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Medical and Dental Officer requirements for vaccination, assessment and screening

It is a requirement of NSW Health that assessment, screening and vaccination is undertaken in accordance with NSW Health Policy Directive 2011_005 Occupational Assessment, Screening and Vaccination against Specified Infectious Diseases. 
Please contact your Staff Health Service (as per contact list) to have this attended or provide your information and evidence as per instructions below to Medical Workfoce Unit, PO Box 21, Waratah 2298 to be forwarded to your Staff Health Service for assessment. 

A NSW Health Certificate of Compliance will be issued to those who meet the full requirements of the policy. The NSW Health Certificate of Compliance will be accepted by all NSW Health facilities 

If you undertake Exposure Prone Procedures (EPP) Staff Health can also offer confidential testing for HIV, HBV and HCV. Your identity is coded to protect your privacy. You may choose this testing from your medical officer or another health facility. 
Instructions
· Check table A and B for vaccination and serology standard of evidence requirements and table C for requirements for each infectious disease
· Complete Form 1 New Recruit Undertaken / Declaration and Form 2 TB Assessment Tool
· Complete the latex allergy / sensitivity screening for health care workers 
Medical and Dental Officers who are unable to be vaccinated due to temporary or permanent medical contraindications and cannot demonstrate protection against specified infectious diseases are asked to provide evidence, for example, a letter from their general practitioner or treating specialist. 
For additional information refer to: 
http://www.health.nsw.gov.au/policies/pd/2011/pdf/PD2011_005.pdf Occupational Assessment, Screening and Vaccination against Specified Infectious Diseases. 
http://www.health.nsw.gov.au/policies/PD/2005/pdf/PD2005_162.pdf HIV, Hepatitis B or Hepatitis C - Health Care Workers Infected
Please contact the Staff Health Coordinator if you require clarification or for any advice regarding assessment, screening and vaccination requirements.

Contact details for the Staff Health Coordinator

Janet Wallace

Staff Health Coordinator | Hunter New England Health
Location: Room 1034, Officers Quarters, James Fletcher Campus, 72 Watt Street, Newcastle. 

Postal: PO Box 1743. Newcastle NSW 2300. Australia
Tel 02 4924 6844 | Fax 02 4924 6845 | Mob 0439 769 033 | janet.wallace@hnehealth.nsw.gov.au


Evidence of vaccination 
Table A
For each disease requiring evidence of vaccination provide at least ONE of the following:

1. Documentation on an Adult Vaccination Card (AVC) or immunisation card equivalent

2. Included in a statement from a Medical Practice on the practice letter head

3. School based vaccination card or statement from Population Health Unit / Community Health Centre on letter head

4. Included on a print out from HNE Staff Health Database which has been dated, signed and stamped by issuing Staff Health Nurse (HNELHD employees)

5. The Australian Childhood Immunisation Register (ACIR) for vaccinations given at < 7 years of age 

Information provided MUST include:
6,   Date

5. Batch number

6. Vaccine brand name

7. Signature of immunisation provider

8. Practice/provider stamp

Evidence of serology (blood tests / pathology)
Table B

For each disease requiring evidence of serology (blood tests) provide at least ONE of the following:

1. Pathology results on Pathology Service letter head

2. Included in a statement from a Medical Practice on the practice letter head

3. Included on a print out from HNE Staff Health Database which has been dated, signed and stamped by issuing Staff Health Nurse (HNELHD employees)

4. Written result including result value – signed by Medical Officer or  immunisation nurse on Adult Vaccination Card 
Records of vaccinations that were received overseas must be in English (translations must be certified) and contain enough information about the vaccine (e.g. brand, active components, batch numbers, if available) and vaccination date to enable an assessor to determine if they fulfil the requirements of the Policy Directive.

Table C: Occupational Assessment, Screening and Vaccination Requirements

	Vaccination / serology required
	Evidence required

	1.
	Diphtheria, tetanus, pertussis (whooping cough)



	
	Vaccination
· One adult dose of diphtheria/ tetanus/ Pertussis vaccine (dTpa) 

NB Serology (blood tests) will not be acceptable
	Vaccination 

As per table A

	
	
	

	2.
	Hepatitis B


	2 a.
	Vaccinations
· Documented evidence of a completed, age appropriate course of hepatitis B vaccination i.e. 

