
Difficult cases 

Fitness for work in certain clinical cases poses significant professional challenges for 

Occupational Physicians.   Equally challenging are the pressures felt by employers to implement 

advice at any cost.   A consequence of a poorly managed case is reluctance to risk a similar 

situation in future cases, which can lead to discriminatory practices.  This article reflects on the 

author’s own experience and aims to shape a toolbox for employers to refer to when confronted 

of a challenging case of their own. 

The role of Occupational Health is to advise on fitness for work and to assist employers to 

identify safe or therapeutic (vocational rehabilitation) activities within the workplace to assist 

employees to return to their substantive positions or identify suitable alternative employment of 

either a temporary or permanent nature.  Cases can be defined as ‘difficult’ for a variety of 

reasons: 

 Apparent barriers to employments due to standards arising from the risk assessment 

process 

 Newly emerging occupational conditions or diseases 

 Differences between occupational fitness standards and DVLA guidelines epilepsy heavy 

engineering or company driving  

 Work restrictions may not always be evidence based (i.e. stem from Medical Consensus 

or clinical judgement)  

 Challenge to balance rights and duties of patients, employers and Ops. 

 Financial constraints of small departments or divisions within a larger employer 

 Unrealistic or opposing expectations of either the employer or the employee 

 A diagnosis of a condition that has a statutory limitation e.g. obstructive sleep apnoea 

and driving, but where the treating physician has not advised against the activity 

The most important factor in dealing with cases fairly and efficiently is a consistent and 

methodical process that aims to support the individual to the best possible outcome available in 

the circumstances.  This philosophy does not overlook the possibility that an individual may not 

be motivated to return to his/her substantive role, because it removes the option for nothing to 

change.  Employers can set aside time consuming activities associated with suspicions of 

malingering, confident of the most appropriate outcome for both parties. 

This approach is called Case Management.  I believe that employers, who embrace the 

principles of Vocational Rehabilitationi and build these into health management policies, 

promote themselves as employers of choice and build a portfolio of evidence to demonstrate 

their commitment to retain staff. 

Definitions of case management 

Both the UK and the US definitions of case management agree that case management should 

be “a collaborative process of assessing, planning, facilitating, and coordinating care to meet an 

individual’s comprehensive health needsii with the UK model going slightly further to include 

monitoring and evaluation of the options and services required to meet an individual's health, 

care and employment needs.iii 

Joy Reymond, head of rehabilitation services at Unum remains concerned that the concept 

remains poorly understood by health professionals and employers.  To complicate matters, the 



term 'case management' will often mean something different within the NHS, which has 

traditionally focused on disease management and, more recently, condition management, 

argues Reymond.iv 

“Taken collectively, the services offered by a professional Case Manager should enhance the 

quality of life for clients while potentially reducing the total overall cost of disability. Thus, 

effective case management will directly and positively affect the social, ethical and financial 

health of the country and its population.” 

There are resources available to employers to help resolve cases, and the referral to and 

cooperation with these services should be incorporated into HR policies relating to the 

management of health limitations in the workplace.   

 Access to workv 

 NHS Choices (free support for lifestyle change) 

 Clinical Effectiveness
vi
 

Professional skills and qualifications to consider 

The risk assessment process is a robust way to consider which Occupational Health expertise is 

most appropriate for the organisation.   Small employers who make use of a range of chemical 

and physical hazards may well require the surveillance services of a specialist nurse to explore 

the relationship between medical symptoms and the workplace, and access to an Occupational 

Physician to confirm diagnosis of occupational disease. 

Registered Nurses (RGN): “formulate and document a plan of nursing care, within a framework 

of informed consent.  Provide a rationale for the nursing care delivered which takes account of 

social, cultural, spiritual, legal, political and economic influences. Contribute to public protection 

by creating and maintaining a safe environment of care through the use of quality assurance 

and risk management strategies.”vii 

SCPHN (OH): “In addition to nursing duties, they deal with issues regarding local population 

health, including policy development... aims to reduce health inequalities by working with 

individuals and communities promoting health, preventing ill health and in the protection of 

health.”viii 

Occupational Physiotherapy: Preventing accidents and musculoskeletal problems from 

occurring in the first place through an ergonomically designed working environment.  Helping 

those individuals who are suffering from existing musculoskeletal problems to return to work by 

providing effective work focused rehabilitation. 

Occupational Therapy: physical rehabilitation, mental health services, learning disability, 

environmental adaptation, care management, equipment for daily living. 

