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1. Purpose and scope 

Conjunctivitis is one of the most common ophthalmic presentations to the emergency 
department both in Australia and globally, with viral conjunctivitis accounting for around 60 to 
75% of cases (CDC., 2013) (CDC., 2013; Keen M, 2017; Marinos, Cabrera, & Watson, 2019; 
Udeh, 2008). All ages can be affected with viral conjunctivitis (Marinos, Cabrera, & Watson, 
2019). 

Epidemic Keratoconjunctivitis (EKC) is a highly contagious and severe form of viral 
conjunctivitis. It is usually due to an adenovirus infection, in particular serotypes 8, 19 and 37 
(CDC., 2013). Nosocomial transmission can be a significant cause for clusters of infection, so 
adherence to basic infection control measures and early implementation of enhanced outbreak 
control measures are important. These guidelines apply to suspected EKC cases and 
outbreaks and not routine care. 

 
Adenovirus, a hydrophilic virus, is easily transmitted by infected secretions, and there can be 
prolonged shedding of the virus, which can last several days to weeks after symptoms resolve. 
Transmission occurs mainly through contact with infected eye secretions via contaminated 
surfaces, instruments, eye drops or hands (CDC., 2013). Adenovirus is resistant to desiccation, 
and can remain viable in the environment for long periods e.g. in ophthalmic solutions, on 
instruments and other environmental surfaces for more than one week after exposure (Gordon, 
1993). Diagnosis is generally based on clinical features such as a follicular conjunctivitis with a 
palpable pre-auricular lymph node. Conjunctival swabs maybe taken for PCR to confirm 
adenoviral conjunctivitis (Elnifro, Cooper et al., 1999; Elnifro, Cooper et al., 2000). The 
AdenoPlus assay (Rapid Pathogen Screening Inc., Sarasota, Florida, USA), though not in 
routine clinical use, is a rapid office-based test with high specificity but low sensitivity which can 
identify 53 serotypes of adenovirus (Holtz, Townsend et al., 2017; Kaufman, 2011). 

COVID-19 can present with conjunctivitis in almost one-third of patients (Wu, Duan et al, 2020). 
Clinicians should have a high level of suspicion that a patient presenting with conjunctivitis has 
COVID-19, depending on the level of community infection at that location and time. 
Conjunctivitis can be managed via telehealth. If a patient needs to be seen face to face, 
attempts should be made to test the patient for COVID-19 first. If this cannot be done, then 
consider wearing PPE as per the advice from the Australian Government Department of Health. 

 
 

2. Minimising the risk of EKC outbreaks in Ophthalmic practices 
 

Protocols for this should be easily available to all personnel in the practice. Systems should be 
in place to alert staff that a patient may have EKC, and the following protocols followed. 

 
2.1 Hand hygiene 

Adherence to hand hygiene amongst staff members, with hands cleaned between each patient, 
as per infection control standards promulgated in each jurisdiction. Ensure good hand hygiene 
facilities are readily accessible to all staff. 

 
2.2 Gloves 

Use disposable gloves for any potential contact with eye secretions, especially if there is 
concern the patient has suspected EKC (Jernigan, 1993). 
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2.3 Instruments, equipment and surfaces 

Disinfect ophthalmic instruments and equipment surfaces after each use, with special care with 
at risk patients. Surfaces should be disinfected with an EPA-registered hospital disinfectant in 
accordance with the directions and safety precautions on the label (AAO, 2018). 

 
This is done by squirting the disinfectant onto a disposable towel and wiping down the 
equipment surface (i.e. not spraying). Use disposable instruments, if possible, in cases where 
conjunctivitis is suspected. 

 
2.4 Frequency of surface disinfection 

Consider increasing the frequency of environmental surface disinfection e.g. door handles, 
waiting room tables and chair arms, reception desk bench top. 

 
2.5 Examination protocols for at-risk patients 

Train reception and front-line staff to ensure that persons presenting with ‘red eye’ or ‘signs of 
possible conjunctivitis’ do not undergo routine preliminary examination protocols without first 
checking with the clinician. Where possible, such patients should be isolated from other staff 
and patients throughout their visit to the practice (Dart, 2009). 

