
Backed by new evidence, OSHA
pledges ergonomics law by summer
Facilities that already address MSDs will fare best

Armed with a new report verifying that substantial scientific evi-
dence exists linking musculoskeletal disorders (MSDs) to biome-
chanical stress on the job, officials of the U.S. Occupational Safety

and Health Administration are determined to develop a federal ergono-
mics standard proposal by summer 1999.

The report, issued by the National Academy of Sciences (NAS) in
Washington, DC, reviews scientific research into such occupational
MSDs as back injuries and carpal tunnel syndrome and concludes that
reducing ergonomic hazards with workplace interventions decreases
the risk of those injuries.1

Scientific literature demonstrates that workers who face high biome-
chanical stress, such as heavy lifting and repetitive motion, have high
MSD rates, according to the report. It also notes that most people’s main
exposure to biomechanical stresses is on the job.
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Exclusive supplement is headed your way

As an exclusive bonus, Hospital Employee Health is sending all 
of its subscribers a special supplement titled “Guidelines for

Employee Health Services in Health Care Facilities,” an ongoing
project of the Medical Center Occupational Health Section of the
Arlington Heights, IL-based American College of Occupational and
Environmental Medicine. The guidelines were the result of a consen-
sus effort by dozens of physicians and nurses, and were posted to
the World Wide Web in September 1997. (See related story, p. 7.)

Edited by Geoff Kelafant, MD, MSPH, FACOEM, medical director
of Sarah Bush Lincoln Health Center’s occupational health depart-
ment in Mattoon, IL, the guidelines already have been updated sev-
eral times since April 1998. The guidelines, which subscribers to
Hospital Employee Health will receive in the mail in the coming
month, are available to the public at www.occenvmed.net.  ■



In a statement issued the same day the NAS
report was released to Congress, U.S. Secretary of
Labor Alexis M. Herman announced that it “puts
to rest any questions about whether OSHA’s
efforts to reduce musculoskeletal disorders are
supported by sound science. In light of these
strong findings . . . I hope Congress will reject
any further attempts to delay the development of
a protective standard.”

In workplaces where ergonomics programs
have been implemented — including health care
facilities — injuries and workers’ compensation
costs have dropped, while productivity and
employee morale have increased, Herman adds.

Development of an OSHA ergonomics stan-
dard has had a rocky history in recent years,
largely due to political opposition from lawmak-
ers representing the interests of big business.
Proposed rulemaking was announced in 1992,
with a draft slated for release by September 1994.
However, congressional attempts to weaken
OSHA’s regulatory authority dashed those plans.
A draft proposal was released in 1995 (see
Hospital Employee Health, July 1995, pp. 85-89),
but that document, along with any other plans 
to issue a standard, again was squelched by
Congress when it adopted a federal appropria-
tions bill that prohibited OSHA from promulgat-
ing a proposed standard before Sept. 30, 1998.

‘The previous draft is dead’

Nevertheless, OSHA officials vowed to con-
tinue initiatives toward developing a federal
ergonomics program management standard. For
much of 1998, the agency held stakeholder meet-
ings, regional conferences, and town hall gather-
ings in various U.S. cities in preparation for a
federal rule.

Now, an entirely new proposal is under way.
“The previous draft is dead,” says David
Cochran, PhD, PE, CPE, special assistant for
ergonomics at OSHA and a lead author of the
standard.

“Much of the opposition was because it was
too prescriptive, but the current draft is a more
programmatic, flexible standard,” he explains.

Political disapproval is still active, but
Cochran says OSHA is free to publish a draft
proposal because the rider on the federal appro-
priations bill is no longer in effect. In addition,
employer and labor groups that attended recent
stakeholder meetings seemed to be reaching a
consensus.

“It was surprising how much agreement there
was,” he remarks. “They agreed that a good
[ergonomics] program is necessary to deal with
these problems, and they agreed on the compo-
nents of a good program. If you want a program-
matic standard, you give people the leeway to do
what’s right, but you need to give them enough
guidance so they know what’s right. The key is
trying to get the right amount of information [in a
standard] without overdoing it.”

Cochran says the standard will be built
around certain elements that OSHA has found
are essential for ergonomics programs. (See box,
p. 3.) Health care and other employers would be
asked to develop “systematic, logical, program-
matic ways” to address the problem of MSDs in
the workplace. Many hospitals have acted on
ergonomics issues without waiting for a stan-
dard, he notes.

