory, in the implementation and operation of these
safety rules and procedures. Companies, organisations and individuals who adopt these
safety rules and procedures are therefore free to develop their own systems and method of
compliance. However, where a company, organisation or individual chooses to adopt their
own system, the information content of any documentation produced must not be less than
that provided for in these Model Forms.
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PET 01 - Petroleum Installation Operating Record (PIOR)

Date & Time of Operation

Location & Identity of Equipment

Event Or Operation and Reason

Signature

Rule off each entry Page No

Forms - 2
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PET 02 - AP Risk Assessment

RISK ASSESSMENT & CONTROL

Risk Assessment No: Unique reference number

Site: Location: Sheet No: of Date
Activity:
Description of work to be carried out
Risk Rating Before Risk Rating After
o Applicable To Control Measure Control Measure
Significant Hazards (Persons affected) High ow Control Measures o ]
(tick) (tick) '9 ow
Sianificant Hazards listed here Person at risk — consider all List those control measures in
9 person at risk not just those place to mitigate the identified
including any other work being carrying out the work hazards
undertaken in the vicinity.
Further Considerations:
Task Method Statement Required Yes [ ] No [ ] OA permission Required Yes [ ] No [ ]
COSHH Assessment Required Yes [ ] No [ ] Manual Handling Assessment Required Yes [ ] No [ ]
Confined Spaces Assessed Yes [ ] No [ ] Electrical Permit Required Yes [ ] No [ ]
Other — Please specify Yes [ ] No [ ] Asbestos insulation or gaskets Yes [ ] No [ ]

Assessment carried out by:

| have read, understood and will implement all control measures indicated on
this Risk Assessment

Signed: Name: Signed: ...
DAl i e NaM ..
DAt i
0
For and on behalf
O e
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PET 03 - Safety Programme

Site:

Location:

Part 1 To be completed by the Authorised Person (Petroleum):
The type of installation

Book No.....
Serial No.....

(PRE-PRINTED)..
(PRE-PRINTED)..

AP Risk Assessment No:

The proposed works are on the following installations and equipment:

The proposed time and date for start and completion of work:

Start Time & Date

Completion Time & Date:

Product

Class Leaded

Yes/No*

Toxic Yes/No*

Maximum Permissible Gas Concentration

Identified in Work
Sequence

Permissible Oxygen Level

Min 19% - Max 22%

Other Gas ldentified...........
Maximum Permissible Gas Concentration

Associated Safety
Documentation

Respiratory Protective

Type identified in

Personal Protective Equipment

Type identified in

Equipment required Yes/No* | work Sequence required Yes/No* | work Sequence

Ventilation required Type identified in | Additional Safety Type identified in
Yes/No* | work Sequence Equipment Yes/No* | work Sequence

* Delete as necessary

Signed: (AP) Time & Date:

Name (Print): Telephone:

In the employ of:

Counter Signature

Signed: Time & Date:

Name (Print): Telephone:

In the employ of:

Appointment

Part 2 Authorisation

As Operating Authority | declare that the work can be carried out.

Name (Print):

Signed:

Time & Date
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Part 3 Work sequence

uoneladQ jo
swll ¥ 8red

pasinbal sway|
[euonippy

3dd

3dd

13t
Xen

uoseay % uoneiadQ Jo juan3g

1ed usuodwo)
10 AN ‘uoire|jeisu|
jo Aiusp| % uoneso

ON
Anug
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Part 3 Work sequence (Continued)

uoneladQ jo
swll ® 8red

paiinbal sway|
[euonippy

ddd

3dd

131
Xen

uoseay % uoneiadQ Jo juan3g

1ed usuodwo)
10 aAJeA ‘uonejeisul
jo Aiusp| % uoneso

ON
Anug
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Part 4 Cancellation

As Authorised Person Petroleum | declare that permits associated with this safety programme have been completed or stopped and
have been cancelled and the system has been visually inspected for integrity.

This Safety Programme is hereby cancelled.

Name (Print): Signed: Time & Date

Part 5 Return of Installation

As Operating Authority | confirm the return of the installation for normal operations.

Name (Print): Signed: Time & Date

NOTES

(a) The Operating Authority is to authorise the work by signing at part 2 of the Safety Programme.

(b) The Operating Authority is the duty holder for the petroleum installation in accordance with JSP 317.

(C) The Safety Programme is not complete until the proposed work sequence has been implemented and dated.

(d) A copy of this Programme is to be issued to the Operating Authority on authorisation and retrieved at completion of task.
(e) The cancelled original of this Programme is to be filed in the Document Register.

(f) Unused lines in the Work sequence are to be marked through with diagonal lines.
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Permit Book No....(pre-printed)..

. Permit Serial No...(pre-printed)..
PET 04 - Permit to Work Petroleum

Site: Location: Equipment:

Safety Programme No: Safety Programme Entry Task Risk Assessment Safety Key Box No:
No. No:

Associated Safety Documentation:

Validity from: hrs | Date: Validity to: hrs | Date:

Contact No. Fire: Med: OA: AP: PiC:

Part 1 Authorisation
The works to be carried OUt are @S fOIIOWS ..ot et e ettt ettt

Initial Gas Concentration Monitoring

Max Gas level Oxygen level Other Gas
Permissible %LEL | Permissible 19-22% | i
Initial Gas level Initial Oxygen Other Gas POW
POW %LEL | POW %

Initial Gas level Initial Oxygen Other Gas DWB
DWB %LEL | DWB %

I am in receipt of and have reviewed the above Task Risk Assessment including the control measures and the task
method statement. Where necessary | have carried out, with the Person in Charge, initial gas concentration checks
at the Point of Work (POW) and where a restricted area has been set up the Down Wind Boundary (DWB). |
confirm that the work can be carried out as authorised above in accordance with the MOD Safety Rules and
Procedures, subject to these conditions being maintained.

Name (Print) .......cooveoeii i Signature.........oooooiii i Time &Date...........ccevvvennnenen.
Authorised Person

Part 2 Acceptance

| accept responsibility for controlling the works detailed in Part 1. | have reviewed the above Safety Programme
and have been shown all aspects of the isolation and have been issued the Safety Box Key. Where necessary |
have carried out with the Authorised Person, initial gas concentration checks at the Point of Work (POW) and
where a restricted area has been set up at the Down Wind Boundary (DWB). | confirm that no attempt will be made
by me or any person under my control to carry out work not authorised on this permit.

Name (Print) ....coveveie e Signature..........coceeveeie Time &Date............ccovvvennnnnen.
Person in Charge

Part 7 Completion

| declare that all persons, equipment, tools and instruments under my control have been withdrawn and that the
works detailed in Part 1 have been:

*(a) satisfactorily completed.

*(b) stopped and abandoned and that the system has been made safe pending further works, the reasons for
stopping the work and the actions taken are detailed in Part 6 overleaf.

Name (Print) ....coooeviiiiieiie e Signature.........ccoee v Time &Date............coevevininnnnn.
Person in Charge

Part 8 Cancellation
| declare that the works detailed in Part 1 have been completed/stopped* and that the permit is cancelled.

Name (Print) ....coveveie e Signature.........ccovevivi i e Time &Date............ccoevvvenvnnnen.
Authorised Person

* Strikethrough as appropriate
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Part 3 Gas Concentration Monitoring

Repeat | Test Time Date Gas % 02 % Other Gas | AP Signature
Test Location Level Level | ..ocoinie PiC Signature

Test 1

Test 2

Test 3

Test 4

Test5

Test 6

Test 7

Test 8

Test 9

Test 10

Continued on Gas Concentration MONItONING FOMM(S) ... ...t it ittt et ettt et e e et aeeet e tet e tetateaesaeaesanaaeas

Part 4 Suspension

The Authorised Person & Person in Charge are to ensure the site is left in a safe condition and record the date and
time of the suspension.

Date Time PiC AP Date Time PiC AP
Signature Signature Signature Signature

Part 5 Handover / Reaffirm

If the Authorised Person or the Person in Charge are to change or if the job is to re-start after an overnight
shutdown, then joint checks must be carried out and recorded (including gas reading) to establish that the
conditions at part 1 of this permit can still be met.

Once the joint checks are completed satisfactorily the oncoming Authorised Person and Person in Charge must
sign below to affirm the authorisation and acceptance of safety rules and procedures appertaining to this permit.

This Permit is Reaffirmed Authorisation Acceptance

From To of AP by PiC

Time Date Time Date Name Signature Name Signature

Part 6 Stopped Works
The following are reasons for stopping the work and the actions taken:
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PET 05 - Standing Instruction Petroleum

Site / Establishment: Serial No: Pre-Printed)
Personin Charge: ......coooiiiiiiiiiiii i Inthe EMpIoy Of ...
Issue Date: .......c.ooveviiiiiiiininn, Expiry Date: ......ccovviiiiiiiiiiieinanns (Not more that 3 years from
issue)
Location and identity of the petroleum eQUIPMIENT: ... ..t et et e e e ae et e et et aeaenaeaaeenaas

Part 1 Authorisation
Tasks and/or Operations to be undertaken on the equipment specified above:

L) e e,

B) e

Circumstances, under which the above tasks or operations are to be undertaken, and any special instructions
or safety measures (including task risk assessment and method statement numbers):

SIgNE: Lo (Originating Authorised Person)
Name (Print): ..o e Time &Date ......ooviiiiiii
Inthe employ of: ..o Contact Tel NO. ...veiiiii e

Part 2 Acknowledgement
I hereby acknowledge that the above Person in Charge can carry out the tasks or operations listed
on this Standing Instruction, subject to compliance with MOD Safety Rules and Procedures.

SIgNEA: oo (Operating Authority)
Name (Print): ... e e Time & Date: ...
Inthe employ Of: ... Contact Tel NO: ..o

Part 3 Acceptance
| accept receipt of this Standing Instruction:, | have been shown the installation to which this Instruction refers
and confirm that | fully understand the tasks listed above and the circumstances under which they are to be

undertaken.

SIgNEA: o (Person in Charge)

NaMe (PriNt): oo e e e e s TIMe & date ...cc.oeviiiie
Inthe employ of: ..o, Contact TEINO. ..oiviiie i e

Part 4 Cancellation

| hereby declare that the work/task has been completed and the Standing Instruction is cancelled

the original instruction has been returned/lost (delete as appropriate) with an entry having been made in the
Petroleum Installation Operating Record.

SIgGNEA: o s (Authorised Person)
Name (Print): .....coiii i TIME & DALE Lo
Inthe employ of: ..o, ContaCt TEINO. ...viviiii e
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PET 06 — Petroleum Works Safety Checklist

This checklist is intended to be used as an aid. Consideration should be made of any other relevant safety,
technical and MOD publications; also manufacturers’ instructions for completeness to enable production of
required risk assessments and method statements.

If there are any deviations from the task plan or work method, then the work Yes | No | N/A
must be stopped; the fault/error is to be rectified prior to recommencing work.

1. | Has the scope of work been clearly specified?

Is the Building or Area Manager/Operating Authority (OA) aware of the work?

3. | Area, operational or system activities reviewed, and operations agreed to cease
during the work period.

4. | Details of installation, tank/s, drawings, operating and maintenance instructions

available.
5. | Details of product handled, Safety Data Sheet (SDS) available.
Fuel classification (0, 1, II, Il or unclassified), additives within fuel (toxicity).

Leaded product history for tank available.

6. | AP risk assessment completed

7. | Task risk assessment and method statement completed, by the contractor/s
undertaking the work.

8. | Safety Programme completed. Isolations clearly defined.

9. | Safety arrangements, emergency arrangements agreed.
Establishment/site safety instructions reviewed, and any other authorities informed of
the forthcoming planned works.

First aid, emergency resuscitation, fire fighting equipment, emergency and rescue
plan and Establishment Unit Spill Response Plan (USRP).

10.| Work period, permit validity to be agreed by all parties.

11.| Arrangements in place for removal of product, including final tank bottoms.

12.| Cathodic protection to tank or pipework — ensure isolation applied in accordance with
manufacturer’s instructions.

13. | Isolations appropriate for the task, clearly specified on the Safety Programme.

This includes mechanical (valves/blanks/spades) and electrical isolations (pumps and
heaters).

14. | Isolations correctly implemented.

15.| Are the right people aware of the isolated equipment?

16. | Named person to be appointed as person in charge, as submitted by the employing
company, including all certification and stated as competent to carry out the task by
the employing company.

Petroleum/Confined Space training

Medical

Fire Training

First Aid

17.| Skilled persons, as submitted by the employing company, including all certification
and stated as competent to carry out the task by the employing company.
Petroleum/Confined Space training

Medical

Fire Training

First Aid

18. | Skilled Persons’ appointment procedures completed.
Safety rule books issued and signed for.

19. | Actions required in case of emergency, telephone numbers and points of contact.

20.| All tools and equipment to be used, listed and accompanied with appropriate
certification as fit for use, as issued by the contractor / end user, which will include, but
not limited to, the following: -

PPE. Clothing, footwear, non-static, including under garments.
RPE. Face masks, hoses, cylinders, canisters.
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If there are any deviations from the task plan or work method, then the work
must be stopped; the fault/error is to be rectified prior to recommencing work.

Yes

No

N/A

Compressor for breathing air, diesel driver and its fuel.
Safety equipment, rescue harnesses, life-lines, tripod.
Multiple gas indicators (MGls / CGIs).

Warning notices.

Lighting equipment.

21.| Site layout, access and egress routes agreed. Clearly defined restricted areas, wash
down areas, dirty and clean clothing areas and welfare facilities.

22.| Wash down facilities, and welfare facilities correctly placed.

23.| All cross-bonding / earthing in place and satisfactory.

24.| Weather, wind direction considered.

25. | Drains, sewers blanked.
Interceptors fit for purpose.

26.| Are users briefed on the permit-to-work, and have they acknowledged understanding
of requirements.

27.| Tank / valve pit or other confined space (petroleum) entry — access point (manhole)
acceptable, all procedures in place and working area ventilation suitable.

28. | Ensure housekeeping and hygiene standards remain satisfactory.

29.| Procedures in place for removing arisings / sludge.

30.| Procedures in place for disposal of arising/sludge — waste transfer note(s) — copy to
be placed on AP file.

31. | Records kept on the use of RPE and PPE; e.g. breathing apparatus canisters.

32.| Repair works, risk assessment, method statement.

33.| Tank entry - Method of cleaning appropriate for the tank.

34.| Tank entry - Removal of tank internals/equipment required.

35.| Tank entry - All persons undertaking tank entry, standby persons and supervisor —
appropriate certification received, medicals and submitted as competent by the
employing company.

36. | Tank entry - Tank ventilation is always kept running when persons are in the tank.

37.| Tank repairs - Cleaning fluids, applications and compounds used for tank lining repair
—risk assessment, COSHH assessment carried out.

38. | Hot work, (welding, grinding) permission required.

39. | Installation reinstatement.

Process for reinstatement documented.

All equipment (electrical and mechanical) to be reinstated and signed off as fit for
continued use by the PiC.
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		5.B.8.1.3  Permit to Work (Petroleum) & JSP 375 Part 2 Volume 3 Chapter 3 Table HAZ 3

		5.B.8.1.4  Permit to Work (Petroleum) & JSP 375 Part 2 Volume 3 Chapter 3 Table HAZ 1 & 2

		Electrical Works in a Class I & II installation

		5.B.8.2.1  Permit to Work (Petroleum) & JSP 375 Part 2 Volume 3 Chapter 3 Table HAZ 3

		5.B.8.2.2  Permit to Work (Petroleum) & JSP 375 Part 2 Volume 3 Chapter 3 Table HAZ 1 & 2

		5.B.8.2.3  Permit to Work (Petroleum) & JSP 375 Part 2 Volume 3 Chapter 3 Table HAZ 3

		5.B.8.2.4  Permit to Work (Petroleum) & JSP 375 Part 2 Volume 3 Chapter 3 Table HAZ 1 & 2

		Part 3 Work sequence

		NOTES










image13.emf
20190401-MOD 

ALS_-_April_2019-O.pdf


20190401-MOD ALS_-_April_2019-O.pdf
s

Ministry Annual Location Statistics (ALS)
of Defence 1 April 2019

This statistical release presents figures on the National and International locations of all UK Regular Forces personnel and
MOD Civilian personnel.

The tables present information on the stationed location of all UK Regular service and Civilian personnel by UK Unitary
Authority and Local Authority Area, as well as global locations.

Data are presented for each Service by Officer / Other Ranks breakdown, and for Civilian personnel by non industrial /
industrial breakdown (including Trading Funds and Locally Engaged Civilians).

Key Points and Trends

v 136.190 Strength of UK Regular Forces in UK
’
at 1 April 2019
a decrease of 1,300 compared with 1 April 2018

v 8,220 Strength of UK Regular Forces overseas

at 1 April 2019

a decrease of 820 compared with 1 April 2018

A 50,360 Strength of MOD Civilian personnel in UK

at 1 April 2019

an increase of 810 compared with 1 April 2018

> 5,280 Strength of MOD Civilian personnel located overseas

at 1 April 2019

has remained consistent when compared with 1 April 2018

72,850 Strength of UK Regular Forces in Germany

at 1 April 2019

a decrease of 730 compared with 1 April 2018

A 38,000 Largest UK Region concentration of UK Regular Forces is in South East UK
at 1 April 2019

an increase of 500 compared with 1 April 2018

A 19,260 Largest UK region concentration of MOD Civilian personnel is in South West UK
at 1 April 2019

an increase of 650 compared with 1 April 2018

Responsible statistician:  Tri-Service Head of Branch 020 7807 8896 PefStrat-Stat-Tri-Hd@mod.gov.uk |

Further information/mailing list: DefStrat-Stat-Tri-Enquiries@mod.gov.uk |

Background quality report: www.gov.uk/government/statistics/tri-service-personnel-bulletin-background-quality-reports |
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Introduction

This statistical release presents figures on the National and International locations of all UK Regular Forces personnel and MOD
Civilian personnel.

Military figures from April 2016, 2017 and 2018 have all been revised due to data processing errors. Any editions of this report
from 2016 have been revised.

The basing of the UK Forces is changing. The Strategic Defence and Security Review 2010 (SDSR) outlined a number of
recommendations to transform the UK Forces in order to face current threats. These recommendations aim to restructure the
UK Armed Forces and rationalise the Defence estate. This has instigated a number of more detailed plans including the Regular
Army Basing Plan.

