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1.
AIM AND SCOPE OF POLICY

The aim of this policy is to identify procedures for the 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.

This policy has been jointly developed by the Occupational Health and Infection Control Services of Westminster, Kensington & Chelsea, and Brent PCTs. It applies to all PCT and practice staff within these areas.

2.
LEGISLATIVE FRAMEWORK

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.  

Whilst the ultimate responsibility for health and safety rests with the PCT Chief Executive, all managers have a responsibility to ensure a safe working environment for their staff.  

It is therefore every manager’s responsibility to ensure that all staff who could potentially be exposed to patient’s 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, and the correct action to take after occupational exposure.

Employees also have individual obligations, 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.

Both staff and managers should be aware of the procedure to be taken immediately following a blood or body fluid exposure.  Managers should ensure that each incident is fully reported, investigated and followed up, and action taken to prevent further exposures.

The PCT (and GP/GDP practices if appropriate) will report occupational exposure to blood-borne viruses to the Health and Safety Executive as appropriate (under RIDDOR, 1995) as described in the PCT Incident Reporting Policy.

The Occupational Health Department will store the records of staff who have been potentially exposed to blood-borne viruses for 40 years in line with the Control of Substances Hazardous to Health Regulations (COSHH, 2002).

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.

3. 
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.

4.
OCCUPATIONAL EXPOSURES TO BLOOD AND OTHER BODILY  

FLUIDS

An occupational exposure to blood or other body fluid can include :

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.
5. 
ROLES OF INVOLVED PARTIES

5.1
Role of the Occupational Health Departments

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

The Occupational Health Department will contact the relevant doctor (inpatient services) or GP to request source patient screening, by making one phone call and sending one letter, and will follow-up screening results and advise the recipient accordingly. Where there is difficulty in obtaining consent from the source patient, Occupational Health will contact the HIV Specialist Nurse who will be able to assist in obtaining informed consent.

See flow chart (Appendix 1)

5.2 
Role of Accident and Emergency Departments

Accident and Emergency Departments will assess and give emergency treatment to PCT and practice staff who have had an occupational exposure ‘out of hours’. Staff should then be referred to the Occupational Health Department for continued management.

5.3 Role of the PCT Infection Control Committee

The Infection Control Committee will monitor occupational exposure incidents through receiving quarterly incident statistics from the Occupational Health Departments, and will advise regarding prevention strategies and policy development.

5.4
Role of the manager

Managers should facilitate the implementation of this policy. They should report and thoroughly investigate any occupational exposure incidents, including reviewing their risk assessments under COSHH in the light of an incident having occurred.

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. The manager should assist in obtaining the source patient’s blood sample by contacting the relevant doctor (inpatient services) or GP as required, in liaison with Occupational Health. 

5.5 
Role of staff member (recipient)

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.

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.
6.
IMMEDIATE ACTION IN THE EVENT OF AN EXPOSURE TO BLOOD OR BODY FLUID

6.1 
Immediate action
The following procedure must be followed in the event of any exposure to blood or body fluid from any patient. See flow (Appendix 1) :

· 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 Department on the next working day.

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

6.2
Risk assessment and management of the exposure 

Source patient details

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

· Name, date of birth, hospital 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 Department will contact the relevant GP/GDP by telephone and letter to request the above tests are carried out (Appendix 2). 

However, to expedite this process it is also the responsibility of the recipient’s manager to ensure that these tests are carried out. Pre-test discussion and informed consent will be required (Appendix 3). Any appropriately trained and competent health care worker can approach the patient for this. However, the approach to the source should not be undertaken by the recipient. Where necessary, this can be carried out by the HIV Specialist Nurse. However, the manager of the recipient will be responsible for liasing with the HIV Specialist Nurse and providing the relevant information.
The management of the incident and the decision on whether prophylaxis will be offered following an exposure incident will be dependent upon a number 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: 

· Serum save (minimum 2 years)

· Hepatitis B antibodies (vaccination / booster will be given as required)

In addition to the above, tetanus immunisation and antibiotic treatment will be considered in the event of a bite being sustained (human or animal).  
7.
SPECIFIC RISKS

7.1 
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 4). 

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 

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 is currently :

· Combivir  (Zidovudine 300mg / Lamivudine 150mg twice daily)

· Nelfinavir 1250mg twice daily

For side effects:

· Loperamide (2mg after each loose stool)

· Metoclopramide (10mg as an anti-emetic)

Recipients will usually be provided with a ‘starter pack’ 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 PCT / 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 4) 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.