· If vaccinated as an adult > = 20 yrs old – a total of 3 doses of 1mL adult formula at 0, 1 & 3-6 months

· If vaccinated as a child / adolescent < 20 yrs old – a total of 3 doses of 0.5 mL paediatric formula at 0, 1 & 3- 6 months

· If vaccinated at 11-15 yrs old  - A total of 2 doses of 1mL adult formula at 0 and 4 - 6 months is accepted
AND
	Vaccination 

As per table A

	
	
	

	Note: Where there is a history of vaccination & anti-HBs > = 10 but no documentation & it is reasonable to accept that they have been vaccinated as per the appropriate schedule, this may be accepted as compliance

	2 b. 
	Serology – this is required in addition to hepatitis B vaccination 
· Anti-HBs greater than or equal to 10mIU/mL
OR
· Documented evidence of anti-HBc, indicating past hepatitis B infection. NB if anti-HBc positive (indicating past hepatitis B infection) additional investigation may be required
	Serology
As per table B 



	
	
	

	3. 
	Measles, mumps, rubella (MMR)



	3a.
	Vaccinations

· 2 doses of MMR vaccine at least one month apart
OR
	Vaccination 

As per table A



	3b.
	Serology 
· Positive IgG for measles, mumps and rubella
OR
	Serology
As per table B

	3c.
	Birth date before 1966


	Birth certificate / passport / photo ID 

	4. 
	Varicella (chickenpox)



	
	Vaccinations

· 2 doses of varicella vaccine at least one month apart. Evidence of 1 dose is sufficient if the person was vaccinated before 14 years of age  
OR
	Vaccination 

As per table A



	
	Serology

OR
	Serology
As per table B

	
	A definite history of past infection 

· A definite history of chickenpox (e.g. student / their parent confirmation) or physician-diagnosed shingles. HCW with a negative or uncertain history of varicella infection should undergo serological testing.  If seronegative, vaccination should be provided
	History of chickenpox or physician-diagnosed shingles

	5. 
	Tuberculosis (TB)



	
	· Complete Form 2: Tuberculosis (TB) assessment tool

· Further screening for TB  is dependant on the TB Assessment Tool result
· Provide any available evidence of previous TB screening e.g. Tuberculin Skin Test (TST)
	Form 2: TB Assessment Tool


	Form 1. -  New Recruit Undertaking / Declaration


	Occupational assessment, screening and vaccination against specified infectious diseases



	All new recruits must complete each part of this Undertaking / Declaration form and the Tuberculosis Screening Assessment Tool and return these forms to the employing health facility as soon as possible. The health service will assess these forms along with evidence of protection against the infectious diseases specified in this policy directive. 

New recruits will not be permitted to commence duties if they have not submitted a New Recruit Undertaking / Declaration and a From 2: Tuberculosis Assessment Tool.
Failure to complete outstanding hepatitis B or TB requirements within the specified time frame(s) will result in serious consequences and may affect the new recruit’s employment status.  

	Part 1 
	(
	I have read and understand the requirements of the NSW Health Occupational Assessment, Screening and Vaccination against Specified Infectious Diseases Policy Directive

	Part 2 

	(
(
	I undertake to participate in the assessment, screening and vaccination process and I am not aware of any personal circumstances that would prevent me form completing these requirements

	
	
	OR

	
	
	I undertake to participate in the assessment, screening and vaccination process, however I am aware of medical contraindications that may prevent me from fully completing these requirements and am able to provide documentation of these medical contraindications. I request consideration of these circumstances. 

	Part 3 
	
	I have evidence of protection for:

	
	
	( pertussis
	( diphtheria
	( tetanus
	

	
	
	( varicella
	( measles
	( mumps
	( rubella

	Part 4 
	(
(
	I have evidence of protection for hepatitis B 

	
	
	OR

	
	
	I have received at least the first dose of hepatitis B vaccine (documentation provided) and undertake to complete the hepatitis B vaccine course (as recommended in the Australian Immunisation Handbook current edition) and provide a post-vaccination serology result within six months of appointment / commencement of duties.

	Part 5 
	(
	I have been informed of, and understand, the risks of infection, the consequences of infection and management in event of exposure (refer to information sheet 3: Specified Infectious Diseases: Risks, consequences of exposure and protective measure) and agree to comply with the protective measures required by the health service.

	I declare that the information I have provided is correct.

	Name: ………………………………………………………………………………………………..

Phone or email: ……………………………………………………………………………………..

Health Service / Facility: ……………………………………………………………………….…..

Signature: ………………………………………….………..Date: ………………………………..