There are a number of planned modifications to the structure and way each of the Services would operate, with a focus on
creating a versatile Force. The modifications include the decisions to reconfigure the Army by reducing it from six to five multi-
role brigades. The Royal Air Force (RAF) structure will focus around fewer Fast Jet platforms with increasing numbers of
Unmanned Air Vehicles and an improved strategic Air Transport Fleet. Additionally, the British Forces personnel currently
based in Germany will be relocated back in the UK. These changes are planned to come into effect by 2020 and will
consequently impact on basing both overseas and in the UK. On 23rd November 2015, the Ministry of Defence published the
National Security Strategy and Strategic Defence and Security Review 2015. SDSR 2015 outlines plans to uplift the size of the
Regular Armed Forces, setting targets for a strength of 82,000 for the Army, 30,450 for Royal Navy/Royal Marines and 31,750
for Royal Air Force by 2020.

UK Regular Forces - Figures are for UK Regular Forces (including both Trained and Untrained personnel), and therefore exclude
Gurkhas, Full Time Reserve Service personnel and mobilised reservists. Royal Navy / Royal Marines personnel on sea service
are included against the local authority containing the home port of their ship. RAF Other Ranks serving in the South Atlantic
are shown against the location containing their home base.

MOD Civilian personnel - Civilian figures are reported as Full Time Equivalent (FTE). FTE is a measure of the size of the
workforce taking into account that some people work part-time. Part-time staff are counted according to the number of hours
they work per week as a proportion of normal hours for their grade and location.
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UK Regular Forces by Region

The majority of Service personnel are located in the South East and South West of the UK with 38,000 and 35,080
personnel, respectively. The fewest personnel are located in the North East with 1,260 personnel. The largest
decrease between 1 April 18 and 1 April 19 was in the South West with a decrease of 1,370. The largest increase
between 1 April 18 and 1 April 19 was in the South East with a increase of 500.

A time series of United Kingdom Regular strengths can be found in the accompanying tables, which can be
accessed via the link below:

https://www.gov.uk/government/statistics/announcements/location-of-uk-regular-service-and-civilian-personnel-annual-statistics-2019 |

Distribution of UK Regular Forces by Region as at 1 April 2019

0 - 7499 |:|
7500 - 14999 |:|
15000 - 22499 -
22500 - 29999 -
30000 - 37499 -

Strength: the number of UK
Regular Forces personnel.

Stationed Location: location in
which personnel are stationed;
this is not necessarily where
personnel live.

Data converted from Ordnance Survey, Office for National Statistics and National Records Scotland data © Crown copy-
right and database right [2014]. Ordnance Survey data covered by OS OpenData Licence.
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MOD Civilian personnel by Region

The majority of MOD Civilians are located in the South East and South West of the UK with 9,490 and 19,260

civilians, respectively. The fewest civilians are located in the North East with 250 civilians. The largest increase in

civilians between 1 April 2018 and 1 April 2019 was in the South West with an increase of 650 civilians. The
largest decrease between 1 April 2018 and 1 April 2019 was in the South East with a decrease of 150.

A time series of United Kingdom Civilian strengths can be found in the accompanying tables, which can be

accessed via the link below:

https://www.gov.uk/government/statistics/announcements/location-of-uk-regular-service-and-civilian-personnel-annual-statistics-2019 |

Distribution of MOD Civilian Personnel by Region as at 1 April 2019

3800
7600
11400

15200 - 18999

- 3799
- 7598
- 11399
- 15189

||

Strength: the number of MOD
Civilian personnel.

Stationed Location: location in
which personnel work; this is
not necessarily where personnel
live.

Data converted from Ordnance Survey, Office for National Statistics and National Records Scotland data © Crown copy-
right and database right [2014]. Ordnance Survey data covered by OS OpenData Licence.
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Worldwide Strengths

The restructuring of Defence and the changing world picture is having an impact on both Regular and Civilian
worldwide strengths. The strength of UK Regular Forces stationed overseas decreased from 9,040 to 8220 (9.1%)
between 1 April 2018 and 1 April 2019. Over the same period, the number of MOD Civilian personnel based
overseas decreased from 5,300 to 5,280 (0.4%).

A time series of world wide strengths can be found in the accompanying tables, which can be accessed via the
link below:

https://www.gov.uk/government/statistics/announcements/location-of-uk-regular-service-and-civilian-personnel-annual-statistics-2019 |

Germany Drawdown

Background

SDSR 2010 announced that while the presence of the British military in Germany has played an important role in
demonstrating Alliance solidarity, there was no longer any operational requirement for UK forces to be based
there, so the aim was to withdraw forces from Germany by 2020.

The Germany drawdown aims to see half of the approximate 20,000 personnel relocated by 2015 and the
remainder by 2020, with the exclusion of approximately 200 Army, RN and RAF personnel who will remain in
Exchange and Liaison posts. This will end UK military basing in Germany. The greatest impact will be in the Army,
who, in April 2010, accounted for 98.4% of the personnel stationed in Germany.

Strength Change

UK Armed Forces Regular personnel stationed in Germany have been declining over the past nine years, shown
in Figure 1 below. The strength has fallen from 19,100 in April 2010 to 2,850 in April 2019, a decrease of 16,250.
The largest decrease was between April 2015 and April 2016 with over 4,500 personnel leaving Germany.

Figure 1: UK Regulars stationed in Germany from April 2010 to April 2019

20,000

J

16,000 -

12,000 A

8,000 -

4,000 A

0 T T T T T T T T 1
Apr-10 Apr-11 Apr-12 Apr-13 Apr-14 Apr-15 Apr-16 Apr-17 Apr-18 Apr-19

Note:

Figures are for UK Regular Forces (including both Trained and Untrained personnel), and therefore exclude Gurkhas, Full
Time Reserve Service personnel and mobilised reservists.
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Unitary and Local Authority Changes

The restructuring of Defence and the Defence Estate is having an impact on both Regular and Civilian
distribution across Unitary and Local Authorities in the UK.

Northern Ireland
There has been a change in structure of Northern Ireland Districts with some Districts grouped together during
the 2015-16 financial year.

England
There was a change in Local Authority name in April 2018 from Shepway to Folkestone and Hythe.

Trading Funds
The Trading Funds total as at 1 April 2019 was 6,570 an increase of 540 personnel (9.0 per cent) compared

with 1 April 2018. The majority of this change is due to the transfer of 1,180 personnel from DE&S Trading
Entity into the Defence Nuclear Organisation and 400 personnel from the Defence Electronic Agency (DECA),
which were previously reported within HOCs, now being reported as an Executive Agency.

There was a large reduction in Trading Funds strength between 1 January 2015 and 1 April 2015. This was
driven by the privatisation of Defence Support Group and the transfer of 2,000 personnel as at 1 April 2015.
Approximately 450 personnel were retained with the Department as the Defence Electronic Components
Agency (DECA) within Head Office and Corporate Services.

RAF Leuchars — Fife

The reduction of Regular personnel in Fife to 1 July 2015 was the result of changes set out in SDSR 2010, which
announced that the RAF would transition to a single Main Operating Base in Scotland - RAF Lossiemouth -
which would continue the growth of the Typhoon Force and provide Quick Reaction Alert for Northern United
Kingdom.

HMS Queen Elizabeth — Portsmouth
The increase in Royal Navy/Royal Marine personnel from 6,320 to 6,800 between April 2018 and April 2019 is
partly due to the commissioning of HMS Queen Elizabeth in 2017.






Data Sources and Notes

UK Regular Forces data are sourced from the Joint Personnel Administration (JPA) system. Location data are
based on the stationed location of the individual as recorded in the 'Assignment Location' field of the JPA
system. The figures are based on Service personnel's stationed location and not their location of residence -
where personnel work isn't necessarily where they live. Personnel deployed on operations to an area away
from their stationed location are shown against their most recent stationed location.

MOD civilian data are compiled from several sources:

1) Core MOD personnel - Data for core MOD personnel are taken from the personnel system - Human
Resources Management System (HRMS). Defence Statistics use budgetary UINs and attribute people according
to the budgetary area that pays them, using the Standing Data System hierarchy from Financial Management
Information Systems.

2) Trading Funds - Trading Funds were introduced by the Government under the Trading Funds Act 1973 as
a ‘means of financing trading operations of a government department which, hitherto, have been carried out
on Vote’. They are self-accounting units that have greater freedom than other government departments in
managing their own financial and management activities. Currently the MOD has two Trading Funds - DSTL and
the UK Hydrographic Office. Until 1 October 2011, the Met Office also was reported on by the MOD, but as of 1
October 2011 their responsibility transferred to the Department for Business, Energy, & Industrial Strategy
(BEIS).

Defence Support Group (DSG) was privatised as at 1 April 2015, with approximately 2,000 posts transferring to
Babcock. Approximately 450 personnel were retained with the Department as the Defence Electronic
Components Agency (DECA) within Head Office and Corporate Services.

3) Locally engaged civilians (LEC) - LEC employees are recruited overseas exclusively for employment in
support of the UK Armed Forces deployed in a particular overseas theatre and on terms and conditions of
service applicable only to that overseas theatre or Administration.

Previously this has included the dependents of UK military personnel or UK-based civilian staff employed in
overseas theatre (who are sometimes separately identified as UK Dependents). However, to reflect the
different terms and conditions of these personnel, UK dependents are not included in LEC figures from October
2013. LECs are not civil servants. LEC data are provided by Top Level Budgetary areas quarterly to Defence
Statistics requirements. LEC FTE strengths are based on the actual FTE of part-time LECs where available, and
the FTE for those part-time personnel where actual values remain unavailable are estimated with the mean FTE
of part-time LECs, increasing the accuracy of LEC FTE.

4) The Royal Fleet Auxiliary (RFA) - The civilian-manned Royal Fleet Auxiliary delivers worldwide logistical
and operational support for the wide range of tasks the Royal Navy undertakes including warfighting, counter-
piracy, humanitarian and disaster relief, and counter-narcotics operations. RFA data are now taken from the
Magellan personnel system. Previously these data were taken from the CHIPS payroll system, but moving to the
Magellan system allows total personnel numbers to be reported, rather than purely those being paid. Due to
using this system Tri-Service do not have access to the location of these personnel.





Further Information

Symbols

| | discontinuity in time series
* not applicable

.. not available

—zero

~ 5 or fewer

p Provisional

e Estimate

r Revised

Rounding

When rounding to the nearest 10, numbers ending in “5” have been rounded to the nearest multiple of 20 to
prevent systematic bias.

Where rounding has been used, totals and sub-totals have been rounded separately and so may not equal the
sums of their rounded parts.

Revisions

Military figures from April 2016, April 2017 and April 2018 have all been revised due to data processing errors.
There are no regular planned revisions of this report.

Amendments to figures for earlier years may be identified during the annual compilation of this Bulletin. This
will be addressed in one of two ways:

o where the number of figures updated in a table is small, figures will be updated and those which have
been revised will be identified with the symbol "r".

o where the number of figures updated in a table is substantial, the revisions to the table, together with
the reason for the revisions, will be identified in the commentary at the beginning of the relevant
chapter / section, and in the commentary above affected tables. Revisions will not be identified by the
symbol "r" since where there are a large number of revisions in a table this could make them more
difficult to read.

Occasionally updated figures will be provided to the editor during the course of the year. Since this Bulletin is
published electronically, it is possible to revise figures during the course of the year. However to ensure
continuity and consistency, figures will only be adjusted during the year where it is likely to substantially affect





Further Information (cont.)

Contact Us

Defence Statistics welcome feedback on our statistical products. If you have any comments or questions about this
publication or about our statistics in general, you can contact us as follows:

Defence Statistics (Tri-Service)  Telephone: 0207 807 8896

Email: DefStrat-Stat-Tri-Enquiries@mod.gov.uk

If you require information which is not available within this or other available publications, you may wish to submit a
Request for Information under the Freedom of Information Act 2000 to the Ministry of Defence. For more information,
see:

https://www.gov.uk/make-a-freedom-of-information-request/the-freedom-of-information-act |

Other contact points within Defence Statistics are:

Defence Expenditure Analysis 0306793 4531 DefStrat-Econ-ESES-DEA-Hd@mod.gov.uk |
Price Indices 030 6793 2100 DefStrat-Econ-ESES-PI-Hd@mod.gov.uk |
Naval Service Manpower 023 9254 7426 DefStrat-Stat-Navy-Hd@mod.gov.uk |
Army Manpower 01264 886175 DefStrat-Stat-Army-Hd@mod.gov.uk |

RAF Manpower 01494 496822 DefStrat-Stat-Air-Hd@mod.gov.uk |
Tri-Service Manpower 020 7807 8896 DefStrat-Stat-Tri-Hd@mod.gov.uk |

Civilian Manpower 0207218 1359 DefStrat-Stat-Civ-Hd@mod.gov.uk |

Health Information 030 6798 4423 DefStrat-Stat-Health-Hd @mod.gov.uk |

If you wish to correspond by mail, our postal address is:
Defence Statistics (Tri-Service)
Ministry of Defence, Main Building
Floor 3 Zone M
Whitehall
London

SW1A 2HB

For general MOD enquiries, please call: 020 7218 9000
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Guidance on Medical Fitness for Railway Safety Critical
Workers

Issue record

Issue Date Comments

One December 2011 Original document. This document provides
guidance for railway undertakings and
infrastructure managers on medical fitness for
railway safety critical workers and is intended to
assist them in understanding their responsibilities
in relation to medical fithess and how they may
approach the setting of their own medical fitness
criteria, where appropriate.

Two June 2014 Amendments to references throughout the
document.

Revisions have not been marked by a vertical black line in this issue because the
document has been revised throughout to update references.

Superseded documents

The following Railway Group documents are superseded, either in whole or in part as

indicated:
Superseded documents Sections Date when
superseded sections are
superseded
GO/GN3655 Guidance on Medical Fitness for all 07 June 2014
Railway Safety Critical Workers, issue one

Supply

The authoritative version of this document is available at www.rgsonline.co.uk.
Uncontrolled copies of this document can be obtained from Communications, RSSB,
Block 2, Angel Square, 1 Torrens Street, London EC1V 1NY, telephone 020 3142 5400 or
e-mail enquirydesk@rssb.co.uk. Other Standards and associated documents can also be
viewed at www.rgsonline.co.uk.
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Introduction

Purpose of this document

This document provides guidance on medical fithess for railway safety critical workers.
This guidance is intended to assist infrastructure managers and railway undertakings in
understanding their responsibilities in relation to medical fithess and how they may
approach the setting of their own medical fithess criteria, where appropriate. It does not
constitute a recommended method of meeting any set of mandatory requirements.

This document also includes appendices which provide further useful information related to
important medical conditions and are relevant to the medical health guidance within this
document.

Background

Historically, medical fithess standards within the rail industry have related to specific
occupations, or groups of occupations that are similar.

In 2005 the RSSB Strategy for Standards Management introduced a number of guiding
principles including:

a) Only those parameters or processes that directly govern the ability of two (or
more) duty holders to interface / co-operate with each other to the extent that
harmonisation is required to deliver safety in the most economical way
should be given the status of mandatory measures. This means that
Railway Group Standards (RGS) have focussed on controlling risks between
railway duty holders; interface risks. Measures required to control risks that
are confined to a single duty holder should be a matter for the duty holder to
determine.

b) The 'European’ approach provides the framework for the future and the
steps set out in the strategy will migrate towards it. This has led to the
convergence of fithess standards with European requirements such as
Technical Specifications for Interoperability and the Train Driving Licences
and Certificates Regulations 2010.

c) The mandatory measures contained within Railway Group Standards
(RGSs) will not usually repeat legislation.

Current RGSs only mandate medical fitness standards that relate to the control of interface
risks and not necessarily the whole of an individual’s job. Individual duty holders need to
decide, in consultation with their occupational health advisers, what additional medical
fitness requirements may be necessary in the context of specific occupations. These
requirements may be mandatory or have discretionary elements that may be open to
discretion on the part of the medical assessor and responsible manager.

The Equality Act makes it unlawful for an employer to treat a disabled person unfavourably
because of their disability, unless they can show that the treatment is a proportionate
means of achieving a legitimate aim.

Page 4 of 47 RSSB

GO/GN3655 Issue Two: June 2014
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Workers
1.3 Copyright
131 Copyright in the Railway Group documents is owned by Rail Safety and Standards Board

Limited. All rights are hereby reserved. No Railway Group document (in whole or in part)
may be reproduced, stored in a retrieval system, or transmitted, in any form or means,
without the prior written permission of Rail Safety and Standards Board Limited, or as
expressly permitted by law.

1.3.2 RSSB members are granted copyright licence in accordance with the Constitution
Agreement relating to Rail Safety and Standards Board Limited.

1.3.3 In circumstances where Rail Safety and Standards Board Limited has granted a particular
person or organisation permission to copy extracts from Railway Group documents, Rail
Safety and Standards Board Limited accepts no responsibility for, nor any liability in
connection with, the use of such extracts, or any claims arising therefrom. This disclaimer
applies to all forms of media in which extracts from Railway Group Standards may be
reproduced.

1.4 Approval and authorisation of this document

14.1 The content of this document was approved by Standards Committee on 04 March 2014.

1.4.2 This document was authorised by RSSB on 02 May 2014.
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Part 2

2.1
GN1

GN2

GN3

GN4

GN5

GNG6

2.2
GN7

GN8

Guidance for infrastructure managers and railway
undertakings on medical fitness standards

Content of medical fithness standards

Infrastructure managers and railway undertakings should develop medical fitness criteria
that comprise, as a minimum, the following three elements:

a) Vision requirements — which may include distance, near and intermediate visual acuity
as well as colour vision, depending on the requirements of the job.

b) Hearing requirements — pre-determined standards against which to assess a person’s
hearing

c) General health requirements — which include general medical standards determined
by a task analysis carried out by the infrastructure manager or railway undertaking
together with medical advisors. These are aimed at detecting conditions that may
impair important functions necessary for safe performance of duties including sight,
hearing, awareness,mobility, balance and coordination.

Infrastructure managers and railway undertakings should include the following within
medical fithess standards:

a) The group to whom the standard applies.

b) The necessary qualifications and experience of persons carrying out the
assessments.

c) The periodicity of the assessments and the validity of any certificate.
d) The medical fithess criteria.

Infrastructure managers and railway undertakings may consider, depending on the
occupation and the specific tasks involved, that additional medical fitness criteria are
required.

