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I:
Purpose: To provide guidelines fro the prevention and control of infections in students and 
hospital employees.
II:
Definition: None

III:
Policy: All students and employees must receive clearance before starting a 
program/employment.

IV:
Role Responsibility: Department head/designee will ensure compliance

V:
Procedures/Guidelines: 

Service Available

The following services are available through the Student/Employee Health Services (S/EHS) 

Physical Examinations

Initial pre-employment physical which includes:


Medical and surgical history, physical examination.


Chest X-rays if indicated (e.g., positive PPD or other medical condition).


Tuberculin skin test regardless of BCG history; a two stage test when appropriate.


Employees with evidence of a latent tuberculosis infection (positive Manitou test) will receive counseling about the availability of treatment as per the CDC and Department of Health.


Immunizations


Complete blood count, differential, cholesterol, SGPT, HBsAg, anti HBs, anti HBc


Varicella, rubeola, rubella, mumps antibody screen.

Urinalysis, including microscopic examination as indicat​ed.

Visual Acuity and screening for color vision defects if indicated.
      
Stool specimen (O&P, culture) for dietary workers.


Annual health evaluations. 

NIOSH approved TB mask/respirator fit testing and fitness assessment.

Determining, after a period of illness, whether an employee is able to resume his/her regular duties without impairing his/her own health or the health of others.  Advice from employee's physician required.

Job Related Injury or Illness:
Emergency diagnosis and first-aid treatment of job related injury or illness.  Employee Accident Report (EAR) or Health Service referral form is to be obtained and filled out by the supervisor.  When indicated, employee may be referred elsewhere for further care.  If the Student/Employee Health Service is closed, the employee receives initial care in the ED.

Immunizations and Vaccinations:
Student/Employee Health Service provides specific disease screening examination and immunizations for all person​nel as follows:

Required of Susceptible: Rubella; measles (2 doses); mumps; combined tetanus/diphtheria toxoid

Offered to Susceptible: Influenza vaccine; hepatitis B vaccine; varicella vaccine; hepatitis A (Food Handlers)

Immunity to rubella and measles is required of all employees in accordance with the New York State Health code.  As part of the pre-employm​ent exam all employees shall have a screening test for rubella and measles to be followed by immunization if appropriate. 

If any employee does not wish to take the hepatitis B vaccine he/she must sign a statement of declination. Additional details regarding availability and frequency of immunizations and for the management of special problems consult the nurse in charge at the Student/Employee Health Service.

Annual Re-assessment of Health Status:

Review medical and surgical history; screening for hypertension; immunization every 10 years 
against tetanus and diphtheria; influenza immunization in high risk groups and patient care
employees; PPD every year unless history of positive PPD; semi-annual PPDs for high
exposure groups (if deemed necessary by the results of risk assessments for the facility).

Blood tests may include HBsAg, anti-HBs, anti-HBc, mumps, measles, rubella and varicella
antibody titer, where indicated.

Stool for O&P and C&S, if employee has current symptoms.

For those employees working directly with (mixing) chemotherapeutic drugs, annual CBC with
differential, comprehensive metabolic profile.

For employees required to use negative pressure particulate respirators, fitness to use the
device will be assessed by one or more of the following: annual history based on a 
questionnaire, and if indicated a physical exam, chest x-ray and/or pulmonary function testing.
For employees exposed to a toxic substance at or above the action level as defined by OSHA 
(Federal Register, Vol. 55, No. 21, Jan. 31, 1990), appropriate medical consultations and
examinations will be carried out.
For employees exposed to a hazardous noisy environment, as defined by OSHA standards, 
annual audiometric testing will be performed.

Student/Employee Exposure to Infectious or Communicable Diseases

In special circumstances the Student/Employee Health Service provides prophylaxis to students/employees exposed to hepatitis A or B, meningococcal disease, tuberculosis, or pertussis.  Accidental puncture of the skin or exposure of non-intact skin or mucosal surface to blood or other potentially infectious materials (OPIM) should be reported to the Student/Employee Health Service as soon as possible.  Personnel exposed to other communicable diseases should report to Student/Employee Health Service for evaluation and appropriate medical management.

The following exposure situations have specific protocols.

Hepatitis - See Management.....Exposed to Hepatitis A and B.

Meningococcal Disease - See Management.....Exposed to meningococcal Disease

Tuberculosis _See Management.....Exposed to Tuberculosis

HIV Infection -See Management.....Exposed to Blood or OPIM

Pertussis infection - See Procedure for Suspected/Diagnosed Pertussis.

Varicella - See Management.....Exposed to Varicella

Students/Employees With Contagious or Infectious Diseases

Students/Employees, particularly food handlers or those caring for patients, who show signs or symptoms of contagious or infectious diseases, should be referred to the Student/Employee Health Service physician for diagnosis and recommendation of appropriate therapy and determination of their suitabili​ty to continue to work.  The following are among the common conditions requiring evaluation:  Respiratory infection with cough, rhinorrhea, or pharyngitis, diarrhea illness, rashes, or skin infections.

Temperature, pulse & respiration and appropriate culture, (if indicated), should be taken in 

Student/Employee Health Service.

The employee may be relieved of duty depending upon the severity of illness and culture 
results.

Student/Employees must report to Student/Employee Health Service before returning to duty. 
An appropri​ate culture will be taken if necessary.

Herpes Simplex, Herpes Zoster

Personnel with facial herpes (cold sore) may remain on duty, depending on the assignment involved, with the approval of the Student/Employee Health Service physician, but must practice thorough hand washing prior to patient contact and wear a face mask during patient contact.  For H. Zoster, employees will be put off duty if they have open lesions or if they have patient contact.

Nasal or Hand Colonization with Epidemiologically Significant Pathogens

In the setting of an outbreak in the hospital of healthcare associated infections with an 
epidemiologically significant pathogen, the Hospital Epidemiologist/or designee at his or her
discretion will require the microbiological assessment of employees through the use of hand, nares
or other cultures. Recommendations for therapeutic or decontaminating procedures may follow from 
such assessment. Employees who refuse to comply with these measures (i.e. culturing and/or 
the therapeutic measures) after consultation between the Hospital Epidemiologist and/or designee, 
the Director of Student Employee Health Service and the Medical Director of the hospital will be
placed off duty.

