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1.
Introduction


Needlestick and sharps injuries account for a significant proportion of work-related accidents in the NHS and can have a devastating effect on the members of staff involved. This policy has therefore been jointly developed by the Occupational Health Service of Central London Community Healthcare and the Infection Control Service of Brent Community Services (BCS) to address this issue. It incorporates the latest legislation and recommendations from relevant bodies with this regard.

2.
Scope 


This policy applies to all BCS staff.
3.
Purpose


The aim of this policy is to identify procedures for the prevention and 
management of occupational exposure to blood or body fluid, and to ensure that staff exposed to the blood or body fluids of a patient are managed in a consistent and timely manner.


The policy also outlines the actions required to be taken in the event of a patient or visitor to BCS services sustaining an inoculation injury or other exposure to blood or body fluid of a member of staff or fellow patient / visitor.

4. 
Duties and Responsibilities

Under existing health and safety legislation (Health and Safety at Work etc Act 1974, Management of Health and Safety at Work Regulations 1999, Control of Substances Hazardous to Health Regulations 2002) employers have a duty to provide a safe working environment. This includes ensuring that activities that involve potential exposure to blood-borne viruses in the workplace are properly risk assessed, and to take action to ensure that any avoidable exposure is prevented. Both staff and managers should be aware of the procedure to 
be taken immediately following a blood or body fluid exposure.  

4.1
Managers

Managers should facilitate the implementation of this policy. Managers are responsible for ensuring that all incidents of occupational exposure to blood and other body fluids that are reported to them, are dealt with as described in the BCS Incident Reporting and Management Policy. 


Whilst the ultimate responsibility for health and safety rests with the BCS Chief Operating Officer, all managers have a responsibility to ensure a safe working environment for their staff, patients and visitors to BCS. It is every manager’s responsibility to ensure that all staff who could potentially be exposed to patients’ blood or body fluids are educated about the risks of blood-borne viruses, have received appropriate training in infection control, including the use of protective clothing, the safe handling and disposal of sharps. They should ensure that training is provided initially on induction and subsequently on yearly update sessions, which all staff, especially those with clinical duties are required to attend. Managers should also ensure that each incident is fully reported, thoroughly investigated and followed up, and action taken to prevent further exposures including reviewing their risk assessments under Control of Substances Hazardous to Health (COSHH) Regulations (2002) in the light of an incident having occurred. The reporting of the incident should be carried out using the electronic reporting e-form available on the BCS intranet.


In the event of an incident, managers will need to provide transport and cover for staff needing to attend Occupational Health or Accident and Emergency Departments within the recommended time frame of one hour, when this has implications for service provision. 

4.2
Employees

It is every employee’s responsibility under health and safety legislation, to safeguard the health and safety of themselves, as well as others, whilst at work. This means attending relevant training, following recommended procedures identified by risk assessment, making proper use of equipment provided for their safety, and reporting any concerns regarding health and safety to their manager.


In the event of an incident, the recipient should attend Occupational Health / Accident & Emergency as soon as possible after the exposure (ideally within one hour). Where possible, it is the recipient’s responsibility to inform the source patient of the incident and that a blood sample may be requested from them. They are also required to complete an incident form and follow the BCS Incident Reporting and Management Policy.


The following information will need to be supplied to Occupational Health or A&E:

· Source patient details – name, date of birth, hospital number, diagnosis, 
attending physician / GP

· Risk factors for blood-borne viruses

· Whether patient is known to be positive for a blood borne virus (HIV, hepatitis B or hepatitis C), and if so, details of drug treatment.
4.3
Carers
If friends or relatives are providing clinical care to patients who may be infected with blood-borne viruses in the community, they should be advised about infection control measures to prevent exposure and the importance of reporting any exposure incidents to the nearest Accident and Emergency Department without delay (see Appendix 4).

4.4
Head of Governance 

The Head of Governance will in conjunction with OHS, audit the appropriate reporting internally and externally through BCS’s electronic incident reporting system of all such incidents dealt with by the OHS. The Head of Governance will prepare quarterly reports on inoculation injuries to the BCS Business Integrated Governance Committee and also notify the Infection Control Committee.

4.5
General Practices

GPs will report occupational exposure of their own staff to blood-borne 
viruses to the Health and Safety Executive as appropriate (under RIDDOR, 1995). They will also provide assistance with the management of source patients in cases of exposure to blood-borne viruses of BCS community staff (see appendices 6 & 7).

4.6
Occupational Health Service

The OHS is responsible for co-ordinating the overall management of occupational exposures and will offer ongoing support and counselling to the recipient. 


The OHS will contact the relevant doctor (inpatient services) or GP to request source patient screening, by making one phone call and one fax, followed by sending one letter (see appendices 6 & 7). They will follow-up screening results and will advise the recipient accordingly. 

They are responsible for reporting occupational exposure to blood-borne viruses to the Health and Safety Executive as appropriate (under Reporting of Injuries, Diseases and Dangerous Occurrences Regulations [RIDDOR], 1995) as described in the BCS Incident Reporting and Management Policy. 
This includes reporting of all occupational exposures where a member of staff is confirmed to have been exposed to the blood or other body fluid of a patient known to be infected with a blood- borne virus, plus any incident where the member of staff requires treatment / prophylaxis as a result of any occupational exposure.

The OHS will store the records of staff who have been potentially exposed to blood-borne viruses for 40 years in line with the COSHH Regulations (2002) Regulation 24 (3) and NHS Care Records Part 2 (amended Jan 2009).

4.7 
Accident and Emergency Departments

Accident and Emergency (A&E) departments will assess and give emergency treatment to BCS and practice staff who have had an occupational exposure ‘out of hours’. Staff should then be referred to the OHS for continued management. In the event of an exposure of a patient or visitor, the relevant A&E department will liaise with the source patients GP for any possible follow up screening (see flowchart in appendices 4,5,6,7).


 4.8 
Infection Control Committee

The Infection Control Committee will monitor occupational exposure 
incidents through receiving quarterly incident statistics provided by the OHS. It will use this information to identify possible common themes and trends and will provide advice regarding prevention strategies, policy development and any specific action required.

5. 
Training

Training for the safe handling and disposal of sharps and management of incidents of exposure to blood and other body fluids is included in general Infection Control training. This is identified in the BCS’s training needs analysis and is a part of the mandatory training courses which are offered to all staff on induction and subsequently as yearly refreshers. All staff with clinical duties and non-clinical staff who work in clinical environments (including those with patient contact or those who handle clinical waste or specimens) must attend these courses.

6. 
Blood-borne Viruses 
The blood-borne viruses that present the highest risk to health care workers are those that are associated with a carrier state with persistent replication of the virus. These include HIV, hepatitis B and hepatitis C. Occupational risks of transmission of blood-borne viruses to health care workers arise from exposure to the blood or body fluids of an infected patient. 

Current evidence suggests that the risks associated with transmission from a percutaneous injury (through break in the skin) from an infected patient are as follows:

Hepatitis B
30% (with e antigen positive patient)

Hepatitis C 
3% 

HIV

0.3% 

All body fluids must be handled with the same precautions as blood. Those that have the potential to transmit blood-borne viruses are:

· Cerebrospinal fluid

· Peritoneal fluid

· Pleural fluid

· Pericardial fluid

· Synovial fluid

· Amniotic fluid

· Semen

· Vaginal secretions

· Breast milk 

· Any other body fluid containing visible blood, including saliva in 
association with dentistry

· Unfixed tissues and organs

Whilst the highest risk of transmission of blood-borne viruses from patients to health care staff is via percutaneous exposure, there is some risk of transmission from mucocutaneous exposure (i.e. splash to eyes or mouth with infected blood or body fluid). There is no evidence that blood-borne viruses can be transmitted by blood contamination of intact skin.

7.
Exposures to Blood and Other Bodily Fluids
An occupational exposure to blood or other body fluid can be:

Mucocutaneous


Splash of blood or any other bodily fluid into eye or mouth or nose

Percutaneous

· Needlestick / sharps
· Puncture of skin with instrument contaminated with patient’s 
blood or 
body fluid
· Bite which draws blood / penetrates the skin
· Scratch which draws blood / penetrates the skin
· Contamination of broken skin with blood or body fluid.
8.
Prevention of Exposure to Blood and Other Bodily Fluids

In order to help prevent the transmission of blood borne viruses via accidental inoculation injuries and other exposures to blood and bodily fluids, staff must also refer and adhere to the policies listed on page 2.
8.1
Prevention of Mucocutaneous Exposures / Injuries
Unlike intact skin, micro-organisms are able to penetrate intact mucous membranes such as the eyes, nose or mouth, to cause infection. All staff must therefore wear eye protection and masks where there is a risk of any body fluid splashing onto the face (See Policy for Standard / Universal Infection Control Precautions and the Use of Protective Clothing - ICC 10).