Infrastructure managers and railway undertakings should consider consulting occupational
health advisers to help decide what additional medical fithess standards may be necessary
in the context of specific occupations.

Infrastructure managers and railway undertakings may include the requirement for alcohol
and drugs screening as part of medical fithess examinations.

Infrastructure managers and railway undertakings may include simple urine tests to detect
diabetes as part of a general medical examination.

Mandatory and discretionary standards

Infrastructure managers and railway undertakings, when developing medical fithess
standards, should take into account all of the relevant fithess standards for a particular
occupation and be aware of the basis for each of those standards.

Infrastructure managers and railway undertakings should clearly indicate which of their
standards are mandatory and which may be open to discretion on the part of the medical
assessor and responsible manager. Discretionary standards may be important to assist
with making adjustments as part of a safe system of work, for example to accommodate a
disabled person.

Page 6 of 47 RSSB
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GN9

GN10

2.3
GN11

GN12

GN13

2.4
GN14

2.5
251
GN15

GN16

Infrastructure managers and railway undertakings may consider using a hierarchical
structure when creating their medical standards.

Infrastructure managers and railway undertakings should, when devising medical fithess
standards, align them with elements mandated by any of the following:

a) Act of Parliament or Statutory Instrument , for example Train Driving Licences and
Certificates Regulations 2010.

b) Railway Group Standards.

c) Other regulatory or accrediting bodies.

Choice of medical assessor

Infrastructure managers and railway undertakings should arrange for medical examinations
to be carried out by, or under the supervision of, a registered medical practitioner with:

a) Expertise of occupational medicine.
b) Knowledge of the hazards of the work concerned and of the railway environment.

¢) Anunderstanding of how measures intended to eliminate or reduce risks from those
hazards could be affected by lack of medical fitness.

d) Other accreditation, certification or registration if required by regulatory authorities in
the circumstances.

Infrastructure managers and railway undertakings should, if it is not reasonably practicable
for a physician meeting the requirements specified above to conduct or exercise direct
supervision over medical assessments, have arrangements in place for the medical
assessor and employer to have access to such a physician for advice on the interpretation
of medical fithess standards, and to monitor consistency of their application.

The Train Driving Licences and Certificates Regulations (2010) requires medical
assessments to be carried out by, or under the supervision of, recognised doctors who
appear on a register of doctors maintained by the Office of Rail Regulation (ORR).

Frequency of medical assessments

Infrastructure managers and railway undertakings should consult occupational health
advisers to help determine the frequency of medical assessments, where the frequency of
medical assessments for safety critical staff is not mandated in Railway Group Standards.

Specific medical requirements
Visual acuity
Infrastructure managers and railway undertakings should, as part of the task analysis,

identify the visual acuity requirements for each occupation. This will enable suitable visual
acuity standards to be defined.

Infrastructure managers and railway undertakings should consider whether some
occupations, even those where mandatory visual acuity standards currently exist, require
additional or more stringent visual acuity standards in order to control other identified risks.

RSSB
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GN17

Infrastructure managers and railway undertakings should consider additional tasks as part
of the task analysis, for example:

a) Reading displays, instruments and documents.
b) Identifying distant or moving objects.

c) A need for a continual change of focus between near and distant objects.

GN18 Infrastructure managers and railway undertakings may include, as part of their visual acuity
standards, requirements with respect to the use of particular corrective appliances such as
spectacles, contact lenses, progressive, tinted or photochromic lenses. Appendix A
contains further information on laser eye surgery.
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2.5.2
GN19

2.5.3
GN20

GN21

254
GN22

GN23

GN24

GN25

GN26

Colour vision

Infrastructure managers and railway undertakings should define colour vision requirements
within their medical fitness standards for occupations required to perform colour dependent
safety critical tasks. Appendix B provides guidance on colour vision.

Hearing

Infrastructure managers and railway undertakings should, as part of the task analysis,
identify the hearing standards for each occupation. This will enable suitable hearing
standards to be defined.

Infrastructure managers and railway undertakings should consider whether some
occupations, even those where mandatory hearing standards currently exist, require
additional or more stringent hearing standards in order to control other identified risks. This
might be, for example, a train driver or shunter working on or near the line. It should be
noted that the widely adopted hearing standard for persons who are required to maintain
their own safety when working on or near the line is that hearing loss should not exceed 30
dB averaged over frequencies 0.5, 1.0 and 2.0 kHz in either ear. Appendix C provides
further guidance on factors relating to hearing.

General health

Infrastructure managers and railway undertakings should, as part of the task analysis,
identify the general fitness requirements for each occupation. This will help define general
fithess standards.

Infrastructure managers and railway undertakings should pay particular attention when
determining general health standards for those safety critical occupations that require the
individuals to remain vigilant, access difficult environments or operate particular types of
equipment.

Infrastructure managers and railway undertakings should consider whether some
occupations, even those where mandatory health standards currently exist, require
additional or more stringent health standards in order to control other identified risks.

Infrastructure managers and railway undertakings should, as part of their medical
standards, consider how they will manage medical conditions that are likely to cause
sudden, unpredictable or even gradual, unnoticed, impairment of a person’s ability to carry
out safety critical tasks.

Infrastructure managers and railway undertakings should, as part of their medical fithess
standards, have a process in place to prevent persons carrying out safety critical work
where there is reason to believe they are suffering from any medical conditions or are
taking any medication, drugs or substances, which are likely to impair performance; for
example:

a) Sudden loss of consciousness.

b) A reduction in attention or concentration.
c) Sudden incapacity.

d) Aloss of balance or co-ordination.

e) Significant limitation of mobility.

RSSB
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GN27

Infrastructure managers and railway undertakings should seek medical advice about any
treatment or adjustments that would reduce the likelihood of conditions such as a) -e)
above to a safe level, so that the individual could return to normal or modified duties.

GN28 Infrastructure managers and railway undertakings should document any adjustments as
part of a risk assessment process and safe system of work, and communicate it to the
relevant people.

GN29 Guidance on diabetes, obstructive sleep apnoea and excessive daytime sleepiness can be
found at appendices F and G.

255 Disability

GN30 Infrastructure managers and railway undertakings should, when applying medical fithess
standards, take care to make reasonable adjustments to accommodate a disabled
employee if it is possible to do so.

GN31 Infrastructure managers and railway undertakings should consider carrying out individual
medical assessments for disabled employees in order to identify all factors relevant to their
case.
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Appendix A Laser eye surgery

Al

A.2

A.3

Introduction

Al1l

A.l.2

A1.3

This appendix has been compiled to help employers make risk-based decisions
when cases of laser eye surgery are reported.

Laser eye surgery is unlikely to be a necessity simply for the purpose of meeting
the visual acuity standards. Employers should not encourage or promote the use
of eye surgery in these circumstances because the risks of surgery can be
avoided by choosing to wear spectacles or contact lenses instead.

An employer cannot prevent an individual from having eye surgery, or any other
treatment, if they choose to. However, it may be necessary to discuss the
potential impact on their employment.

Laser treatment techniques

A2.1

A.2.2

A.2.3

PRK, LASIK and LASEK are acronyms for three common laser eye surgery
techniques - they are not proprietary or trade names but generic descriptions:

a) PRK - Photo-refractive keratotomy.
b) LASIK - Laser in-situ keratomileusis.
c) LASEK - Laser in-situ epithelial keratomileusis.

LASIK treatment is normally associated with rapid recovery and improvement of
vision. Certain patients may be unsuitable for LASIK or choose not to have it
because of some of the complications that may occur. LASEK is essentially a
modified form of PRK.

Treatment methods are constantly improving and the risk of complications is
diminishing with better technology and skilled surgeons. New procedures are
always being developed and the Royal College of Ophthalmologists has
published some excellent guidance for patients contemplating laser eye surgery
and other forms of treatment (see reference 1).

Surgical and post-operative procedures

A3.1

A.3.2

A.3.3

A.3.4

Typically the patient will spend less than a day in hospital for treatment and will
use antibiotic and anti-inflammatory eye drops for about a week. Atrtificial tears
are used for a slightly longer period, sometimes up to six months.

After surgery the patient will be unfit for ordinary work for three to seven days
while useful vision recovers. However, vision often takes one week to three
months to become stable, depending on the type of treatment. In some
complicated cases this process can take three to nine months. People who
depend on normal vision for their job (for example, train drivers) will not be able
to perform their duties until their vision becomes stable.

If one eye is treated at a time, further periods of absence are possible. Typical
post-operative follow up might be at one and seven days followed by checks at
one and three months to establish that visual acuity is stabilising and no other
problems are developing.

Patients with low or moderate degrees of short-sightedness do well after laser
surgery with about 90% managing the 6/6 (normal) line and almost all managing
6/12 on the opticians chart without the use of glasses. Results are not quite so
good for long-sighted or very short-sighted people.
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A.4 Complications
A4l The incidence of complications following laser corrective eye surgery is difficult to
determine for a variety of reasons, including:
a) Variability of the skill and experience of surgeons.
b) Variable techniques and equipment used.
¢) Rapidly advancing knowledge and technology.
d) Variable definitions of success and failure.
e) Differences in the eyes that are treated.
f)  Commercial pressures to quote low levels of complications.
A4.2 Reports of complications range from 1-40% of cases, depending on the source.
Many relate to issues of failure to correct the vision exactly to normal, a
difference between the two eyes or problems reading. All of these can usually be
corrected with re-treatment or glasses. Other problems relate to infection, comfort
or sensitivity and tend to settle quite readily. Complications relating to the
corneal ‘flap’ in LASIK can often be corrected and serious sight threatening
complications are very rare.
A.4.3 Complications of an occupational significance include:
a) Reduced visual acuity.
As a rough estimate up to 4% of all treatments will result in a reduction of two
lines of best corrected visual acuity on the optician’s chart (the best that can be
achieved even with glasses or contact lenses).
b) Decreased night or low light vision.
Patients may experience difficulty discerning detail in low light or low contrast
conditions. Some report problems with halos, glare or starbursts around objects
or light sources. These problems are often temporary and recover over a Six-
week period but in some cases the problem persists. Newer surgical techniques
help to minimise this problem.
A.5 Assessment of job applicants
A5.1 The British Society for Refractive Surgery (BSRS) has published information

concerning the assessment of job applicants with a history of refractive surgery.
An examination to consider the suitability of a refractive surgery patient for a
particular profession should include:

a) A slit lamp examination to confirm that the eye has returned to normal and
that there is no significant loss of corneal transparency.

b) Refraction, topographic examination and pachymetry to screen for
keratectasia. The candidate should provide details of their pre-operative
refractive error and if possible details such as their post-operative corneal
thickness and the nature of any complications that may have occurred
during or following the procedure.
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A.6

A.7

A.8

A5.2

c) Candidates should have their visual performance assessed using a
technique sensitive to the presence of scattered light and aberrations. The
Snellen letter chart is inadequate alone but a low contrast logMAR chart or
contrast sensitivity test provides some information.

d) Candidates should not be considered until all medication has ceased.

These are specialist examinations that are likely to be outside the capabilities of
most occupational health service providers. Current Royal College guidelines
indicate that most of this information should be given to the patient and recorded
in their notes. The employee could be asked to obtain a report from their
ophthalmic surgeon. Alternatively an independent examination and report could
be arranged. In any case an occupational physician with knowledge of the rail
environment can advise on the scope of the information required and its
interpretation, taking into account the specific duties of the applicant.

Long term implications

A.6.1

A.6.2

There is already a chance that the eyesight of workers who have not undergone
laser eye surgery will deteriorate between normal periodic medicals and existing
procedures take account of that. Furthermore, all employees have a duty to
report to their manager if they believe they are unfit for work because of failing
vision. Additional measures following laser eye surgery should be aimed at
controlling any additional risk that arises as a result of the surgery.

Laser eye surgery techniques were introduced quite recently and they are rapidly
improving. It is almost impossible to estimate the likelihood of long term visual
complications or deterioration of vision that would not be amenable to correction
with glasses or other means. The indications are that the incidence of these
problems will be very low but they may arise within a period that is shorter than
the normal frequency for periodic medical examinations. Employers and their
occupational health providers should have appropriate procedures for detecting
these cases amongst safety critical workers following laser eye surgery.

European requirements

A7.1

The Operation and Traffic Management Technical Specification for
Interoperability (OPE TSI) and the Train Driving Licences and Certificates
Regulations 2010 (TDLCR) permit laser eye surgery for train drivers and other
train crew subject to annual examinations or at intervals set by the occupational
doctor.

Summary

A8.1

A.8.2

A.8.3

Laser eye surgery is a matter of individual choice and can be associated with
some complications so it should not be encouraged or required simply for the
purpose of meeting visual standards.

Patients undergoing surgery will require a period of time off work and their visual
acuity may take a number of months to stabilise. In a very small number of
individuals the effects of surgery could make them unfit for safety critical work in
the long term or even permanently.

Employers may experience additional costs in the short term due to temporary
unfitness and in the long term due to increased numbers of medical assessments
or medical reports.
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Page 13 of 47

GO/GN3655 Issue Two : June 2014





Guidance on Medical Fitness for Railway Safety Critical

Workers

A.8.4

A.8.5

The effects on visual acuity may be variable in the months following laser
surgery. Itis important to have appropriate procedures to ensure that the risk of
that variability affecting safety critical work is controlled. These procedures are
likely to involve assessment by an occupational physician, who will probably
liaise with the ophthalmic surgeon responsible for post-operative follow up.

Employers should consider the operational implications where a return to work is
delayed or impossible and employees should be advised of the possible
consequences for their employment.

References (Appendix A)
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b) Standards for laser refractive surgery, May 2009.
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Appendix B Colour vision

B.1 Background

B.1.1

B.1.2

B.1.3

B.1.4

B.1.5

B.1.6

B.1.7

B.1.8

B.1.9

About 8% of males and 0.4% of females have an inherited defect of colour vision
that typically causes confusion between certain red and green colours.

Inherited colour vision defects will persist throughout an individual’s life and it is
very important that they are detected before embarking on a career where there
is a requirement for normal colour vision.

Late detection of colour vision defects and consequential declaration of unfitness
can be very costly for the employee and their employer, as well as potentially
dangerous.

Acquired defects can develop later in life and affect both men and women.
Acquired defects are much more variable in their occurrence, severity and
duration than inherited defects. They may affect the perception of yellow and blue
as well as red and green and are often associated with other visual impairments
and medical conditions. These cases will require individual specialist assessment
under the guidance of a registered medical practitioner, with knowledge of the
hazards of the work concerned and of the railway environment.

Where normal colour vision is important for safety reasons, colour vision testing is
crucial in deciding on fitness for work. Colour vision and colour vision testing is a
complex subject and an excellent introduction can be found in two Health and
Safety Executive (HSE) publications aimed at employers and occupational health
professionals (see references 1, 2).

It is not possible to correct abnormal colour vision by wearing coloured spectacles
or contact lenses, although colour discrimination may be improved in some
specific circumstances.

As with many occupational settings, there are situations in the railway
environment when normal colour perception is a requirement for operational
safety reasons. Obvious examples relate to the recognition of signal colours
when train driving, coloured warning flags and signs on the lineside or controls in
a signalling control centre or identifying different colour-coded wires in safety
related equipment. However, there is no single list that includes all railway
occupations that require normal colour vision.

In any event, it is the responsibility of the employer to identify the risks arising out
of any work activity and to eliminate or control them. This will include an analysis
of tasks that require normal colour vision. In some circumstances the elimination
of colour vision dependent tasks or the provision of non-colour dependent
information will be the preferred control measure.

Notwithstanding any risk assessment for specific occupational tasks, the
commonest requirement for railway work is the ability to recognise a red, green
and yellow signal under all conditions.

B.2 Testing of colour vision

B.2.1

Over many years, large numbers of rail workers have been required to pass a
colour vision test at the pre-employment stage and at subsequent periodic
medical examinations. Fitness standards for many groups, such as train drivers,
guards, signallers, crossing keepers and shunters have included normal colour
vision as determined using a specific colour vision test, the Ishihara Test. In some
cases, employers and occupational health providers have chosen, for particular
reasons, to use alternative testing methods, for example the City University Test.

RSSB
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B.2.2

B.2.3

B.2.4

B.2.5

B.2.6

B.2.7

Many different tests are available for detecting the presence of colour vision
defects and some can also give an indication of the degree of abnormality.
However, different tests may not be equivalent when measuring the same aspect
of colour vision. Therefore, some individuals may be able to pass one test but
not another and this has important implications for interoperability and for the
employee that wishes to change their employer or job.

For operational safety purposes in the rail industry, there has been no
requirement to determine the degree of colour vision deficiency and a test that
simply discriminates between normal and defective has been sufficient. This is
because an incident could occur where incorrect colour discrimination was
suggested as a possible cause and it would have been almost impossible to
refute that if the employee had any degree of colour vision defect.

Colour vision tests need to be easy to administer while giving accurate and
reproducible results. The Ishihara Test meets these requirements and is very
sensitive for detecting red-green abnormalities.

Ishihara is not useful for detecting blue-yellow deficiencies but these are less
likely to have operational safety implications. Where a rare or acquired defect is
suspected, or specific colour dependent tasks require it, the responsible
occupational physician may recommend alternative or additional tests.

Newer technology may permit the development of bespoke colour vision testing
methods for specific occupations, based on a detailed task analysis of the colour
dependent tasks associated with those occupations. This may have the
advantage of permitting a wider range of individuals to meet the fithess
requirements for a given occupation, despite having some degree of permitted
colour vision defect. However, employees with some defect of colour vision may
not be eligible for promotion or transfer into other roles with different colour vision
requirements and specialist colour vision testing methods may involve additional
costs.

RSSB research project T924 ‘Identification of a robust colour-vision testing
protocol for the rail industry’ provides an objective view of colour vision testing to
identify cost effective practices that will enable employers to allow all qualified
employees wishing to undertake colour-vision dependent safety critical work and
to do so safely.

References (Appendix B)

a) Colour vision examination: A guide for employers. Information sheet
WEBO03 HSE 2005. Web-only version available at:
www.hse.gov.uk/pubns/WEBQ3.pdf.

b) Colour vision examination: A guide for occupational health providers.
HSE Guidance note MS7 (Third Edition) www.hse.gov.uk/pubns/ms7.pdf.