 
2.6 Strategies for avoiding direct contact with patients’ eye 

Use single-dose vials of anesthetic and dilating drops, discarded after each patient. Where 
single use vials are unavailable, the use of individual fluorescein strips to instill anesthetic or 
dilating solutions to a patient is acceptable. At all times, clinicians and staff must ensure the 
dilating and anesthetic bottles do not contact the patient’s eye or their own hands. If contact 
occurs, the bottle must be discarded immediately. 

 
2.7 What type of tonometer prism is most appropriate? 

Use tonometry appropriate for each patient. It is preferable to use a disposable tonometer 
prism that can be discarded after each patient, or other types of tonometers with disposable 
tips or tip covers, e.g. rebound tonometers such tonopens and iCare tonometers. 

2.8  Maintaining supply and quality of tonometer prism or other disposable tips or 
covers 

If reusable tonometer prisms or tips are utilised in the practice, have sufficient prisms or tips for 
the patient load. Inspect tonometer prisms regularly for damage and discard any damaged 
ones as damaged areas can be a source of infection. 

2.9 Method of disinfection of tonometer prism 
Any tonometer prism used on a patient with suspected conjunctivitis must be removed from 
further use until decontaminated. Recommended method of disinfection (Junk, 2011). 

• Use PPE. The minimum is gloves and protective eyewear 
• Wash under running water with soap or any other cleansing agent recommended by the 

manufacturer to remove any visible debris 
• Dry with clean tissue 
• Allow to air dry 
• Soak for 10 minutes in 1:10 concentration sodium hypochlorite solution (or any other 

commercial germicide solution that is registered as a sterilant and is compatible with the 
tonometer. Alternative compounds that release chlorine and are used in the health-care 
setting include demand-release chlorine dioxide, sodium dichloroisocyanurate, and 
chloramine-T1.  As per the TGA standard, medical devices should be cleaned with high 
level disinfectants (HLD), for example, Standards Australia approved chlorine dioxide 

 
1 https://www.cdc.gov/infectioncontrol/guidelines/disinfection/disinfection-methods/chemical.html 
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chemistries2. If using the latter, concentration and soaking times may vary. This should 
be indicated by the manufacturer on the product label) 

• Rinse thoroughly and store dry for future use 
• Discard the sodium hypochlorite solution (or germicidal solution) each day. Wash the 

container in hot soapy water and store dry between each use 
 

Note: In cases where a tonometer head has come into contact with a patient with EKC, it 
appears that 70% isopropyl alcohol (e.g., alcohol wipes), 3% hydrogen peroxide, and ethyl 
alcohol are insufficient for tonometer disinfection (Rutala, 2006). 

 
2.10 Safe practices for cleaning and replacing tonometer prisms 

All tonometer prisms should also be decontaminated by the same method as above at the end 
of each clinic session. Tonometer manufacturers recommend replacing tonometer prisms every 
2 years, after a maximum of 100 disinfection cycles with 1:10 sodium hypochlorite, or if 
damaged (AAO, 2018). 

 
2.11 HR policies to prevent spread of infection 

Staff to go on sick leave if they have conjunctivitis and restrict them from direct patient contact 
for fourteen days from start of infection. 

 
2.12 Promote EKC guidelines internally to staff 

Ensure all practice staff are aware of these guidelines, and regularly review compliance. 
 

2.13 Advice to patients 
Patients and their carers to be advised that EKC is highly contagious, care must be taken at 
home to prevent spread to other household members. 

3 Contributors 
Lisa Cottee, Mali Okada, Adrian Fung (Clinical Standards Committee), ANZGS, Stephanie Watson 

4. Record of amendments to this document 
 
Page Details of A  Date amended 
Entire document Reviewed and 
updated 

 July 2021 

Page 3 Section 2.9: Dot-point 5 list of alternative 
compounds that release chlorine as per CDC 
Guidelines 

February 2024 

Page 3 Section 2.9 Dot-point 5 – included reference to 
the TGA standard for the use of high level 
disinfectants (HLD) 

May 2024 

 
2 Standards Australia.  Reprocessing of reusable medical devices and other devices in health and non-health related 
facilities, DR AS 5369:2023 
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