8.2
Prevention of Percutaneous Exposures / Injuries  

8.2.1   Prevention of Contamination of Broken Skin:

· Any cuts or abrasions to skin, particularly on the hands and 
forearms must be covered with a waterproof dressing.

· Clinical staff suffering from chapped hands or skin conditions such as psoriasis or eczema on their hands must consult the Occupational Health Service prior to carrying out any clinical procedure.

· Good hand care is essential in helping to minimise the risk of transmission of infection (see Hand Washing Policy – ICC 1 and Policy for Standard / Universal Infection Control Precautions and the Use of Protective Clothing – ICC 10).  

8.2.2   Prevention of Sharps Injury:

A sharp is defined as any object which has the potential to cut or pierce the skin, and which may be contaminated with blood or other body substance.

The following items are therefore all regarded as sharps:

· Blood glucose lancets

· Needles

· Bone splinters and teeth

· Razors & Scissors

· Cannulae

· Scalpel blades

· Stitch cutters

· Drill heads (Dentistry)

All sharps must therefore be handled with extreme care to prevent an inoculation injury occurring.

8.3 Safe Use of Sharps:
It is the responsibility of the individual using the sharp to dispose of it safely.

In order to minimise the risk of an inoculation injury occurring, the following measures must always be followed when dealing with sharps:

· Never re-sheath a needle after use

· Never re-use a sharp

· Never disconnect the needle from the syringe after use. The needle 
and syringe must be disposed of as a single unit

· A vacuum blood collection system must always be used whenever 
possible when performing phlebotomy. In some exceptional 
circumstances only such as in Paediatrics this may not be possible. In 
these circumstances only, a needle and syringe may be used, but the 
needle must never be used to pierce the rubber bung of a blood 
connection bottle.

· All “Vacutainer” needle holders must be for single-use only i.e. discarded 
after each use

· Sharps containers must be available at the point of use. Staff must never 
carry used sharps, but must dispose of them immediately into an 
appropriate sharps container

· All staff handling sharps or sharps containers must be appropriately 
immunised by the Occupational Health Service (see Blood Borne 
Viruses and Health Care Workers Policy – ICC 8)

· All staff must wear appropriate disposable gloves according to their own 
risk assessment of the procedure being undertaken (see Policy for 
Standard / Universal Infection Control Precautions and the Use of 
Protective Clothing – ICC 10). However, appropriate latex / latex 
alternative gloves must be worn for all phlebotomy
· Assistance must be sought from other qualified clinical staff prior to 
attempting to give a disorientated or agitated patient an injection or 
performing phlebotomy

8.4
Safe Disposal of Sharps:

· All sharps containers must conform to British Standard  BS7320 and must be approved by the Trust Infection Control Committee and Waste Manager

· An adequate supply of sharps containers must be provided at all times

· All containers must be carefully assembled. The member of staff who assembles the sharps container must ensure that the lid is securely attached to the base prior to commencing use of the container. The member of staff who assembles the container must also sign and date the bin within the space provided for this purpose

· All containers must be permanently sealed when no more than three quarters full

· All sharps containers must be stored off the floor, and at at least waist height in an area inaccessible to unauthorised persons 

· Sharps containers must never be stored on window sills etc where they could fall or be knocked over. Where there is no suitable storage space, an appropriate wall bracket must be used (available from sharps bin manufacturer)

· All sharps containers must be labelled with an appropriately coded tag prior to collection

· Once three quarters full, sharps containers must be securely sealed and must be stored in a locked area whilst awaiting collection

· The storage area for sharps containers must remain locked at all times and be inaccessible to both pests and unauthorised persons

· All sharps containers must only be used for the purpose for which they are intended

· All clients given a sharps container within the community, for home use, must be given instructions regarding safe storage and closure and advised where to return the bin when three quarters full.

· All community staff must carry an appropriately sized sharps container for domiciliary visits. These containers must be sealed when three quarters full and never emptied into a larger sharps container. All sharps containers being transported within the car of a member of staff, must be well secured, and carried in the storage area of the vehicle. Community staff are normally provided with special containers to carry specimens as well as waste, including sharps containers. See BCS Clinical Waste Policy. Also refer to the same policy for documentation to be carried in the vehicle.
· If used correctly, sharps containers should not leak or break open. However, in such circumstances, extreme care must be taken in sealing the used sharps container and loose sharps into a larger bin. Heavy-duty reinforced gloves designed for the purpose of handling used sharps could be worn; however, other minimal touch techniques e.g. careful use of a dustpan and brush are also possible.
9.
Immediate Action in the Event of an Exposure to Blood or Body Fluid

9.1 
Immediate action
The following procedure must be followed in the event of any exposure to blood or body fluid to a member of staff from any patient. See flow chart (Appendix 4):

· If a mucocutaneous injury has been received, the eye, nose or mouth must be irrigated with copious amounts of running tap water. Eyes must be irrigated before and after removal of contact lenses.

· If a percutaneous injury has been received, encourage the wound to bleed by gently squeezing the area. The site must then be thoroughly washed with soap under running water. An antiseptic should not be used. The wound must then be covered with a waterproof plaster.

· Staff should attend Occupational Health within one hour of sustaining the exposure. The line manager must be notified of the incident so that cover and transport can be arranged and an immediate investigation into the incident commenced, including obtaining details of the source patient.

· If outside normal working hours, or weekends or public holidays, the recipient should present to the nearest Accident and Emergency Department and report the incident to the relevant Occupational Health Service on the next working day.

· The recipient must complete an incident form as soon as is reasonably 
possible.

For details of the action required in the event of a patient or visitor sustaining an exposure to blood or other bodily fluid / inoculation injury see Appendix 5.

9.2
Risk assessment and management of the exposure 

Source patient details

In order for a risk assessment to be made of the incident, the Occupational Health Service or A & E will need the following source patient details if available: 

· Name, date of birth, hospital / MPI number

· Diagnosis

· Consultant / GP

· Risk factors for blood-borne viruses

All source patients should be tested, with their informed agreement, for:

· HIV antibody

· Hepatitis C antibody

· Hepatitis B surface antigen

In the case of source patients from the community, the Occupational Health Service will contact the relevant GP by telephone and letter to request the above tests are carried out (Appendices 6 & 7). However, the recipient should never be responsible for approaching the source patient in regards to testing. Should there be difficulties in obtaining blood tests through the GP the Clinical Performance Manager (Primary Care Commissioning Directorate) should be contacted by the Occupational Health Service and asked to contact the practice.

The management of the incident and the decision on whether prophylaxis will be offered following an exposure incident will be dependent upon a number of factors:

· Type of injury sustained (i.e. mucocutaneous or percutaneous).

· Whether the source of the exposure is known to be HIV, hepatitis B or hepatitis C positive; if positive to any blood-borne infection, their stage of illness will 
affect their degree of infectivity.

· Whether the material to which the recipient has been exposed is 
blood or 
other potentially infectious body fluid (as listed in section 3.0 above).

· Size and volume of the inoculum, i.e. whether a needle is hollow etc.

· Depth of injury.

· Visible blood on the device that caused the injury.

· Whether the needle had been placed in an artery or vein.

· Whether the inoculum is fresh or dried.

Blood will be taken from the recipient for Hepatitis B antibodies (vaccination / booster will be given as required). This sample will be saved within the laboratory for at least 2 years.
In addition to the above, tetanus immunisation and antibiotic treatment will be considered in the event of a bite being sustained (human or animal).  
10.
Specific Risks

10.1 
HIV 

Background Information

The risk of HIV transmission following a significant percutaneous exposure to HIV-infected blood is about 3 per 1,000 injuries. The risk of contracting HIV from a mucocutaneous exposure is less than 1 in 1,000. Studies have suggested that the risk is reduced by about 80% if zidovudine is taken as soon as possible (for a period of four weeks) after an occupational exposure. There is also evidence that in HIV-infected persons, the use of a combination of antiretroviral drugs suppresses viral replication. This, together with knowledge of zidovudine resistance in this population, has led to the introduction of combination antiretroviral drug prophylaxis following occupational exposure to HIV (See Appendix 8). 

Treatment should be started within one hour of the exposure (but may be worth considering up to two weeks from exposure), and will need to be taken for four weeks following exposure. Therefore it is extremely important that the HIV risk is assessed immediately following an exposure.  

Post Exposure Prophylaxis should be considered following significant exposure of the recipient to blood or other high-risk body fluid known to be, or strongly suspected of being, infected with HIV. 

Post Exposure Prophylaxis is not usually indicated following a human bite unless there has been blood visible in or around the mouth of the source patient.