“If [MSD] problems are minimal, employers
will have to expend minimal energy. They will
have to inform employees of the risks and what
can be done about them, and set up reporting
systems. Quite a few hospitals already have
addressed this and are doing fine,” Cochran says.

Performance-based standard anticipated

Health care ergonomics expert Guy Fragala,
PhD, PE, CSP, director of environmental health
and safety at the University of Massachusetts
Medical Center in Worcester, says the direction
OSHA is taking now toward developing a stan-
dard “makes more sense” than previous draft
attempts.

“OSHA initially was recommending a very
prescriptive type standard, looking at how much
weight could be lifted and how many repetitions
were too many. It’s very difficult to say because
a number of variables are involved,” says
Fragala, who was appointed to an OSHA com-
mittee for standard development related to
health care.

A more performance-based standard will call
for health care facilities to have some type of
management program in place for occupational
injuries related to MSDs in general and back
injuries in particular, he predicts.

“They’ll be looking at what type of program
you have in place at your facility to try and con-
trol this and what results you’re achieving. Is
your program identifying high-risk activities,
making changes where they need to be made,
and then measuring the impact of those changes
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to see if they’re successful? That’s a simple way
of stating it, but if someone were accomplishing
that, they would be meeting the intent of the
standard. A performance-based standard doesn’t
tell you exactly how to do it; it just gives you an
idea of what you have to do and wants to see
how successful you are in achieving it,” Fragala
says.

NIOSH studies lifting devices

The success of ergonomics programs in hospi-
tals may get a boost from the National Institute
for Occupational Safety and Health (NIOSH)
when the results of a six-year study are pub-
lished. The study focuses on nursing homes, but
much of the data derived will have direct appli-
cation in hospitals as well, says Jim Collins, PhD,
an epidemiologist in safety research for NIOSH
in Morgantown, WV.

Collins notes that a major difference between
ergonomics hazards for health care workers and
those in other industries is the weight of the loads
they are called upon to lift.

“What gets health care workers in trouble is
that they’re inevitably called upon to lift people
who are 300 pounds and up,” he says. “In other
industries, such as auto work, employees are
mostly male and macho, yet they draw the weight
limit at 20 pounds. In the health care industry,
mostly females are doing the lifting, and it’s lift-
ing of excessively heavy weight. Patients are
unpredictable loads to lift, too, not a well-defined
load like a box.”

Collins recently tested mechanical lifting
equipment in nursing homes, evaluating 11 com-
mercial devices designed for lifting residents/
patients with either no ability or partial ability to
bear their own weight. Two main types of devices
were evaluated for their effect on biomechanical
stresses to the nursing personnel performing the
tasks and to identify resident-transferring meth-
ods that can reduce biomechanical stresses to per-
sonnel. Those devices were mechanical lifts with
slings for full-body lifts and standing pivot trans-
fer lifts for partially dependent patients. The lat-
ter are used mainly for bed-to-chair lifts and
toileting.

By measuring biomechanical loads, the study
found transferring methods and resident weight
affect low back loading for nursing personnel. It
also showed that the lifting devices significantly
reduced back compressive forces, removing
about two-thirds of low back stresses for each lift

when compared to manual lifting methods. The
study, which will be published in an ergonomics
journal later this year, shows that lifting devices
potentially can decrease low back pain for nurs-
ing personnel, Collins says. 

However, those results are merely prelimi-
nary findings, he adds. NIOSH plans to expand
the data into a field study that ultimately will
redesign the way patients are lifted and exam-
ine reductions in back pain, injuries, lost work
days, and workers’ compensation costs relative
to the cost of lifting equipment, he explains.
Three years of pre-intervention data already
have been collected, and the agency will gather
post-intervention data through the year 2000.

“That’s when we’ll know what we found in
that study,” Collins says. “We’re trying to mini-
mize manual lifting, and we hope to develop a
package describing a best-practices program for
hospitals and nursing homes. Our aim is to docu-
ment the cost-effectiveness of lifting equipment
to show a return on investment, with a savings in
workers’ comp expenditures and employee pain
and suffering. We want to disseminate this infor-
mation far and wide through the hospital and
nursing home community.”