Draining Lesions and Infection of Hands

Personnel should be referred to Student/Employee Health Service before working with or 

around patients or handling food. Cultures of the lesions are obtained by the Student/Employee 
Health physician and recommendations for appropriate treatment may be given. Lesions are 
Re-cultured as necessary before the employee returns to duty.
Employee Tuberculosis Control Program

All students/employees and volunteers are included in the Tuber​culosis Control Program which utilizes history taking and tuberculin skin testing (Manitou technique) for case finding. All personnel will have an initial intermediate strength Manitou PPD skin test, regardless of BCG history.  Those employees with positive skin tests are not re-tested but receive an initial chest x-ray and are followed with annual history.  Additional skin tests are per​formed on those with negative tests who have had recent contact with patients known to have active pulmonary tuberculosis.

Personnel who become skin test positive after a known exposure will have a chest x-ray and be required to have a pulmonary consultation either privately, or at the KCH Chest Clinic in order to evaluate the need for treatment for latent tuberculosis infection.  A report of this consultation must be received by the Student/Employee Health Service before final health clearance can be given. 

Personnel who are believed to be anergic will have an initial pre-employment chest x-ray unless they furnish an official report of a chest x-ray performed within the past six months.  If CXR is abnormal and tuberculosis cannot be excluded, the employee will submit three sputum specimens (three consecutive days) for smear and culture.  After documentation of negative smears, the employee will be cleared for work.  

Food Handlers

Food handlers who give a history of recent gastrointestinal illness, infectious disease or skin infection shall be referred to the Student/Employee Health Service physi​cian.  They may return to work only after complete clinical recovery and 3 consecutive negative stool cultures if indicated by proven or suspected amebiasis, cholera, salmonella and shigella, or other communicable intestinal pathogen.  All stool cultures shall be collected at a minimum of 24 hour intervals.  If antimicrobial agents are used, follow-up cultures should be obtained after treatment has been completed.

Surveillance of Hepatitis (HBsAg)

HBsAb negative employees who work in high risk areas for hepatitis B are tested at least annually for HBsAg and anti HBs and anti HBc if indicated.  Employees who are antibody negative and work in dialysis must have quarterly screens done.  In addition they are encouraged to take the hepatitis B vaccine.

MANAGEMENT OF HOSPITAL STUDENT/PERSONNEL

EXPOSED TO HEPATITIS A AND HEPATITIS B
Management of Personnel Exposed to Hepatitis A.

Personnel who typically have exposure to hepatitis A are those who have had direct contact with blood or excreta of a patient who has known hepatitis A disease.  Since the period of viral excretion in the stool occurs prior to the onset of jaundice, such exposure is unlikely to occur from contact with patients hospitalized for hepatitis A.  Nevertheless, personnel with documented exposure to hepatitis A will be offered Immune Globulin - 2 cc, if available and immunization with the hepatitis A vaccine.

Management of Personnel Exposed to Hepatitis B.

Personnel who typically have exposure to hepatitis B are those who have had direct contact with the blood of a patient with hepatitis B. It is recommended that antibody negative personnel with needle stick or contact with non-intact skin or mucous membrane splash exposure from patients with known hepatitis B be given the following:



Hyper immune Hepatitis Globulin HBIG 5cc

2 doses, one month apart, or 1 dose concomitantly with first hepatitis B vaccine.  This will be followed by completion of the hepatitis B vaccine series.

MANAGEMENT OF HOSPITAL STUDENT/PERSONNEL

WHO BECOME HEPATITIS B SURFACE ANTIGEN POSITIVE (HBsAg)
At the time of the conversion, personnel are evaluated for clinical illness by physical examination, liver function studies, and further serological studies. e.g. (e antigen and antibody, core antibody).

Abnormal physical exam findings will result in sending the employee off duty while his/her progress is followed.  He/she may return to work at the discretion of the Student/Employee Health Service physician. Employees who develop positive HBsAg but are not clini​cally ill may continue to work after counseling about universal/standard precautions, hygienic practices, and mechanisms to prevent transmission.

HEPATITIS B VACCINATION PROGRAM

The Hepatitis B vaccination program utilizes a recombinant DNA vaccine against hepatitis B.  Studies indicate that personnel who have frequent contact with infected patients, blood or blood products are at increased risk of acquiring hepatitis B infection. The vaccine is offered to any personnel with potential exposure to blood and OPIM.  In the absence of pre-re​corded antibody titers, screening is performed on request. The hepatitis B vaccine information must be read and either consent, declination or a declaration of previous vaccination is signed.

INFORMATION ABOUT HEPATITIS B VACCINE 

The Disease

Hepatitis B is a viral infection caused by hepatitis B virus (HBV) which causes death in 1-2% of patients.  Most people with hepatitis B recover completely, but approximately 5-10% becomes chronic carriers of the virus.  Most of these people have no symptoms, but can continue to transmit the disease to others. Some may develop chronic active hepatitis and cirrhosis.  HBV also appears to be a causative factor in the development of liver cancer.  Thus, immunization against hepatitis can also reduce sickness and death from chronic active hepatitis cirrhosis and liver cancer.  Vaccination is recommended to persons of all ages who are, or will be, at increased risk of infection with hepatitis B virus.  This includes health care personnel.

The Vaccine

The hepatitis B vaccine has no association with human blood or blood products.  It is produced by inserting a part of the gene encoding for hepatitis B surface antigen into a yeast cell (common baker's yeast).  The yeast cell replicates and each daughter cell produces hepatitis surface antigen.  The hepatitis surface antigen is extracted from the yeast cell, purified through numerous steps and formulated into vaccine.  When injected into the deltoid muscle, hepatitis B vaccine induced protective levels of antibody in more than 90% of healthy individuals who received the recommended three doses of the vaccine over a six month period.  The third dose should be given six months after the first dose. 

Possible Vaccine Side Effects

No serious adverse reactions have been reported.  The most common side effect is local reaction at the injection site. Contraindications to receiving hepatitis B vaccine: allergy to yeast.  Since it is unknown if hepatitis B causes fetal harm, the vaccine should not be given routinely during pregnancy.

CONSENT
TO Hepatitis B VACCINE
I _______________________________________________________ have read and understand the statement about Hepatitis 


(PRINT NAME) 

B vaccine.  I have had an opportunity to ask questions and understand the benefits and risks of hepatitis B vaccination.  I understand that I must have three (3) doses of vaccine to confer immunity.  However, as with all medical treatment, there is no guarantee that I will become immune or that I will not experience an adverse side effect from the vaccine.  I request that it be given to me.