Parent or guardian to sign if HCW under 18 years of age


Form 2: Tuberculosis (TB) assessment tool 
	A New Recruit/Student will require TST screening if he/she was born in a country with a high incidence of TB, or has resided for a cumulative time of 3 months or longer in a country with a high incidence of TB, as listed at: http://www.health.nsw.gov.au/publichealth/Infectious/a-z.asp#T.
The Health Service will assess this form and decide whether clinical review/testing for TB is required. Indicate if you would prefer to provide this information in private consultation with a clinician.

New recruits will not be permitted to commence duties if they have not submitted this Form and Form 1:
New Recruit Undertaking/Declaration to the employing health facility. Failure to complete outstanding TB

requirements within the appropriate timeframe(s) may affect the new recruit’s employment status

Students will not be permitted to attend clinical placements if they have not submitted this Form and the

Form 3: Student Undertaking/Declaration to their educational institution’s clinical placement coordinator as soon as possible after enrolment. Failure to complete outstanding TB requirements within the appropriate timeframe(s) will result in suspension from further clinical placements. The educational institution will forward the original or a copy of these forms to the health service for assessment.

	Clinical History

Do you currently have:
Cough for longer than 2 weeks………. Yes ( No (
Please provide information below if you have any of the following symptoms:

Haemoptysis (coughing blood)             .Yes ( No (
Fever / chills / temperatures                   Yes ( No (
Night sweats                                          Yes ( No (
Fatigue / weakness                                Yes ( No (
Anorexia (loss or appetite)                     Yes ( No (
Unexplained weight loss                        Yes ( No (
	Assessment of risk of TB infection

Were you born outside Australia?      Yes ( No (
If yes, where were you born?

……….………………………………………………….

How long did you live in this country?

…………………………………………………………..

Have you lived or travelled overseas?   Yes ( No (
Country                                      Amount of time lived/

                                                    travelled in country

…………………………….              …………..…….…

…………………………….              …………..…….…

…………………………….              …………..…….…

…………………………….              …………..…….…

…………………………….              …………..…….…

	Have you ever had:

Contact with a person known to have TB?

If yes, provide details below                 Yes (No (
	Have you ever had:

TB Screening                                     Yes (No (
If yes, provide details below and attach documentation

	If you answered YES to any of the questions above, please provide details including type and result of screening and what was the outcome/diagnosis ((attach extra pages if required).



	I declare that the information I have provided is correct

Name ___________________________________________________________________________________

Phone or Email ___________________________________________________________________________

Student ID (or date of birth) _________________________________________________________________

Educational institution (student) ______________________________________________________________

Health Service/Facility (new recruit) ___________________________________________________________

Signature _______________________________________________ Date ____________________________



	OFFICIAL HEALTH USE ONLY

	Cleared for employment/clinical placement:
	Yes:
	
	No:
	
	Date:
	

	Assessor Name:
	
	Signature:
	

	Role: 
	
	Organisation:
	

	Referred to:
	

	Recommendations:
	


A list of countries considered to have a high incidence of TB is provided. For further information on TB screening requirements please contact one of the following people in HNELHD.
02 4921 3372

Brian Robinson, Newcastle, Lower Hunter 

02 6592 9625

Greg Stewart, Taree, Lower Mid North Coast

02 6767 7786

Joanne McIlveen, Tamworth

02 6776 9804

Natalie Schmude, Armidale 
The countries in the list below are considered to have a high incidence of TB with >60 per 100,000 population per year. 