¢c) RSSB research project T924 Identification of a robust colour-vision
testing protocol for the rail industry. Available on Spark
(http://spark.rssb.co.uk).
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Appendix C Hearing

Cl

C.2

C3

Introduction

C.l1

C.l1l2

RSSB, on behalf of infrastructure managers and railway undertakings,
commissioned research into the use of digital hearing aids by drivers, train
managers and platform staff (RSSB project reference T664 Use of hearing aids
by operational staff). The research was to determine if staff who fail to meet the
hearing standard and recommended hearing levels for safety critical tasks
associated with train movements, can continue in their roles once fitted with a
digital hearing aid, and to identify any additional controls that are required.

This appendix provides a summary of key points from the research and the
reader should refer to the full research report for additional information. The
recommendations and methodology are relevant to other safety critical roles.
However, infrastructure managers and railway undertakings may need to conduct
additional task analysis and risk assessment where a safety critical role differs
significantly from train movement tasks.

Hearing and railway safety critical work

Cz21

C.22

Hearing requirements for railway staff engaged in safety critical work are based
on the need to be able to hear:

a) Spoken safety communications using a range of media, including face-to-
face speech, in outside as well as enclosed environments.

b) Audible warnings and alerts in driving cabs.

c) Audible warnings, such as train horns, when on or near the line, when
carrying out work on the infrastructure or when other duties such as driving
or shunting necessitate going on or near the line.

The type of work to be carried out and the environment it is to be carried out in
are significant factors in assessing the hearing requirements for safety critical
work, and may change over time. For example, train driving in some parts of the
network is less dependent on communications from (external) signal post
telephones than was previously the case.

Hearing criteria

C31

C.3.2

C.33

Railway Group Standards GO/RT3451 Train Drivers — Staff Suitability and
Fitness Requirements and GO/RT3452 Train Movement — Medical Fitness
Requirements mandate the use of audiometry to carry out hearing tests and that
staff shall have sufficient hearing to enable them to hold a telephone conversation
and to be able to hear warning sounds, alert tones and radio messages.

Hearing assessments should take account of the individual’s normal working
environment, including ambient noise levels and the communications equipment
available (see Appendix C of this document).

For over 60% of trains operated on the network managed by Network Rail, cab-
secure radio (CSR) removes the need for the driver to leave the cab to talk to the
signaller using a signal post telephone (SPT), often seen as a difficult
environment for drivers to hear what is being said by the signaller. A new radio
system, Global System for Mobile communications — Railways (GSM-R) will bring
this facility to almost all drivers within five years from the publication date of this
guidance.
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C34

The revised hearing criteria mirror the European Operation and Traffic
Management Technical Specification for Interoperability (OPE TSI) for both
conventional (see reference 2) and high speed (see reference 3) rail networks as
well as the Train Driving Licences and Certificates Regulations 2010 (TDLCR)
(the Directive) (see reference 4).

C4 The RSSB research project T664 Use of hearing aids by operational

staff
c.4.1

C.4.2

C.43

C4.4

The research was initiated by RSSB following an initial pilot study in response to
technical developments in hearing aid equipment in the past 10 years (especially
digital hearing aids) and also to assist with compliance with disability legislation.
The unreliability of older types of equipment, especially outdoors in poor weather
or in crowded areas, had previously been a factor that presented difficulties for
managers and occupational health practitioners agreeing to their use.

The research makes the following conclusions:

a) The additional risk posed by staff with digital hearing aids undertaking safety
critical roles is minimal, subject to them working within a safe system of
work.

b) The majority of concerns identified by stakeholders are either not significant
or can be readily managed by the application of appropriate controls.

The conclusions are made on the assumption that a staff member with a digital
hearing aid correctly prescribed for operating in the railway environment can be
expected to hear the alarms, alerts and speech required to ensure that train
operations are carried out safely.

Consequently, subject to the controls in the safe system of work detailed below
(section C6), the research recommends that safety critical staff with a suitable
hearing aid (or aids) should be able to return to their normal duties.

C.5 Potential drawbacks associated with hearing aid use by safety critical
workers

C51

C5.2

C.b53

The research recommends that consideration be given to the risks associated
with:

a) The hearing aid making noises excessively loud.

b) Use of temporary replacement hearing aids that are not equivalent to the aid
they are replacing.

¢) Reported battery life of longer than four weeks.

Any of the above can mean that the hearing aid is not being used or is not
performing in the intended way.

There can be compatibility problems between hearing aids and communication
devices such as the possibility of a hearing aid filtering out or reducing the
volume of an alarm or alert, although, in practice these are rare. It is therefore
important to verify, using a workplace assessment, that a member of staff with a
hearing aid can use the main communication devices they are likely to use in the
normal course of their duties.
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C.6

C54

C5.5

The research recommends that staff manually programme their hearing aid rather
than leaving the hearing aid to select the settings. The probability of a staff
member selecting an incorrect programme and not being able to hear important
sounds is low.

The risk of rain causing hearing aids to fail when used by safety critical workers is
very low (although credible). Therefore, the research recommends that exposure
to rain should not be used to determine whether a staff member is suitable for
being fitted with a hearing aid, but it is advisable to consider practical means to
reduce the exposure of hearing aids to rain.

Safe System of Work

Cé6.1

C.6.2

C.6.3

The research recommends a safe system of work which covers both audiology
and the required procedures for the use of hearing aids. Should consideration be
given to the implementation of this safe system of work, it should be tailored to
each specific operating situation and requirement.

To allow some flexibility, the requirements of the safe system of work are
specified, but not the method of implementing them. Care should be taken to
ensure safe systems of work address each particular circumstance. Additional
requirements may also be implemented beyond those recommended below if it is
deemed to be appropriate.

It is important to remember that a safe system of work should be used in support
of (not instead of) normal Safety Management Systems (SMS).
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C.7 The main stages

C71 The safe system of work starts when an employee in a safety critical role fails an
RGS hearing test. Its main stages are illustrated below.

Verify that Is this individual’s hearing loss really below the standard
hearing does not and, if so, is it likely to (a) be a long term problem and (b)

meet the standard is it predictable?

¢

Select staff Is the individual in a role covered by the safety
for hearing aids assessment and do they want to try hearing aids?

¢

Equip staff The hearing aid audiologist equips the individual with a
with hearing aids hearing aid (or aids) and tests their hearing

¢

The individual is retrained for their safety critical role plus

Retrain they do a functional (in the workplace) hearing test

¢

Normal duties & The individual returns to normal duties but with additional
on going monitoring reporting and monitoring and an annual hearing test

c.7.2 The safe system of work is intended to be used in addition to (not instead of) the
operator’s normal procedures, in particular their Competence Management
System (CMS). For example, depending on the time the staff member has been
absent from work, a ‘Training Needs Analysis’ may be required.
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C.8

Verifying that hearing does not meet the standard

cs8.l1l

When an employee in a safety critical role fails the required hearing standard it is
recommended that an Occupational Health (OH) physician or Ear, Nose and
Throat (ENT) specialist, if necessary, should examine the individual and their
medical history to determine if they have:

a) Atemporary hearing loss that can be treated or will correct itself, in which
case their hearing should be retested after the condition has cleared.

b) Arelatively stable and predictable hearing condition, in which case they may
be considered for the hearing aid programme. However, this should only be
done once every effort has been made to verify whether or not the
individual’s hearing meets the requirements of the RGS hearing test, for
example, by retesting the individual's hearing using an alternative method
such as a Bekesy test. While hearing aids work well for many, it is still
preferable that they are only considered where they are really needed.

C.9 Selecting staff for hearing aids

Cc.91 A decision should be made on whether the individual’s role is covered by their
safety analysis.

Cc9.2 If the individual is in a suitable role they should be briefed about the option of
wearing hearing aids, what this involves, the responsibilities associated with it
and that it does not guarantee a return to safety critical duties.

c.9.3 If the individual agrees, they should be referred to an Hearing Aid Audiologist
(HAA).

C.10 Equipping staff with hearing aids

C.10.1 The HAA will then:

a) Equip the individual with a hearing aid or aids and test their hearing.

b) Show the individual how to use and look after their hearing aid.

c) After an ‘acclimatisation period’, review and refine the hearing aid
prescription as necessary.

C.10.2 Hearing test results should be obtained to check whether an individual has
passed. This may require consultation with the HAA or the OH physician. It is
also helpful for the results of the HAA’s tests to be copied to the OH physician.

C.10.3 If anindividual is fit for return to safety critical duties, subject to the hearing aid
safe system of work, then their manager should:

a) Document the basis for the decision.
b) Endorse the individual’s medical report as fit for normal duties subject to the
hearing aid safe system of work.

C.10.4 If the individual's hearing cannot be returned to an acceptable standard with the
help of a hearing aid, it is recommended that they do not continue carrying out
safety critical work.
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C.11 Retraining

Cili1

C11.2

C.11.3

Employees who are fit to return to their safety critical roles should be retrained
and reassessed. This includes:

a) Meeting the requirements of the duty holder’s competence management
system (CMS).

b) Briefing the individual on (and ensuring they understand) the additional
responsibilities and operating requirements for hearing aids.

During retraining, the individual should:
a) Be fully supervised.
b) Pass a workplace hearing assessment.

c¢) Demonstrate they understand when to use their different hearing aid
programmes (the use of different programmes is described in the technical
report).

The individual may return to normal duties once the above requirements have
been completed satisfactorily, and they have confirmed that they are happy to
return to safety critical duties.

C.12 Normal duties and ongoing monitoring

C.121

C.l12.2

C.12.3

Once the individual has returned to normal duties, their progress should be
monitored for compliance with their responsibilities, for their successful ability to
undertake their duties and to ensure any problems they are having with their
hearing aid(s) are resolved. The monitoring regime should involve:

a) Both regular and random ‘on-the-job’ monitoring to confirm that they are
using their hearing aid(s) and carrying spare batteries.

b) Discussions with their local manager or team manager to check that they:

i. Are clear on their responsibilities and how to report and resolve
problems.

ii. Are satisfied with the arrangements in place.

iii. Have the opportunity to identify any problems they might be having
with their hearing aids and get them resolved.

Initially, monitoring should be frequent but, as the individual’s confidence
develops, the monitoring can reduce in frequency.

The research recommends that the following approach is adopted to verify the
staff member is using their hearing aid and is carrying spare batteries:

a) Week one to four : Monitoring twice per week (can be checked when signing
on by Resource or Station Coordinator).

b) Week five to eight : Monitoring once per week.

c) Thereafter, random checks at least once every three months.
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C.l124

C.125

C.12.6

C.i12.7

Cc.12.8

Consideration may be given to requesting that the individual provides a weekly
written report during the first three months, highlighting any issues they have had
with their hearing aid, and for the local manager or team manager to interview the
individual once a month.

Thereafter, the local or team manager interviews the individual at least once
every six months. The workplace assessment checklist (see Appendix 2 of T664)
includes examples of the questions that might be used during these interviews.

The research recommends that the individual’s hearing then be retested annually
by a HAA in accordance with the tests recommended in the technical report. It is
also helpful for the OH physician to be notified of the test results.

If the staff member is off work for a prolonged period, then the individual’s
retraining requirements should be assessed on their return to work. This might
involve repeating some, or all, of the retraining requirements above (in particular
the workplace hearing assessment).

The results of discussions, monitoring and hearing re-tests should be recorded
and reported internally in line with each duty holder’s normal practice.

C.13 Operating requirements

Ci13.1

C.13.2

Staff with hearing aids should at all times when they are undertaking safety
critical work:

a) Use their hearing aid(s) and carry spare batteries.
b) Use the correct programme for the situation.

c) Report any concerns or problems with their hearing aid(s) to their manager
at the earliest opportunity; agree the significance of each problem and any
action that may be appropriate.

The following additional actions should be considered in the event of problems:

a) Low battery warning (or flat battery): the individual should replace the battery
at the earliest opportunity.

b) Excessive battery life: if the individual finds their hearing aid battery lasts
longer than four weeks then they should consult their HAA as this probably
indicates that the hearing aid has not been working correctly.

c) Hearing aid fails: the individual may continue to work in their safety critical
duties if they have a replacement hearing aid that has the same
programmes and settings as their normal hearing aid.

d) Whistling in the ear (feedback): the individual should ensure their hearing aid
is in their ear properly and that it has been thoroughly cleaned to remove
any wax build up. If the problem persists, they should also see their HAA.

e) Ear inflammation or infection: the individual should see their GP. If the
problem persists, they should also see their HAA.

f)  The hearing aid makes noises excessively loud or the hearing aid is
distracting or uncomfortable: the individual should see their HAA.
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C.14 Workplace hearing assessment

Cil4.1

C.14.2

C.14.3

The purpose of a workplace hearing assessment is to demonstrate that the
individual’'s hearing is effective in their normal work environment, which is very
different to the controlled environment of the HAA. The research recommends
that an assessment is carried out to:

a) Identify the main safety critical communications systems that the individual is
likely to use (for example, National Radio Network - NRN - radio, signal post
telephone, cab secure radio, etc).

b) Identify the main safety related alarms and alerts the individual is likely to
have to respond to (for example, Automatic Warning System — AWS - bell
and horn or a platform whistle).

c) Ensure that by the end of the retraining period the individual has been
observed successfully using each of these systems in a normal working
environment.

The research recommends that face to face conversations are undertaken with
the individual. They should be representative of those conversations and working
environments the individual might be in (for example, on a platform or in a train
cab) and include both noisy and quiet environments. At least three conversations
are recommended to enable the conversations to cover a range of working
environments. The frequency of such conversations should be based on each
individual's personal circumstances. The purpose of these conversations is to
determine if the individual is able to hear what was said by the other person in all
environments.

This conversation does not require the quality of hearing to be assessed, but
rather that the message was understood. Whilst carrying out conversations it is
also recommended that the person’s response to any alarm or alert is also
monitored.

C.15 Further information

C.151

C.15.2

More detailed information will be found in the research report T664, including a
human factors checklist and helpful background information that conforms to the
same structure as the safe system of work described here.

The final report for project T664 is available on Spark (http://spark.rssb.co.uk).
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Appendix D Safe use of medicines

D.1

D.2

D.3

Introduction

D.1.1

D.1.2

Around 1000 million National Health Service (NHS) prescription items are
dispensed each year and the general public spends £2 billion on over-the-counter
remedies (see referencel). Itis not surprising that many people who are
attending for work on a regular basis will also be taking medicines. However,
certain medicines may cause drowsiness, impaired concentration or other
unwanted effects that make it unsafe for a person to do their job where there is a
risk of injury to themselves or others.

The guidance in this appendix is aimed at people who are responsible for
ensuring that workers are fit and able to perform their duties safely, especially
safety critical workers, though it will also be relevant to other groups. The
guidance sets out the main issues and offers general advice. An in-depth
discussion of the effects of individual medicines and specific occupations is
beyond the scope of this document and references to more detailed information
have been provided.

Definitions

Medicine

Has the same meaning as ‘medicinal product’ in the Medicines Act 1968.
Medicines may be supplied on prescription, pharmacy only or general sale.

Psychotropic medicines

Medicines that are capable of affecting the mind, emotions or behaviour. They
include antidepressants, tranquillisers and anti-psychotic medicines (used to treat
serious mental illness).

Over-the-counter medicines

These medicines include all medicines on general sale to the public via all
sources including the internet and those available through a pharmacy.
Alternative medicines and herbal remedies/medicines are also classified in this
definition.

Legal and regulatory requirements

D.3.1

D.3.2

D.3.3

Many people will be aware of the legal requirements to prevent drug and alcohol
misuse while people are working on the railway. However, they may not realise
that the same provisions apply to ordinary medicines if they could affect a
person’s ability to work safely.

It is an offence under section 27 of the Transport and Works Act 1992 (2) for
employees to carry out, and for employers to allow employees to carry out, safety
critical work while under the influence of drugs or alcohol. The law defines ‘drug’
as any intoxicant other than alcohol. That would include prescribed or over-the-
counter medicines, if they cause intoxication. The employer needs to exercise
‘due diligence’ to prevent the commission of an offence under this section and
that is usually supported by a drugs and alcohol policy.

Even in cases where specific railway legislation does not apply there are general
duties under the Health and Safety at Work Act (1974) that impose similar
requirements on employers and employees.
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D.3.4 The Railway Group Standard GE/RT8070 Testing Railway Safety Critical
Workers for Drugs and Alcohol (see reference 3) and guidance GE/GN8570 (see
reference 4) also set out measures for railway undertakings and infrastructure
managers to control risks caused by the effects of drug and alcohol use. In that
context a drug means any substance that could affect a person’s ability to carry
out their duties safely, including medication either prescribed by a medical
practitioner or purchased over the counter.

D.3.5 Drug and alcohol policies are likely to define ‘drug’ as any substance that could
affect a person’s ability to carry out their duties safely, including medication either
prescribed by a medical practitioner or purchased over the counter.

D.4 How can medicines affect safety?

D.4.1 Many medicines are known to produce some impairment of function. These are
usually medicines that have effects on the central nervous system. Typical
problems include:

a) Drowsiness.

b) Poor concentration.

c) Slow reactions.

d) Poor co-ordination.

e) Inability to assess danger.

f)  Inability to assess the level of impairment.

D.4.2 A few medicines can produce adverse effects in other ways, notably visual
impairment.

D.4.3 These effects can vary between individuals and even in the same individual
depending on many factors such as:

a) Overall duration of use of the medicine.

b) The dose of medicine taken and whether the dose has been changed
recently.

c) When the medicine is taken in relation to working hours.

d) The preparation or brand of medicine.

e) Concurrent use of alcohol.

f)  Level of fatigue.

g) Interactions with other medicines used at the same time.

h) The effect of the underlying health problem.

i)  Factors specific to the individual such as age, sex, weight and metabolism.

D.4.4 Many medicines that can impair performance in the initial stages may be well

tolerated after a period of time and dose adjustment. Also it should be noted that
medicines might alleviate or overcome some of the effects of illness that would
otherwise cause impairment at work, for example, pain or mood disturbance.
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D.4.5

D.4.6

D.4.7

D.4.8

D.4.9

Because of this wide range of variables, it is difficult to conduct research that
would make it possible to reliably predict who will be affected, when and to what
extent.

Some good research relates to motor vehicle driving, which is a common and
potentially dangerous activity requiring a high degree of alertness, good co-
ordination and adequate vision. Carter deals with the subject in more detail in
‘Fitness to Drive’ (see reference 5).

Research published by the Health and Safety Executive in 2004 (see reference 6)
showed that psychotropic medication can reduce performance efficiency, and so
affect safety at work. Such effects have been shown to be present for groups of
medicines known as benzodiazepines, tricyclic antidepressants and the Selective
Serotonin Reuptake Inhibitors (SSRI) antidepressants.