___________________________________________________
________
_____________


Signature of Person Receiving Vaccine

Box #

Date Signed



DATE DUE   

DATE VACCINATED
LOT #

ADMINISTERED BY

Dose #
1______________
_________________
_________
_____________________

Dose #
2______________
_________________
_________
_____________________

Dose #
3______________
_________________
_________
_____________________

Titer
_____________________________________

Dose # 4______________
_________________
_________
_____________________

Dose # 5______________
_________________
_________
_____________________

Dose # 6______________
_________________
_________
_____________________


DECLINATION
TO Hepatitis B VACCINE
I ________________________________________________________ (PRINT NAME) understand that due to my 
occupational exposure to blood or other potentially infectious materials I may be at risk of acquiring hepatitis B Virus (HBV) infection.  I have been given the opportunity to receive Hepatitis B vaccine, at no charge to myself.  However, I decline hepatitis B vaccination at this time.  I understand that by declining this vaccine, I continue to be at risk of acquiring hepatitis B, a serious disease.  If in the future I continue to have occupational exposure to blood or other potentially infectious materials and I want to be vaccinated with hepatitis B vaccine, I can receive the vaccination series at no charge to me.

___________________________________________________
_____________


Signature of Person Declining Vaccine
Date Signed

DECLARATION OF PREVIOUS VACCINATION
I ________________________________________________________ claim to have previously received Hepatitis B Vaccine 



(PRINT NAME) 

from: therefore, I am declining it at this time.


(Print Name of Person/Facility/Date Vaccine Received)

___________________________________________________


_____________


Signature of Person Declining Vaccine





Date Signed

MANAGEMENT OF HOSPITAL PERSONNEL (HENCEFORTH REFERRED TO AS AN INDIVIDUAL) EXPOSED TO BLOOD OR OPIM (PRINTED INSTRUCTIONS ARE POSTED IN ALL PATIENT CARE AREAS AND LABORATORIES IN THE HOSPITAL)

Personnel who may have had exposure to the causative agent of AIDS (HIV) or hepatitis B (HBV) are those who have experienced significant contact with the blood or other potentially infectious materials (OPIM) of a patient who is HIV and/or HBV positive.  Significant contact occurs by parenteral (e.g., needle stick, cut or abraded skin) or mucous membrane (e.g., splash to the eye or mouth) exposure to blood or OPIM.

PROCEDURE
(See pages 4 & 5, Flow Charts I and IA for Procedure Overview and pages 6 & 7, Flow Chart 

II and IIA for Health Service follow-up)

Follow-up of individual involved in incident occurring when Student/Employee Health is open: An individual who has had significant contact with blood or OPIM shall immediately report the incident to his or her supervisor. The supervisor refers the individual to the Student/Employee Health, with an incident report describing the contact.  A copy of the S/EHS   report is sent to the Hospital Epidemiology Department, and other copy distributions are forwarded as per standard incident report procedure. 
The individual is seen in Student/Employee Health Service (S/EHS) physician.  The Health Service physician obtains baseline information, and informs the individual of personal testing options.  The individual is then counseled by an HIV counselor or S/EHS physician.   In addition to counseling, the individual is offered HIV testing or a serum banking option, as well as HBIG and/or Hepatitis B vaccine if indicated.  If Hepatitis B vaccine is refused a declination must be signed.  Acceptance or rejection of testing options will also be documented.  If HIV testing is requested by the individual, appropriate NY State Department of Health (DOH) regulations are followed, and the DOH approved consent form is signed by the individual and the physician or counselor.  SOURCE PATIENT'S AND PERSONNEL HIV TEST RESULTS AND RELATED INFORMATION ARE CONFIDENTIAL. 

Baseline laboratory tests will be offered to all exposure individuals as outlined in Attachment 1.

Post exposure chemoprophylaxis will be discussed with all individuals.  If the source patient is known to be HIV positive, have AIDS or is a patient whose risk of being HIV infected is not zero, the individual will be offered prophylactic treatment in accordance with acceptable protocol (attachment 1).  The individual will be asked to make an informed decision regarding prophylaxis after being provided with current information regarding possible efficacy and side effects. The individual will be required to sign an informed consent prior to the issuance of chemoprophylaxis (attachment 2).
In addition to the services of the Employee/Student Health and the HIV counselor, psychiatric referral is offered to the individual as deemed appropriate by the Health Service physician.
The individual is scheduled for a follow-up visit 2 weeks (or one week if on PEP) after the initial visit following significant contact.  Each individual is advised to report to the Student/Employee Health Service as scheduled and for evaluation of any acute febrile illness that occurs within 12 weeks after exposure, especially if the illness is accompanied by rash or "swollen glands" (lymphadenopathy).  If source is HIV positive or source HIV status is not determined, the individual is scheduled for visits at 3, 6, and 12 months.  If the source is HIV negative and not a high risk patient, individual is not scheduled for return after the second (2 weeks post-contact) visit.  If the individual tests positive he/she will be advised of the institution’s non-discrimination policy.  A listing of available facility resources for medical and psychiatric follow-up care will be discussed and given to the individual.   He/she will also be informed of the availability of support from an ad hoc committee composed of the following individuals:
Michael Augenbraun, M.D., F.A.C.P., Director, Epidemiology Department
Marcia Gerber, M.D., Director of Student/Employee Health Service
George Allen, PhD, CIC, Director, Infection Control & HIV Programs

The purpose of this committee is to evaluate, support, and advise the infected worker (whether infection results from an occupational exposure or otherwise) so as to minimize the impact of the worker’s disease on his/her employment and to assure that the health care worker does not pose any risk to patients.  If necessary, an additional member of the committee in the person of a senior supervisory representative from the employee’s or student’s work area will be called upon for assistance (if individual works in a high risk area and/or presents a threat to the health or safety of patients or co-workers).  The above-mentioned committee is created in accordance with the Guidelines of the New York State Department of Health (August 1992). If source is HCV positive or HCV status is unknown, HCV negative worker will be advised to return 6 months for HCV follow-up.

Source patient follow-up 

The source patient's physician, up to attending physician, if necessary, will be asked by the HIV 
Counselor for permission to approach the patient for HIV counseling, consent and testing. If the 
physician refuses to have the HIV counselor speak with the patient; the counselor will refer the case 
to the department responsible for the care of the patient in question.  The chair in concert will make 
the final determination to approach or not to approach the patient. If the physician or the chairs (as 
stated above) agree, the source patient is informed of the incident by the HIV counselor and given
appropriate HIV pre-test counseling.  The patient is asked whether she or he will consent to testing, 
and is informed that the result will be shared, as confidential information, with the individual. The
patient is asked if she or he will agree to this limited disclosure of information by signing the 
appropriate New York State Department of Health form. The patient is also informed that he or she 
will receive the test result in a post-test counseling session. If the patient lacks the capacity to 
consent to testing, the above procedure will be followed with the person authorized pursuant to law
to consent to health care for the patient. If the source patient is unknown, has AIDS or other 

evidence of HIV infection, declines the test, or has a positive test, and then the individual is evaluated 
clinically and advised to be evaluated serologically for evidence of HIV infection, as soon as possible 
after the exposure. If the individual is seronegative, a retest after 6 weeks, and periodically thereafter
(e.g. 3, 6, and 12 months) is performed to determine if transmission of infection has occurred. 
Counseling is to be performed as a component of each of the individual's follow-up visits. 
If the individual is anti-HBsAg negative, HBV information will be obtained on the source patient by 
the HIV counselor.  Hepatitis C information will be obtained on the source patient.