Risk assessment 


High risk factors for HIV infection in source patient:

· Homosexual / bisexual

· Intravenous drug use (previous or current)

· Many sexual contacts (heterosexual and / or homosexual)

· Haemophiliac exposed to blood products before 1985

· Sexual contact / blood transfusion in a country with high HIV prevalence 

Unknown source

PEP is not usually indicated for an ‘unknown source’ (e.g. discarded needle and syringe) unless the sharp is visibly contaminated with blood or there is reason to suspect the needle may have been used by an IV drug user or the needle was found in an area where patients with HIV are treated.  However, each incident will be assessed for risk and PEP will be recommended if appropriate.

Source patient - known HIV positive / high risk for HIV infection 

If the source patient is identifiable and is deemed to be high risk, and the nature of the injury is also high risk, then post-exposure prophylaxis may be recommended whilst awaiting the HIV test / further assessment.  
The following information should be obtained regarding the source patient:

· Current viral load

· Current CD4 count

· Patient’s current drug regimen, including previous resistance to antiretrovirals

· Resistance assays (if available)

If the source patient is HIV positive and is likely or known to have a virus resistant to any of the standard PEP drugs, the PEP regimen may need to be modified. It is therefore essential that a thorough drug history of the source patient is obtained. 

All health care workers occupationally exposed to HIV should have follow-up counselling, post-exposure testing and medical evaluation, whether or not they receive PEP, and should be encouraged to seek medical advice about any acute illness that occurs during the follow-up period.

Post-exposure prophylaxis (PEP)

Post Exposure Prophylaxis (PEP) may be prescribed by HIV specialists, Genito – Urinary Medicine Clinic, medical teams, Accident and Emergency or Occupational Health Physicians and Advisers. The standard PEP regimen within the Brent Occupational Health Service is currently as outlined below (please note that if attending an A&E Department, this may vary slightly):

Post-Exposure Prophylaxis (PEP)

There are two phases to a standard course of PEP, summarised in the following tables. PEP must be continued for 28 days to be effective.

Day 0-4

	Drug
	Strength and Form
	Dose
	Length of course 

	Truvada ® tablets

	Tablets containing 245mg Tenofonir and 200mg Emtricitabine
	ONE (1) tablet DAILY

	4 days

	Kaletra ® tablets
	Tablets containing 200mg Lopinavir and 50mg Ritonavir
	TWO (2) tablets TWICE a day with or without food
	4 days


The starter pack provided only contains enough medication for the first four days; the recipient will need to collect more medication at their follow up visit.

Day 4-28

	Drug
	Strength and Form
	Dose
	Length of course 

	Truvada ® tablets

	Tablets containing 245mg Tenofonir and 200mg Emtricitabine
	ONE (1) tablet DAILY

	24 days

	Kaletra ® tablets
	Tablets containing 200mg Lopinavir and 50mg Ritonavir
	TWO (2) tablets TWICE a day with or without food
	24 days


In addition staff may also be given medication to control nausea (sickness) and diarrhoea.

	Drug
	Strength and Form
	Dose
	Quantity

	Domperidone
	10mg tablet
	ONE (1) tablet THREE times a day when needed for nausea or vomiting 
	Pack of 30

	Loperamide 
	2mg tablet
	TWO (2) tablets at the first sign of diarrhoea or loose bowel motion then ONE (1) tablet when needed thereafter
Maximum of 8 tablets in 24 hours
	Pack of 30


Recipients will usually be provided with a ‘starter pack’ by whichever Department is assessing the injury, and further prescriptions will be supplied as appropriate. The drugs may be changed on the advice of an HIV Consultant (i.e. if the source patient has developed a resistance to the ‘triple therapy’).

It is recommended that BCS / practice staff are fully aware of the implications and potential side effects of PEP, so that they can decide in advance whether or not they would take it if it was recommended. 

The recipient must be given written information on PEP (Appendix 8) and advised that the course of PEP is usually four weeks. The possibility and nature of side effects of the drugs should be discussed, as well as any drug interactions.   

Recipients who develop severe side effects may need time off sick.  Therefore, there may need to be some discussion with the manager and Human Resources as to how this should be recorded on the sickness record.  Any discussion with the manager / HR should be agreed with the recipient in advance, and confidentiality will be maintained.

Prior to PEP being commenced, the recipient should have baseline serology for:

· Full Blood Count

· Urea and Electrolytes 

· Amylase

· Liver Function Tests

· Lipid profile

· Blood glucose

PLUS a pregnancy test in females (urine test) if indicated. If the pregnancy test is positive this will need to be discussed with the appropriate Gum consultant prior to commencement of any PEP.

The recipient will need serology checked weekly / fortnightly depending on PEP prescribed and these tests will normally be carried out in the appropriate Occupational Health or HIV PEP clinic.  

The recipient will be offered regular follow-up appointments by OH or the HIV PEP Clinic for 3 months. An HIV antibody test will be offered at regular intervals post-exposure. At least 12 weeks should elapse after cessation of PEP before a negative antibody test can be used to reassure the recipient that infection has not occurred. A negative test at 12 weeks provides a very high level of confidence of freedom from infection (DH, 2008). Longer follow up with additional testing may be indicated in more complex cases.

There are no work restrictions during the follow-up period, but the recipient should be advised: to use barrier methods of contraception; not to donate blood; to discontinue breast-feeding if applicable; to avoid pregnancy if applicable.

In the event of the recipient testing positive for HIV antibody, he / she will be seen by a Consultant Occupational Health Physician for advice regarding working practices and onward referral to the Specialist HIV Team.  

All exposures to a HIV positive source or exposures that require PEP will be reported to the Health Protection Agency under the anonymous reporting scheme and to the HSE under RIDDOR (1995).  In addition, information may be shared between the Occupational Health and HIV departments, as is necessary for the care of the recipient. This will always be treated in medical confidence.

10.2  
Hepatitis B

Background Information

The prevalence of hepatitis B within the UK is not known with certainty, but recent figures suggest that approximately 1 in 2,500 new blood donors are hepatitis B positive. Antenatal clinics in certain inner-city areas report hepatitis B carriage in up to 1 - 5% of women.

The risk of transmission of hepatitis B following a percutaneous injury has been shown to be approximately 30% when the source patient is infected with hepatitis B and is ‘e’ antigen positive.

All staff who come into contact with blood and other body fluids must be protected by immunisation against hepatitis B via the Occupational Health Service (including all domestic and portering staff, and any other staff who handle blood or body fluids, specimens, sharps / sharps containers or clinical waste). 

Risk assessment 

High risk factors for hepatitis B include:

· Homosexual men

· Previous residence in a country where hepatitis B is prevalent

· Previous or current intravenous drug use

Unknown source

If the source patient is unidentified (e.g. discarded needle and syringe), hepatitis B should be considered a risk if there is reason to suspect the needle might have been used by an IV drug user. 

Follow-up of the recipient


The recipient’s immunity to hepatitis B (surface antibody) must be assessed at the time of the incident. Individuals who have responded to hepatitis B vaccine (surface antibody >100miu/ml) in the past are considered immune.

Booster doses should be given if the recipient’s hepatitis B status is unknown or if the individual has a hepatitis B surface antibody level of 10-100 miu/ml.

Recipients who are not known to be immune to hepatitis B 
Specific hepatitis B immunoglobulin (HBIG) is normally used to confer passive immunity after exposure to blood or body fluids from a patient who is known to be infected with hepatitis B or who is deemed to be high risk for hepatitis B. The dose of HBIG for adults is 500iu given preferably within 48 hours, and not later than a week after exposure. Immunoglobulin is available through Virology.  

If the recipient is previously unvaccinated and is not naturally immune, a hepatitis B vaccination course should be commenced at the same time as HBIG is given. An accelerated immunisation schedule should be followed with doses given at 0, 1, 2 months and a booster dose after one year.

Recipients who are ‘non-responders’ to hepatitis B vaccine should be given HBIG as detailed above. The recipient will be offered testing for the presence of hepatitis B infection at 6, 12 and 24 weeks, following exposure to a source known to be infected with hepatitis B.

There are no work restrictions during this follow-up period.

Although the Department of Health does not currently recommend restrictions regarding pregnancy or breast-feeding for individuals who are actually infected with hepatitis B, the recipient may wish to consider delaying pregnancy and using barrier methods of contraception during the 6 month follow-up period. Blood donation is likely to be contra-indicated during the follow-up period.

In the event of the recipient testing positive for hepatitis B infection during the follow-up period, he / she will be seen by the Consultant Occupational Health Physician for advice regarding working practices and referral to a hepatitis B specialist.

Occupational Health will report all exposures to a source known to be positive for hepatitis B to the Health Protection Agency under the anonymous reporting scheme.

10.3    Hepatitis C

Background Information

Studies suggest that the prevalence of hepatitis C in Western Europe is below 2.5% of the general population. It is estimated that a recipient who has received a significant inoculation injury from a source who is hepatitis C positive, has approximately a 3% chance of developing the infection themselves. Although there is currently no post-exposure prophylaxis for exposure to hepatitis C, it is important that appropriate follow-up of the exposure is carried out, in order that an appropriate specialist referral and possible treatment for the recipient can be commenced if necessary.
All source patients should be tested for hepatitis C antibody and, if this is positive, a viral load RNA test should be carried out by PCR.

