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IgG-VCA IgM-VCA IgG-EA

Table 1. Acute Viral Titers
Toxoplas-

IgG-EBNA VDRL mosis Rubella
Cytomegalo­

virus
Herpes

Simplex

Mother 160 >10 <10 Negative Negative Negative 1:55 <1:8 1:16
Infant 20 5 <10 Negative Not Negative 1:27 <1 :8 1:32

done

fected infant within the confines of limited 
follow-up, adds to the existing knowledge of peri­
natal viral infections and their sequelae.
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Workplace Observation:
Key to a Meaningful Office History

Melissa E. Larsen, MD, Stanley H. Schuman, MD, DrPH, and Barry L. Hainer, MD
Charleston, South Carolina

As the workplace becomes more complex in 
terms of energy, automation, specialization, and 
chemicals, it becomes more difficult to obtain 
a good occupational history from the patient. A 
good history is defined as one the physician can 
understand and put to use for diagnosis, treat­
ment, prevention, or rehabilitation.

Shortcomings of the Routine Work History
There are a number of difficulties with the 

standard approach to occupationally related health 
problems. Often the occupational history is taken 
as a lengthy questionnaire filled out by patients 
(with or without assistance) when they first visit.1 
The questionnaire is reviewed and then filed, usu-
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ally not to be updated. When the physician tries to 
obtain a more detailed occupational history, the 
process is likely to be tedious, time consuming, 
and less than accurate. Patients vary in their abil­
ity to describe the workplace, especially if the 
physician does not know the appropriate questions 
to ask. In fact, the more complex, technical, or 
repetitive the task, the less revealing may be the 
worker’s description. Each workplace has a termi­
nology all its own that the physician may find con­
fusing. Too often a work-related problem is missed 
because the physician decides, from an inadequate 
data base, that the workplace is not likely to be 
relevant in the disease process; the extra effort 
required to obtain a detailed occupational history 
is therefore deferred, delegated, or neglected. On 
the other hand, some workers ascribe to their jobs 
symptoms that are not work-related.2

Observation at the Workplace
One way to improve the office-obtained occu­

pational history is to train primary care physicians
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Table 1. Five Examples of Typical Patients' Complaints Better Understood by Worksite Visits

Patient's Complaint Job Key Observation in Work Contribution of Work
Environment to Illness

Diabetic previously well 
controlled on insulin 
presents com pla in ing of 
new onset o f weakness, 
dizziness, and head­
aches

Group of patients pres­
ent w ith  low  back pain, 
leg pain

Frequent headaches, in­
creased alcoholic con­
sum ption, fam ily  ten­
sion, fatigue

Fatigue, w eight loss, in ­
somnia, lack o f concen­
tration, bleeding gums, 
lack o f appetite

Chronic and recurring 
vesicular hand rashes

W elder in shipyard 
where old ships are 
refitted

Sorter in a plasticized 
paper manufacturing 
plant

Technician in highly 
automated polymer 
plant

Quality inspector in 
plastic and paper 
product processing 
plant

Fisherman on research 
vessel catching and 
dissecting fish

Patient's job entails c lim b­
ing to great heights; large 
increase in daily caloric 
expenditure

Job entails lifting  and tu rn ­
ing large sheets o f plastic- 
treated paper as it comes 
out of press every 5 to  10 
m inutes
Large “ s te rile " control room 
w ith  numerous tem pera­
ture and pressure dials, 
gauges, and alarm signals. 
No music, no w indow s, lit­
tle conversation

Eating areas located w ith in  
environm ent; exposure to 
dust chemicals on food 
and table tops

Grouper, snapper caught 
in nets, evisceration o f fish 
w ith  dissection o f gonads 
and subsequent preserva­
tion in form aldehyde. In 
nets fish are often caught 
along w ith  fire  sponges. 
Salt water, cold exposure, 
and abrasions

Diabetic w e ll controlled on 
insulin  now  has job requir­
ing 2.5 tim es previous 
m etabolic rate— needs to be 
instructed how  to increase 
caloric intake or possibly 
decrease insulin

O perator's tu rn ing  and 
tw is ting  m otion while  on job 
places strain on low  back 
and abdom inal muscles

O verw helm ing boredom, 
m onotony under poten­
tia lly  dangerous conditions. 
Long 12-hour shifts

Ingestion o f toxic chemicals 
and metal compounds, psy­
chological disadvantages; 
snack machines reinforce 
poor d ie tary habits

Exposed to numerous 
agents that may cause 
rashes—fish viscera, fire 
sponges, form aldehyde

in depth and breadth in industrial medicine.3 Dur­
ing family practice residency training a limited ex­
posure to occupational medicine may be possible 
through electives and worksite visits.4,5 An on-site 
visit can be an invaluable addition for improving 
the office history and for increasing understanding 
of the actual and potential hazards of a given 
workplace. A systematic factory visit is mentioned 
in most occupational medicine texts,6 but details 
and forms are left to the reader's imagination. 
Other authors stress occupational histories but do 
not specify worksite visits.7 It is not feasible for 
physicians to visit all or most of the worksites of 
their patients. The sites visited should be selected

1180

for those that employ the largest proportion of pa­
tients in the practice. In many communities this 
will represent only a few major employers. The 
timing of such visits should be done at the conven­
ience of the physician and the plant manager; obvi­
ously, times when a plant tour will meet with 
resistance, such as following a recent accident, 
controversy, or labor dispute, should be avoided. 
Worksite visits can provide a bridge of under­
standing with employers and workers and reveal 
certain kinds of work exposures that would be 
underrecognized in routine or casual history­
taking.4 Most important, first-hand observation 
reveals how a variety of symptoms can be related
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to specific job exposures. In Table 1, five repre­
sentative examples are listed.