Follow-up of individual involved in an incident occurring when Student/Employee Health Service is closed: the individual involved in the incident will:

Contact his/her immediate supervisor; Page the Nursing Supervisor on duty through the page 
operator ext. 2121. The immediate supervisor or designee will initiate an Incident Report (EAR). 
EAR’s are not required for students. For all blood or OPIM exposure incidents the Nursing supervisor
will contact the ED. The injured employee/student will be instructed to see the ED physician.  The 
employee/student will be seen as a priority by the ED physician. The ED physician will assess the 
incident, discuss the use of post exposure chemo-prophylaxis and offer prophylactic treatment in 
accordance with acceptable protocol (attachment 1). The individual will be asked to make an 
informed decision regarding prophylaxis after being provided with current information regarding
possible efficacy and side effects. (ADDITIONAL COUNSELING IS AVAILABLE AT THE TIME OF 
THE STUDENT/EMPLOYEE HEALTH SERVICE FOLLOW-UP VISITS). If he/she consents to
therapy and signs the Consent Form (attachment 2) the first dose of PEP will be given and a 
prescription will be written for only enough chemoprophylaxis to last until Student/Employee 
Health Service re-opens.  The prescription will be filled free of charge by the Pharmacy. A Follow-
up Form will be completed and given to the individual by the ED physician (attachment 3).
NOTE:  BLOOD (REPO SPECIMEN) IS DRAWN ON THE EMPLOYEE/STUDENT. THE 
IMPORTANCE OF STUDENT/EMPLOYEE HEALTH SERVICE FOLLOW-UP WILL BE 
STRESSED - RE: CONTINUATION OF CHEMOPROPHYLACTIC THERAPY, HEPATITIS 
SCREENING AND BASELINE HIV TESTING OR BANKING OF SERUM.
The ED physician will ensure that the completed incident form and the chemo prophylactic treatment 
consent form is signed and forwarded immediately to the Student/Employee Health Service.  A copy
of the incident form will be sent to Quality Management for investigation and follow-up. The source 
patient is informed of the incident by the PA on call and given appropriate HIV pre-test counseling. 
The patient is asked whether she or he will consent to testing, and is informed that the result will be 
shared, as confidential information, with the individual. The patient is asked if she or he will agree to
this limited disclosure of information by signing the appropriate New York State Department of 
Health form. The patient is also informed that he or she will receive the test result in a post-test
counseling session. If the patient lacks the capacity to consent to testing, the above procedure will
be followed with the person authorized pursuant to law to consent to health care for the patient. 
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BLOOD OR OPIM EXPOSURE FOLLOW-UP OVERVIEW

	
	
	
	
	
	
	
	
	
	

	
	
	Employee has significant exposure to blood or OPIM
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	Reported to supervisor
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	If S/EHS:  See Flow Chart 1A
	
	Incident report generated and employee sent to S/EHS
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	S/EHS MD does assessment, baseline testing, follow-up and HIV counselor notification as outlined in Flow Chart II.
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	HIV Counselor
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	Obtain source patient MD’s approval to approach patient re HIV testing.
	
	
	Obtain HBV information on source if employee is anti-HB neg.  Obtain Hep. C information on source.  Give result to S/EHS MD.

	
	
	
	

	
	
	
	
	
	
	

	If approved approach patient and do pre-test counseling
	
	If not approved refer case to Chair of HIV Working Group and responsible department for decision if appropriate.
	
	

	
	
	
	
	
	
	

	If source patient signs consent for testing and disclosure, share information with S/EHS MD
	
	
	
	
	

	
	
	
	
	
	


	FLOW CHART 1A


STUDENT/EMPLOYEE HEALTH "CLOSED" INSTRUCTIONS
PERSONNEL INVOLVED IN BLOOD OR OPIM EXPOSURE


CONTACT IMMEDIATE SUPERVISOR


CONTACT NURSING SUPERVISOR ON DUTY


CONTACT EMERGENCY DEPARTMENT (ED) PHYSICIAN


ED PHYSICIAN WILL ASSESS AND DISCUSS WITH 

THE EXPOSED INDIVIDUAL THE NEED FOR CHEMOPROPHYLACTIC ANTIRETROVIRAL THERAPY


DECISIONS TO TAKE PROPHYLACTIC THERAPY MADE

ACTION REQUIRED




RESPONSIBILITY
CONSENT FROM SIGNED [ATTACH. 2]



ED PHYSICIAN

PRESCRIPTION WRITTEN




ED PHYSICIAN

FOLLOW-UP FORM COMPLETED & GIVEN [ATTACH. 3]
ED PHYSICIAN

DISPENSE CHEMOPROPHYLACTIC DRUG(S)

PHARMACIST OR ED PHYSICIAN

STUDENT/EMPLOYEE HEALTH SERVICE REPORT OF SHARPS INJURY AND/OR

 SIGNIFICANT EXPOSURE TO BLOOD AND POTENTIALLY INFECTIOUS

 MATERIAL (OPIM)
Name: Employee or Student (circle)                                                                                  SS#             -         -      Location of Incident                                                         Date of HS Visit___________________________                                                                                  Date of Incident                                                 
Time                 am/pm
Tour:   D      E      N 

Employee's Occupation ________________________________________________________________                                                                                                                                                Injured by (circle type) Splash           Needle/Syringe Vacutainer Needle      Butterfly       Other__________________

Describe Incident (activity, others involved, patient's name & diagnosis, protective equipment being used)

_____________________________________________________________________________________________________________________________________________________________Exposure To





Blood

OPIM (specify) ________________Other                                            
Anti-HBsAg Status (if known) 

Pos.

Neg.