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 a follow-up appointment every week by Occupational Health or PEP Clinic for 6 months. An HIV antibody test will be offered at 6, 12, and 24 weeks post-exposure. At least 6 months should elapse after cessation of PEP before a negative antibody test is used to reassure the recipient that infection has not occurred.

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.  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.

7.2  
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 Department (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 

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 do 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.

7.3
 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

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 do 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.

8. HEALTH CARE WORKERS INFECTED WITH BLOOD-BORNE VIRUSES

See the PCT “Blood Borne Viruses and Health Care Workers Policy” 


9. PATIENT EXPOSURE TO THE BLOOD OR BODY FLUIDS OF A HEALTH CARE WORKER

This policy is 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 is exposed to the blood or body fluid of a member of staff. In these circumstances, the client must be advised to attend A&E preferably within 1 – 2 hours. Assistance may be required from the tPCT to facilitate this. For tPCT 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. 
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APPENDIX 2 


LETTER TO GP REQUESTING SOURCE PATIENT TESTING

Occupational Health Department

Private and confidential

Date:

Dear Colleague

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

Patient name __________________________________________________

The Occupational Health Department at ___________________________has an agreement  to provide occupational health services to___________________________Primary Care Trust.

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

An initial risk assessment has been carried out and it is the PCT 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 Department 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 Manager

CC 
Recipients Manager 

HIV Specialist Nurse (where necessary)

APPENDIX 3 

SOURCE PATIENT – BLOOD-BORNE VIRUS TESTING GUIDANCE

The issue of testing for blood-borne viruses should be raised with sensitivity and enough time allowed for discussion. The patient is going to be asked for his / her consent to testing, not persuaded.

Check that the patient is aware of the circumstances of the exposure.

Explain that transmission of blood-borne infections to health care workers is rare in the UK, but that the recipient can take four weeks of treatment to help reduce the risk of HIV transmission. The treatment consists of several tablets daily and can cause side effects. HIV prophylaxis is not necessary if the source patient does not have HIV.

Ask whether the patient has concerns about whether he / she has been put at risk from the recipient.

Propose the patient is tested for blood-borne viruses

The source patient may know he / she is HIV positive. If this is the case, the stage of disease will need to be investigated (viral load / CD4, past / current use of antiretroviral treatment, if known).

The source patient may not want to know the result. Options could include consent to disclose the result to the recipient only.

What are the source patient’s perceived risks for blood-borne viruses, particularly during the last 3 months? Is there any clinical indication of infection? What result would the source patient expect if tested?

Discuss personal and practical implications of having these tests, and the potential advantages of knowing the result.

Check source patient understands:
· how blood-borne viruses are transmitted

· the meaning of results

· the ‘window period’

· the testing procedure

· that consent is needed to test and for the result to be disclosed to the recipient

Has the source patient given fully informed consent? 
· Arrange follow-up appointment; ensuring that source patient knows when and where they can receive the result.

· If the source patient wishes to discuss the test further, or if a positive result is indicated, it may be beneficial to refer them to a Health Adviser in GU Medicine.
APPENDIX 4


INFORMATION REGARDING HIV POST-EXPOSURE PROPHYLAXIS DRUGS – COMBIVIR AND NELFINAVIR
It is thought 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.

Combivir

Combivir is a preparation that contains both zidovudine and lamivudine in one tablet.  Zidovudine and lamivudine are both used for the treatment of HIV infection, in combination with other anti-HIV drugs.  Combivir does not eradicate or kill all the virus in the body, but helps reduce the rate at which the virus reproduces itself.

HIV is unable to reproduce by itself; it needs a human cell to manufacture new viral particles. The virus enters a healthy CD4 cell and, once inside, converts its own material into DNA using the enzyme reverse transcriptase. This new DNA then acts as a blueprint, directing the infected cell to make new virus particles. The new viruses are released and can affect other healthy cells.  Combivir blocks the action of the reverse transcriptase enzyme.

Before taking Combivir 

Tell the prescribing doctor about:

· All other drugs that you are taking, including any that you buy over the counter.

· Any previous allergy to any medicines.

· If you have ever had any liver or kidney disease.

Taking your Combivir

· Combivir is available as a white tablet, containing 300mg of zidovudine and 150mg of lamivudine.

· The usual dose is one tablet twice each day.

· If you need to take a lower dose of zidovudine or lamivudine, e.g. if you have reduced kidney function, Combivir is not suitable for you. Your doctor will prescribe zidovudine and lamivudine separately.

· The doses should be divided equally throughout the day. Try to take the doses as close as possible to twelve hours apart, and at the same times each day.