Occupational Physician:  

“An occupational physician is a doctor, with specialist training and qualifications, who in relation 

to any particular workplace takes full clinical responsibility for advising management and the 

workforce on all health matters connected, directly or indirectly, with their employment. This may 

have a bearing on health as it affects work or on the effect of work on health, including that of 

the public at large, either in general or as individuals. 



“Occupational health services are frequently provided by doctors working on a part-time basis. 

Even if they have no formal training or qualifications in Occupational Medicine, they should 

ensure they have the competence to perform the duties likely to be required of them. 

"Specialist" is a term having a legal meaning in European law, and should not be used to refer 

to those lacking appropriate qualifications.”ix 

Case manager “to collaborate with clients by assessing, facilitating, planning and advocating for 

health and social needs on an individual basis. Successful outcomes cannot be achieved 

without specialised skills and knowledge, such as those exhibited by a Case Manager, 

throughout the case management process.”x 

Case studies 

The following case studies are taken from the author’s personal caseload.  Some details have 

been changed to protect anonymity. 

Case one – Stress and anxiety in the workplace 

Three colleagues were referred to OH with sickness absence related to stress and depression.  

One employee (an administrator) had submitted a grievancexi alleging bullying and harassment 

by her colleague (a technical expert), the technical expert had submitted a grievance against 

the manager of the department for unreasonable work and working conditions, due to failure of 

management to provide a satisfactory service through his colleague. 

Two of the parties had associated sickness absence and were referred to OHS for assessment 

and advice. There was trade union (TU) involvement with formal support for both individuals.   

The administrator had a GP certificate stating she was unfit to attend a capability meeting to 

explore the grievance submitted by her technical colleague.  She also annotated the OH referral 

form stating that she would not be able to attend an appointment if she had to come into close 

proximity with her technical colleague.   The manager had been to see HR to complain of stress 

at work and that he was feeling unwell as a result, although he had not yet taken any time off 

due to ill health. 

All three OH assessments found that none of the individuals had been referred for counselling 

or other specialist services by their GPs, despite the duration of the absence. 

Action taken 

Evidence shows that uncertainty increases the stress responsexii.   My first role as patient 

advocate was to advise my patients of the long-term effect of leaving the work issues and 

grievances unheard and unresolved.   I also advised HR of this and set up a case conference 

for HR and the TU representatives to meet and discuss ways to engage all the individuals and 

start to address the issues.  I also asked HR whether clear job descriptions with performance 

measures were in place.   HR decided to revisit the job descriptions with the TU representatives, 

so that there was none of them had any uncertainty about role, responsibility or success 

measures. 

The technical specialist was very angry and needed to express his frustrations.   He had a 

strong sense of right and wrong and little insight into how the way he articulated his frustrations 

might affect his colleagues.  He felt unable to return to work because he could not countenance 

providing what he perceived as a sub-standard service. 



The National Institute for Health and Clinical Excellence (NICE) provides recommendations 

about the therapies that should be prescribed for certain health conditions, but provision of 

counselling services remains patchyxiii, with some GPs offering free counselling through the 

practice, others making external referrals with lengthy waiting lists.    

In this case, I advised that the symptoms related to distress were so deep seated, that they 

were unlikely to resolve without a psychological intervention of some kind.  HR decided to 

provide a psychological assessment followed by a short-term intervention if clinically indicated.  

An outcome of the intervention was that all three engaged in the process to resolve the 

relationship breakdown. 

Employers should make early policy decisions about the provision of psychological support for 

certain conditions.  This should include a cost-benefit analysis of the provision of intervention 

against the costs of time off due to waiting lists for counselling therapies in their areas.  These 

provisions should be accessible to all staff, as long as they meet the criteria.  An example of this 

would be the provision of a telephone counselling service delivering time limited single issue 

counselling for cases such as these where the trigger factors within the workplace are clearly 

identified and require resolution. 

This is a reasonable adjustment in the form of counselling, to provide staff with strategies to 

overcome psychological barriers to addressing problems and support to debrief distress they 

may feel.   

The outcome of this case was that each of the complainants met with an HR adviser and their 

TU representative to discuss their concerns and clarify the job description.  This created an 

opportunity to restructure the way the service was delivered.  An independent mediator was 

brought in to help the team to agree team behaviours and re-establish the position of the line 

manager.   Subsequent to the case the performance management framework was reviewed to 

give clearer guidance to managers. 