Had Vaccine 


HBV Test Sent



Yes

No


HCV Test Sent



Yes

No

Counseling by:



HIV Prog
HS-MD
        Other__________ 
Refused

HIV Test Sent



Yes

Refused 
Not Necessary

Blood Saved

 

Yes

Refused 
Not Necessary

Follow-up Scheduled


Yes

Refused
Not Necessary

HBIG given 



Yes

Refused 
Not Necessary

HB vac started (with consent or declination)
Yes

Refused 
Not Necessary

Chemoprophylaxis discussed

Yes

No

If no, why? ______________ Chemoprophylaxis taken

Yes

Refused
Not Offered; 










why?                                        
Indicate which drug(s)

_____________________________________
Source Patient Known


Yes

No

UHB
KCHC
Other _______                    
Describe actions taken (decontamination, clean up, reporting, etc) _______________________________

________________________________________________________________________________________________________________________________________________________________________                                                                                                                                                                                                                                                                                                                                                                                                                                                                                               Recommendations for avoiding repetition:__________________________________________________

____________________________________________________________________________________

________________________________________________________________________________________________________________________________________________________________________                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                  S/EHS MD                                                                                           Date _________________________                                                                

HIV Counselor (employee)                                                                  Date _________________________                                                               
(PLEASE CIRCLE WHERE APPROPRIATE)

1.     I have been informed that this exposure is considered [potentially significant]     [nonsignificant].

2.     I have been told about any medical condition which could result from this exposure that could require         further evaluation or treatment.







     [Yes]    [No]
3.     If the source patient consents to testing and disclosure to me of the test result, I will be told of this

      by the S/EHS MD or the HIV Counselor when it is available.  
[N/A-Source patient has not been identified] [Yes]    [No]
4.
I have received a copy of this evaluation.
[Yes]    [No]
Employee/Student Signature ____________________________________Date____________________
SOURCE PATIENT FOLLOW-UP

Date____________________

Physician response (re HIV test)


Yes

No
     Not Approached

If answer is No or Not Approached
Patient response (re HIV test)


Yes

No
     Not Approached

If answer is No or Not Approached, _____________________________________________________________

HIV done





Yes

No
     Result                  
Patient's HBV done



Yes

No
     Result                  
Patient’s HCV done



Yes

No
     Result_________

If answer to either Hepatitis test is no, why? _________________________________________________________

HIV Counselor (source pt)                                                                                
Date                                        
Attachment 1

Protocol

Prophylaxis with Antiretroviral Agents

Individuals (including employees, faculty and students) who may have sustained significant contact with the blood or body fluids of a person who is known to be or who may be infected with Human Immunodeficiency Virus (HIV) are eligible for consideration for post-exposure prophylaxis.

The efficacy of AZT in preventing infection after exposure has been documented.  The efficacy of combination treatment with AZT and another antiretroviral for prophylaxis has not been established.  Combinations of AZT and other antiretroviral have, however, been shown to be more effective than AZT alone in the treatment of patients who have established HIV infection.  It is likely that efficacy is diminished with an increasing interval between exposure and initiation of treatment.  Therefore, it is imperative that an exposed individual be treated as soon as possible following exposure.

At Downstate Medical Center, an exposed individual should report first to his or her supervisor and then to the Employee/Student Health Service as soon as possible.  If the Employee/Student Health Services is closed, the supervisor will immediately refer the injured individual to the Emergency Department (ED).  Incidents forms will be initiated by the supervisor.  

At Kings County Hospital Center (KCHC), exposed individuals will go directly to the Treatment Room in the Emergency Room (ER) and report directly to the charge nurse.  An ER physician will then evaluate the injured person.

The evaluating physician will evaluate the exposure and determine if there has been significant contact with the blood and body fluids of a known or possibly HIV-infected person.

Contact will be considered significant if there has been parenteral (e.g. needle stick, cut or abraded skin) exposure to blood, semen, vaginal secretions, breast milk, tissue or the following body fluids:  cerebrospinal, amniotic, peritoneal, synovial, pericardial and pleural.  Exposure to urine, feces, sputum, nasal secretions, saliva, sweat, tears or vomitus that does not contain blood that is visible to the naked eye will not be considered significant.  Human bites without direct blood or blood contact will not be considered significant.  Exposure of mucous membranes or prolonged exposure of intact skin to blood or body fluids may be considered significant.

A person will be considered to be HIV-infected if there have been positive screening and confirmatory tests for antibodies to HIV or if the person has Acquired Immunodeficiency Syndrome as currently defined by the Centers for Disease Control.

If, in the judgment of the evaluating physician there has been significant contact with blood or the aforementioned body fluids from a person known to be HIV-infected, prophylaxis will be offered to the exposed individual.

For significant contact with blood or body fluids of a person who is not know to be HIV-positive or to have CDC defined AIDS, but whose risk of being HIV-infected is not zero, prophylaxis will be offered  pending determination of the source’s HIV status.  The drugs will be discontinued if the person’s HIV test is negative.  Written informed consent for HIV testing will be sought from 
the person following appropriate pre-test counseling.  Specific consent to inform the exposed individual of the person’s test result will also be sought. If the exposed individual chooses to receive prophylaxis after receiving information regarding the risks and benefits of such treatment, written informed consent will be obtained (attached).
The following baseline laboratory studies will be done:


1.
Complete blood count with differential count


2.
Complete metabolic profile (CMP or SMA-12)


3. 
HIV test (optional) - pre-test counseling and separate written informed consent is 


required.


4.
A tube of serum should be frozen and stored for at least 90 days, if the exposed 


individual declines the optional HIV test and agrees to provide a blood sample. 


5
.
Hepatitis C antibody test.

Treatment must begin as soon as possible after exposure and continue for four weeks. The following regimens are recommended for post-exposure prophylaxis.  Please refer to the attachment for more information about individual drugs.

Preferred Regimen

Zidovudine (AZT, Retrovir)* 300 mg every 12 hours





PLUS
Lamivudine (3TC, Epivir)* 150 mg every 12 hours





PLUS
Tenofovir (Viread) 300 mg every once daily
*Combivir (contains 300 mg of zidovudine and 150mg of lamivudine) can be taken every 12 hours instead of Retrovir and Epivir.

When Student/Employee Health Services is closed and prophylactic treatment is given, it must be accompanied by the follow-up form (attached).Exposed persons who are receiving prophylactic antiretroviral should be evaluated by Student/Employee Health Service physician at one-week intervals during treatment or more frequently if possible adverse reactions occur.  A complete blood count with differential count and CMP will be done at least bi-weekly.

Adverse effects or laboratory abnormalities occurring during treatment will be evaluated by the Student/Employee Health Service physician who may decide to continue treatment at the same or a reduced dosage or to discontinue prophylactic treatment. Questions concerning the management of any exposed individual can be directed to the Infectious Diseases Division at 270-1432 during normal working hours.  Questions can be directed at any time to the Infectious Diseases Fellow on call who can be reached through the Kings County Hospital Center page operator at 245-3131.