Risk assessment

High risk factors for hepatitis C include:

· Intravenous drug use – either past or present

· Previous residence in a country where hepatitis C is prevalent 

· Blood transfusion before screening introduced in UK / abroad 

Follow-up for the recipient

The recipient will be advised that there is currently no vaccine or post- exposure prophylaxis for hepatitis C.  However, there is some evidence that early treatment of acute hepatitis C infection may prevent chronic hepatitis C infection.

The current Department of Health guidance advises the following:

Source patient – hepatitis C antibody positive:



· Liver function tests 

· Hepatitis C RNA at 6 and 12 weeks post-exposure

· Hepatitis C antibody at 6, 12, 24 weeks (and up to 1 year in very 
high risk cases)
Source known not to be infected with hepatitis C:

Recipient to be followed up if symptoms of liver disease develop

Hepatitis C status of source patient unknown:

· High risk – manage as known positive source

If the source patient is unidentifiable (e.g. discarded needle and syringe), hepatitis C should be considered a risk if there is reason to suspect the needle might have been used by an IV drug user. 

· Low risk – follow-up blood test for hepatitis C antibody at 24 weeks

Advice to be given to recipient during follow-up period:

There are no work restrictions during the follow-up period.

Although the Department of Health does not currently recommend restrictions regarding pregnancy or breast-feeding for individuals who are infected with hepatitis C, the recipient may wish to consider delaying pregnancy and using barrier methods of contraception during the 6-month follow-up period. Blood donation is likely to be contra-indicated during this period.

In the event of the recipient becoming infected with hepatitis C during the follow up period, he / she will be seen by the Consultant Occupational Health Physician for advice regarding working practices and referral to a hepatitis C specialist.

Occupational Health will report all exposures to a source known to be positive for hepatitis C to the Health Protection Agency under the anonymous reporting scheme.

11.
Health Care Workers Infected With Blood-Borne Viruses


See the BCS Blood Borne Viruses and Health Care Workers Policy 


12.
Patient / Visitor Exposure to Blood or Other Bodily Fluid
This policy is predominantly aimed at health care workers who may be exposed to the blood or body fluid of a patient. However, situations may also arise where a patient, visitor or carer is exposed to the blood or body fluid of a member of staff or other patient. This may occur either during health care activity whilst on a domiciliary visit or on BCS premises. In these circumstances, the person who has been exposed must be advised to attend A&E preferably within 1 – 2 hours of the incident. Assistance may be required from BCS to facilitate this. For BCS in - patients, the medical assessment (as for staff exposures) should be performed by the attending medical team within the same time frame. An incident form must always be completed (See Appendix 5).
13.
Monitoring Compliance 
· Service leads should use the Sharps audit tool (appendix 2) to carry out an audit annually. 
· The Infection Control Team will audit compliance with this policy  annually covering the following NHSLA minimum requirements:
· duties
· reporting arrangements in relation to inoculation incidents

· process for the immediate management of an inoculation incident (including prophylaxis)

· support available for those who are involved in or affected by an inoculation incident
· organisation’s requirements in relation to staff training, as identified in the training needs analysis
· The outcome of the audit will be shared with the Senior Management Team and Service Leads
· Service Leads will use the Assurance Form (Appendix 3) to locally manage and  document embedding of this policy and will put action plans into place where required

14.
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APPENDICES

Appendix 1 - Equality Impact Assessment Tool

To be completed and attached to any procedural document when submitted to the appropriate committee for consideration and approval. 
	DOCUMENT AUTHOR: Lynn Leaver; Lazar Der Gregorian; Occupational Health Service, Central London Community Healthcare
	DIRECTORATE: Not applicable

	NAME OF DOCUMENT/POLICY/STRATEGY/PROCEDURE
Policy for the Prevention and Management of Exposures to Blood and Other Body Fluids


	NEW                      
EXISTING √
ASSOCIATED POLICIES, STRATEGIES OR PROCEDURES 
ICC 00: Infection Control Strategy

ICC 01: Hand Washing Policy

ICC 02: Decontamination Policy

ICC 03: Policy for the Management of Spillages of Blood and Other 

  
 Body Fluids

ICC 06: Policy for the Safe Collection and Transport of Clinical 



 Specimens

ICC 08: Blood Borne Viruses and Health Care Workers Policy

ICC 10: Policy for Standard / Universal Infection Control the Use of 


 Protective Clothing

ICC 12: Last Offices Policy

ICC 14: Policy for the Management of Communicable Disease

Clinical Waste

Incident Reporting and Management Policy

	DATE 19/04/2010
	


Aim/Status

	[a] What is the aim/purpose of the policy/strategy/procedure?
The purpose of this policy is to identify procedures for the prevention and management of occupational exposure to blood or body fluid, and to ensure that staff exposed to the blood or body fluids of a patient are managed in a consistent and timely manner.
The policy also outlines the actions required to be taken in the event of a patient or visitor to BCS services sustaining an inoculation injury or other exposure to blood or body fluid of a member of staff or fellow patient / visitor.

	[b] Who is intended to benefit from this policy/strategy/procedure and in what way?
Staff and patients in Brent Community Services through improved safety with regard to handling sharps and receiving the appropriate care in case of accidental inoculation injuries.

	[c] How have they been involved in the development of this policy/strategy/procedure?
Policy consulted on with key stakeholder and ratified by Clinical Advisory and Effectiveness Group and Brent Community Services Committee.

	[d] How does it fit into the broader corporate aims?
The policy forms part of the organisation’s compliance strategy with the requirements of the Care Quality Commission and statutory compliance with the Health and Social Care Act 2008.

	[e] What outcomes are intended from this policy/strategy/procedure?
Greater safety for staff handling sharps and minimising inoculation accidents for both staff and patients.

	[f] What resource implications are linked to this policy/strategy/procedure?

None


Impacts

	[a] what is the likely impact [whether intended or unintended, positive or negative] of the 

    initiative on individual users or on the public at large?

Raise staff awareness of sharps safety

	[b] Is there likely to be differential impact on any group? If yes, please state if this impact 

     may be adverse and give further details [e.g. which specific groups are affected, in 

     what way, and why you believe this to be the case]

No

	[i] Grounds of race, ethnicity, 

    colour, nationality or 

    national origin 
	Please tick box

no
	 Please tick box

[image: image1.jpg]NHS

Brent Community Services



Adverse?         Please give 

                         further details 

	[ii] Grounds of sex or marital

     Status Women and Men
	no
	 Adverse?         Please give 

                    further details 

	[iii] Grounds of gender:

      Transgender or 

      Transsexual People
	no 


	 Adverse?         Please give 

                         further details 

	[iv] Grounds of religion or belief:

      Religious /faith or other 

      Groups with a recognised 

      belief system  
	no 


	 Adverse?         Please give 

                         further details 

	[v]  Grounds of disability
	no            


	 Adverse?         Please give 

                         further details 

	[vi] Grounds of age:

      Older people, children

      and Young people                           
	no


	 Adverse?         Please give 

                         further details 

	[vii]   Grounds of sexual 

         orientation:

         Lesbian, gay, bisexual
	no               


	 Adverse?         Please give 

                         further details 

	[viii] Grounds of carers:

       Older relatives, children
	no                 


	 Adverse?         Please give 

                         further details 

	[ix] Grounds of human rights

 
	no                 
	 Adverse?         Please give 

                        further details 

	Is the policy directly discriminatory?

     No  


	Is the policy indirectly discriminatory?

No

If you said yes, is this objectively justifiable or proportionate in meeting a legitimate aim

yes                             no 
	Is the policy intended to increase equality of opportunity by permitting positive action or action to redress disadvantage

No 

	If the policy is unlawfully discriminatory it must go to a full impact assessment (please 

Contact the Equality, Diversity & Human Rights Advisor – Human Resources Directorate)

	Persons conducting EqIA
	Nolan Victory, Shirley Parker, Kanta Kerai

	Signed: 
	Date: 28th April 2010


Appendix 2 – Sharps Audit Tool

Area:


Audit carried out by:
Date:

                      Questions                                                       Yes   No
 Comments

	EQUIPMENT
	Are approved containers used in all cases?
	
	
	

	
	Are containers correctly assembled (i.e. lids secure?)
	
	
	

	
	Are NPSD systems available?
	
	
	

	
	Are containers sited appropriately
	
	
	

	
	Are sufficient containers available (e.g. in every room / bay, on drug / crash trolley)?
	
	
	

	PRACTICE
	Are NPSD systems used correctly or sharps containers available at the point of use?
	
	
	

	
	Are appropriate sharps containers used for various purposes (e.g. are sizes suitable)?
	