Reference

1. Steering Committee for the Workshop on Work-Related
Musculoskeletal Injuries: The Research Base, Committee on
Human Factors, National Research Council. Work-Related
Musculoskeletal Disorders: A Review of the Evidence. Washington,
DC: National Academy Press; 1998.  ■
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Ergonomics Program
Elements

An Occupational Safety and Health Administration
ergonomics program standard would include
these elements:

• Management leadership
• Employee participation
• Hazard awareness and identification
• Training
• Medical management
• Job hazard analysis
• Hazard prevention and control
• Program evaluation

Source: U.S. Occupational Safety and Health Administration,
Washington, DC.



CDC omits safer devices
as HCV prevention strategy
HCW safety advocates dismayed by omission

New U.S. Centers for Disease Control and
Prevention recommendations for preventing

and managing hepatitis C virus (HCV) infection
reiterate previous guidelines for health care work-
ers, but fail to point out that safer needle devices
could help prevent the percutaneous injuries that
expose workers to the life-threatening bloodborne
pathogen.

The recently released guidelines expand upon
the CDC’s 1991 guidelines for screening and fol-
lowing up blood, plasma, tissue, organ, and
semen donors for evidence of hepatitis B and C.1

The current report includes broader guidelines for
preventing HCV transmission; identifying, coun-
seling, and testing people at risk; and providing
appropriate medical evaluation and management
of HCV-infected individuals. Testing for HCV is
recommended for health care workers only after a
specific exposure to HCV-positive blood, along
with baseline and follow-up testing for alanine
aminotransferase (ALT) activity.2 (See related
story, p. 5, for specific recommendations.)

In sections relating particularly to HCWs, the
document repeats recommendations issued in
the agency’s 1997 guidelines for follow-up after
occupational exposure to HCV.3 (See Hospital
Employee Health, September 1997, pp. 103-105.)
The 1997 guidelines were essentially the same as
those published in another CDC document in
1995.4

While the CDC’s general recommendations for
preventing HCV infection among HCWs may not
have changed much over the last several years, a
new piece of information emerged from one of
the agency’s own studies: the fact that safer nee-
dle devices can help prevent percutaneous
injuries. In 1997, the CDC published the results of
an evaluation of safety devices intended to
reduce the risk of needlestick injuries to HCWs
during phlebotomy procedures. Results showed
that the use of safety needles reduced worker
injuries by up to 76% without significant patient
complications.5 (See Hospital Employee Health,
April 1997, pp. 37-43.) 

In an editorial note accompanying the study,
the CDC supported the use of safer needle devices
to help protect HCWs from blood exposures, yet

the CDC’s current hepatitis C recommendations
— which note that “a history of unintentional
needlestick injury [is] the only occupational risk
factor independently associated with HCV infec-
tion” — do not mention or cite the agency’s own
findings.

Health care worker safety experts see that as a
serious omission.

“It’s astonishing that the CDC doesn’t even
reference its own research on the significant
reduction of needlestick injuries achieved with
safer devices,” says Janine Jagger, PhD, MPH,
director of the International Health Care Worker
Safety Research and Resource Center at the
University of Virginia in Charlottesville. “Why
wouldn’t they reference their own research
showing the effectiveness of a very relevant
prevention strategy? Safer devices prevent the
type of exposures most likely to transmit hep-
atitis C.”

‘Hepatitis C is the major pathogen’

Jagger notes that hepatitis C accounts for the
greatest number of bloodborne pathogens infec-
tions among HCWs per year.

“HIV results in many fewer cases, and hepati-
tis B is plummeting because of the vaccine, so
hepatitis C is the major pathogen that will most
frequently infect health care workers,” she points
out.

Susan Wilburn, RN, MPH, occupational safety
and health specialist with the Washington, DC-
based American Nurses Association (ANA), says
failure to emphasize safer needle devices for pre-
venting HCV exposures is “disappointing.”

“It’s terrible because the best method of pre-
venting an exposure is a safer device,” she says,
“but it’s not surprising.”

Wilburn says the ANA had asked the CDC to
recommend the use of safer needle devices in its
recently updated guidelines for infection control
in health care personnel,6 but no such recommen-
dation was included. (See Hospital Employee
Health, October 1998, p. 121.)