Attachment 2

Prophylactic Treatment with Antiretroviral
CONSENT FORM
I have been told about the use of zidovudine (AZT; Retrovir) and other antiretroviral as post-exposure prophylaxis to prevent infection with the Human Immunodeficiency Virus (HIV), the virus that causes AIDS, after significant exposure to the blood or body fluids of a person who is known or is likely to be infected with HIV.

I have sustained such an exposure and request prophylactic treatment.

I understand that prophylactic treatment with AZT alone has been shown to reduce the risk of infection with HIV in humans.  Combination treatment with AZT and other antiretroviral has not been studied for prophylaxis, but has been shown to be more effective than AZT alone in the treatment of established HIV infection.

I understand that treatment with AZT may cause side-effects such as anemia, leucopenia (low white blood cell count), headache, nausea, insomnia and muscle pain.  Other antiretroviral may also cause side-effects.  I understand that these side-effects should be discussed with the prescribing physician.

I understand that pregnancy, breast-feeding, other medical problems such as kidney or liver disease, or the regular use of any medication should be discussed with this physician.

I agree to take the medication as prescribed and to appear for periodic evaluations as scheduled by the Student/ Employee Health physician during and after treatment.
















       
Follow-up schedule:

Signed____________________

1 week_____________


Witness___________________

2 weeks____________


Date______________________

3 weeks____________










4 weeks____________










6 weeks____________










3 months___________










6 months___________










1 year_____________

Attachment 3

FOLLOW-UP FORM

A physician has approved an order to supply you with antiretroviral following your exposure to blood and body fluid.  Your supply of medication is sufficient to carry you until Student/Employee Health Service re-opens on

___________________.


It is essential that you to go to Student/Employee Health Service on that date in order to receive appropriate follow-up care for the exposure.


This follow-up is imperative so that:

1.
Additional antiretroviral medication can be provided.

2.
Documentation of exposure is ensured.

3.
Assessment and prophylactic treatment for hepatitis if needed is instituted without delay.

MANAGEMENT OF HIV INFECTED HEALTH CARE WORKERS


Health care workers with impaired immune systems result​ing from HIV infection or other causes are at increased risk of acquiring or experiencing serious complica​tions of infectious diseases.  Of particular concern is the risk of severe infection following exposure to patients with infectious diseases that are easily transmitted if appropriate precautions are not taken (e.g., measles, varicella, tuberculosis).


Any health care worker with an impaired immune system should  be counseled about the potential risk associated with taking care of patients with transmissible infec​tions and should continue to follow existing recommenda​tions for infection control to minimize risk of exposure to infectious  agents.  Recommendations of the Immuniza​tion Practices Advisory Committee (ACIP) and institution​al policies concerning requirements for vaccinating health care workers with live virus vaccines (e.g., measles, rubella) will be considered prior to immuniza​tion decisions.


The question of whether workers infected with HIV, especially those who perform invasive procedures, can adequately and safely be allowed to perform patient care duties or whether their work assignments should be changed must be determined on an individual basis.  These decisions should be made by the health care worker, his/her personal physician(s) in conjunction with the health service physician, hospital epidemiologist and departmental director.   Conflicts will be brought to the Ad Hoc Committee (see section 20 pages 8 & 9)

MANAGEMENT OF HOSPITAL EMPLOYEES EXPOSED TO VARICELLA POLICY

Employees exposed to varicella in the hospital are to be screened in Student/Employee Health Service from day ten through day twenty-one following the exposure.

Responsibilities for screening are outlined below:

During regular Student/Employee Health Service work hours the health service nurse will be the
screener. At all other times the nursing tour supervisor contacts the ED nurse who is the
screener.

If any of the following signs or symptoms is present, the employee is sent off duty by the screener:

oral temperature = > 100 o F; observation of any new papular eruption; presence of 
constitutional symptoms of the flu such as headache, muscle pain, eye pain or chills.

If an employee fails the screen, due to the presence of signs or symptoms outlined in Step 2,
the screener requires the employee to contact the Student/Employee Health Service physician 
as soon as possible.  If screening failure occurs on a weekend or tour, the screener requires
that the employee contacts the physician on the next regular Health Service workday.

Employees who pass the screen will receive a work clearance slip from the screener. Screening
clearance slips must be collected daily by the employee's immediate supervisor prior to the start
of work.

The department head or a designated person in each department is to ensure that the
screening procedure is conducted on all three tours by acting as the department's infection 
control coordinator.  This coordinator is expected to call Student/Employee Health Service on a
daily basis to validate personnel cleared for duty and for follow up of those not cleared.

OFF DUTY PROCEDURE

The off duty procedure is implemented when personnel fail to receive screening clearance and
following an identified home exposure.

All screening procedures are performed in Student/Employee Health Service as outlined below.

During regular Student/Employee Health Service work hours the health service nurse will be the
screener. At all other times the nursing tour supervisor is the screener. When placing an 
employee off duty the screener is expected to: obtain his/her telephone number; instruct the 
employee to contact Student/Employee Health Service on the next Student/Employee Health
Service work day for instructions; call the Infection Control Program @ Ext. 1940 with the
employee's name and telephone # (evening, nights and weekends messages should be left on
the recording machine at Ext.1940).

When the Student/Employee Health Service physician sends the employee off duty the physician shall instruct the employee to call Ext. 1940 to schedule a daily call to the nurse epidemiologist. If varicella develops, the physician will instruct the employee to return to work after the lesions have crusted and Student/Employee Health Service clearance is received.

The Infection Control Program staff will maintain phone contact with the employee to obtain any new information concerning the exposure so as to modify the off duty plan as indicated.

For home exposure:  Infection Control Program will recommend that incubation period off duty
time, prior to the development of varicella, be returned when proof of varicella in the home is

presented (e.g. MD note; Infection Control calls MD; School absence documentation).

MANAGEMENT OF HOSPITAL EMPLOYEES EXPOSED TO MENINGOCOCOCCAL DISEASE

Personnel having intimate contact with a patient with a meningococ​cal disease should be considered for chemoprophylaxis. Examples of intimate exposure include persons sharing the same lodging, or hospital personnel performing respiratory care procedures like suctioning or giving mouth to mouth resuscitation to a patient with the disease.  Antimicrobial prophylaxis is not indicated for hospital personnel having less than intimate contact such as the provision of routine care, the cleaning of the patient's room, or laboratory exposure to clinical specimens.