	
	

	
	Are sharps containers used solely for sharps disposal?
	
	
	

	
	Are sharps containers temporarily closed when not in use
	
	
	

	
	Are sharps containers only filled to the fill-line i.e. not overfilled?
	
	
	

	
	Are sharps containers regularly disposed of?
	
	
	

	
	Once filled, are sharps containers securely closed?
	
	
	

	
	Are containers correctly labeled?
	
	
	

	
	Are storage trunks/cupboards locked?
	
	
	

	
	Are NPSD tray systems visibly clean? (note number contaminated in comments)
	
	
	

	
	Are syringes disposed of without detaching needles, being re-sheathed, cut or bent?
	
	
	

	AWARE-NESS
	Are safety posters clearly displayed?
	
	
	

	
	Can a member of staff describe correct disposal procedure?
	
	
	

	
	Can a member of staff describe the procedure to be adopted following a needle stick injury?
	
	
	

	Any other issues to be reported?




Appendix 3 – Assurance Form
Policy for the Prevention and Management of Exposures to Blood and Other Body Fluids 
Department: …………………………...

I have read and understood the above document and agree to abide by its content.

	Name
	Signature
	Date

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


Flow Chart for the Management of Occupational Exposure to Blood or Other Bodily Fluid
Brent Community Services, Brent General Practices & Brent General Dental Practices
 













   







 




  








Flow Chart for the Management of an Exposure of a Patient or Visitor to Blood or Other Bodily Fluid
(Whilst visiting Brent Community Services, a Brent General Practice or Brent General Dental Practice)
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Appendix 6


LETTER TO GP REQUESTING SOURCE PATIENT TESTING

Private and Confidential

Date: 

Dear Colleague

Source patient involved in a body fluid exposure to a health care worker

Patient name:……………………………………………………………………….. 

The Occupational Health Service at Sudbury Primary Care Centre has an agreement to provide occupational health services to Brent Community Services.

A member of BCS staff has been exposed to blood / body fluids of the above named patient.

An initial risk assessment has been carried out and it is the BCS policy (in line with current DH guidance) to routinely test source patients for blood-borne viruses, so that we can advise and treat the recipient accordingly.  

Therefore we would be grateful if you could test this patient for Hepatitis B surface antigen, Hepatitis C antibody and HIV antibody (via a clotted blood sample). These results will need to be communicated to the Occupational Health Service at the above address so that we can inform and advise the individual member of staff.

Thank you for your help.

Yours sincerely,

Occupational Health Nurse Advisor 

Occupational Health Service, Central London Community Healthcare

Sudbury Primary Care Centre

Telephone: 020 3114 7240

Fax:  0208 904 9760

CC 
Recipients Manager 

Appendix 7 

Advice for GPs Testing Source Patients for Blood Borne Viruses

When a health care worker has suffered a needlestick injury or other occupational exposure to blood or body fluids from a patient in the community and the Occupational Health Service considers it necessary that he/she be tested for a blood borne virus i.e. Hepatitis B, Hepatitis C, HIV, the patient's informed consent must be obtained before the test is undertaken. In reaching a decision for the need for testing, the Occupational Health Service will consider the fact that Brent carries a higher burden of prevalence for HIV and Hepatitis B than the UK average. Where testing is considered necessary, the Occupational Health Service will fax a written request to the GP of the source patient.

The information provided to the source patient can be verbal but should be supported by any available written material. It is essential to ensure that the source patient understands the information given and that consent to testing is obtained. Verbal consent is sufficient and this should be documented in the medical records (see BCS Policy for Consent to Examination or Treatment).

It is unlikely that testing would be required on an unconscious patient in the community, but if this were to be the case the issue of consent for testing for HIV or other communicable diseases is now governed by the Human Tissue Act 2004, which came into force on 1 September 2006. The Mental Capacity Act 2005, which is due to come into force in April 2007, will also affect the law in this area. GPs should refer to the latest guidance provided by the General Medical Council for further information with this regard by referring to the following website: http://www.gmcuk.org/guidance/news_consultation/update_to_serious_communicable_diseases_guidance.asp
For details of the contents of pre-test discussion, the GPs can refer to the document United Kingdom National Guidelines on HIV Testing (2006) which is available online at the following website: 

http://www.bashh.org/guidelines/2006/hiv_testing_june06.pdf
This document includes advice on the issue of insurance with regard to HIV testing. In short, patients should be reassured that a negative HIV test result, or the fact of having had a HIV test, should not affect an individual’s future applications for insurance. Patients should be informed that a positive result would affect their ability to get life insurance, mortgages and other financial services and products (see the above document for more details). 

In addition, the Royal College of General Practitioners has produced a guidance for blood-borne virus testing (2006), which includes a proforma designed to record and prompt appropriate discussion prior to HIV and Hepatitis C testing and to ensure fully informed consent is obtained prior to testing. A modified version of the proforma specifically for the purpose of source testing in cases of staff exposure to blood or other body fluids is attached. The original document can be accessed electronically at the following website:

http://www.rcgp.org.uk/docs/clinical_%202nd%20d%20bbv%20testing.doc
To obtain patient’s consent to undergo the test, the GP may start the discussion in the following way:

1. Reason for test discussion

Nature of incident
How test will alter the management and prophylaxis for the staff member 

2.
Risk assessment 


Nature of risk to staff member  

3.
Previous tests 


History of HIV or other BBV tests in the past 3 to 6 months


History of any relevant sexually transmitted diseases

The patient should also be reassured of the confidentiality of the results but should be informed that the result is to be disclosed to the referring Occupational Health Service and subsequently to the healthcare worker who was exposed to his/her blood.
Proforma for BBV Testing of Source Patients by General Practitioners

Patient Name:                                 

DOB: …./…./…… 
Date of Interview: …./…./……
1.
Patient knowledge and awareness checklist

· What these initial tests can tell us

· Antibodies take 3 (HIV) – 6 (HBV and HCV) months to develop – repeat test required?

· What further tests may be needed (HCV PCR if ab +ve)

· Natural history and disease progression – impact of treatment

· Monitoring and treatment – chronic illness but not cure

· Harm reduction – safer sex and safer injecting

· Life assurance and mortgage issues including confidentiality

· Patients understanding of risk factors

· Pregnancy issues

2.
Support and coping considerations

How would you feel if you were positive? 
What would be the worst thing?
Who would you tell?
Is this the right time for a test? 
Who can offer you support whilst waiting for result and if you get a positive result?

3.
Taking the tests

Advised regarding the window period for HIV? 


Yes / No

Advised that may need to repeat any test?



Yes / No

Appointment for result      





…./…./…
Support whilst awaiting result                     Partner, friend, GP, other agency
4.
Giving the result 
Specialist referral required?





Yes / No
5.         Useful contacts for HIV/AIDS support organisations:


National AIDS and Sexual Health Helpline: 0800 567 123


Free and confidential telephone service with advice about HIV/AIDS, sexual health, STD's, local services, clinics and support services

http://www.tht.org.uk/

Terrence Higgins Trust is the leading HIV and AIDS charity in the UK

Tel: 0845 12 21 200


http://www.nam.co.uk
NAM is a community-based UK organisation which provides HIV information both to the general public and professionals 
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HIV Post-Exposure Prophylaxis: Drug Information Sheet - TRUVADA and KALETRA

There is evidence that a combination of antiretroviral drugs, known as post-exposure prophylaxis (PEP), commenced as soon as possible (preferably within 1 hour) after a potential occupational exposure to HIV and continuing for 4 weeks, reduces the risk of infection.  

Please read this fact sheet carefully before taking your medicine. If you have any questions or are unsure about anything, ask the prescribing doctor and / or the Occupational Health Adviser.

Truvada is a preparation that contains both tenofovir and emtricitabine in one tablet.  Tenofovir, belongs to a class of drugs called nucleotide analogues or nucleotide reverse transcriptase inhibitors. Emtricitabine belongs to a class of drugs called nucleoside analogues or nucleoside reverse transcriptase inhibitors. Please speak to your clinic doctor or pharmacist if you would like more information about how these drugs work.

Before taking Truvada

Tell your doctor about:

· All other drugs that you are taking, including any that you buy over the counter in a community pharmacy and any herbal medicines

· Any previous allergy to any other medicines

· If you have ever had any liver or kidney disease

· If you have ever had any bone disease

· If you are pregnant or thinking about becoming pregnant.

Taking your Truvada

· Truvada is a blue capsule shaped tablet marked  with 701 on one side and “Gilead” on the other. It is a fixed dose combination containing tenofovir 245mg and emtricitabine 200mg

· The recommended dose is one tablet daily

· It is recommended that Truvada should be taken with food or a light snack to improve the absorption of the tenofovir from the combination tablet

· Truvada works better if there is a constant amount in your bloodstream. It is therefore very important to take the tablets regularly. If you forget a dose, take it as soon as you remember. If it is almost time for your next dose anyway, forget about the missed dose. Wait and take the next dose at the regular time. Do not double the next dose.