Case two – Fitness for work 

A peripatetic officer in a public service presented to work with a sickness absence certification 

citing an admission to hospital for investigations into sleep apnoea.  Her GP had subsequently 

referred her to specialist NHS services to explore treatment options, but having had the 

diagnosis confirmed there was now a waiting list of more than 18 months for an appointment to 

discuss treatment.   The GP had not apparently advised the officer to inform the DVLA, so she 

presented for work.  This involved driving company vehicles for a significant period every day.  

Occupational Health was asked to advise on fitness to drive company vehicles for insurance 

purposes.   

The HR adviser had rightly checked the DVLA driving standards guidancexiv on sleep apnoea 

and was concerned as to whether the insurance would be valid.  The HR adviser was also 

concerned about the organisation’s ability to gainfully employ the officer for a minimum of 18 

months were she unable to drive to and from his appointments. 

My first enquiry was for clarification from the insurers.  It turned out that the organisation self-

insured.  This meant that the only guidance on which the employer could make a decision on 

fitness to drive was from the OH service.   

Action taken: 



We held a case conference including HR, the line manager, the officer herself and the 

Occupational Health Adviser (OHA) to discuss next steps and how to ensure that any 

disadvantage to the officer as a result of his condition was minimised.   

The OHA explained the impact of sleep apnoea on safety critical activities and reviewed the 

individual risk assessment in terms of individual and corporate risk.  She advised that the officer 

should be temporarily restricted from driving on work business until the situation had been 

clarified and satisfactory control of his condition had been attained.   

She also recommended that management explore whether there were any business 

opportunities to be gained from the officer working in tandem with a colleague, who would then 

be able to drive.  This would reduce the consequential distress for the officer (reducing the risk 

of sickness absence for psychological conditions) and enable her to continue to provide expert 

services to the organisation until a long-term outcome was known. 

HR wrote to the GP to explain that the officer had been suspended from driving duties at work in 

line with the DVLA guidance on the stated diagnosis on the hospital sick-note.   They also 

asked for confirmation of the diagnosis, in case there had been some error on the note.    

The individual was advised to apply to Access to Work for assistance in carrying out the driving 

aspect of her job “until satisfactory control of symptoms has been attained, confirmed by 

medical opinion”xiv abovexiv above, as this was likely to last more than 12 months, and may 

therefore be considered within the scope of the Disability Discrimination Act, 1995. 

The manager collaborated with the training and HR departments to explore whether this time 

could be used to enable the officer to share expertise and train up junior colleagues. 

The outcome of this case was that the sleep apnoea symptoms were never sufficiently 

controlled to enable the officer to return to her substantive post.  However, by implementing the 

flexible programme of support, with funds from Access to Work, the business had a succession 

plan in place, and all the evidence for a successful application to the pension fund for early 

retirement on the grounds of ill health had been collated.   

Case 3 – Managing occupational disease and the use of fast track diagnostics 

Many employers are anxious about keeping employees who have been diagnosed with 

occupational disease at work.  The most common types of occupational disease are often 

related to manual or specialist work and it can be difficult to redeploy those employees into 

different work environments.    Company lawyers are understandably concerned about potential 

claims, which are more foreseeable once an employee has a known vulnerability. 

An employee completed a Tier 2 self-completion health surveillance questionnaire and the 

assessing OHA called him in for Tier 3 interview, to investigate reports of symptoms he 

reported.   He was found to have Stage 1xv symptoms of vibration.  He and his manager were 

given advice about recording and managing exposure and information about symptoms to look 

out for.  He was advised to report any escalation of his symptoms to his manager, so that a 

formal referral could be made to the OH service.   

The following year the OHA called him in for Tier 3 surveillance because of the symptoms he 

had reported previously.  His assessment showed an increase in the extent of the signs and 

symptoms and he was diagnosed with Stage 2 Early.   



The OHA discussed the case with the manager.  The exposure records showed that the 

employee’s exposure to HTV had been below the action level.  The manager felt that the 

employee was reliable and highly motivated and was concerned that the progression of the 

symptoms might mean that he could no longer use tools in the foreseeable future. A decision 

was made to record his symptoms on his exposure record for a month, to explore the 

relationship between any specific activities and occurrence of symptoms. 

A case conference was then held between the manager, the employee and the OHA.  The OHA 

chaired a discussion about the work, the exposure recording systems and to investigate any 

misunderstandings or concerns about the work environment. 

She advised the employee to see his GP to ask for investigations to explore whether he had an 

underlying condition that might be causing the symptoms he was experiencing.   He was given 

copies of the surveillance records to support his request.    