If an employee had intimate respiratory contact with a patient with known meningococcal disease, the following regimen should be considered for chemoprophylaxis of adults unless the organism is known to be sensitive to sulfonamides: Rifampin 600 mg orally twice a day for two days. 
MANAGEMENT OF HOSPITAL PERSONNEL EXPOSED TO TUBERCULOSIS

Employees who typically have exposure to the tubercle bacillus are those who have not taken precautions during the care of a patient with active pulmonary tuber​culosis or those who have been in the patient's immediate environ​ment (face to fact contact).  This includes doctors, nurses, inhalation therapists, housekeepers, etc.

Exposed employees will be identified by their supervisor or department head who will communicate the information to infection control.  The Exposure Reporting Form listing the individuals who are exposed must be sent/faxed to Department of Epidemiology.  It is the employee's responsibility to participate in the Student/Employee Health Service follow-up to the exposure.  (10 weeks after exposure to a culture positive patient).  When an employee has been exposed to an individual with active pulmonary tuberculosis, the following steps should be taken:

If the employee's 5TU Manitou has been negative in the three month period prior to the 
exposure, it will serve as the baseline leaving one skin test to be done 10 weeks after the
exposure, regardless of BCG history. Otherwise a baseline test should be given as soon as
possible after the exposure to assist in interpreting the 10 week post exposure skin tests results.

If the employee has a history of a positive 5TU Manitou and has any signs or symptoms
possibly indicative of tuberculosis, he/she should report to the Student/Employee Health Service 
physician to determine whether a repeat chest film is necessary.  (In general a chest film would 
be required only for employees with signs and symptoms consistent with active pulmonary tuberculosis).

Student/Employee Health Service hours for immunizations, disease screening and examination are Monday through Friday, 8:30 a.m. to 4:00 p.m. Those employees, whose skin tests have converted to positive, will need further follow-up by chest x-ray examination. If active disease is found the employee will be placed off duty until treated and is free of active disease.  All others are considered to have a latent tuberculosis infection and are candidates for INH therapy as per the CDC and Department of Health and thus are referred to Chest Clinic at KCH or a private pulmonologist at Downstate for INH.  Any employee who has an abnormal chest x-ray will need further evaluation by a pulmonary medical specialist.  Employees, who require referral to Chest Clinic, are sent with a consult request form and their x-rays.  The completed consult form is filed in the employee's health record.  Any employee who does not wish to be followed in the chest clinic may be followed by his/her own physician.

PROCEDURE FOR SUSPECTED OR DIAGNOSED PERTUSSIS IN HEALTH CARE WORKER 
Many health care workers are susceptible to pertussis.  If infected, these adults could serve as foci of pertussis outbreaks.  It is difficult to identify adults with pertussis.  In addition, laboratory diagnosis can be insensitive and slow.  The following description of the symptoms and policy regarding treatment, off duty procedure and follow up will be followed in the University Hospital of Brooklyn until adult immunization becomes available.

Description
In an adult the typical coughing paroxysms with vomiting or inspiratory whooping may not be present.  However, certain clinical findings are specific enough to make a clinical diagnosis. Any adult with cough and vomiting or cough with whoop should be considered as infected with B pertussis.
Any adult with paroxysmal cough (sudden bursts of prolonged coughing) who is the contact of a confirmed or suspected case of pertussis should be considered as infected (symptoms should be consistent with the incubation period of 7 - 10 days). Any adult with paroxysmal cough for greater than two weeks should be considered as infected unless an alternative diagnosis can be made.
Procedure
All patients coming to S/EHS with an obvious cough will, if possible, be isolated from other patients in the waiting room. The employee or student will obtain CBC, DFA and pertussis culture before starting treatment.  Treatment will be started immediately after tests are done.  Follow-up by the S/EHS will be required.
The employee or student will be placed off duty, on sick leave, for a minimum of five (5) days while on therapy and then be allowed to return to work if clinically able.  Before returning to duty the employee or student must assure the physician in the S/EHS that the medication is being (or has been) taken as directed by the S/EHS.  If unable to tolerate antibiotic treatment, the employee or student will remain off duty until, in the opinion of the S/EHS physician in consultation with the Division of Infectious Diseases considering the area in which the student or employee works, the employee or student poses no significant risk to patients or co-workers.
Treatment will consist of 14 days of erythromycin (one gram per day in four divided doses, then increased as tolerated to two grams for the remainder of the 14 days.)  If unable to tolerate erythromycin, trimethaprim/sulfamethoxazole may be used in a dose of one double-strength tablet every 12 hours for 14 days. The employee or student will be counseled regarding prophylactic treatment of household contacts and surveillance and possible prophylaxis of co-workers who have been in close contact.  Co-workers needing prophylaxis will report to the S/EHS for treatment (erythromycin 250-500mg p.o., q.i.d. for two weeks.)

Hospital Epidemiology will be immediately notified of a suspected case of pertussis in order to evaluate the possibility of exposure of either patients or other workers and the practicality of prophylaxis for close contacts within the institution. Students or house officers working at an off-site hospital (excluding KCH) when the diagnosis of pertussis is entertained or exposure documented, will be immediately evaluated by the Employee Health Service of that hospital with appropriate reporting of the suspected illness or exposure and institution of treatment.  If the student or the house officer is placed off duty or otherwise released from his/her clinical responsibilities, he/she must be told to come to the S/EHS at UHB for follow up.  The S/EHS at UHB will then return the student or house officer to duty after appropriate therapy has been given as described in items 2 and 3.

Students or house officers at KCH will be referred for immediate evaluation and treatment to the S/EHS at UHB as described in the KCH Infection Control Manual.

INFECTION CONTROL GUIDELINE FOR REPORTING EMPLOYEE INFECTIONS AND POTENTIAL EXPOSURE TO INFECTIONS
Submit a Report of Infection Form for:
All employees who have infections or exposure to infectious diseases which could pose a danger to patients or fellow employees:

Tuberculosis including skin test conversion (latent tuberculosis infection); open lesions of the 
hand or face; rubella; varicella; measles; salmonella; shigella; pertussis; Any other infection
meeting the above definition.

All employees who have an infection which represents at least the second diagnosed case from the same hospital area within a short period of time:
Second case of conjunctivitis within 3 weeks

Second case of purulent pharyngitis within 3 weeks.

Second case of influenza within 10 days.

Others deemed appropriate.

Any infection which on epidemiologic grounds could be healthcare associated: hepatitis; tuberculosis; others deemed appropriate

Submit a Report of Blood and/or Other Potentially Infectious Materials (OPIM) for:
All employees who have significant exposure to blood or OPIM by:

parenteral exposure (needle stick or abraded skin) or;

splash incidents to mucous membranes.

The HIV counselor will perform patient follow up to such incidents.