However, the ANA is optimistic that congres-
sional language included in a 1999 federal spend-
ing bill will provide a “strong suggestion” to the
CDC and other agencies that needlestick issues
must be addressed with information about safer
devices. (See related story, p. 6.)

The CDC did not respond to questions about
Congress’ directive, nor did the agency have an
answer about why the new hepatitis C guidelines
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failed to include information about using safer
needle devices to help prevent HCW exposures.
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PCR testing could provide
‘quicker answer’
HCV recommendations guide exposure follow-up

Polymerase chain reaction (PCR) testing for
hepatitis C virus (HCV) ribonucleic acid

(RNA) could be performed at four to six weeks
postexposure if early diagnosis of HCV infection
is desired, according to guidelines for preventing
and controlling hepatitis C infection recently
issued by the federal Centers for Disease Control
and Prevention.1

While PCR testing is “not actually recom-
mended” for exposed health care workers, it can
provide “a quicker answer” to whether disease
transmission has occurred, says Suzanne Cotter,
MD, an epidemiologist in the CDC’s hepatitis
branch.

The new recommendations repeat much of
the information contained in 1997 guidelines for
HCV exposure management, but shorten fol-
low-up for anti-HCV and alanine aminotrans-
ferase (ALT) activity from six months in the
1997 version to as early as four months in cur-
rent recommendations.

The 1997 document had noted a lack of data to
support the use of immune globulin or interferon
for postexposure prophylaxis2 (see Hospital
Employee Health, September 1997, pp. 103-105),
a fact that hasn’t changed.

“This brings all the information together, but it
basically says we still don’t have a lot of informa-
tion on postexposure prophylaxis,” says Cotter.

The CDC notes that antiviral therapy might
be beneficial when begun early in the course of
HCV infection, “but no guidelines exist for
administration of therapy during the acute
phase of infection.”

When HCWs are identified as HCV-infected,
they should be referred to a specialist for medical
management.

The recommendations provide the following
facts about HCV:

• 40% of chronic liver disease is HCV-related.
• Estimates of medical and work-loss costs of

HCV-related acute and chronic liver disease are
more than $600 million annually.

• HCV-associated end-stage liver disease is the
most frequent reason for liver transplants among
adults.

• The number of deaths attributed to HCV-
related chronic liver disease (currently 8,000 to
10,000 deaths per year) could increase substan-
tially during the next 10 to 20 years.

According to the document, health care and
emergency medical personnel who are exposed
to blood in the workplace are at risk for infection
with bloodborne pathogens; however, “preva-
lence of HCV infection among health care work-
ers including orthopedic, general, and oral
surgeons, is no greater than the general popula-
tion, averaging 1% to 2%, and is 10 times lower
than that for HBV infection.”

The average incidence of anti-HCV seroconver-
sion following a sharps exposure from an HCV-
positive source is 1.8%, the guidelines state, with
a range of up to 10% based on detection of HCV
RNA by reverse transcriptase PCR. Transmissions
from blood splashes to the conjunctiva also have
been reported.

Relating to percutaneous exposure to blood in
health care settings, the recommendations state:
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“Those agencies have been promising to move
on the issue but still haven’t,” Drissel states. “We
want to reassert the fact that they have the author-
ity to make the changes necessary to protect
health care workers, who shouldn’t be losing their
lives when there are protections that could very
easily be put into place.”

Several months ago, OSHA published a request
for information on engineering and work practice
controls that successfully eliminate or minimize
sharps injuries. While OSHA says its action is a
first step toward directly addressing the problem
of disease-transmitting needlesticks among
HCWs, other worker safety advocates maintain
that OSHA already has all the information it needs
to act on protecting workers. (See Hospital
Employee Health, November 1998, pp. 129-132.)
In fact, critics say OSHA could be enforcing the
use of safer needle devices now through the blood-
borne pathogens standard’s requirement for engi-
neering controls to reduce workplace hazards.

Criticism also focuses on the fact that while
federal OSHA is just beginning an information-
gathering process, California OSHA already is
revising the state bloodborne pathogens standard
to mandate the use of safer needle technology in
health care facilities. The state became the first in
the nation to enact such legislation designed to
protect HCWs, and state officials have challenged
federal regulators to follow suit. (See Hospital
Employee Health, December 1998, pp. 144-146.)