Do not run out of truvada. If you are going on holiday and need extra supplies - tell your doctor. Your pharmacist will check that you have enough to last until your next appointment.

Other drugs and Truvada

There are some cautions and contra-indications to the individual components of Truvada:

Tenofovir

Tenofovir should be used cautiously with any drugs that can be renally toxic (cause kidney problems). 

Tenofovir can lead to increased blood levels of didanosine. If you are also taking didanosine, after consultation with your clinic doctor, the dose of didanosine may be lowered to 250mg (or 200mg depending on your weight). We recommend that if you are prescribed didanosine, you take the didanosine and tenofovir together, with some food. 

Side Effects:

· Diarrhoea

· Nausea and vomiting

· Flatulence

· Dizziness

Emtricitabine

Emtricitabine should not be taken in combination with lamivudine (3TC). 

Side Effects:

· Diarrhoea

· Nausea and vomiting

· Fatigue

· Headaches

· Rash or change in skin colour

· Dizziness

· Insomnia

Lactic acidosis has been reported with the use of nucleoside analogues. Your doctor will monitor lactate levels, but inform your doctor if you have the following symptoms: nausea, vomiting, abdominal pain, loss of appetite, weight loss, rapid, deep breathing or muscle weakness.

If you experience any of the side effects above or any new symptoms after you start Truvada, tell your doctor who will tell you what to do. If you decide to stop taking Truvada, it is important that you tell your doctor so that they can discuss other treatment options with you.

Admission to hospital

If you are admitted to hospital please bring all your medicines with you. This is especially important for anti-HIV drugs, as they have to be taken regularly.

Storing Truvada

Truvada tablets should be stored at room temperature and be kept in the original container.

Kaletra

Kaletra is an inhibitor of the Human Immunodeficiency Virus (HIV) protease enzyme. Protease inhibitors are used in the treatment of HIV infection in combination with other drugs.  

Protease is one of HIV’s enzymes; its role is to break up the long chains of HIV proteins that are produced inside infected cells into shorter pieces that HIV needs to make new virus particles. Protease inhibitors prevent protease from cutting the protein chains and thereby reduce the number of new active copies of HIV that can infect other cells.

Before taking Kaletra

Tell the prescribing doctor:

· If you are allergic to lopinavir, ritonavir or any of the other ingredients contained in Kaletra

· If you have severe liver problems or have ever had any liver or kidney disease

· If you are taking products containing St John’s Wort; this must be stopped as it may prevent Kaletra working properly
· Kaletra should not be taken if you are taking any of the following medications: terfenadine or astemizole (for allergy symptoms), oral midazolam, triazolam (relief of anxiety or sleeplessness), pimozide (schizophrenia), cisapride (stomach problems), rifampicin (TB treatment), amiodarone (abnormal heart beat), vardenafil (erectile dysfunction), ergotamine, dihydroergotamine, ergonovine (headaches). 

Other drugs and Kaletra

Kaletra may interact with certain other medications with possible clinical effects. The use of the following medicines together with Kaletra should only take place on the basis of medical advice: 

· Medicines used to lower cholesterol (e.g. lovastatin or simvastatin)

· Some medicines affecting the immune system (e.g. cyclosporine)

· Various steroids (e.g. dexamethasone)

· Other protease inhibitors

· Certain medicines used to correct heart rhythm

· Antifugals (e.g. ketoconazole, itraconazole)

· Morphine–like medicines (e.g. methadone) 

· Anticonvulsants (e.g. carbamazepine, phenytoin)

· Warfarin

· Certain antibiotics (e.g. clarithromycin)

· Certain antidepressants (e.g. trazodone)

· Sedative agents (i.e. midazolam administered by injection)

· Oral contraceptive (may reduce effectiveness).

Taking your Kaletra 

Kaletra tablets are yellow, embossed with [Abbott logo] and “KA”. Each tablet contains 200mg of lopinavir and 50mg of ritonavir. The recommended dose of Kaletra is two tablets twice each day, i.e. every 12 hours. Kaletra tablets can be taken with or without food; it is important that they are swallowed whole and not chewed, broken or crushed.

The full course of Kaletra, as part of post-exposure prophylaxis, is usually 4 weeks. However, oweverHHyou will initially be prescribed a starter pack and you will need to ensure you attend a follow-up appointment with the prescribing doctor for a further prescription.

Side Effects

Like all medicines, Kaletra can cause side effects although not everybody gets them. The most common ones are:

· Insomnia

· Abdominal pain, loose stools, flatulence, dyspepsia, nausea and vomiting
· Dizziness, fatigue, headache and rash, paraesthesia. 
If you experience any of these side effects or any other new symptoms after you start Kaletra, tell the prescribing doctor or Occupational Health Adviser who will advise you of what to do. If you decide to stop taking Kaletra, it is important that you tell the prescribing doctor or Occupational Health Adviser, so that they can discuss other treatment options with you.

Storing Kaletra

This medication does not require any special storage conditions.
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Policy Ratification and Publication Template
	Policy Title (including version)
	Date

	Policy for the Prevention and Management of Exposures to Blood and Other Body Fluids – version 4

	19 April 2010

	Reason for Submission (Please Tick)

	Scheduled Review
√
New Policy

□ Urgent Amendments
□

Other


□
(Please specify)







	Purpose of Policy

	
The purpose of this policy is to identify procedures for the prevention and management of occupational exposure to blood or body fluid, and to ensure that staff exposed to the blood or body fluids of a patient are managed in a consistent and timely manner.

The policy also outlines the actions required to be taken in the event of a patient or visitor to BCS services sustaining an inoculation injury or other exposure to blood or body fluid of a member of staff or fellow patient / visitor.



	Supporting Evidence Please state list of reviewers/stakeholders and their job title (use a separate sheet if required) along with evidence of their participation in the review/creation of the policy.

	All members of the Infection Control Committee – approved 18th March 2010 
All members of the Clinical Advisory and Effectiveness group – approved 24th May 2010 
All members of the Brent Integrated Governance Committee – 26th May 2010 


	New Policy:
(Please reference sources of Best Practice used, and list applicable legislation)

	N/A

	Reviewed/Amended Policy:
(Please provide full details of changes made, reference sources of Best Practice used, and list applicable legislation)

	No clinical changes in this version
New template for equality impact assessment
New template for ratifying and publicising policies

	Policy Equality Impact assessed
(please state date)

	28th April 2010 

	Policy Approval 

	Name:
	Geoff Berridge 

	Signature:
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	Date:

	30th June 2010

	Policy Publication 

	Date policy is uploaded on the intranet via the Communications Department

	07/07/2010

	Policy to be  emailed to Heads of Services to discussed at team meetings and staff forums (specify date)

	05/07/2010

	Policy to be audited annually (Specify date of audit)

	Random audit to be carried out by members of the Infection Control Team or Infection Control Link Practitioners of relevant clinical disciplines in August 2010


Appendix 10
The following sections have been transferred from V.2 of ICC08, Health Care Workers and Blood-borne Viruses Policy as they are considered to be more appropriately placed in this policy. They will be added to the appropriate sections of the policy when it is next reviewed
Immunisation of Health Care Workers Against Hepatitis B

Hepatitis. B vaccine provides approximately 90% protection against this virus in recipients.

All health care workers who come into contact with blood and other body fluids must be protected by immunisation against hepatitis B (including all staff who handle sharps containers and clinical waste, domestics and portering staff).

Non-responders to the hepatitis B vaccine will be advised regarding their status and appropriate precautions required (see appendix 2).

For the purpose of hepatitis B testing and immunisation, all staff will be divided into 2 categories:

a) Staff carrying out exposure prone procedures (EPP workers)

b) All other staff who come into contact with blood and other body fluids, clinical waste and sharps containers.

Other Staff Who Come Into Contact With Blood and Other Body Fluids, Clinical Waste and / or Sharps Containers

Pre Employment:

· All staff working in clinical areas will have their hepatitis B immunity status assessed (if previously vaccinated). This assessment will be based on either blood testing at time of assessment, or on documentary evidence from a British Laboratory.

· Persons without evidence of immunity will be commenced on a vaccination programme for hepatitis B (accelerated schedule, see below).

· If staff refuse vaccination or are non-responders to vaccination, they will be given an information sheet regarding the actions to be taken in the event of an inoculation injury (see appendix 3). A signed copy will be retained in the records of that member of staff.

During Employment:

· The hepatitis B immunisation programme will be delivered by an ongoing programme of vaccination through the Occupational Health Department. It is the responsibility of the employee to ensure that their hepatitis B immunisation programme is kept up to date. 

· See appendix 1 and 4 for immunisation protocol and follow-up.