It was decided to temporarily deploy the employee in activities that did not require exposure to 

HTV until he had been fully investigated by his GP.  This would also give the OHA an 

opportunity to observe for any remission of the symptoms with removal from exposure.  The GP 

agreed to investigate the symptoms but the waiting list for nerve conduction studies was 

lengthy.  HR took the decision to pay for the diagnostic tests, in order to manage the duration of 

the employee’s redeployment.  Approximately 1 month later the employee was declared free 

from any identifiable underlying condition.  The OHA formally reviewed the employee’s 

symptoms using the Stockholm Scalexv, which had returned to Stage 0.     

A follow up case conference was held with HR.  The manager confirmed that it was possible 

and sustainable to gradually increase daily HTV exposure from 0.1 m/s2and week by week, until 

Stage 1 symptoms recurred.  We identified an individual exposure level below which the 

employee remained symptom free.   

The employee was allocated annual Tier 3 surveillance as a precautionary measure.   The 

strategy was rolled out to the rest of the department. 

NB The above strategy depends on the quality of recording and reporting systems within the 

organisation.   Employers should make early policy decisions about the provision of fast track 

diagnostics where NHS waiting times are longer than a defined period. These provisions should 

be accessible to all staff, as long as they meet the criteria of informing employment decisions, 

which are dependent on the prognosis of the condition.  An example of this would be the 

provision of x-rays, scans, psychological assessments and other non-invasive investigations, in 

order to facilitate a diagnosis or prognosis. 

In this context, fast-track diagnostics are a form of reasonable adjustment to support the 

individual through their treatment journey.   

Case 4 – Long-term condition and reasonable adjustments 

A senior manager within a public service organisation was referred to the OHS to assess the 

impact of his health condition on his absence from work and to identify any further adjustments 

that would reduce the impact of the condition on his role and activities. The referred manager 

worked a term time only contract and experienced a significant proportion of relapses related to 

the condition during the weeks he was working.  The senior manager was frustrated by the 

referral to OH, which he perceived as negative and presented as very defensive. 



The assessment was carried out by phone at the referred manager’s request.   The health 

condition was a relapsing condition but the manager had been so busy that he had been unable 

to attend follow up appointments with his consultant.  He himself expressed concerns about his 

body weight which was becoming a barrier to normal daily activity.   The assessment also 

highlighted some frustrations with working arrangements, which were to do with accessing 

information and emails and being accessible to his client group.  The OHA established that the 

manager had been on the NHS expert patient programmexvi and discussed the benefits of 

attending the programme.   

The advice arising from the assessment was that an IT review be carried out to ensure that the 

IT and communications hardware was suitable for the way the senior manager needed to 

organise himself.  He was also given flexible arrangements to enable him to attend the expert 

patient and obesity (NHS health improvement) programmes, to learn tools and techniques to 

help take control of his health and manage his condition better on a daily basis. 

Intervention 

Reasonable adjustments are a fair and robust way of managing health related performance and 

attendance issues in the workplace, and employers should consider any request on its 

individual case merits rather than worrying about setting a precedent: 

 Time off / flexitime to attend a health improvement programme to improve performane or 

attendance e.g. smoking cessation to reduce absences related to bronchitis 

 Time off / flexitime to receive treatment where the expected outcome is an improvement 

in performance or attendance 

 Temporary redeploymnet or alternative work activities to support vocational rehabilitation 

or promote recovery 

 Arrangements should be based on typical recoveries, but adjustments for atypical 

recoveries should be considered within the case management approach 

Employers should formalise arrangements to support applications for Access to Work funding: 

 Equipment  

 Training 

 Mentorship 

 Supervision 

Finally, the process must have clearly defined objectives and success criteria to ensure that 

employment decisions can be made in a timely and appropriate manner.    

Conclusion 

There is no generic need or duty for employers to buy into costly PMI schemes in order to 

demonstrate a case management approach.  Policies and procedures should standardise 

access to local primary care services and facilitate arrangements for employees to access these 

services.  

A robust risk management approach should help employers to quantify the cost-benefit of 

providing health interventions where the NHS services have limited access or long waiting lists 

in their area.  Managers and HR departments can easily estimate the likely duration of restricted 



or alternative duties by checking ‘time to treatment’ on NHS trust websites or on dr foster 

intelligencexvii.  

Employers should monitor the health trends within their organisation and use their specialist 

occupational health professionals to advise them on proactive interventions such as flexible 

health benefits and the likely impact of directly provided services such as occupational 

physiotherapy and fast-track diagnostics. 
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