· You can take the tablets before, with or after food. Taking doses after food may help prevent nausea, which may occur when you first start taking Combivir. Combivir works best if there is a constant amount in your bloodstream. It is therefore very important to take the tablets regularly. If you forget to take a dose, take it as soon as you remember.

The full course of Combivir, as part of the post-exposure prophylaxis, is usually 4 weeks. However, oweverHHyou will initially be given a ‘starter pack’ and you will need to ensure you attend a follow-up appointment with the prescribing doctor and / or PEP clinic for further prescriptions.

Side effects

Combivir like all medicines may have side effects.  The most important ones are:

Headache, nausea, vomiting, tiredness, diarrhoea, abdominal pain or cramps, insomnia, skin rash, muscle pain, lack of energy.

Some of these side effects may occur when you first start taking Combivir and they frequently disappear after 4 weeks of treatment.  If you experience any of these side effects, or any other symptoms, tell the prescribing doctor or Occupational Health Adviser who will advise you what to do.  If you decide to stop taking Combivir it is important that you tell the prescribing doctor or Occupational Health Adviser, so that other treatment options can be discussed with you.

Storing your Combivir

Combivir tablets should be stored at room temperature.

Nelfinavir  
Nelfinavir is also known as Viracept. It belongs to a class of drugs called protease inhibitors.  Protease inhibitors are used in the treatment of HIV infection in combination with other drugs. Nelfinavir does not eradicate or kill all of the virus in the body, but helps reduce the rate at which the virus reproduces itself. 

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 nelfinavir

Tell the prescribing doctor about:

· All other drugs that you are taking, including any that you buy over the counter.

· Any previous allergy to any medicines

· If you have ever had any liver or kidney disease

Other drugs and nelfinavir

Nelfinavir is metabolised (removed from the body) by the liver.  Some other drugs are metabolised in the same way. This is why it is important to tell your doctor about all the medicines that you take, even if you only take them occasionally. The doctor may decide to change some of your other medicines after starting nelfinavir, modify their doses, or alter your dose of nelfinavir.  Examples of drugs that are metabolised in the same way as nelfinavir and should NOT be taken are rifampicin, and the antihistamines astemizole (Hismanal) and terfenadine (Triludan).  
Taking your nelfinavir 

Nelfinavir is a light blue tablet, containing 250mg of nelfinavir. The recommended dose of nelfinavir is 1250mg (five tablets) twice each day or 750mg (3 tablets) three times each day. The doses should be divided equally throughout the day.

If you find it hard to swallow the nelfinavir tablets, then you can crush them up and mix the powder with water or in food.

Food can affect the amount of nelfinavir that you absorb. Nelfinavir should therefore be taken with or just after food.

Nelfinavir works best if there is a constant amount in your bloodstream.  It is therefore very important that you do not run out of nelfinavir. 

The full course of Nelfinavir, as part of the 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

Nelfinavir may have some side effects.  The most important ones are:

Diarrhoea (can usually be controlled with loperamide), headache, nausea (metoclopramide may be used to control this), fatigue, muscle pain, poor concentration.

If you experience any of these side effects or any other new symptoms after you start nelfinavir, tell the prescribing doctor or Occupational Health Adviser who will advise you what to do. If you decide to stop taking nelfinavir, it is important that you tell the prescribing doctor or Occupational Health, so that they can discuss other treatment options with you.

Storing your nelfinavir

Nelfinavir tablets should be stored at room temperature.

This information was adapted from information from the HIV/GUM pharmacy department at the Chelsea and Westminster Hospital.  









































































Needlestick injuries, cuts or bites that break the skin





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





Apply first aid


Wash under running water. Cover wound with dressing





Apply first aid


Wash with copious amounts of water





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





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


Attend appropriate dept as advised by Occupational Health at :


Wembley Centre for Health & Care


Chaplin Road, Wembley HA0





OUT OF NORMAL WORKING HOURS (Weekends & Evenings)


Attend the nearest Accident & Emergency Dept : 


Northwick Park Hospital (020 8864 3232) or any other A&E if nearer. Inform triage nurse that you have sustained sharps injury / exposure to blood/body fluid. 














Telephone: 020 8795 6046 (Monday – Friday 08.30 -16.30)


or Sharps Line 020 8962 7699 for immediate advice. 





Complete 


Incident Form 


IN ALL INSTANCES 








Inform Manager





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)





Contact Wembley Centre for Health & Care Occupational Health Department on the next working day 


Tel no: 020 8795 6046 





All follow up arrangements will be co-ordinated by Occupational Health Dept at Wembley Centre for Health & Care








                                     Brent  �


                      Teaching Primary Care Trust





                                Working with our partners for a healthier Brent 
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