More ‘action,’ less ‘finger-pointing’

Drissel says federal agencies have been engag-
ing in “a lot of finger-pointing and not a lot of
action.”

“The FDA says they don’t have the data; it’s up
to NIOSH [the National Institute of Occupational
Safety and Health] to pull the data together.
NIOSH says they can’t do anything because
they’re under the direction of the CDC. OSHA
says [the issue] involves medical devices, so it’s
not their problem, and the FDA says they don’t
do worker safety issues. We want them all to sit
down together, figure out what belongs in whose
bailiwick, and then address this problem,” she
states.

Boxer is urging the CDC to collect more com-
prehensive data on accidental needlesticks, 
such as how and when they occur, the types of
devices that have been used in different settings
to try to prevent them, success rates, and the
effectiveness of education campaigns. The CDC

also has been asked to recommend the use of
safer needle devices in its hospital infection con-
trol guidelines.

OSHA is being encouraged to require reporting
of all needlesticks in the OSHA 200 log, instead of
the estimated one in 10 that is reported now.

The FDA, which so far has issued only one
safety alert on hazardous needle devices — a
1992 warning against using hypodermic needles
to access intravenous lines — is “in a clear posi-
tion to send [additional] alerts to users of conven-
tional needles articulating safety concerns that
have been raised,” Drissel says.

The language in the appropriations bill marks
the first time congressional attention has focused
on the needlestick issue.  ■

Web guidelines link EHS 
to up-to-date information
True value of document lies in Internet access

Because they are published on the Internet,
comprehensive guidelines written specifically

for hospital employee health services provide 
a wealth of continuously updated information,
including easily accessed links to relevant recom-
mendations and regulations from federal agencies
and data from other occupational health-related
Web sites.

“Guidelines for Employee Health Services in
Health Care Facilities” is a collaborative effort
from the Medical Center Occupational Health
(MCOH) Section of the American College of
Occupational and Environmental Medicine
(ACOEM) in Arlington Heights, IL. The project
was coordinated by Geoff Kelafant, MD, MSPH,
FACOEM, medical director of the Sarah Bush
Lincoln Health Center’s Occupational Health
Department in Mattoon, IL, and vice chairman/
communications chairman of the MCOH Section.

Kelafant, who also is editor of the Occupa-
tional and Environmental Medicine Resources
World Wide Web site on the Internet, took on the
job as guidelines editor to update ACOEM’s 1986
recommendations.1

Guidelines written specifically for employee
health services in any format are scarce, with the
only other comprehensive document also more
than 10 years old with no revision in process.2
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“The field of employee health has changed sig-
nificantly since then,” Kelafant says, “so we
either had to update our guidelines or disavow
any knowledge of their existence. We felt that
technology had gotten to the point where we
could do this ourselves and make the new guide-
lines widely available, which is why we chose the
Internet route.”

Revisions began in 1995, and as many as eight
drafts of the document were placed on a password-
protected Web site for comments. The resulting
guidelines provide an unprecedented opportunity
for employee health professionals to have instant
access to the most current government, agency, and
other authoritative documents related to their field
via the World Wide Web. (See editor’s note at end
of article for the guidelines’ World Wide Web
address.)

Generic guidelines have broad application

The guidelines provide a framework for all
the tasks and responsibilities typically under-
taken by employee health services in medical
institutions, rather than being a prescriptive
document.

“They show what you need, and don’t spend a
great deal of time telling you how to do it day-to-
day,” Kelafant explains. “We tried to keep the
guidelines generic so they would apply to a 20-
bed hospital as well as a 1,000-bed tertiary-care
facility. We don’t describe exactly how responsi-
bilities are to be carried out, because many of
them change frequently, such as TB surveillance
or bloodborne pathogens. Also, all institutions
are set up differently, and it may be impossible to
do things the same way everywhere.”

The guidelines’ sections cover a broad range of
information, including employee health objec-
tives, workplace hazards, medical assessment,
immunizations, infection control, environmental
surveillance, health promotion, disaster planning,
employee assistance and substance abuse, legal
issues, record keeping, quality improvement,
accreditation, and communication.