Certain over-the-counter medicines are known to cause drowsiness, and
therefore have the potential to affect operational safety. Most are used for the
treatment of coughs and colds, allergies, pain, nausea and gastrointestinal
upsets. Antihistamines are the largest group known to have these effects (see
reference 7).

Less frequently encountered medicines that may impair performance include eye
drops used to dilate the pupils at eye clinics and general anaesthetics, which may
exert an effect for several hours after recovery.

D.5 Labelling of medicines (see also Appendix F)

D.5.1

D.5.2

Cautionary and advisory labels for dispensed medicines are listed in the British
National Formulary. About 260 medicines have to carry labels 2 or 19, which
relate to drowsiness when driving or operating machinery. A further 40 medicines
are listed under the section on driving, indicating they may affect driving in some
way and the patient should be counselled by the pharmacist. These lists are
constantly updated.

Medicines for the treatment of severe pain, psychosis, depression, anxiety,
epilepsy, migraine and Parkinson’s disease make up the majority of the list along
with antihistamines, which are frequently available over the counter. Insulin is a
special case and has been dealt with in separate guidance.

D.6 Why not produce a list of prohibited medicines?

D.6.1

D.6.2

D.6.3

Some medicines will almost always be incompatible with safety critical work, for
example strong antipsychotic medication or powerful morphine related painkillers
(narcotic analgesics).

Also, the use of certain medicines is clearly an indication that expert medical
opinion will be required concerning safety critical work, for example insulin or anti-
epileptic medication. Nevertheless, the employee may still be fit for their duties.

Medicines that require special labels because of potential effects when driving or
operating machinery are listed in the British National Formulary (BNF) (see
reference 8). Although the list is extensive it does not include all medicines that
may affect work in some way.
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D.6.4

D.6.5

However many medicines are known to produce unwanted effects in certain
circumstances but not in every case. It would not be reasonable to simply
prohibit their use and it may amount to disability discrimination to do so.
Therefore some form of individual assessment is required in these cases.

Finally, any list of medicines is bound to become out-of-date very quickly as new
medicines are invented and medical knowledge about existing medicines
increases.

D.7 What can employers do?

D.7.1

In order to ensure operational safety and to comply with legal requirements each
employer will have procedures to control the risks associated with the use of
medicines in the workplace. These may include:

a) A requirement for employees to report the use of medication to a responsible
person.

b) A process for deciding which duties the individual can be assigned to and
any additional arrangements.

c) Access to expert advice concerning the effects of medicines in relation to
work on the railway.

d) Arrangements for regular review.

e) Provision of training and information for managers and employees.

D.8 What can employees do?

D.8.1

Employees have a personal responsibility to present themselves for work in a fit
state and to report to their manager any concerns about their ability to work
safely. Most people will at some time attend for work while taking or after taking
some sort of medicine. Some may not realise the potential effects on their
performance. If it is necessary to take medicines that may have effects during
working hours, the individual should:

a) Discuss their occupation with the doctor or pharmacist supplying their
medicine.

b) Ask about the most appropriate time to take their medicine in relation to their
working hours, and the dose to take.

c) Read the label and packet insert, noting any warnings or advice.

d) Be aware of the potential for medicines to interact with other medicines or
alcohol.

e) Follow the procedure set out by their employer with regard to the use of
medicines.

f)  Consult their doctor if they think their medicine may affect their ability to work
safely or effectively. In many cases it will be possible to identify a suitable
alternative medicine that is equally effective but produces fewer unwanted
effects. Other options are to consider the timing or dosage of medication
and to ensure that unwanted interactions with other medicines are avoided.
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D.9 Summary

D.9.1 Many working people will benefit from using medicines occasionally and some

may depend on medicines in the long term.

D.9.2 Employers have a responsibility to ensure that the risks associated with the use

of medicines are controlled by following appropriate procedures.

D.9.3 Employees should comply with those procedures. They should take

responsibility for working with their healthcare provider so that medicines do not
interfere with their ability to work safely and effectively.

D.9.4 The range of medicines that may impair performance is large and it is not

possible to produce a definitive list because of the numerous factors involved.
Psychotropic medicines for depression, anxiety and serious mental illness form
the largest group of prescription medicines that may affect performance. Strong
painkillers can also cause problems. Antihistamine remedies for sickness and
allergy are available over the counter and also deserve special attention.
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Appendix E Cautionary labels 2 and 19 for medicines - British

Label 2

Labell9

National Formulary

Warning: This medicine may make you sleepy. If this happens, do not drive or
use tools or machines. Do not drink alcohol

To be used on preparations for adults that can cause drowsiness, thereby affecting
coordination and the ability to drive and operate hazardous machinery; label 1 is
more appropriate for children. It is an offence to drive while under the influence of
drink or drugs.

Some of these preparations only cause drowsiness in the first few days of treatment
and some only cause drowsiness in higher doses.

In such cases the patient should be told that the advice applies until the effects have
worn off. However many of these preparations can produce a slowing of reaction
time and a loss of mental concentration that can have the same effects as
drowsiness.

Avoidance of alcoholic drink is recommended because the effects of CNS
depressants are enhanced by alcohol. Strict prohibition however could lead to some
patients not taking the medicine. Pharmacists should therefore explain the risk and
encourage compliance, particularly in patients who may think they already tolerate
the effects of alcohol (see also label 3). Queries from patients with epilepsy regarding
fitness to drive should be referred back to the patient's doctor.

Side-effects unrelated to drowsiness that may affect a patient's ability to drive or
operate machinery safely include blurred vision, dizziness, or nausea. In general, no
label has been recommended to cover these cases, but the patient should be
suitably counselled.

Warning: This medicine makes you sleepy. If you still feel sleepy the next day,
do not drive or use tools or machines. Do not drink alcohol

To be used on preparations containing hypnotics (or some other drugs with sedative
effects) prescribed to be taken at night. On the rare occasions when hypnotics are
prescribed for daytime administration (e.g. nitrazepam in epilepsy), this label would
clearly not be appropriate. Also to be used as an alternative to the label 2 wording
(the choice being at the discretion of the pharmacist) for anxiolytics prescribed to be
taken at night.

It is hoped that this wording will convey adequately the problem of residual morning
sedation after taking ‘sleeping tablets’.
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Appendix F Railway workers and diabetes — general guidance

F.1 Introduction

F.1.1

The purpose of the guidance contained within this appendix is to highlight the
important factors that should be taken into account when assessing the fithess of
people with diabetes when they carry out safety critical duties. The information is
aimed primarily at managers who are responsible for ensuring that individuals are
fit to perform their duties, and for making any special arrangements which are
needed in individual cases. Diabetes is a common condition in the general
population that may present itself at any age, varies greatly in severity and may
be associated with a range of other health effects that develop over time. This
means that diabetes may affect different people in different ways at various
stages of their working lives.

F.2 About diabetes — overview and disability issues

F.2.1

F.2.2

F.2.3

F.2.4

F.2.5

Diabetes mellitus is a metabolic disorder characterised by excessive amounts of
glucose in the blood. Insulin is a hormone that is responsible for regulating blood
glucose levels and people with diabetes have insufficient insulin or cannot
respond normally to it.

Type 1 diabetes typically develops in childhood or young adults when the insulin
producing cells in the pancreas (beta cells) are destroyed by an auto-immune
process. About three people in 1000 (0.3% of the population) are affected and
they will require lifelong insulin injections and a special diet.

Type 2 diabetes usually develops after the age of 40 and affects 30 people in
every 1000 (3% of the population). This is due to a resistance to the effect of
insulin as well as a failure to produce sufficient quantities of insulin. Obesity and
lack of exercise make the condition worse. Treatment is with diet, weight loss and
tablets. Some patients eventually require insulin.

Diabetes is associated with a number of long term complications including heart
and circulatory problems, stroke, visual impairment, kidney failure and nervous
system disorders. Research (see references 1 and 2) has shown that careful
attention to blood glucose control will reduce the incidence of these
complications. Patients who use insulin or certain types of tablets to bring their
blood glucose down to normal levels have to balance their food intake and
exercise carefully. Otherwise their blood glucose will continue to fall to
dangerously low levels. The brain is dependent on glucose so low blood glucose
(hypoglycaemia or ‘hypo’) is associated with impaired concentration and
confusion, progressing to loss of consciousness. Sometimes the well motivated
person with diabetes, who works hard to prevent their blood glucose rising above
the normal range, may also encounter more frequent problems with
hypoglycaemia. Further information can be found on the Diabetes UK website.

The Equality Act 2010 enshrines in law the principle that disabled people should
not be discriminated against in employment or when seeking employment. Many
individuals with diabetes could claim to be covered by the Act.
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F.3

F.4

F.2.6

F.2.7

In the past, people with diabetes, especially those using insulin, were barred from
certain occupations as a matter of policy. This was often based on the idea that
these individuals would be prone to hypoglycaemia or other health conditions that
would make them unsafe or unreliable in their role. Although this may be true for
some people with diabetes it is not true for all. Modern treatments and risk
assessment methods have enabled some insulin treated individuals to perform
safety critical roles just as well as other people.

People with diabetes have successfully challenged (see reference 3) employers
who sought to exclude them from jobs simply because they were ‘diabetic’, rather
than assessing them as individuals. This means that a ‘blanket ban’ for people
with diabetes is no longer acceptable, except where there is a legal requirement.

How diabetes may affect fitness for work — general health

F.3.1

F.3.2

F.3.3

Diabetes may affect fitness for work gradually or suddenly. It is sudden,
unnoticed or unexpected impairment that is the greatest concern for workers in
safety critical roles.

People with diabetes may suffer a gradual deterioration of their health due to long
term complications such as angina, visual impairment or kidney failure. These
are a matter of concern in people with diabetes, just as in other individuals with
the same conditions. They can be assessed and managed within the normal
periodic medical assessment. Where such a problem arises between medical
assessments the employee has a duty to bring this to the attention of their
employer, who will in turn seek the opinion of an occupational health professional.

Sometimes these long term health effects can be associated with an increased
risk of sudden incapacity due, for example, to stroke or irregular heart rhythm.
These people may be medically unfit for certain jobs as a result of these risks but
not simply because they have diabetes.

Hypoglycaemia

F.4.1

F.4.2

F.4.3

The main area of concern that is peculiar to people with diabetes is the risk of
loss of awareness, impaired concentration or loss of consciousness while
performing their duties, as a consequence of hypoglycaemia.

The symptoms of hypoglycaemia (a ‘hypo’) are due the release of adrenaline, as
well as the reduced glucose available for the brain. The individual experiences
hunger, nausea, anxiety, sweating and increased pulse rate associated with
impaired awareness and concentration. If untreated they may progress to
collapse, loss of consciousness and fits. Some people do not experience any of
the early symptoms of a hypo and progress to impaired awareness, collapse or
loss of consciousness without warning. This is known as hypoglycaemia
unawareness or reduced hypoglycaemia awareness, which has important
implications for work.

Hypoglycaemia may be symptomatic or asymptomatic (only identified on
biochemical testing). Symptomatic hypoglycaemia may be mild and easily
rectified by the individual, or severe, that is, requiring third-party assistance or
causing coma or seizure.
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F.4.4

F.4.5

F.4.6

Symptomatic hypoglycaemia may occur when the blood glucose is below about
4.0 mmol/l and endogenous insulin production normally ceases below this level in
people who are not diabetic. Symptoms are common when blood glucose falls
below 3.0 mmol/l and significant changes in brain function occur when the blood
glucose falls below 2.6 mmol/I.

People with diabetes may experience symptoms of hypoglycaemia if they are
treated with insulin or with certain tablets known as the insulin secretagogues (the
commonest type being sulphonylureas, such as glibenclamide and tolbutamide).
This is because the treatment action cannot be stopped when the blood glucose
falls. Other medications do not normally cause hypoglycaemia if used as a single
treatment.

Therefore, the diabetic person who is at risk of hypoglycaemia must learn to
balance their food intake (which raises blood glucose) against their treatment and
exercise levels (which lower it). About 7% of people with diabetes will experience
at least one severe hypo each year if they are treated with the insulin
secretagogue group of medicines. The figure for hypoglycaemia rises to about
30% in insulin treated patients. However it is difficult to get accurate figures and
it should be remembered that the majority of people with diabetes do not have
any severe hypos, so individual assessment is always required.

F.5 Safeguards and regular review

F.5.1

Diabetes UK’s Driving and Employment Working Party has produced the
following guidelines (see reference 4) for assessing the suitability of people with
insulin-treated diabetes for employment where there may be a risk of injury or
harm to themselves or to the public:

a) People should be physically and mentally fit in accordance with non-diabetic
standards.

b) Diabetes should be under regular (at least annual) specialist review.
c) Diabetes should be under stable control.

d) People should self-monitor their blood glucose, and be well educated and
motivated in diabetes self-care.

e) There should be no disabling hypoglycaemia (low blood sugar), and normal
awareness of individual hypoglycaemic symptoms.

f)  There should be no advanced diabetes-related eye or kidney disease
(retinopathy or nephropathy), nor severe symptomatic peripheral or
autonomic nerve damage (neuropathy).

g) There should be no significant circulation disorders of heart, legs or brain
(coronary heart disease, peripheral vascular disease or cerebrovascular
disease).

h)  Suitability for employment should be re-assessed annually by both an
occupational physician and diabetes specialist; and should be based on the
criteria outlined above.
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F.6 Prevention of hypoglycaemia

F.6.1

Over the past decade, an increasing number of people with diabetes, including
those who use insulin, have worked safely in occupations that were considered
unsuitable in the past. These people understand the importance of avoiding
hypoglycaemia at work and adopt a variety of strategies to achieve that:

a) Maintaining a detailed knowledge of their diabetes and its treatment.
b) Frequent blood glucose monitoring.

c) Establishing a routine that includes regular meals and snacks.

d) Being able to react appropriately to changes in their blood glucose.

e) Keeping blood glucose high enough to avoid hypos during critical work
periods.

f)  Carrying carbohydrate food in case hypos are threatened or meal breaks are
delayed.

g) Working closely with their doctor to choose tablets or insulins that are less
likely to cause hypos.

h) Choosing insulin regimes that are more flexible.

F.7 Medical assessment of rail workers with diabetes

F.7.1

F.7.2

F.7.3

Concerns about people with diabetes and their fithess for safety critical work are
based on the knowledge that some of these individuals have a greater than
average likelihood of impairment of awareness or concentration, sudden
incapacity or loss of consciousness. Although such impairments may be due to
gradually developing disorders such as visual impairment or ischaemic heart
disease, these are normally detectable in the context of the periodic medical
examination. Hypoglycaemia is of particular concern because it is difficult to
assess or predict and may affect otherwise healthy, well controlled patients with
diabetes.

The rail environment differs significantly from other workplaces and occupational
physicians working in this field are expected to have knowledge of the hazards
involved. Workers may be exposed to train movements when going on or near
the line or be expected to control the movement of trains when performing a
signalling role. The physical demands of these jobs and working hours vary
considerably. Even in the context of a single job such as train driving the risks
may vary depending on the type of locomotive, the route and the train protection
measures in operation.

In the UK rail industry, fithess standards apply to workers with safety critical
duties, but there have never been requirements specifically relating to diabetes.
The Operation and Traffic Management Technical Specification for
Interoperability (OPE TSI) and the Train Driving Licences and Certificates
Regulations 2010 (TDLCR) contain a general health requirement that operations
staff ‘must not’ be suffering from medical conditions, or be taking medical
treatment likely to cause:
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F.7.4

F.7.5

F.7.6

F.7.7

F.7.8

a) Sudden loss of consciousness.

b) Impairment of awareness or concentration.
c) Sudden incapacity.

d) Impairment of balance or co-ordination.

e) Significant limitation of mobility.

Similar wording will be found in other medical fithess guidance relating to rail
workers.

Whether there are regulatory standards or whether infrastructure managers and
railway undertakings define their own fitness standards, the underlying principle
of excluding people with conditions that are likely to cause these impairments is
still important.

Diabetes and some treatments for diabetes have the capacity to produce effects
under one or more of these categories. It is for the examining medical
practitioner to advise the employer whether the employee can meet the general
health requirement for their job. Any medical assessment will be performed by,
or under the supervision of, a doctor having experience of occupational medicine
and knowledge of the hazards of working in the railway environment.

If an individual does not meet all of the medical requirements the employer can
still decide to permit the person to continue with their duties providing they take
advice from their occupational physician and introduce measures to control the
additional risks arising from the medical condition. In the case of an employee

with diabetes, the occupational physician will take all of the relevant information
into account and use their professional judgement before advising on fitness.

The employer has overall responsibility for deciding which duties an employee
should be given, taking into account the advice from their occupational health
provider. Should the employee disagree with their employer’s decision, they
should use the usual company procedures to resolve the matter.
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Appendix G Obstructive Sleep Apnoea and Excessive Daytime

Sleepiness

G.1 Introduction

G.1l1

G.1.2

This appendix has been published to promote greater awareness of the risks
associated with obstructive sleep apnoea and excessive daytime sleepiness,
highlighting the important factors that should be taken into account when
assessing the fitness of affected workers if they carry out safety critical duties.
The information is aimed primarily at medical assessors but may also be of
interest to those who are responsible for ensuring that individuals are fit to
perform their duties.

The content has been peer-reviewed by the Association of Railway Industry
Occupational Physicians (ARIOPS) and endorsed as representing current good
practice.

G.2 Background
G.2.1 About sleep disorders - excessive daytime sleepiness

G211

G.2.1.2

Excessive daytime sleepiness (EDS) may be described as a tendency to fall
asleep at inappropriate times while intending to stay awake. Non-medical causes
of EDS include irregular sleep schedules (for example, shift work), disturbed
sleep, insufficient sleep or sleep deprivation. Fatigue management strategies
often include measures to control the risks related to EDS due to non-medical
causes.

EDS may also be a feature of a number of medical conditions, especially sleep
disorders, of which there are many. This guidance focuses on obstructive sleep
apnoea (OSA), which is a recently recognised sleep disorder that is present in
about 2% of females and 4% of males in the middle aged population, depending
on the definition used (see reference 1). A study of a large number of American
lorry drivers (see reference 2) revealed that 17.6% had mild sleep apnoea, 5.8%
had moderate sleep apnoea and 4.7% had severe sleep apnoea. Overall, the
prevalence of sleep apnoea in lorry drivers was approximately 28%, much higher
than that in the general male population. Recent research amongst UK train
drivers indicated a prevalence of symptomatic OSA in the region of 7%, based on
questionnaire responses (see reference 3).