Records:

· All staff records are appropriately documented with the relevant immunisation information e.g. date, the batch number of the vaccine, and signature of the Occupational Health Nurse Advisor.

· This will be documented in the base line health care records for persons who are not involved in exposure prone procedures.

· All staff will be given a personal immunisation card.

Preventing the Transmission of Blood Borne Viruses 

The risk of contracting blood borne viruses can be decreased by the use of Standard Infection Control Precautions and immunisation against hepatitis B.

Standard Infection Control Precautions (SICP’s) include:

· Effective hand washing

· Covering cuts and abrasions with a waterproof dressing

· Safe use and disposal of sharps

· Appropriate use of protective clothing

· Safe management of spillages of blood and other body fluids

· Appropriate and safe disposal of clinical waste

· Effective decontamination of medical equipment etc.

Product information and immunisation schedule for Hepatitis B vaccines

	Name, strength and form of medicine.


	Inactivated hepatitis B virus surface antigen:

Engerix B®, 20 microgram/mL. Injection;

HBVAXPRO®, 5 micrograms/0.5mL. Injection;

HBVAXPRO®, 10 micrograms/mL. Injection;

HBVAXPRO®, 40 micrograms/mL. Injection.

	Legal category.
	POM.

	Dose / Dose range / Frequency.


	· See routine schedule table below 

	Route / Method.
	· Shake before use.

· Intramuscular:

· Adults and children into the deltoid region;

· Neonates and infants, the anterolateral thigh.

· Do not inject into the buttocks or intradermally: vaccine efficacy may be reduced.

· Do not give intravenously.

· Persons with bleeding disorders or thrombocytopenia: inject subcutaneously.

· Do not mix in the same syringe as other vaccines.

· Engerix B® may be given at the same time as Hib, BCG, Hepatitis A, Polio, MMR, Rubella, Diphtheria, Tetanus and Pertussis vaccines, but at different sites.

	Maximum total dose.


	· Individual doses x 4 at recommended intervals, see above.

· A single booster 5 years after the primary course may be sufficient to maintain immunity for those who continue to be at risk.

· Booster doses in the immunosuppressed including haemodialysis patients: refer.

	Additional patient advice.
	Vaccination must not encourage relaxation of good infection-control procedures.

General advice, see PGD WPCT 001/ Version3.

	Side effects and adverse reactions. Incidence will vary with brand.


	Common:

· local reactions; transient soreness, erythema, induration.

Rare:

· general: fatigue, fever, malaise, influenza-like symptoms;

· nervous system: dizziness, headache, paresthesia;
· gastro-intestinal system: nausea, vomiting, diarrhoea, abdominal pain;

· liver: abnormal liver function tests;

· musculoskeletal: arthralgia, myalagia; 

· skin: rash, pruritis, urticaria.

Very rare:

· general; anaphylaxis, serum sickness;

· cardiovascular: syncope, hypotension;

· nervous system: paralysis (Bell’s Palsy), peripheral neuropathies (polyradiculoneuritis, facial paralysis), neuropathy, neuritis (including Guillain-Barré syndrome, optic neuritis, transverse myelitis), multiple sclerosis, exacerbation of multiple sclerosis, encephalitis, demyelinating disease of the CNS, encephalopathy, meningitis, seizure;

· haematological: thrombocytopenia;

· musculoskeletal: arthritis, pain in extremity;

· respiratory: bronchospasm like symptoms;

· skin and subcutaneous tissues: angioedema, erythema multiforme, alopecia, angioneurotic oedema;

· vasculitis;

· lymphadenopathy.

	Interacting medicines.


	None reported.

See also the current BNF, Appendix 1: Interactions.


* ALWAYS REFER TO MANUFACTURER’S LITERATURE

	Schedule
	Dose
	Comment

	Routine Schedule
Repeat the first dose after 4 weeks and give a third dose six months after first dose.
	Adults 16 years and older 

Engerix B®
· 20 microgram (1mL)

HBVAX PRO®
· 10 microgram (1mL)
	· A different brand may be used to complete the course.

· For Engerix B® only children aged 10 to 15 years, the adult dose may be given if low compliance is anticipated, since a higher percentage of vaccines with protective levels is obtained after 2 injections at this dosage.

	
	Children, 1-15 years

Engerix B®
· 10 microgram (0.5mL)

HBVAX PRO®
· 5 microgram (0.5mL)
	

	Accelerated Schedule
To be given where more rapid immunisation is required.

Repeat the first dose after one month and give a third dose two months after the first dose and a fourth dose 12 months after the first dose.
	Adults 16 years and older

Engerix B®
· 20 microgram (1mL)

HBVAX PRO®
· 10 microgram (1mL)
	· A different brand may be used to complete the course.

· For Engerix B® only children aged 10 to 15 years, the adult dose may be given if low compliance is anticipated, since a higher percentage of vaccines with protective levels is obtained after 2 injections at this dosage.

	
	Children, 1-15 years

Engerix B®
· 10 microgram (0.5mL)

HBVAX PRO®
· 5 microgram (0.5mL)
	

	Rapid Schedule
To be given where very rapid immunisation is required i.e. travellers departing within one month.

Repeat the first dose after 7 days and give a third dose 21 days after the first dose.  Give a fourth dose 12 months after the first dose.
	Adults 16 years and older

Engerix B® 
· 20 microgram (1mL)


	Course must be completed with Engerix B® only.



	Booster
A single booster 5 years after the primary course may be sufficient to maintain immunity for those who continue to be at risk.
	Adults 16 years and older

Engerix B®
· 20 microgram (1mL)

HBVAX PRO®
· 10 microgram (1mL)
	Any brand may be given as booster. 

	
	Children, 1-15 years

Engerix B®
· 10 microgram (0.5mL)

HBVAX PRO®
· 5 microgram (0.5mL)
	

	Persons accidentally inoculated or otherwise contaminated with HBs AG positive blood
	Refer to local policy
	

	Infants born to hepatitis b surface antigen positive mothers

Engerix B®

Follow accelerated schedule3 as above.

HBVAX PRO®
Follow accelerated schedule3 as above.
	Engerix B®

· 10 microgram (0.5mL)

HBVAX PRO®
· 5 microgram (0.5mL)


	First dose given at birth with Hep B immunoglobulin injection, at separate site.

	Predialysis or dialysis adult patients

Engerix B®

Repeat three times at 1 month, 2 months and 6 months after the first dose.

HBVAX PRO®
Repeat twice at 1 month and 6 months after the first dose.  
	Engerix B®

· 40 microgram (2mL)

HBVAX PRO®
· 40 microgram (1mL)


	· HBVAX PRO® booster doses may be required in those with low antibody concentration.


Non Responder to Hepatitis B Vaccination

Overview
Manufacturers’ data shows that over 90% of people immunised have an immunological response to hepatitis B vaccination. At present Energix B produced by Smith Kline Beecham Pharmaceuticals and Hepatitis B Vax II produced by Pasteur Merieux MSD are the main vaccines available to NHS Trusts, both of which are recombinant vaccines.

There is evidence that revaccination with a different recombinant vaccine may produce an immunological response. It has been demonstrated that there is a significant shift in producing an antibody response with the Pasteur Merieux Hepatitis B Vax II in previous non responders to the Smith Kline Beecham Energix B vaccine (although it was noted that 40% of initial non responers still failed to respond (Zuckerman, 1997).

Factors affecting response include:

· Age

· Gender

· Obesity

· Insufficient dose

· Inappropriate injection site

· Genetic disposition (homozygotes showing poorer response than heterozygotes)

· Immunosuppression

This policy is aimed at those individuals who have failed to produce an adequate antibody response i.e. less than 10 miu/ml of hepatitis B antibody, to a completed course of either Energix B (Smith Kline Beecham) or Hepatitis B Vax II (Pasteur Merieux).

Procedure

Those individuals who have failed to produce any antibody response to vaccination must have a full hepatitis B screen performed prior to commencing further vaccination, in order to exclude previous hepatitis B infection.

If there is no antibody response, an accelerated course of the alternative vaccine should be offered, followed by an antibody test for hepatitis B two months following the third dose.

Continued Non Response

If an individual fails to produce an antibody response after an alternative hepatitis B vaccine has been given, they should be counselled as to the course of action to be taken in the event of an accidental inoculation injury. 

Non-EPP workers must be given an information sheet (see appendix 3). A signed copy must be kept in the Occupational Health records of the member of staff. 

EPP workers must return to the Occupational Health Department for six monthly blood tests for hepatitis B serology.

OCCUPATIONAL HEALTH WESTMINSTER
Occupational Health Safety & Training unit

Copland Suite

Wembley Centre for Health & Care

116 Chaplin Rd

Wembley, Middlesex HA0 4UZ

020 8795 6046/48

INFORMATION SHEET FOR STAFF WHO HAVE NO IMMUNITY OR UNKNOWN IMMUNITY TO THE HEPATITIS B VIRUS

(Non-EPP workers only)

The purpose of this information sheet is to inform you of the procedure to follow in the event of you having an accidental inoculation injury.