Hypertext links are provided throughout to the
most current documents issued by the Centers for
Disease Control and Prevention, the Occupational
Safety and Health Administration, and the
National Institute for Occupational Safety and
Health, as well as other federal agencies, aca-
demic institutions, and additional relevant sites,
so information can be accessed instantly with the
click of a mouse.

As a bonus to its readers, Hospital Employee
Health will provide all of its subscribers with
printed copies of the guidelines, which were
approved by ACOEM in April 1998. Subscribers
will receive copies of the guidelines shortly after
receiving the January issue.

The document may be published later this
year in other occupational health journals, but
Kelafant emphasizes that its unique value lies
in Internet access, which allows the guidelines
to be revised several times per month as federal
regulations change, new information comes 
on-line, and other EHPs suggest changes or
additions.

Not lagging behind, for once

“That’s the beauty of using this. It remains a
collaborative, living document,” he says. “We still
welcome additions to it. We also feel very strongly
that people should have access to the source doc-
uments. Usually, occupational medicine lags
behind in technology because there aren’t many
of us, but in the case of hospital employee health
and occupational health in general, much of the
information people need is all on-line because it’s
from OSHA or NIOSH or CDC. So for once, in our
specialty, we are in the right place at the right
time.”

(Editor’s note: A printed version of the guidelines
will be provided to all Hospital Employee Health
subscribers by mail in the coming month. However, to
take maximum advantage of the guidelines’ constant
updating, as well as the many hypertext links to source
documents, access the guidelines regularly on the
World Wide Web at: www.occenvmed.net/ehsg/.

Kelafant also moderates an Internet mailing list
that specializes in hospital occupational health issues.
For information on joining the list, go to:
www.occenvmed.net/mcoh/listinfo.htm.

To suggest changes or additions to the guidelines,
send e-mail to: kelafant@occenvmed.net.)
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Conjunctivitis policies
may need a second look
Is lost work time really necessary?

By Sharon A. Watts, ND, RNC, FNP
Employee Health Nurse Practitioner
Carol C. Grove, MSN, RNC, PNP
Employee Health Nurse Manager
Employee Health Service
University Hospitals Health System
Cleveland

The policy on conjunctivitis in the employee
population is an infection control issue for

which the employee health service is responsible.
At University Hospitals Health System in

Cleveland, employees with conjunctivitis symp-
toms traditionally have reported to the EHS,
where they are evaluated and treated, and then
they are furloughed from work for 72 hours or
more, interfering with staffing in the institution.
Recently, it was decided to revisit the EHS/infec-
tion control policy on conjunctivitis to investigate
the necessity for this lost employee work time.

Current recommendations from the American
Academy of Pediatrics do not advocate isolating
children with conjunctivitis from school activities
unless sharing eye materials is unavoidable.
While employee health and patient care issues are
not specifically addressed, general recommenda-
tions for proper hand washing and assessment of
potential patient risk are given for contagious dis-
eases such as upper respiratory tract infections.1

Asked about the necessity for employees with
conjunctivitis to be off from work for at least
three days, infectious disease physicians at the
hospital responded that conjunctivitis is not a
significant illness. Employees rarely take time off
for colds, and conjunctivitis is most often a viral
infection, although it also can be an allergic, bac-
terial, or chemical response.

An expert from the U.S. Centers for Disease
Control and Prevention confirmed that no plausi-
ble reason exists to furlough employees with
treated conjunctivitis. The one exception is for
employees who share a microscope with others
as part of their job description. If those employees

have eye irritation or drainage, they are not to
use the equipment until their condition clears.2

Conjunctivitis, commonly known as “pink eye,”
is a clinical syndrome beginning with lacrimation,
irritation, and hyperemia of the conjunctivae of one
or both eyes. Mild photophobia and mucopurulent
discharge follow. Conjunctivitis may have many
causes, including bacteria, virus, allergens, foreign
bodies, acute glaucoma, and iritis. Practitioners
need to determine an infectious etiology from a
potentially severe eye condition prior to treatment.
Most cases of infectious conjunctivitis are caused
either by a virus (usually with respiratory symp-
toms) or bacterial agent. The mode of transmission
is contact with discharges from the conjunctivae or
upper respiratory tracts of infected people, contam-
inated fingers, clothing, and other articles such as
shared eye makeup, eye medications, or eye instru-
ments. The incubation period is usually 24 to 72
hours, and communicability is during the course of
active infection.3