Reporting is to be completed by Health Service in the aforementioned cases by use of the appropriate Infection Control Report Form.  The Infection Control Program shall maintain records of employee infections for a two year period and use them to look for clusters of infec​tions and sources of important individual infections.  A copy of the report form shall be maintained in the employee's Health Service file.
STUDENT/EMPLOYEE HEALTH SERVICE (S/EHS)

REPORT OF INFECTION OR INFECTIOUS DISEASE EXPOSURE

UNIVERSITY HOSPITAL OF BROOKLYN

EMPLOYEE'S NAME ________________________________________________________SS#           -         -             
AREA OF EMPLOYMENT 
____________________________________________DATE OF HIRE_______________

EMPLOYEE'S OCCUPATION 
_______________________________________________AGE: _____________

DATE AND TIME SEEN BY HEALTH SERVICE 
___________________________________________________________

TYPE OF INFECTION 
_______________________________________________________________________________

KNOWN EXPOSURE?     (Circle one)YES   NO TO WHOM?
______________________________________

PATIENT'S NAME & DIAGNOSIS 
_______________________________________________________________________

NEGATIVE PPD HISTORY

              PPD DATE & RESULT BEFORE CONVERSION
_________________________________

(USE ONLY FOR PPD CONVERTERS)




        PPD DATE & RESULT PRIOR TO ABOVE 
_________________________________

ACUTE/CONVALESCENT TITER SAVEDYES 

NO 


TYPE _________________

OTHER BLOOD TESTS SENT
YES 
NO 


TYPE _________________

OTHER TESTS DONE

YES 
NO 
TYPE _________________

MEDICAL MANAGEMENT COMMENTS 
___________________________________________________________________
__________________________________________________________________________________________________________________________________________________________________________________________________________________
SENT OFF DUTY
YES 

NO  

 DURATION 
______________________________________

FOLLOW-UP REQUIRED
YES            NO 
SIGNATURE OF PERSON COMPLETING FORM

* * *  * *
EPIDEMIOLOGIC COMMENTS (To be filled in by Infection Control and/or HIV Program) 

____________________________________________________________________
____________________________________________________________________

SEND TO HOSPITAL EPIDEMIOLOGY DEPARTMENT, BOX 1187
SUMMARY OF IMPORTANT RECOMMENDATIONS AND WORK RESTRICTIONS FOR PERSONNEL EXPOSED 

TO OR HAVING INFECTIOUS DISEASES
DISEASE/PROBLEM
RELIEVE FROM DIRECT PATIENT CONTACT

PARTIAL WORK RESTRICTION

DURATION
Conjunctivitis, infectious

Yes

Until discharge ceases.

Cytomegalovirus, infectious

No



Diarrhea




Acute stage (diarrhea with other symptoms)

Yes

Until symptoms resolve and infection with Salmonella is ruled out.
Convalescent stage Salmonella (non-typhoidal)

No
Personnel should not take care of high-risk patients.
Until stool is free of the infecting organism on 2 consecutive cultures less than 24 hours apart.

Other enteric pathogens

No



Enteroviral infections

No
Personnel should not take care of infants and newborns.
Until symptoms resolve.

Group A streptococcal disease

Yes

Until 24 hours after adequate treatment is started.

Hepatitis, viral




Hepatitis A

Yes

Until 7 days after onset of jaundice.

Hepatitis (cont.)




Hepatitis B 

Acute

No

Personnel should wear gloves for procedures that involve trauma to tissues or contact with mucous membranes or non-intact skin.
Until antigenemia resolves.

Chronic antigenemia

No
Same as acute illness.
Until antigenemia resolves.

Hepatitis Non-A, Non-B

No
Same as above. 
Period of infectivity has not been determined.

Herpes simplex




Genital

No



Hands (herpetic whitlow)

Yes
NOTE: It is not known whether gloves prevent transmission.
Until lesions heal.

Orofacial

No
Personnel should not take care of high-risk patients.


Measles




Active

Yes

Until 7 days after the rash appears.

Measles (cont.)




Post exposure (susceptible personnel)

No

Screening and Clearance
From the 5th through the 21st day after exposure or for 7 days after the rash appears.

Mumps




Active

Yes

Until 9 days after onset of parotitis.

Post exposure (susceptible personnel)

No

Screening and Clearance
From the 12th through the 26th day after exposure or 9 days after onset of parotitis.

Pertussis




Active

Yes

From the beginning of the catarrhal stage through the 3rd week after onset of paroxysms or until 5 days after start of effective therapy.

Post exposure (asymptomatic personnel)

No



Post exposure (symptomatic personnel)

Yes

Same as active pertussis.

Rubella




Active

Yes

Until 5 days after the rash appears.

Post exposure (susceptible personnel)

No
Screening and Clearance
From the 7th through the 21st day after exposure or 5 days after rash appears.

Scabies

Yes

Until treated.

Staphylococcus aureus (skin lesions)

Yes

Until lesions have resolved.

Upper Respiratory Infection 

Yes
Personnel with upper respiratory infections should not take care of high risk patients.
Until acute symptoms resolve.

Varicella (CHICKENPOX)




Active

Yes

Until all lesions dry and crust.

Post exposure In Hospital

(susceptible personnel)

No
Screening and Clearance
From the 10th through the 21st day after exposure or if varicella occurs until all lesions are dry and crusted.

Post exposure In Home (susceptible personnel) 

Yes: from the 10th through the 21st day after exposure or if varicella occurs until all lesions are dry and crusted. 

Zoster (Shingles) Active: Yes. Appropriate barrier required; personnel may not take care of high-risk patients. Until lesions are dry and crusted.

Post exposure: No. Screening and Clearance
From the 10th through the 21st day after exposure or if varicella occurs until all lesions are dry and crusted.

VI:
Reason for Revision: Review

VII:
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References: CDC, APIC

	Date Reviewed
	Revision Required  (Check One)
	Responsible Staff Name and Title

	8/06
	Yes
	
	G Allen, Ph.D. Dir. of Infection Control

	7/07
	Yes
	Yes
	G Allen, PhD, CIC, CNOR

	
	Yes
	Yes
	


�	An employee who has acute Hepatitis B and is too ill to work may be placed off duty at the physician’s discretion.








�	Measles vaccine is to be administered within 72 hours of the exposure or IG within 6 days.


�	Mumps vaccine may be offered to susceptible personnel.  When given after exposure mumps vaccine may not provide protection.  However, if exposure did not result in infection, immunizing exposed personnel should protect against subsequent infection.  Neither mumps immune globulin nor immune globulin (IG) is of established value in post exposure prophylaxis.  Transmission of mumps among personnel and patients has not been a major problem in hospitals in the United States, probably due to multiple factors, including high levels of natural and vaccine-induced immunity.
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