G.2.2 About sleep disorders - obstructive sleep apnoea

G221

G.2.2.2

Obstructive sleep apnoea is characterised by repeated episodes of complete or
partial upper airways obstruction occurring during sleep (apnoea or hypopnoea).
Episodes that last for 10 seconds or more are associated with sleep interruption
and can cause a decrease in oxygen saturation in the blood. This sleep-wake
cycle may occur hundreds of times a night. The symptoms that are suggestive of
OSA are EDS, loud habitual snoring and apnoeic events witnessed or reported
by spouses or others.

Formal diagnosis requires an assessment of respiration during sleep with
evidence of repetitive oxygen desaturations or reductions in airflow.
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G.2.3

G.24

G.2.2.3

G.2.24

G.2.25

The severity of OSA is expressed in terms of the number of respiratory
disturbances (apnoeas or hypopnoeas) that occur per hour. This is referred to as
the respiratory disturbance index* (RDI), which is measured using
polysomnography, a specialist sleep study that is not available in an occupational
health (OH) facility.

In all but mild OSA, treatment with continuous positive airways pressure (CPAP)
will be recommended. This involves breathing slightly pressurised room air
delivered via a nasal or oral mask during sleep, which can produce a
considerable improvement in symptoms.

OSA sufferers are at increased risk of coronary vascular disease, high blood
pressure and stroke as well as obesity related illness. Research has shown that
OSA sufferers are at increased risk of motor vehicle accidents, especially if the
OSA is severe (see below). Itis important to note that the increased risk is also
present in some sufferers of OSA who do not experience any appreciable EDS.
Therefore the detection of EDS alone cannot be relied upon to identify sufferers
of severe sleep apnoea, who are more likely to be impaired during work and at
increased risk of accidents.

Other medical conditions

G.23.1

G.2.3.2

Other medical conditions associated with EDS include narcolepsy, Parkinson’s
disease, other neuromuscular disorders, chronic respiratory disease and painful
musculo-skeletal conditions. These conditions are not discussed further in this
guidance, other than with respect to the identification of EDS that may be
associated with them.

A detailed description of sleep disorders, their diagnosis and management is
outside the scope of this guidance but references to further reading are provided.

Sleepiness versus fatigue

G.24.1

Sleepiness, or the tendency to fall asleep, should be distinguished from fatigue or
tiredness. People may be fatigued without feeling sleepy, for example following
physical labour or due to chronic iliness. However many people may experience
sleepiness associated with fatigue, for example after working long hours or due to
social factors. RSSB has produced guidance on fatigue, much of which focuses
on fatigue related sleepiness. The Health and Safety Executive has a human
factors topic on fatigue and the Office of Rail Regulation has published guidance
on the management of fatigue (please refer to ‘further reading’ section of this
document).

* RDI of 5 to 14 = mild sleep apnoea, 15 to 30 = moderate sleep apnoea and greater than 30 = severe
sleep apnoea.
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G.3 How sleep disorders may affect fitness for work on the railway

G31

G.3.2

G.3.3

G.34

G.3.5

G.3.6

Simulator studies have shown that sleeps of up to two minutes may not be
noticed or remembered by the subject and shorter periods of lack of awareness
correlate with altered brain activity that is indicative of sleep; known as “micro-
sleeps”. These findings are present in sleep deprived normal individuals. Most
sleep related motor driving accidents typically occur in healthy males who are
sleep deprived and fall asleep while driving at night. The impairment of driving in
subjects with sleep deprivation, and with sleep disorders, can be similar to that of
a driver with a blood alcohol concentration above the legal limit (see references 4
and 5).

However, sleep does not occur spontaneously from an alert state and there is
always a feeling of increasing sleepiness beforehand+*. Therefore the individual
will have been aware that there was a likelihood of falling asleep, even if they
cannot recall the shorter episodes of sleep, and they have a responsibility not to
continue with safety critical tasks in those circumstances.

Concerns about people with sleep disorders and their fitness for safety critical
work in the rail industry are based on the growing body of research in other
areas, especially road motor driving. Research has shown that OSA is
associated with accident risk increased by two to seven times when driving and
that more severe cases of OSA have the greatest increase in risk (see references
6, 7,8 and 9).

Increased accident risk associated with severe OSA has been shown to be
reduced by effective treatment (see reference 10).

Although there is no comparable data for the rail industry yet, the indications are
that OSA will be a significant issue in relation to safety critical work. Expert
opinion is that some rail workers who suffer from EDS and sleep disorders such
as OSA will have an increased likelihood of impairment of awareness or
concentration, or even falling asleep, while performing safety critical work.

The rail environment differs significantly from other workplaces and occupational
physicians working in this field are expected to have knowledge of the hazards
involved. Workers may be exposed to train movements when accessing the
lineside environment or be expected to control the movement of trains when
performing a signalling role. The physical demands of these jobs and working
hours vary considerably. Even in the context of a single job such as train driving
the risks may vary depending on the type of locomotive, the route and the train
protection measures in operation. Therefore the current medical knowledge will
require interpretation by medical assessors in the light of their knowledge of
railway work and the specific medical risk assessment of affected individuals in
particular roles.

*xA possible exception to this would be uncommon clinical conditions such as narcolepsy, which
would be a bar to employment as a safety critical worker.
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G.4 Managing the risks related to sleep disorders
G4.1 Manager’s responsibilities

G.4.1.1 Managers should:

a) Make sure that employees understand the dangers of working while
excessively sleepy. Those affected should be encouraged to seek medical
advice and treatment, rather than ignoring or concealing their symptoms.

b) Seek the advice of their occupational health provider if they think an
employee may be unfit due to any medical condition, such as OSA.

c) Consult with their OH provider to establish what individual adjustments or
safe systems of work should apply if an employee is found to suffer from
OSA

d) Check that their OH provider routinely considers EDS and OSA when
assessing the medical fitness of safety critical workers.

e) Arrange for the medical status of individuals involved in sleep related
accidents and Signals Passed at Danger (SPADSs) to be established, in order
to exclude sleep disorders as an underlying cause.

G.4.1.2 The Rule Book (GE/RT8000) states that rail workers must not put themselves or
others in danger, so there is a personal responsibility not to attempt to perform
safety critical work while excessively sleepy.

G.4.1.3 Employees who suffer from OSA, with or without EDS, should also be:

a) Made aware that factors that cause sleepiness can affect them more than
other people, for example, alcohol, medicines, loss of sleep or irregular
sleep patterns.

b) Reminded of the importance of complying with the advice of their doctor and
any recommended treatment.

¢) Reminded of the importance of looking after their treatment device.

d) Encouraged to be open and honest about their symptoms so that they can
receive appropriate treatment and support.
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G.5 Medical assessments of rail workers with sleep disorders

G.5.1

G.5.2

G.5.3

G.54

G.5.5

G.5.6

G.5.7

Fitness standards that apply to railway workers with safety critical duties usually
include a general health requirement that candidates shall not be suffering from
medical conditions likely to cause impairment of awareness or concentration.
There are unlikely to be specific requirements relating to OSA or other sleep
disorders and this is the same for other conditions, for example; heart disease or
diabetes.

The content of medical assessments is a matter for the individual employer and
their occupational health provider to decide, taking into account the nature of their
operations. Medical assessors will be aware of the risks associated with EDS
and OSA so medical assessments of safety critical workers will include elements
of questioning and physical examination that will screen for these conditions. If
the results indicate an increased probability of OSA then further medical
assessment and possible specialist referral may be indicated.

Sleep disorders are common but specialist sleep laboratory studies are
expensive and in great demand. Clinicians are developing ways of identifying
patients who are most likely to have OSA and therefore be likely to benefit from
specialist sleep studies that lead to effective treatments. Most of these methods
are based on a combination of reported symptoms, physical measurements and
simplified monitoring equipment (see reference 11).

Factors that are predictive of OSA (see reference 12) include:
a) A history of disruptive snoring.

b) Witnessed apnoeas or history of frequent reported choking/gasping during
sleep.

c) History of hypertension.

d) Neck circumference greater than 40cm.

Medical assessments should address these factors, which can be combined in an
algorithm or “clinical decision rule” used in an occupational context so that
appropriate subjects can be referred for further investigation (see references 13
and 14). An example of such a strategy based on “adjusted neck circumference”
will be found on page 41 (figure G1).

Adjusted Neck Circumference of greater than 48cm, when considered in
conjunction with the severity of symptoms, indicates a high probability of having a
sleep study result that is diagnostic of sleep apnoea (see reference 13). ANC =
neck circumference (in cm) + 4 (if hypertension) + 3 (if reports of frequent
snoring) + 3 (if reports of frequent choking /gasping/apneas at night).

The Epworth Sleepiness Scale (see reference 15) gives an estimate of EDS and
scores of 16 or more are indicative of moderate or severe sleepiness, which is
associated with an increased risk of sleep related vehicle accidents. The
absence of EDS is not a reliable indication that the subject does not have OSA so
medical assessments must include other factors that are predictive of OSA.
There is no validated procedure that can assess EDS in a way that is predictive
of an individual persons accident risk and there are concerns about the objectivity
of questionnaires in the context of a medical assessment where the subject’s
livelihood may be at stake.
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G.5.8 Medical assessments may be used as a screen to identify workers who could be
at increased risk of accident because of EDS or an underlying sleep disorder.
For example, any employee with:

a) A prior history of OSA.
b) An adjusted neck circumference score of more than 48cm.
c) An Epworth Score of 16 to 24.

G.5.9 These employees will normally be considered to be unfit for safety critical work,
pending further investigation and liaison with their doctor. Each case should be
assessed individually and other factors may be taken into account before
determining the employees fitness for work.

G.5.10 Specialist tests such as portable monitoring (see reference 16) or
polysomnography may be required to establish the severity of OSA. Individuals
with severe OSA should not perform safety critical work until their condition has
been properly evaluated and effectively treated.

G.6 Safeguards and regular review

G.6.1

G.6.2

G.6.3

G.6.4

Employees engaged on safety critical duties who suffer from EDS and/or OSA
should be kept under regular review by the responsible occupational physician,
for example, on an annual basis.

General factors to be taken into consideration include:
a) The nature of the person’s job.
b) How sleepy or alert is the person during working hours?

c) Can they recognise the onset of sleepiness or might they doze
unexpectedly?

d) Do they understand the factors that can make sleepiness more likely?

e) Are they able to take appropriate action if they become sleepy at work?

Specific factors in relation to OSA include:

a) History of sleep disordered breathing.

b) Severity of the condition, including the RDI.
¢) Nature of treatment.

d) Level of compliance with treatment.

e) Associated medical conditions such as respiratory or cardiovascular disease
and obesity.

Persons with severe OSA (RDI greater than 30) will not normally be considered fit
for safety critical work until they are receiving and complying with effective
treatment.
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G.6.5 Effective treatment would be expected to reduce the level of symptoms and
produce a reduction of the RDI to less than 15, which can be verified with
portable monitoring or polysomnography.
G.6.6 Continued compliance with CPAP therapy is particularly important and may be
verified, preferably using data logged by the CPAP machine.
G.6.7 Every case will require individual occupational health assessment and liaison with

the treating physician will be necessary to establish the clinical status and
progress of the individual. An example of letters and forms used to correspond
with the treating physician can be found in DVLA Road Safety Report No. 45,
ppl9-21 (see further reading).

G.7 Summary

G.7.1

G.7.2

G.7.3

Excessive daytime sleepiness is often due to nhon-medical causes but may be
related to underlying medical conditions such as sleep disorders. Obstructive
sleep apnoea is a common sleep disorder that is related to increased accident
rates, depending on its severity, and can be improved with appropriate treatment.

Medical assessments can be used to identify individuals who may have EDS or
OSA so that further evaluation can be arranged. Individuals who are suffering
from significant daytime sleepiness or untreated severe OSA are unlikely to be fit
for safety critical work. Individual assessment, regular review and liaison with the
treating physician are necessary. Compliance with and response to treatment
should be objectively verified before recommencement of safety critical duties.

Employees have a personal responsibility not to work when excessively sleepy
and managers should ensure that safe systems of work are followed.
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Figure G.1 example of a sleep apnoea evaluation and management strategy for safety critical workers (Reproduced with the permission of the Railway
Association of Canada. Canadian Railway Medical Rules Handbook, May 2007, p18).
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Definitions

Infrastructure Manager

‘infrastructure manager’ means a person who:

a) In relation to infrastructure other than a station, is responsible for developing and
maintaining that infrastructure or, in relation to a station, the person who is responsible
for managing and operating that station, except that it shall not include any person
solely on the basis that he carries out the construction of that infrastructure or station or
its maintenance, repair or alteration; and

b) Manages and uses that infrastructure or station, or permits it to be used, for the
operation of a vehicle.

(Note: This definition is sourced from The Railways and Other Guided Transport Systems (Safety) Regulations
2006)

Medical Practitioner
A medical practitioner registered in accordance with the Medical Act 1983.

Over- the-counter medicines

These medicines include all medicines on general sale to the public via all sources
including the internet and pharmacy. Alternative medicines and herbal remedies /
medicines are also classified in this definition.

Psychotropic medicines

Medicines that are capable of affecting the mind, emotions or behaviour. Includes
antidepressants, tranquillisers and anti-psychotic medicines (used to treat serious mental
illness).

Railway Undertaking

A transport undertaking, as defined in the Railways and Other Guided Transport Systems
(Safety) Regulations 2006(as amended), whose safety certification covers operation of
trains on the managed infrastructure, as defined in the Railway Group Standards Code.

Safety critical worker

A person employed to carry out tasks defined as safety critical in the Railways and Other
Guided Transport Systems (Safety) Regulations 2006 (as amended) regulation 23(1).
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Requirement Name
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		Originator

		Occupational health services, employee assistance programmes and eye care services project







		Priority

		Definition



		Key

		An essential requirement that has to be met



		High

		Highly desirable and the authority would expect for the vast majority (80%) of these requirements to be met











		 

ID

		

Description

		

Priority



		1.  

		Accreditation Compliance

The system must comply fully with security requirements for the electronic processing of data and information systems as detailed in The Security Policy Framework.  This relates to Hardware, Software, and service security and must be approved by the Government Security Accreditors via a formal accreditation method. The chosen system must have undergone a risk assessment and the output of this risk assessment must be fully documented and presented to the Accreditor prior to live implementation.

The Supplier shall define and implement a policy to assess vulnerabilities identified for which there are no countermeasures (e.g. a patch) available, undertake risk assessment and management. The Supplier to provide documentation to enable The Authority to complete the accreditation process and risk assessment. 



		Key



		2.  

		Accreditation Compliance

MOD Accreditation is a requirement in addition to completing the DCPP process.  There is a requirement for the  Supplier to complete a Risk Assessment on the DCPP’s online tool (Octavian) to assess the Cyber Risk Profile for the proposed contract with the Authority.

This defence Standard (DEFSTAN 05-138, Issue 2) is applicable to all Ministry of Defence (MOD) procurements, MOD suppliers and their subcontract suppliers which have a relationship to one or more MOD contracts

The Supplier should be aware that all industry companies that process MOD data, are to go through the DART process to achieve accreditation. See 

MOD ICT Security Accreditation and The Defence Assurance Risk Tool (DART) Industry Security Notice 2017/01.

This ISN details security accreditation requirements that shall always be applied for every industry owned Information and Communications Technology (ICT) system that stores, processes or generates MOD data. This ISN is applicable to all companies, contractors and suppliers who process MOD data.

The Supplier is to assure that the security controls which are applicable to the system are enforced through their supply chain - Defence Cyber Protection Partnership Requirements: Security controls are implemented in the supply chain through the application of a relevant standard



		Key



		3. 

		The supplier shall define and implement an information security policy, related processes and procedures.

a) Provision of a technical overview of the IT system architecture.

b) The standard procedures for accreditation and ISO27001 compliance must be implemented and compliance with Information technology - Security techniques - Code of practice for information security controls ISO27002.

		



		4. 

		The supplier shall comply with Data Protection legislation and provide data privacy in accordance with DPA Legislation.

· Retain original and copy documents in accordance with Public Record Office guidelines.

· Support Information Commissioners Office audit requests responding within given timescales. 

· Manage personal data records held on IT systems in accordance with DPA. 

· The system must have Built in Privacy notices when collecting personal data

· Meeting obligations under GDPR Articles 32-36.

· The Supplier shall notify the Authority (DPO) immediately if it considers that any of the Authority's instructions infringe the Data Protection Legislation.

		Key



		5.  

		Security Classification

The system must have the ability to store, transmit and process both personal and sensitive personal data as defined and in accordance with the DPA 2018 and European General Data Protection Regulation.



		Key



		6.  

		Security Classification

The system must have the ability to store, transmit and process personal and sensitive personal data as defined and in accordance the with the provisions stipulated in Government Security Classification System for protecting OFFICIAL SENSITIVE – PERSONAL DATA protectively marked information.



		Key



		7. 

		Security Classification

The Supplier shall ensure that the Government Security Classification Policy rating is also applied when information and Data is transmitted across all applicable networks and/or in line with the Authorities’ requirements.



		Key



		8. 

		Security Classification

The Supplier shall, where required, have the capability to employ encryption to information / Data which shall be sent across a network or extracted by electronic means. The Supplier shall ensure that the level of encryption complies in full with the Government Security Classification Policy rating of OFFICIAL - SENSITIVE and/or in line with the Authorities’ requirements.



		Key



		9. 

		Protective Marking

Any papers printed from the system need to be appropriately marked in accordance with the Government Security Classification System.



		Key



		10. 

		Aggregation

A Defence Personal Information (PI) bulk data asset is defined as that containing: 

• More than 10,000 personal records; OR 

• More than 1,000 personal sensitive records; OR 

• Any identifiable protected population

The system must have the ability to store aggregated volumes of OFFICIAL SENSITIVE – PERSONAL DATA in accordance with aggregation guidelines.  From Bulk Data guidelines, apply additional controls to aggregated data as appropriate.





		Key



		11. 

		Basic controls for Bulk Data Sets. 

The 15 controls are used to make a basic assessment of bulk data holdings. Basic controls should be in place for any significant data set held by a Government department. See Annex A for link.



		Key



		12. 