Bacterial vs. viral conjunctivitis

A thorough history and physical exam are
imperative to rule out more serious eye disorders.
Generally, unilateral presentation of eyelashes
matted shut in the morning with mucopurulent
discharge, no (or minimal) photophobia, and
minimal pain with no vision change indicate a
bacterial conjunctivitis. A systemic infection, ten-
der preauricular nodes, and thin mucoid dis-
charge with no pain, photophobia, or vision
change may accompany viral conjunctivitis.4

Checking for pupillary response to light is
helpful to rule out an acute iritis or glaucoma,
which will show a poor response to light.
Additionally, a foreign body may need to be
ruled out by fluorescein staining, or allergic con-
junctivitis by a history of symptoms.5

Numerous products available for treating bac-
terial conjunctivitis include sulfacetamide sodium
ophthalmic 10% solution in generic form (if
employees are not allergic to sulfa agents), which
is probably the least expensive at about $9 a bot-
tle. Two drops are applied to the lower conjuncti-
val sac of the affected eye four times a day for
seven days with a warning that it may produce
some stinging. An ointment that may be more tol-
erable is polymyxin B-bacitracin, which can be
used at a comparable cost. Tobramycin is a
favored drug; however, it can cost up to $20 per
prescription. All of the drugs mentioned can be
used with penicillin allergy. Use of topical steroids
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is contraindicated due to the potential of a missed
herpes simplex infection that can be exacerbated
by steroids, possibly leading to blindness.6

Employee education on proper hand washing
and avoiding hand-eye contact is critical in stop-
ping the spread of conjunctivitis. Instruction on
cleaning contact lenses, disposing of contami-
nated eye makeup, and avoiding shared towels
at home is encouraged.

There never seemed to be a correlation between
an employee’s conjunctivitis and a patient’s diag-
nosis. More often, it was the employees’ children

who transmitted the infection to them, and they
stayed home at least three days, as permitted by
the policy. No complaints or documented cases of
employee-to-patient transmission existed.

University Hospitals Health System decided to
change its policy to more realistically reflect the
infectious disease thought process. Officials chose
to re-evaluate and align the conjunctivitis policy
and procedure with sound infection control
knowledge.

Changing policy after so long would require 
a lot of education and explanation. Follow-up
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COMING IN FUTURE MONTHS

Policies and Procedures for Conjunctivitis
University Hospitals of Cleveland
Employee Health Service

Purpose:
The employee health service will evaluate all employees who feel they may have “pink eye” in order to treat,

educate, and evaluate their ability to continue to work. The EHS will also track individuals in patient care or ser-
vice areas for instances that may indicate a need to evaluate practices of personnel (i.e., hand washing) and
report any trends to the infection control committee. Early case detection and treatment will minimize the spread
of this illness within the hospital environment.

Procedures:
• When the EHS is closed and the supervisor is concerned about an employee’s contagiousness (especially if

there is drainage from the eye[s]), the employee should be sent to the emergency department (ED) for evaluation.
• If seen in the ED, the employee’s health insurance would be billed for the service rendered. The ED will take

the fee reimbursed by the health insurer and will not bill the employee for the balance.
• Conjunctivitis is not considered a work-related illness or incident as it is ubiquitous in the environment outside

of the health care setting.
• Conjunctivitis is not a workers’ compensation compensable condition unless there is documentation relating

to specific patient care circumstances.
• If there are concerns about the employee being off for a prolonged time or being unresponsive to treatment,

EHS clinical staff should be contacted to re-evaluate the employee’s situation.
• Employees do not need to be restricted from work duties unless a job description requires them to share

equipment such as microscopes.
• Employees may stay at work once appropriate treatment has been initiated. The EHS will most often treat

with eye medication (drops or ointment) unless there is a clear history of clinical irritation or allergic conjunctivitis
in the past.

• Employees returning to work may be asked to wear goggles or glasses and remove any contact lenses,
thereby discouraging eye-hand contact.

• Proper hand washing, removal, and cleaning of contact lenses, and avoiding eye-hand contamination are
discussed with the employee. A patient information sheet is provided to educate the employee about self-care
practices and preventing spread of the disease.



would be needed to make sure employees were
provided consistent, appropriate care, while at
the same time keeping patients safe.