A Field-Tested On-Site Visit Form
A physician unaccustomed to on-site visits to 

the workplace may miss important observations.
A systematic approach is essential. Over the past 
two summers with family practice residents and 
faculty of the Department of Family Medicine, 
Medical University of South Carolina, a three-part 
field-tested on-site visit form has been developed 
(Table 2). An initial section lists the name of the 
plant, major and minor products and processes, 
the contact person (plant physician or health pro­
fessional), number of employees, and on-site 
health facilities. Much of this section can be com­
pleted in advance by telephone or correspond­
ence. The second section deals primarily with the 
kinds of jobs and the hazards and safety measures 
associated with each job. This section will require 
note taking while touring the plant. The last sec­
tion, to be completed following the on-site visit, 
consists of a written impression of the workplace 
and an overall evaluation including perceived haz­
ards that might cause patients to need specific 
health maintenance and monitoring by laboratory 
tests. At the end of the form there is a place 
for reference materials such as safety manuals, 
description of the manufacturing process, job de­
scriptions, and company policies.

Uses of the On-Site Visit
When using the on-site visit form, medical ob­

servers varied most in selecting monitoring tests 
and in rating the severity of perceived potential 
health hazards. The on-site visit form is easy 
to use. With repetition it becomes a timesaver, a 
more efficient means of obtaining and recording 
observations. One of the most useful sections for 
future reference is the overall impression of the 
work environment, names of key personnel, and a 
list of job-specific monitoring tests (eg, hearing, 
pulmonary function, liver function). Recent 
changes in equipment, products, processes, and 
exposures can be noted, and the alert physician 
must keep up with new and evolving alterations 
in the work environment. As soon as completed, 
each site visit form adds another valuable docu­
ment to the office occupational file. The on-site

Table 2. The On-Site Visit Form*

Specifics: Plant name, location, directions, 
contact person, health professional 
Major or m inor products or process 
Demographics: Number of employees: 

blue collar, w hite  collar 
Hours worked each week 
Union or nonunion 

Health facilities
Waste disposal: Liquid, solid, gas 
Safety measures and equipment: Required or 

provided, protective equipment 
Kinds of jobs: Term inology, descriptions, 

psychological and physical hazards 
Observer impressions: Profile, selected

hazards, tests to fo llow , references fo r 
specific chemical processes

*Copies of field-tested form s are available on 
request from  the authors

visit form provides a concise frame of reference 
for patients’ specific job histories, job exposures, 
and habit patterns. For example, do most workers 
eat at a bench next to where they work, or down 
the hall in an open or closed room? Do they smoke 
on the job? Do they skip lunch or eat primarily off 
premises?

On-site visits should not be investigative, after- 
the-fact examinations of work practices with a 
focus on safety or health infractions; such visits 
are more appropriate for the occupational special­
ist. General plant tours are not problem-specific 
searches for causative agents for a particular ill­
ness (eg, dermatitis, respiratory ailments) unless 
there is a suspicious cluster of such illnesses that 
may warrant an epidemiologic study.8,9

In the experience of the residents and faculty at 
the Medical University of South Carolina, the ma­
jor anticipated obstacles to on-site visits, including 
excessive time, difficulties in gaining access to 
facilities, defensiveness of management, and con­
cealment of hazards, do not generally materialize. 
Visits to nine worksites required an average of one 
to two hours, excluding travel time. Since the
Continued on page 1184
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group consisted of 8 to 10 observers, a physician 
touring alone would probably take less time. Usu­
ally one-half hour of interesting questions and 
answers in the administration office of the plant 
preceded the walk-through tour. Supervisory per­
sonnel were extremely cooperative. They consis­
tently wanted to show off their plant, the quality of 
the product, and their concern for the worker. Ac­
cess was not denied to any plant; however, this is 
a small sample and may not be representative. 
Fear of medicolegal involvement may influence 
some physicians to be reluctant to visit plants. 
This fear appears to be unfounded.

Comment
The on-site visit provides information far be­

yond that obtained by the occupational history. As 
industries diversify and settle in less densely popu­
lated communities, more physicians will encoun­
ter a variety of job-related disabilities. In large 
industrial communities where there are numerous 
plants, one may choose to refer patients or diag­
nostic questions to the local occupational medi­
cine specialist.

Many physicians will be asked to serve local 
plants on an emergency or perhaps continuing 
basis. It is not logical or even ethical to do so 
without a planned visit to the industry for which 
one will be held responsible for medical services. 
Worksite visits should be tried. One hour of sys­
tematic observation at the plant is worth more 
than dozens of routine work questionnaires filled 
out in the waiting room of the office.
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