		The Supplier shall ensure all data holdings held in the service are fully understood and catalogued. Each field in the data set can be traced back to a strong business need in line with NCSC controls for bulk data



		Key



		13. 

		The Supplier must have well-articulated and communicated statements detailing the impact of loss or compromise to all or part of the data set.

		Key



		14. 

		The Supplier shall ensure and confirm that the organisation has identified asset owners and asset owners control access to their assets.

		Key



		15. 

		The Supplier shall Define and implement a policy for data loss prevention (DLP).  

		Key



		16. 

		The Supplier shall ensure Data Loss Prevention at egress points to inspect the contents of information and take appropriate action to prevent its inadvertent or malicious release.

		Key



		17. 

		The Supplier shall ensure that only necessary data is captured and held by the service. 

The supplier must have a regular review process in place to ensure that unexpected data has not been collected and that no new unmanaged copies of data have been created the case. 

Records which are no longer required are removed

		Key



		18. 

		The Supplier must have an accurate understanding of unmitigated vulnerabilities present in the service and are actively managing them

		Key



		19. 

		The supplier shall ensure that:

c) Users are individually identified and authenticated

d) User access to data is limited to the minimum necessary

e) A joiners, leavers and movers process is in place ensuring that user permissions are reviewed when people change jobs and periodically

f) The list of users with access to the data set has been reviewed within the last 12 months

		Key



		20. 

		The supplier shall ensure that:

a)  The names of all individuals with privileged access to your system are known (infrastructure, platforms, software, configuration etc

b) Administrators are strongly authenticated when accessing the system

c) A joiners, leavers and movers process is in place ensuring that the Admin permissions are reviewed when people change jobs and periodically

d) The list of Admin Users with access to the data set has been reviewed within the last 12 months

		Key



		21. 

		The supplier must provide assurance to the Authority that all external dependencies (e.g. third-party contractors) which the security of the service relies upon are known, and security is managed well through contracts.



		Key



		22. 

		The supplier shall ensure that known vulnerabilities in software and hardware are addressed with an urgency appropriate to the type of vulnerability and 

a) Ensure all software on Hardware accessible externally have had all security patches applied (or vulnerabilities are otherwise mitigated) in accordance with an agreed Patching Policy.

b) All custom software and applications have been tested for common vulnerabilities.

c) All custom software and applications have been securely configured with passwords in place; unused accounts reviewed and removed regularly; unused software removed from systems; auto-run disabled

d) Continuous testing confirms this remains true and external-facing components of the service are patched promptly if required

e) Validation of the above statements (a-d) at least annually.

f) Mitigation of issues in external-facing components to take:

•Hours for vulnerabilities classified ‘Critical’ or ‘High’ or vulnerabilities reported as being actively exploited in the wild

•Days for vulnerabilities classified ‘Severe’ or ‘Medium’

•Weeks for vulnerabilities classified ‘Important’, ‘Moderate’ or ‘Low’ – within a month

		



		23. 

		The Supplier must define and implement a policy to control the use of authorised software

		Key



		24. 

		The Supplier shall ensure that all operating systems, software packages and networking equipment for components which handle or secure access to data are actively supported by the vendor or community

		Key



		25. 

		The supplier shall describe their approach to ensuring that Basic attacks against the service would be noticed and handled through a measurable, tested, incident response process and notified to The Authority

		Key



		26. 

		The supplier shall describe their approach to ensuring that Basic attacks against the service would be noticed and handled through a measurable, tested, incident response process and notified to The Authority

		Key



		27. 

		The system should detect unusual queries and attempted large scale exports of data would be noticed through proactive measures in reasonable time.

All exporters and users of bulk information are known by username/ ID, location and download pattern.  Deviations from the known pattern are detectable, and an alert raised where a deviation occurs.



		Key



		28. 

		All service interfaces should be well defined with none allowing arbitrary queries of the data.

Supplier to confirm: 

a) Interfaces that allow arbitrary queries of data do not exist.

OR

b) Interfaces that allow arbitrary queries of data exist but are restricted to a small number of users whose use of the interface is logged and regularly audited.

		Key



		29. 

		User access to bulk data held by the service is rate-limited:

The Supplier shall describe their approach to ensuring that Users can only retrieve a limited number of records from the data set at any one timed in accordance with their established behaviour and rights associated with their role.

		Key



		30. 

		Bulk Data Control

Do not implement functionality that would be damaging if used by unauthorised individuals.

For example, supporting a bulk data export function makes it easier to export large numbers of records without being detected. Bulk data export should be restricted to a limited number of users.

		Key



		31. 

		The Supplier shall ensure that a spear phishing attack against an administrator's email account will not yield administrative access to the service using a single exploit. The Supplier must ensure and confirm compliance with one of the following: 

a) Administrators are unable to access email or browse the Internet natively on the devices they use to administer the service.

OR

b.    If they are able to see their email or browse the Internet, it is merely a visual rendering of a separate environment which they are remotely controlling

		Key



		32. 

		The Supplier shall ensure that all backups or copies of our data are held securely and retained for the minimum time necessary.

The Supplier must ensure and confirm details of compliance with the following:

a) Any data backups are held encrypted in an offline environment or on removable media in a physically secure store

b) Any copies of data required for temporary activities are stored encrypted and deleted immediately when no longer required

c) Live data should not be used in test or development systems. If there is a requirement for Live Data, the systems must be protected to the same level as the production systems. Any such instances of live data use are to be agreed with the Authority.

d) For resilience, the supplier must store backups in a different approved location from the production site.

e) Backups must not to be off shored.



		Key



		33. 

		The Supplier must ensure that access to the physical infrastructure is limited to authorised personnel and an audit log is maintained.  This access limitation must be applied automatically through configuration mechanisms to which only system administrators and selected pre- authorised staff have access. The Supplier shall ensure and confirm compliance with the following:

a) Security perimeters should be defined and used to protect areas that contain either sensitive or critical information and information processing facilities.

b) Secure areas should be protected by appropriate entry controls to ensure that only authorised personnel are allowed access.

c) Procedures for working in secure areas should be designed and applied

		Key



		34. 

		Authentication

The system must be capable of distinguishing between various profiles and restricting access in accordance with the functionality requirements of each user’s role using authentication.



		Key



		35. 

		The Supplier shall undertake administration access over secure protocols, using multi-factor authentication

		



		36. 

		The Supplier must ensure that wireless connections are authenticated.

		Key



		37. 

		Confidentiality

The Supplier shall define and implement a policy to maintain the confidentiality of passwords.



		Key



		38. 

		Confidentiality

The system must prevent the unauthorised disclosure and where possible limit the likelihood of accidental disclosure of information and data.

		Key



		39. 

		Confidentiality

The system must protect information and data so that unauthorised persons or systems cannot access systems, information or data for which they are not authorised.

The Supplier shall conduct Physical Security activities to ensure that only those personnel who have a need to access the systems and data are able to do so.



		Key



		40. 

		Personnel Security



All Personnel must undergo the Baseline Personnel Security Standard (BPSS) if they are to have access to Government information and assets. In addition to this control, they shall be subject to the appropriate level of National Security Vetting dependent on the level of access to, and knowledge or custody of, sensitive or classified information / assets required by the work that they are employed to do.



The Contractor is responsible for assuring the ongoing vetting status of such individuals.



The supplier shall define and implement a policy for verifying an individual’s credentials prior to employment. The Supplier should make clear how they screen and manage personnel within privileged roles.  The Supplier must define and implement a policy for applying security vetting checks to employees



Those individuals with system administration rights (or any individual with rights over and above a standard user) should be subject to United Kingdom Security Vetting (UKSV) to an appropriate standard as agreed by the Security Project Board. 



The minimum-Security Clearance for System Administrators is UKSV SC Security Clearance. A higher Security Clearance may be required for users with uncontrolled access to MOD Personal data where the access is not subject to auditing & accounting controls which meet the relevant MOD requirements in this SSOR.



Examples of screening levels that may be required by the MOD Security Project Board:



•Privileged Users/System Administrators: - SC Clearance

•Systems administrators whose access to bulk data is not subject to auditing & accounting controls which meet the relevant MOD requirements in this SSOR.

 & those responsible for system auditing and protective monitoring: - DV Clearance

•Users with access to Bulk Personally identifiable information user data: - SC Clearance



		Key



		41. 

		Personnel Security

The Supplier shall undertake personnel risk assessments for all employees and contractors and ensure those with specific responsibilities for information security have sufficient appropriate qualifications and appropriate levels of appropriate experience

		Key



		42. 

		The Supplier shall have an audit trail of access to data, supplemented by an active audit plan to ensure:

a) There is a log of which users accessed which data records.

b) The integrity of the log is protected. Modification by users is prevented.

c) Security critical events are automatically analysed and alerts generated.

d) Security events are responded to through a well-known and tested process.



		



		43. 

		Personnel Security

Information security relevant roles and responsibilities must be defined, assigned and documented

		Key



		44. 

		Personnel Security

Personnel should understand their responsibilities. Staff should complete appropriate risk management training and be made aware of the standards expected in the management of information risks 

The Supplier should ensure personnel are subject to regular security training.



		Key



		45. 

		Personnel Security

The Supplier must define and implement a policy to secure organisational assets when individuals cease to be employed by the organisation.



Termination responsibilities should include on-going information security requirements and legal responsibilities and, where appropriate, responsibilities contained within any confidentiality agreement.



Account access to Systems is disabled where a user ceases to be authorised.



		Key



		46. 

		Personnel Security

The Supplier shall define and implement a process for employees and contractors to report violations of

information security policies and procedures without fear of recrimination.

		Key



		47. 

		Personnel Security

The Supplier shall define and implement a disciplinary process to take action against employees who violate information security policies or procedures

		Key



		48. 

		Security breaches, security near misses, security incidents and security weaknesses identified are to be reported to the Authority immediately.

		Key



		49. 

		Integrity

The system must protect information and data so that unauthorised persons or systems cannot modify information or data for which they are not authorised.

		Key



		50. 

		Integrity

The system must not deny the ability to modify to those with appropriate authorisation. An audit trail must be maintained.

		Key



		51. 

		Integrity

The system must be configured such that only appropriately authorised users with authenticated system privilege can introduce new or updated software or configuration files onto any element of the system.

		Key



		52. 

		Integrity

The system must provide a means for checking the integrity of any file, groups of files, electronically supplied files and attachments, fixed disks and removable mediums such that malicious software can be detected. Such measures must be available to all users who have the ability to introduce files onto the system by any means. Such means must be initiated automatically for incoming data and must include facilities for quarantine, alerting and deletion of suspect files.

		Key



		53. 

		Integrity

The system must be configured such that measures provided to achieve protection against malicious software can be kept current with the state of knowledge about malicious software (e.g. keeping virus signature files up to date) throughout the life of the system.

		Key



		54. 

		Availability

a) The Supplier must define and implement a policy to ensure the continued availability of critical asset(s)/information during a crisis.

b) The system must safeguard against denial and degradation of service attacks.

c) The chosen solution must have controls in place that ensure that the service can be recovered within a pre-determined critical timescale.  

d) Business continuity planning and plan development shall be established, documented and adopted to ensure all business continuity plans are consistent in addressing priorities for testing, maintenance, and information security requirements.



		Key



		55. 

		Availability

The system must protect information and data so that unauthorised persons or systems cannot delete or deny access to information or data for which they are not authorised. In addition the solution must not deny the ability to delete or deny access to those with appropriate authorisation.

		Key



		56. 

		Audit & Accounting

The processes and data within the system must be fully auditable with a full transaction history of who did what and when with the capability to support forensic readiness. The following must be supported as a minimum:

· Automatic recording of authorised create, amend and delete actions

· Attempted unauthorised log-in

· Prohibiting unauthorised deletions which must be marked as ‘attempted deletion’ with user details, and date/time stamped

· Standard security reports and an ad hoc audit reporting facility must be available

· Recording of data changes (including before and after images) 

· Logging of all background processes

· Recording of bulk downloads

· Automatic maintenance and log of user logon and times of sessions

Audit trail of access to applicant details where there is no business need

		Key



		57. 

		Audit & Accounting

The changes to the audit trail must themselves be audited.

		Key



		58. 

		Audit & Accounting

The maintenance of the audit trail must not degrade the performance of the system as a whole.

		High



		59. 

		Audit & Accounting

The Audit facility must be intuitive to use and allow the user to extract meaningful information.

		High



		60. 

		Audit & Accounting

The system must enable the retention of security and usage logs in a usable and retrievable form, on or off-line, for a minimum of 36 months from the date of the last entry on the file in question.

		High



		61. 

		Audit & Accounting

The system must have a number of standard alerts linked to particular security threats/attacks vectors. 

		High



		62. 

		Audit & Accounting

The system must have the ability to recognise attempted attacks and raise necessary alerts to the provider.

		High



		63. 

		Audit & Accounting

The provider must ensure that access to the physical infrastructure is limited to authorised personnel and an audit log is maintained.  This access limitation must be applied automatically through configuration mechanisms to which only system administrators and selected pre-authorised staff have access

		High



		64. 

		Audit & Accounting

The supplier shall describe their policy for control of the exchange of information via removable media in operation of the service. The Policy and procedures to ensure storage media is managed, controlled, moved and disposed of to protect against compromise, and in accordance with the MoD classification scheme.

		Key



		65. 

		Separation

The system must conform to the separation requirements stipulated in the Cloud Security Principles.  This includes the physical separation of data from other organisations and entities who are also customers of the service provider. 



All data pertaining to MOD must be kept separate from other clients of the provider.

		Key



		66. 

		Off Shoring 

The system and all supporting infrastructure should be hosted and controlled in the UK.



All Data must be hosted, processed, stored, archived and controlled within the United Kingdom.

 

All support to the system must be provided from within the United Kingdom.



MOD Default position is that Personal data (as defined by DPA 2018), of all staff, should not be offshored unless obfuscated 



All offshoring at OFFICIAL is subject to approval by the departmental SIRO 



		Key



		67. 

		Disposal / Secure Erasure

The Supplier shall dispose of all hardware and other information bearing equipment in accordance with the CPNI Destruction Standard commensurate with the level of information carried on the asset.

All disposals of system components are to be undertaken in accordance with Secure sanitisation guidance (See NCSC site for guidance).	

Documents including electronic and paper formats that contain personal information must be destroyed within guidelines for secure destruction - Destroy / sanitise to make reconstitution and / or identification of constituent parts highly unlikely



		Key



		68. 

		The provider must have and supply a documented change control process.

		Key



		69. 

		The Supplier shall record and maintain the scope and configuration of the information technology estate

		



		70. 

		Patching

The system should have a Secure Patch Provisioning and Patch Installation patching policy. 

All patches and upgrades released to correct vulnerabilities present on ICT should aim to be applied (including testing and integration) within one month maintaining the patch state.

		Key



		71. 

		The Supplier shall maintain patching metrics and assess patching performance against policy

		Key



		72. 

		The Supplier shall ensure that the service is subjected to penetration (CHECK) testing on a regular basis - prior to the Services ‘Go Live’ and at least annually thereafter.

The supplier shall ensure results are shared with the Authority

The Supplier shall be responsible for any remedial action required on their part following penetration (CHECK) testing of the System. Planned work to be shared and approved with the Authority

		Key



		73. 

		The provider must have an enforced incident management process which defines criticality of the incident. Implementation of the policy must include detection, resolution and recovery.



		Key



		74. 

		Define and implement a policy to monitor network behaviour and review computer security event logs for indications of potential incidents.

		Key



		75. 

		Place application firewalls in front of critical servers to verify and validate the traffic going to the server.

		High



		76. 

		Deploy network-based Intrusion Detection System (IDS) sensors on ingress and egress points within the network and update regularly with vendor signatures

		High



		77. 

		Protective Monitoring

Implementation of Protective Monitoring is strongly recommended for all HMG ICT Systems and is essentially compulsory for systems that store high level data.

		 High 



		78. 

		Identifying Proofing and Verifications of an Individual

The Service Provider will need an understanding of the capabilities they will need to be able to demonstrate in order to perform identity proofing



		Key



		79. 

		Security countermeasures, such as segmentation or zoning should be incorporated into the Suppliers Network Design

		Key



		80. 

		JSP 604 Defence Manual of ICT defines the set of rules that applications must meet when interacting with all parts of MOD's current and planned Information and Communication Technology (ICT). 



The MOD Network Authority must be satisfied of an application's compliance with JSP604.

		Key



		81. 

		Cloud Security Principles

Providers of cloud services should consider these principles. The supplier must follow NCSC guidance and describe how the Cloud Security Principles have been implemented for the service.

Cloud Security Principles:

1. Data in transit protection

2. Asset protection and resilience

3. Separation between consumers

4. Governance framework

5. Operational security

6. Personnel security

7. Secure development

8. Supply chain security

9. Secure consumer management

10. Identity and authentication

11. External interface protection

12. Secure service administration

13. Audit information provision to consumers

14. Secure use of the service by the consumer

See Annex A for link.

		Key



		82. 

		Cyber Essentials Scheme certification

It is mandatory for suppliers to demonstrate that they meet the technical requirements prescribed by Cyber Essentials for those contracts featuring any of the characteristics set out below



i) Where personal information of citizens, such as home addresses, bank details, or payment information is handled by a supplier. 

ii) Where personal information of Government employees, Ministers and Special Advisors such as payroll, travel booking, or expenses information is handled by a supplier. 

iii) Where ICT systems and services are supplied which are designed to store, or process, data at the OFFICIAL level of the Government Security Classification.