	Afghanistan 
	Eritrea
	Malaysia
	Solomon Islands 

	Angola 
	Ethiopia
	Mali 
	Somalia 

	Armenia 
	Gabon
	Mauritania 
	South Africa 

	Azerbaijan 
	Gambia
	Micronesia (Federated States of ) 
	Sri Lanka 

	Bangladesh 
	Georgia
	Mongolia 
	Sudan 

	Belarus 
	Ghana
	Morocco 
	Suriname 

	Benin 
	Guatemala
	Mozambique 
	Swaziland 

	Bhutan 
	Guinea
	Myanmar 
	Tajikistan 

	Bolivia 
	Guinea-Bissau
	Namibia 
	Thailand 

	Botswana 
	Guyana
	Nepal 
	Timor-Leste 

	Burkina Faso 
	Haiti
	Niger 
	Togo 

	Burundi
	India
	Nigeria 
	Turkmenistan 

	Cambodia 
	Indonesia
	Pakistan 
	Tuvalu 

	Cameroon 
	Kazakhstan
	Palau 
	Uganda 

	Cape Verde 
	Kenya
	Papua New Guinea 
	Ukraine 

	Central African Republic 
	Kiribati
	Peru 
	United Republic of Tanzania 

	Chad 
	Korea (Nth) Democratic People's Republic of
	Philippines 
	Uzbekistan 

	China 
	Korea (Sth) Republic of
	Qatar 
	Vanuatu 

	Congo 
	Kyrgyzstan
	Republic of Moldova 
	Viet Nam 

	Côte d'Ivoire 
	Lao People's Democratic Republic
	Romania 
	Yemen 

	Democratic Republic of the Congo 
	Lesotho
	Russian Federation 
	Zambia 

	Dominican Republic 
	Liberia
	Rwanda 
	Zimbabwe 

	Djibouti 
	Lithuania
	Sao Tome and Principe 
	

	Ecuador 
	Madagascar
	Senegal 
	

	Equatorial Guinea
	Malawi
	Sierra Leone 
	


The above data is referenced from: http://apps.who.int/globalatlas/default.asp, 10 Aug 2009

	SURNAME


	MRN

	OTHER NAMES



	ADDRESS

	DATE OF BIRTH
	 AGE


· This questionnaire can be completed by a health care professional or completed by the health care worker (HCW). It is aimed at identifying risk factors that may be a contributing factor to a latex sensitivity or allergy.
	1. The following is a list of products  which contain latex. Have you ever suffered a reaction to any of these?                                                                                           Yes   (please circle)                        No  Go to Q2

	Balloons
	Rubber gloves
	Rubber balls
	Dental masks

	Hot water bottles
	Rubber band-aids
	Adhesive tapes
	Tennis grips

	Bandages
	Sticky tape
	Dental bite blocks
	Rubber Toys

	Bandaids
	Condoms/diaphragms
	Golf grips
	Garden hoses

	Face masks
	Foam pillows
	Clothing with elastic spandex e.g.  belts, underwear

	What type of reaction occurred when you reacted to the above products?
	 (circle)

	Scaly rash of the hands
	No = 0
	Yes = 0

	Itchy/runny/ nose or eyes (rhinitis/conjunctivitis)
	No = 0
	Yes = 2

	Wheeze/asthma

	No = 0
	Yes = 2

	Hives (Urticaria)
	No = 0
	Yes = 2

	Life Threatening reaction (anaphylaxis)
	No = 0
	Yes = 4

	2.  Do you have any of the following conditions? Tick where appropriate:
	No = 0
	Yes = 1

	· Asthma
	· Hayfever
	· Urticaria / Hives

	3.   Have you had three or more surgical procedures involving the following areas?
	No = 0
	Yes = 1

	· Shunt insertion
	· Urinary (including catheterisation)
	· Major dental work (eg root canal)
	· Bowel

	4.    Have you ever-experienced hives or a life threatening reaction immediately after a surgical operation?     Tick where appropriate:
	No = 0
	Yes = 2

	· Hives          
	· Life threatening reaction         If a cause was found please provide details:

	
	

	5.   Do you have spina bifida? 

	No = 0
	Yes = 1

	6.   Have you ever  developed  oral tingling / itch, hives or life-threatening reactions  which was definitely due to any of the following foods               Tick  where appropriate
	No = 0
	Yes = 2

	· Banana
	· Chestnuts
	· Kiwi fruit
	· Avocados
	Please describe:

	

	7.    Does your occupation involve regular use of latex containing products?
	No = 0
	Yes = 1

	· Health care worker
	· Rubber industry
	· Dental work
	· Food handling
	· Other provide details:

	

	If YES, for how long?
	· < 1 year
	· 1-5 years
	· 5 -10 years
	· > 10 years

	8.   Any other identifiers / risk factors for latex allergy e.g. family history of latex allergy? Please describe:
	No
	Yes

	9. Has a program involving non-latex gloves and regular skin moisturisation been started?
	No
	Yes

	Total score for latex allergy screening  (total all circled YES numbers)
	


If the total score is (3: further investigation with latex-specific IgE and clinical review is required. 
	Questionnaire completed / reviewed by
	Name
	Signature
	Date

	Employee
	
	
	

	Staff Health / delegate
	
	
	

	Comments:

	STAFF HEALTH USE ONLY

	Investigations ordered:
	
	Date:

	Referral provided to:
	
	Date:

	
	
	


Occupational Assessment, Screening and Vaccination against Specified Infectious Diseases – Visiting Medical & Dental Officers








Or a combination of 3 of these details








HUNTER NEW ENGLAND HEALTH 


FACILITY………………………………………


STAFF HEALTH - LATEX ALLERGY / SENSITIVITY SCREENING FOR HEALTH CARE WORKERS





Form ##.








J Wallace. Staff Health Coordinator. 10 November 2011. 
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