The new policy/procedure passed the infec-
tion control committee, and the EHS medical
director and infection control medical director
signed off on it. (See policy/procedure, p. 10.) It
then was introduced to the adult physician group
in the emergency department, who would be see-
ing those employees when the EHS was closed.
Surprisingly, the group disagreed with the policy,
saying that due to the condition’s contagiousness,
the employee should be furloughed for three to
seven days with medication. An education ses-
sion was planned for this group with the infec-
tion control medical director/epidemiologist.

Interestingly, however, the pediatric emer-
gency department physician group agreed with
the policy, stating that most conjunctivitis is viral
and does not require treatment.

The next group to educate was the directors/
managers/supervisors, especially in patient care
areas. Some found the new policy a positive
change for staffing reasons; others thought patients
might worry about receiving care from a worker
with “pink eye.” However, they all agreed to moni-
tor their areas and share any concerns, trends, or
problems with the EHS or infection control.

Implementation of the change required educa-
tion at all levels of hospital staffing. To date, the
new policy/procedure has not been detrimental
to employees or patients in the institution. The
impact of this policy change is currently being
monitored at patient, employee, and administra-
tive levels.
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This first prize-winning report also was pre-
sented as a poster session at the recent Association
of Occupational Health Professionals in Healthcare
annual conference in Orlando, FL. It describes the
changes and challenges faced by employee health
services at three institutions — a large teaching
hospital, a smaller neighborhood hospital, and a
long-term care (LTC) facility — which integrated
into one health care system.

The smaller hospital’s EHS manager resigned,
but helped develop a transitional plan that
included all services to be offered at the large
hospital until all employee records were entered
into the computerized database. Upper manage-
ment support was gained and all employees noti-
fied via memos in their mailboxes and a bulletin
board posting. Employee meetings were held and
a new EHS brochure developed.
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EHS staff began a month-long process of reor-
ganizing employee health records. Since neither
the smaller hospital nor the LTC facility had com-
puterized records, a secretary and a modified-
duty worker were needed to enter the new data.
Nurses reviewed each health record, documenting
necessary data, which was a massive undertaking
due to inconsistent policies and requirements
among the three facilities. For example, many LTC
employees had not been TB-tested since date of
hire because the state had not required TB testing
for those employees until two years earlier.
Accident reports were missing from the smaller
hospital and LTC facility because neither per-
formed workers’ compensation case management,
which was standard at the larger hospital.

A “to-be-filed” box from the smaller hospital
contained lab sheets and vaccine records dating
back five years. All papers had to be reviewed.
Many boxes of “non-current” records also were
found and had to be reviewed, organized, and
shipped to an outside facility for storage.

The new EHS staff consisted of a certified/reg-
istered nurse practitioner/manager, two regis-
tered nurses, and a secretary. The first service
offered was reviewing and managing workers’
comp cases. During that process, “it became evi-
dent that post-significant exposure follow-up had
to be completed,” the report states. Next, employ-
ees requiring hepatitis B vaccine were contacted.
EHS staff decided to defer TB testing until the
next year when all information would be part of
the database and employees would be required to
have an annual TB test.

Because major services would need to be pro-
vided at the larger hospital, staff had to decide
how to provide services for employees at the
smaller hospital and LTC facility. They decided to
telephone-triage all injured employees, who
would be treated either at the smaller hospital’s
emergency department, sent to the main EHS in a
taxi or security van at no charge, or sent home
and advised to follow up with the EHS the next
working day. The emergency department would
fax a copy of the employee’s records to the EHS.
LTC employees could either be evaluated at the
EHS immediately or the next day.

EHS staff went to each facility to administer TB
tests and vaccinations, and to draw blood to check
antibody status. This occurred four months after
the facilities were integrated.

“During four days of services at the neighbor-
hood hospital, the EHS staff saw 584 employees,
drew blood from 271 employees, administered

280 TB tests, interpreted 236 TB tests, adminis-
tered 92 tetanus boosters, and administered 20
hepatitis B vaccines,” the report notes.

The author adds that the goal — to “offer consis-
tent, high-quality services” systemwide — was
achieved, “but each day brings new challenges.”  ■
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