The supplier must maintain Cyber Essentials Scheme Plus certification



		Key
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		Security Policy Framework

		The Security Policy Framework published by the Cabinet Office 

https://www.gov.uk/government/publications/security-policy-framework



		The DCPP online tool (Octavian)

		  https://supplier-cyber-protection.service.gov.uk/





		Defence Standard DEFSTAN 05-138

		https://www.gov.uk/government/publications/cyber-security-for-defence-suppliers-def-stan-05-138



		Government Security

Classifications

		 https://www.gov.uk/government/publications/government-security-classifications



		Guide to Data Protection

		 https://ico.org.uk/for-organisations/guide-to-the-general-data-protection-regulation-gdpr/



		Protecting Bulk Personal Data – Published Guidance

		 https://www.ncsc.gov.uk/guidance/protecting-bulk-personal-data-main





		 Cloud Security Principles

		 https://www.ncsc.gov.uk/guidance/implementing-cloud-security-principles



		Cyber Essential Scheme certification

		 https://www.gov.uk/government/publications/cyber-essentials-scheme-overview

https://www.cyberessentials.ncsc.gov.uk/



		ISO/IEC 27001 

		Information technology — Security techniques — Information security management systems — Requirements



		ISO/IEC 27002

		Information technology — Security techniques —Code of practice for information security controls



		ISO/IEC 27018

		Information technology -- Security techniques -- Code of practice for protection of personally identifiable information (PII) in public clouds acting as PII processors



		ISO/IEC 27042

		Information technology — Security techniques — Guidelines for the analysis and interpretation of digital evidence



		ISO/IEC 27043

		Information technology -- Security techniques -- Incident investigation principles and processes



		ISO/IEC 30111

		CSA CCM v3.0

Information technology -- Security techniques -- Vulnerability handling processes



		“ISN”

		Industry Security Notices issued by the Authority to the Contractor whether directly or by issue on the gov.uk website at: 

https://www.gov.uk/government/publications/industry-security-notices-isns;

https://www.gov.uk/government/publications/industry-security-notices-isns#history



		JSP440

		The Authority’s security manual.



		JSP 604

		Defence Manual of ICT



		“JSyCC WARP”

		The Joint Security Co-ordination Centre MOD Defence Industry Warning, Advice and Reporting Point. Any successor body notified by way of ISN.



ISN 2017/03 - Requirement to report security incidents affecting mod material to the mod





		Security Tests

		Tests carried out where relevant in accordance with the CHECK Scheme or to an equivalent standard to validate the information security management system (ISMS) and security of all relevant processes, systems, incident response plans, patches to vulnerabilities and mitigations to Breaches of Security.



		"Staff Vetting Procedures"

		The Authority's procedures and departmental policies for the vetting of personnel whose role will involve the handling of information of a sensitive or confidential nature or the handling of information which is subject to any relevant security measures, including, but not limited to, the provisions of the Official Secrets Act 1911 to 1989;








[bookmark: _Toc450636561]Glossary

		Term

		Description



		Accredited Non-Departmental Public Body (NDPB)

		A government organisation with staff that have the same rights as civil servants.



		Approved User

		An individual with permission to perform a specified task



		Authority

		Defence Business Services Civilian Personnel



		BIL

		Business Impact Level



		CESG

		Communications Electronics Security Group



		DBS

		Defence Business Services



		IA

		Information Assurance



		IL

		Impact Level



		ISO

		International Standard Organisation



		ITSO

		IT Security Officer



		ITT

		Invitation to Tender



		“JSyCC WARP”

		The Joint Security Co-ordination Centre MOD Defence Industry Warning, Advice and Reporting Point. Any successor body notified by way of ISN.



ISN 2017/03 - Requirement to report security incidents affecting mod material to the mod





		MOD

		Ministry of Defence



		MOD Identifiable Information

		All Electronic Information which is attributed to or could identify an existing or proposed MOD capability, defence activities or personnel and which the MOD requires to be protected against loss, misuse, corruption, alteration and unauthorised disclosure



		NCSC

		National Cyber Security Centre



		Provider

		Provider of the system



		SPF

		Security Policy Framework



		Supplier

		Provider of the system
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		For the personal attention of:

(to be inserted by Commercial staff)










Dear Sir/Madam,


TENDER NO AND SUBJECT       (to be inserted by Commercial staff)


1. On behalf of the Secretary of State for Defence I hereby give you notice that the following aspects of the work under the above contract are marked OFFICIAL – SENSITIVE (PERSONAL).


2. This letter therefore lays out the principles under which both the Authority and the Contractor will manage the system and the users of that system to provide proper assurance around data security.


3. Technology risks must always be effectively managed but there will be opportunities for organisations to develop innovative solutions and take advantage of modern technologies and tools. Security should always be a consideration of technology decision-making and therefore be balanced against other aspects of the service.


4. Security controls are required to be in place from the initial development and throughout the life of this contract to provide assurance that appropriate security controls with regards to personnel, physical hardware, locations and assets and relevant cyber security principle are met.  

5.  The Defence Cyber Protection Partnership (DCPP) has developed a framework called the Cyber Security Model (CSM) that clearly identifies a set of practical and proportionate measures expected of industry which includes detailed measures required for the delivery of projects ranging from low risk projects to projects that involve sensitive information.  The framework takes as it foundation HMG’s Cyber Essentials Scheme, as well as being mapped to existing industry standards. The Cyber Essentials Scheme certification is mandatory for MoD contracts. In this instance there is a requirement for the supplier to achieve the Cyber Essentials Scheme Plus certification

6. Some OFFICIAL information associated with this contract is considered by the Authority to warrant additional assurance which if lost or compromised requires reporting. For example, this might be due to aggregation of data or the holding of personnel details. In the past the Business Impact Level 5 standard has indicated the sort of controls appropriate to protect information.  Although not a definitive set of measures the 15 good practice measures for the protection of bulk data are used to make a basic assessment of bulk data holdings. These Basic controls should be in place for any significant data set. Further advice and guidance may be found at:

https://www.ncsc.gov.uk/collection/protecting-bulk-personal-data

7. However, specific requirements will need to be developed and agreed with an approved security project board encompassing (but not limited to) representatives of:


a. The Authority


b. The Contractor


c. SIAs (Security Industry Authority)

d. Information Assurance Subject Matter Experts (SMEs)


Your attention is particularly drawn to the following specific aspects which must be fully safeguarded:


PROTECTIVE MARKING



ASPECTS


		Item

		Classification



		Customer data

		OFFICIAL-SENSITIVE-PERSONAL



		Civilian Employees data

		OFFICIAL-SENSITIVE-PERSONAL



		Dependants of civilian employees data

		OFFICIAL-SENSITIVE-PERSONAL



		Recruitment candidates data

		OFFICIAL-SENSITIVE-PERSONAL



		Line Managers of MOD civilian employees data

		OFFICIAL-SENSITIVE-PERSONAL



		Documentation that details contractual matters relevant to the service

		OFFICIAL-SENSITIVE



		General system description documentation with no specific details of the aspects listed below.

		Not protectively marked



		All other Documentation

		OFFICIAL-SENSITIVE



		Purpose of the system

		OFFICIAL-SENSITIVE



		System description

		OFFICIAL-SENSITIVE



		Design and Performance Documentation

		OFFICIAL-SENSITIVE 



		Interoperability

		OFFICIAL-SENSITIVE



		Implementation Planning

		OFFICIAL-SENSITIVE



		Configuration Control documentation (Paper and soft copy)

		OFFICIAL-SENSITIVE



		System Security Documentation

		OFFICIAL-SENSITIVE



		Locations where the system is deployed

		OFFICIAL-SENSITIVE



		Drawings ( solution design)

		OFFICIAL-SENSITIVE



		Network Diagrams / IP Addressing Scheme

		OFFICIAL-SENSITIVE



		Details of Software used in the development or operational environment

		OFFICIAL-SENSITIVE



		Firewalls, Switches, Routers

		OFFICIAL-SENSITIVE



		System Administration services

		OFFICIAL-SENSITIVE



		Hosting Platforms

		OFFICIAL-SENSITIVE



		Auditing

		OFFICIAL-SENSITIVE





8. The specific system security measures to be implemented are to be agreed and reviewed through life by the security project board.


9. Information about this contract must not be published or communicated to anyone except where necessary for the execution of the contract without the approval of the Authority.


10. Unauthorised release of this data would be considered an offence under the Official Secrets Act 1989. All reasonable steps must be taken to make sure that all individuals employed on any work in connection with the contract have notice that these statutory provisions apply to them and will continue to apply after the completion or earlier determination of the contract

Information Security


11. The system should meet any relevant information standards as set out by HMG and take account of the Cyber Security Principles and standards with regards to design and use. Specific system security measures to be implemented are to be agreed and reviewed through life by the security project board.

12. Any access to classified information on MoD premises that may be needed will be subject to MoD security regulations under the direction of the MoD Project Officer.

13. Further requirements, advice and guidance for the protection of MOD information at the level of OFFICIAL-SENSITIVE may be found in Industry Security Notices at: 



https://www.gov.uk/government/publications/industry-security-notices-isns

Physical Security

14. It is the responsibility of the Authority to ensure that any information or assets in relation to this contract held by HMG are protected in accordance with the security standards applied to this contract and in accordance with local security regulations. This responsibility may be delegated to the appropriate Departmental Security Officer (DSO) where required.

15. It is the responsibility of the Contractor to ensure that any information or assets in relation to this contract held by the Contractor are protected in accordance with the security standards applied to this contract and in accordance with local security regulations. This responsibility may be delegated (inc. in relation to any sub-contractors) only by agreement with the Authority.


16.  Any new material generated as a consequence of the above referenced contract shall be marked and protected in accordance with the new classifications defined above and as per the latest version of the Security Policy Framework (SPF).

17. All requirements will be reviewed through life by the security project board.


Personnel Security

18. Those individuals with system administration rights (or any individual with rights over and above a standard user) should be subject to UK Security Vetting to an appropriate standard as agreed by the Security Project Board. The Authority is responsible for sponsoring and assuring individuals with such rights as employed by HMG.  The Authority (or delegated HMG DSOs) are responsible for sponsoring individuals with such rights as employed by the Contractor. The Contractor is responsible for assuring the ongoing vetting status of such individuals.


19. Access to information on MoD premises that may be needed will be in accordance with MoD security regulations under the direction of the MoD Project Officer.

20. Access to Defence Business Service (DBS) sites require individuals to: 


· Sign the DBS Confidentiality Agreement or provide proof that a similar confidentiality clause is contained within their contract.

· Report all security related incidents to their DBS sponsor and DBS IT Security Officer Immediately.

· Where access is required to DBS Information systems an individual will be required to:

· comply with Security Operating Procedures (SYOPS) governing access to DBS and Mod Information systems

· Complete the mandatory Responsible for Information training module

21. All requirements will be reviewed through life by the security project board

Yours faithfully


Stella Carter (Electronic Signaure)

Stella Carter

Head of Security and Information Assurance






Defence Business Services, ITMS



Head of Security and Information Assurance



Ground Floor, Zone B, Walker House,



Exchange Flags,



Liverpool. L2 3YL







Telephone: 0151 242 2353







Email:        DBS IS-Design Authority-005@mod.uk











�







Your Reference:







Our Reference: 







Date:   � DATE \@ "d MMMM yyyy" �11 February 2020�
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Service Specific Requirements


MOD Royal Fleet Auxiliary (RFA) Seafarers

1. Background:


2. The Royal Fleet Auxiliary (RFA) employees are Ministry of Defence Civil Servants employed at sea and trained in accordance with recognised international maritime standards and subject to Maritime Coastguard Agency (MCA) medical legislation. 


3. The RFA currently employs approximately 2000 seafarers who deliver worldwide maritime logistics and operational support to Armed Forces operations and contributes to the full range of diplomatic, humanitarian and military operations at sea.  


4. By combining civilian and commercial practices with military capabilities, the RFA undertakes complex operations.  MCA medical standards that apply to RFA seafarers are detailed in Maritime & Coastguard Agency Merchant Shipping Notices MSN 1839 (M) and MSN 1886 (M+F).


5. Personnel Involved and Locations


6. The RFA currently employs approximately 2000 seafarers who deliver worldwide maritime logistics and operational support to Armed Forces operations and contributes to the full range of diplomatic, humanitarian and military operations at sea.

7. OH Provider Skills; Knowledge and Experience 

8. The OH service provider is required to provide occupational health advice against Maritime Coastal Agency medical standards and have knowledge and understanding of the seafaring environment and working practices.

9. Medical Standards


10. MCA medical standards that apply to RFA seafarers are detailed in Maritime & Coastguard Agency Merchant Shipping Notices MSN 1839 (M) and MSN 1886 (M+F).

11. In assessing an individual’s fitness for task, the following guidance covering minimum in-service physical abilities for seafarers, as detailed in MSN 1839 (M) Appendix 2 to Annex A need to be considered as well as the periodic requirement for RFA personnel to complete Basic Sea Survival Course (BSSC):


		Shipboard task, function event or condition 

		Related physical ability 

		A medical examiner should be satisfied that the candidate

 



		Routine movement around vessel: 

–on moving deck

–between levels

–between compartments 

		Maintain balance and move with agility 

Climb up and down vertical ladders and stairways 

Step over coamings (e.g. Load Line Convention requires coamings to be600 mm high) 

Open and close watertight doors 

		Has no disturbance in sense of balance Does not have any impairment or disease that prevents relevant movements and physical activities 

Is, without assistance, able to: 

–climb vertical ladders and stairways

–step over high sills

–manipulate door closing systems

 



		Routine tasks on board: 

–use of hand tools

–movement of ship’s stores

–overhead work

–valve operation

–standing a four–hour watch

–working in confined spaces

–responding to alarms, warnings and instructions

–verbal communication

		Strength, dexterity and stamina to manipulate mechanical devices 

Lift, pull and carry a load (e.g. 18 kg) 

Reach upwards 

Stand, walk and remain alert for an extended period 

Work in constricted spaces and move through restricted openings (e.g. SOLAS requires minimum openings in cargo spaces and emergency escapes to have the minimum dimensions of 600 mm × 600 mm – SOLAS regulation 3.6.5.1) 

Visually distinguish objects, shapes and signals 

Hear warnings and instructions 

Give a clear spoken description 



		Does not have a defined impairment or diagnosed medical condition that reduces ability to perform routine duties essential to the safe operation of the vessel

Has ability to: 

–work with arms raised

–stand and walk for an extended period

–enter confined space

–fulfil eyesight standards

–fulfil hearing standards set by competent authority or take account of international guidelines

–hold normal conversation



		Emergency duties on board: 

–Escape

–Firefighting

–Evacuation

 

		Don a lifejacket or immersion suit 

Escape from smoke-filled spaces 

Take part in firefighting duties, including use of breathing apparatus 

Take part in vessel evacuation procedures 

		Does not have a defined impairment or diagnosed medical condition that reduces ability to perform emergency duties essential to the safe operation of the vessel 

Has ability to: 

–don lifejacket or immersion suit

–crawl

–feel for differences in temperature

–handle firefighting equipment

–wear breathing apparatus (where required as part of duties)





12. All RFA seafarer personnel are required to undertake Basic Sea Survival Course (BSSC) training upon first sea appointment, and at 4 yearly periodicities thereafter which includes the following physical requirements:

a. Firefighting (Indoor simulated environment)

b. Ascending and descending stairs in full firefighting clothing and breathing apparatus (weight approx. 11kg)

c. Wearing the above 11kg kit, pushing, pulling and lifting of odd-object and flexible equipment up to 12kg (for example, hoses and dry powder extinguishers)

d. Sea Survival Training (outdoors in a lake)

e. Jumping off a 3-metre high platform into the water and then swimming (backstroke) approx. 150 metres across the lake to an upturned lifesaving raft.

f. Submerging underwater to exit from underneath an upturned life raft

g. In the water, using a learned procedure to put push/pull right the up turned raft 

h. In the water, climbing aboard the raft and assist the boarding of other adult individuals- pulling/dragging and lifting them

i. Damage Control Training (Indoor simulated environment)

j. Ascending/descending stairwells and ladders. 

k. Wade through waist high water levels carrying shoulder bags of hammers and soft wood wedges (approx. weight 8kg) 

l. required to hammer wedges into damage splinter holes.

m. Teams of personnel will be required to physically transport 57kg of pumping equipment to assist in pumping out flooded areas.

13. Other Factors to be Considered in a Medical Assessment


14. Apart from the purely medical aspects, the occupational health review needs to understand the circumstances which apply at sea, especially in any borderline case.  Factors which should be considered are:

a. the potentially hazardous nature of seafaring, which calls for a high standard of health and continuing fitness; 

b. the restricted medical facilities likely to be available on-board ship.  Few ships carry doctors; medical supplies are limited and unless a ship is in port there will be delay before full medical treatment is available;

c. the possible difficulty of providing/ replacing required medication.  As a rule, a seafarer should not be accepted for service if the loss of a necessary medicine could precipitate the rapid deterioration of a medical condition; 

d. the confined nature of life on-board ship and the need to be able to live and work in a closed community; 

e. the limited crew complements which mean that illness of one crew member may place a burden on others or impair the safe and efficient working of the ship; 

f. the potential need for crew members to play a role in an emergency or emergency drill, which may involve strenuous activity in adverse conditions; 

g. since many seafarers will need to join and leave ships by air, they should be free from any condition which precludes air travel or could be seriously affected by it, such has pneumothorax or conditions which predispose to barotraumas


15. The Royal Fleet Auxiliary does not offer permanent employment in Shore Posts and therefore all assessments and recommendations must be carried out for specifically for employment in a seafaring role.

16. OH Services Required

17. In addition to the standard services available to MOD, RFA have a requirement for additional specialist services described below.

		RFA OH Services 



		Item

		Description

		Delivery Location

		Frequency

		Applicable Standards

		Applicable KPI Regime 

		Additional Requirements



		1. 

		Maritime & Coastguard Agency Seafarer Medical ENG1

		At a supplier location within normal contractual travel time limits

		Default 5 yearly




		MCA Clinical Standards apply.

RFA requirements for BSSC training should be considered.



		Services to be provided; measured and reported against the Service Levels applicable to Health Surveillance and Fitness for Task

		



		2. 

		RFA Seafarer Specific performance and attendance referral

		As specified within the referral; or as clinically indicated.

		As required

		Baseline standards of CCS Framework RM3795

		

		All outcome reports shall consider the following default RFA questions and permit additional questions (upto 3) to be raised by the referring manager.


1. In accordance with the attached "Royal Fleet Auxiliary Occupational Health Assessment- All employees' physical abilities criteria and BSSC details (Paragraphs 11 and 12 above) and the Terms of Reference specific to the individual role- what affects the employee’s current fitness for work at sea/ability to undertake current tasks as described?


2. In accordance with the same criteria, what parts of their role and wider expected activity is the employee unable to undertake 

1. Now

2. Within the next 12 weeks


3. What is the likely time frame for full return to worldwide sea service in the full core role as described in the Terms of Reference and in accordance with the attached?


4. Are there any temporary or permanent modifications required in the working environment that would facilitate a return to work?


5. Does any of the medication this person requires influence their ability to carry out their role at sea and what is the immediate impact of a loss or inability to source this medicine internationally?


6. Which specific work related activity or issue may have contributed to this situation [if any]?
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