If you have:

1) failed to respond (sero-convert) following a course of hepatitis B vaccination, 

2) have not been vaccinated, or 

3) do not wish to be vaccinated, and have not had hepatitis B infection in the past

then you have no immunity to the disease. In this case, you will be at risk of contracting hepatitis B if you have an accidental inoculation injury.

An inoculation injury is defined as an incident where you have been exposed to the blood or other body fluid of a patient who is potentially a hepatitis B carrier. This may occur as the result of a needle-stick injury, or other inoculation injury such as a bite, or via a blood or other body fluid splash into your eyes, nose or mouth, or onto broken skin (see ICC 10: Policy for the Prevention and Management of Exposures to Blood and other Body Fluids).

If you have an accidental inoculation injury you MUST take the appropriate first aid action, then tell your manager immediately, contact the Occupational Health Department as soon as possible, and complete an accident form. If outside normal office hours you must attend the nearest Accident and Emergency Department. You will be given advice as to further investigations and treatment. It may be necessary for you to receive human immunoglobulin (antibody) in order to help prevent you from developing hepatitis B. However, there is a time limit within which this will be given. You must therefore seek medical advice as soon as possible.

In the event that staff refuse to have their blood taken to identify their hepatitis B status, this will result in their not being permitted to undertake exposure prone procedures within the Trust. 

Date Information sheet given to member of staff:_________________________

Name of member of staff:______________________  Department:__________

Name of Occupational Health Nurse Advisor:____________________________

FLOW CHART FOR IMMUNISATION AND FOLLOW-UP


INVESTIGATION OF HEPATITS B INFECTED HEALTH CARE WORKERS (HEPATITIS B SURFACE ANTIGEN (HBsAg) POSITIVE) WHO PERFORM EXPOSURE PRONE PROCEDURES

(Department of Health, 2000)




[image: image4]
Body fluid splashes into the eyes, mouth or onto a cut or skin abrasion





Needlestick injuries, cuts or bites that break the skin





Apply first aid


Wash with copious amounts of water





Apply first aid


Wash under running water. Cover wound with dressing





WITHIN ONE HOUR OF THE INJURY THE MEMBER OF STAFF MUST:





IN NORMAL WORKING HOURS (Monday-Friday 08.30 – 16.30)


Attend the Occupational Health Service at:


Sudbury Primary Care Centre, Vale Farm, Watford Road, Wembley, Middlesex HA0 3HG


Tel: 020 3114 7240





OUT OF NORMAL WORKING HOURS (Weekends & Evenings)


Attend the nearest Accident & Emergency Dept:  


NPH – Tel: 020 8869 3088


CMH – Tel: 020 8453 2666


StMH – Tel: 020 7886 6330 


or any other A&E if nearer 


Always inform the triage nurse that you have sustained a sharps injury / exposure to blood or other body fluid.








Initial advice and Risk Assessment 


Occupational Health / A&E will need source patient details: Name / DOB / Diagnosis / GP / Name of specialist / Possible risk factors for blood borne viruses


Emergency Treatment (if necessary)





Complete 


Incident Form 


IN ALL INSTANCES 








Contact Sudbury Primary Care Centre Occupational Health Service on the next working day 


Tel no: 020 3114 7240





All follow up arrangements will be co-ordinated by Occupational Health Service at Sudbury Primary Care Centre








Inform Manager





Body fluid splash into the eyes, mouth or onto a cut or skin abrasion





Needlestick injury, cuts or bites that break the skin





Apply first aid


The member of staff to whom the injury has been reported must carry out the following first aid:


Wash with copious amounts of water





Apply first aid


The member of staff to whom the injury has been reported must carry out the following first aid:


 Squeeze wound, wash under running water. Cover wound with a dressing





THE PERSON WHO HAS SUSTAINED THE INJURY MUST ATTEND THE NEAREST A&E DEPT WITHIN ONE HOUR OF THE INJURY.





The Site Facilities Manager must call and inform the nearest A&E Dept that the person will be attending and must outline the details / source of the incident (NPH – tel: 020 8869 3088, CMH – tel: 020 8453 2666, StMH – tel: 020 7886 6330 or any other A&E if nearer).





Transport may need to be arranged by the Site Facilities Manager i.e. minicab. The person and the Site Facilities Manager dealing with the incident must exchange contact details.





The person must be told to inform the triage nurse on arrival in A&E that they have sustained a sharps injury / exposure to blood/body fluid. 





Any needle / sharps bin involved in the incident must be stored safely to prevent further injury. These must be kept for further investigation of the incident. These must not be handed to the person to take to A&E.





A&E will need source patient details (if available) in order to assess the risk of the injury: i.e. name / DOB / diagnosis / GP / possible risk factors for blood borne viruses








INFORM THE SITE FACILITIES MANAGER





An Incident Form MUST be completed in ALL instances. The appropriate Service Manager & Assistant Director must also be informed within several hours of the injury being sustained.








EMT  


(EMT Governance)


* Mark Easton





▲Prescribing & Medicines Management Committee


* Dr Davendra Patel





Professional Executive Committee (PEC)


* Manish Prasad & * Carole Amobi  











Board Sub Committees





NHS Brent sub groups  





Key:











Performance Committee


Marcia Saunders





▲ Safeguarding Executive Committee


* Jim Connelly





Contract Monitoring Groups


Jo Ohlson & Thirza Sawtell








Brent Community Services sub groups








Health & Safety Committee


* Shirley Parker





Clinical Reference Group


* Nola Ishmael








Medical Devices Group


* Nola Ishmael








◊FISG


* Marcia Saunders


(Advisory)





Primary Care Contractors Performance Group


* Jo Ohlson








♦PBC GOV


* Gerald Zeidman





Integrated Governance Committee


*Christopher Brooks-Daw





*Committee/group Chair


▲Serves NHS Brent & BCS


◊Finance and Investment Strategy Group


♦Practice Based Commissioning Governance  


■Treatment outside Service Level


□ Brent Local Intelligence Network for Controlled Drugs








■TOSLA


* Jim Connelly





Decision Making Group


*Jo Ohlson











▲Audit Committee


* Chandresh Somani











▲ Remuneration Committee


* Hema Ghantiwala











Brent Community Services (BCS)


* Geoff Berridge











▲IT & Information Governance Group


* Jonathan Wise








▲ JNCC (Workforce)


* Charles Allen











▲ Capital Group


* Jonathan Wise














▲Infection Control Committee


* Jim Connelly








▲Clinical Audit & Research Steering Group


* Dr Ajit Shah











▲□Brent LIN


* Rashmi Rajyaguru














Appendix 11: Chart showing accountability of Committee Reporting to the Board





Trust Board











Give an accelerated course of alternative vaccine. If no response, counsel about follow-up of inoculation injuries. Consider whether regular testing is appropriate i.e. 6 monthly blood tests for EPP workers





Non Responder


Anti-HBc neg


Anti-HBs neg





Naturally Acquired Immunity


Anti-HBc pos


HBsAg neg





Current Infection


Anti-HBe pos


HBsAg pos





HBeAg positive





Check markers of infectivity (HBeAg / Anti-HBe





Not infected


Susceptible to infection





Not infected


Not at risk of infection





Immunised, response not documented





Immunised, response documented





Not Immunised





>10³ viral load - stop exposure prone invasive procedures. See appendix 5





<10³ viral load - annual retesting See appendix 5





EPP worker





Non-EPP worker





Test hepatitis B markers





Positive





Negative





Immunise 


(EPP workers rapid schedule)





Check anti-HBs two months after 3rd dose





Check anti-HBs 





HbeAg negative








Test for HBV viral load








Stop ‘exposure prone procedures’. Refer to Occupational Health Dept for treatment & advice





Action on Serology Results





Poor Response


Anti-HBs 10-100 miu/ml


(immediate booster dose may improve response)








Good Response


Anti-HBs > 100miu/ml





Non Response


Anti-HBs <10miu/ml





Test for markers of hepatitis B infection





Satisfactory response following a course/booster of hepatitis B. Follow up booster dose at 5 years. No further testing or booster doses required








Test for HBsAg





HBsAg positive





HBsAg negative





Test for e-markers








No restrictions





No 


e-markers





Anti-HBe positive





HBeAg positive





Practice restricted





Test for HBV DNA using genomic amplification assay at designated laboratory





HBV DNA not exceeding 10³ genome equivalents per ml





HBV DNA exceeding 10³ genome equivalents per ml





Practice not restricted but subject to annual testing





Practice restricted





Any hepatitis B infected health care worker associated with transmission of infection to a patient should cease performing exposure prone invasive procedures
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