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Standardised guidelines on the
management of injuries

esuch as needlesticks, bites, sexual exposures

where there is a risk of bloodborne viruses

ethat could be used in all relevant settings

ebased on best available evidence and
expert opinion
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Garda HIV infection ‘as

likely as asteroid strike’ -

Ray

Managh

THE risk of a garda contracting
diseases from infected drug
addicts is as likely as being
<truck by an asteroid, a High
Court judge was told in a test
case to define the real risk in
‘spit and bite’ incidents.

Ms Justice Mary Irvine said
the way to allay garda fears of
catching Hepatitis or HIV infec-
tion was through education.

The State has paid out more
than €30m in the past two years
for psychological disiress and
other injuries suffered by gardai

on duty.

~ URValnaple at WWW.emiItooIKIT.1e

Judge Irvine, in a judgment
on three “fear of disease” test
claims, said over-testing by doc-
tors and the imposition of sex
restrictions often caused unnec-
essary anxiety. The risk of being
Kkilled driving was much greater
than the risk of contracting HIV
or Hep C after an assault.

A search of medical litera-
ture produced only three cases
where HIV had been transmit-
ted by a bite.

Yesterday, she made awards
in the three cases of €6,000,
€7,000 and €15,000 respective-
ly, saying the gardai had been
maliciously assaulted. One had
been spat upon and the other
two bitten.
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Justice Irvine, High Court, 2010
(in the matter of An Garda Siochana (Compensation) Acts 1941)

“there are a number of factors contributing to the increasing
prevalence of fear of disease claims.....

(i) A lack of up-to date knowledge regarding the HIV and HCV
viruses and their susceptibility to treatment;

(ii) An absence of a real understanding as to the circumstances in
which blood testing and/or the imposition of restrictions on
unprotected sexual relations are warranted following
potential exposure; and

(iii) A grossly inflated view of the possible risk of transmission
of these viruses”

Available at www.emitoolkit.ie
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EMI Guidelines Working Group

Public Health
Medicine

Dr. Lelia Thornton(Chair)
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Emergency
Medicine
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& Control Nursing
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Medicine
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Dentistry
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Existing protocols/guidelines in Ireland

Differed in:

e Scope and setting - Occupational/non-occupational; type of
injuries covered, which BBVs
e Recommendations for recipient BBV testing
— which tests,
— store or test baseline,
— follow-up tests up to 3/12,6/12, 12/12,
— HCV testing at 2, 4, 6 weeks

e Approach to testing source — if incompetent or refuses
* [Information about quantifying risk

e Recommendations on post-exposure prophylaxis (PEP) for
HIV or hepatitis B

Available at www.emitoolkit.ie
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Type of injuries covered

e Needlestick or other
sharps

e Sexual exposure

e Human bites

e Exposure of broken skin
or mucous membranes

Available at www.emitoolkit.ie
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Presentation of guidelines

On-line version
Print version

On-line toolkit www.emitoolkit.ie

Available at www.emitoolkit.ie




&
e G .y Health Protection Surveillance Centre S
e $ Larionad Faire um Chosaint Slainte & ﬁlr_.#? ﬂ

Guidelines for the Emergency Management of Injuries
(including needlestick and sharps injuries, sexual exposure and human
bites) where there is arisk oftransmission of bloodborne viruses and
otherinfectious diseases

SMITOOLKIT

About EMI Guidelines >> Quick guide (Flow chart) FAEEAR GuideNnes

These guidelines are intended for use in emergency medical setlings o

where a patient first presents with an injury (including needlestick or => Needlestick injury

ather sharps injury, sexual exposure, human bite, exposure of broken Overview of EMI Guidelines

skin or of mucous membranes) where there is a risk of fransmission of

; e : : i i == Mucous membrane exposure
infection, in particular bloodborne viruses (BBY). e

These guidelines are relevant to injuries occurring to members of the =>» Sexual exposure :

publicin a community setting and also to injuries sustained Appendices
occupationally (such as to healthcare warkers (HCW) or members of the -

Garda). == Human bite

The terms “recipient” and “source” will be used throughout these => PEP and PEPSE Slide sets and articles
guidelines:

Recipient: the person who sustains the injury

Source: The source of the potentially infected material, eg the person an == Forms

whom the sharp was used, the person who bites, or the source of the
blood or body fluid. >> Blood testing
The BBVs considered in these guidelines are hepatitiz B virus (HBY),
hepatitis C virus (HCV) and human immunodeficiency virus (HIV). => Leaflets and letters

Feedback and suggestions
== Epidemiology of HBVIHCVIHIV
We welcome feedback from users on ways in which we can improve the
guidelines and the toolkit. Please email info@hpsc.ie with your

§ == Useful contacts
suggestions.
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Guidelines for the Emergency Management of Injuries
(including needlestick and sharps injuries, sexual exposure and human
bites) where there is arisk oftransmission of bloodborne viruses and
otherinfectious diseases

SMITOOLKIT

About EMI Guidelines >> Quick guide (Flow chart) Full EMI Guidelines

These guidelines are intended for use in emergency medical setlings o

where a patient first presents with an injury (including needlestick or => Needlestick injury

ather sharps injury, sexual exposure, human bite, exposure of broken Overview of EMI Guidelines

skin or of mucous membranes) where there is a risk of fransmission of

; e : : i i == Mucous membrane exposure
infection, in particular bloodborne viruses (BBY). e

These guidelines are relevant to injuries occurring to members of the =>» Sexual exposure :

publicin a community setting and also to injuries sustained Appendices
occupationally (such as to healthcare warkers (HCW) or members of the -

Garda). == Human bite

The terms “recipient” and “source” will be used throughout these => PEP and PEPSE Slide sets and articles
guidelines:

Recipient: the person who sustains the injury

Source: The source of the potentially infected material, eg the person an == Forms

whom the sharp was used, the person who bites, or the source of the
blood or body fluid. >> Blood testing
The BBVs considered in these guidelines are hepatitiz B virus (HBY),
hepatitis C virus (HCV) and human immunodeficiency virus (HIV). => Leaflets and letters

Feedback and suggestions
== Epidemiology of HBVIHCVIHIV
We welcome feedback from users on ways in which we can improve the
guidelines and the toolkit. Please email info@hpsc.ie with your

§ == Useful contacts
suggestions.




Management of injuries where there is risk of

bloodborne virus (BEBV) transmission

Exposure incident
needlestick, sharps, bite,

algorithms - appandices 3-6

l

Inftial wound management
Wound: Encourage blesding,
wiash, don't scrub, cover.
Eye splash: irrigate with water

l

Ma further action.
Reassure and
discharge

Ma

—

Is exposure significant?
ie high risk material AND
significant injury {se= side panal)

appendi 28Y

l?bs

-

Assess BBV status of source
(HEV. HCY HIV - spperdicas
Z1-2T)

-

{

Source known: Test
for BEV's or confirm
previous results, with
cansant

Eection3 )

Likeliho
and 31}

Source unknown or
does not consent:
assess risk basad on
circumstances and

ol of BEV

{=ection 3.3.3)

Assess BBV status of reciplent
History of HEV vaccination,
pravious tests for BEVs.
Take blood to test for BBVs or

stone (appendices 9 and 30 )

l

Clinical management of
reciplent basad on risk
assessment

{appendices 7 & H)

l

Tadl

eMi

Information and follow-up
Lewel of risk, precautions, fallow-up
for tests, vaccination, PEPR,
information, ST screen
(information leaflet appendts: 29)

High risk materials:
blood, seman, vaginal
sacretions, body fluidswith
visibla blood

Low risk materials:

uring nasal secretions,
saliva®, sputum, faaces,
vamit, sweat, tears — unless
vizibla blood

Significant injury:
percutaneous, hurnan bite®

wiith skin broken, ex posure
aof broken skin or mucous
rmembrane to blood or body
fluids, sexual exposure
{unprotected)

*If human bitewith novisible
blood, only risk is HEW.

MHon-significant injury:
superfidal graze, exposure of
intact skin, exposure to sterile
shamps

Source testing:

HBsAg, anti-HOV, HIV Agf
Ab. If HBsA g positive, test
HBeAqg, anti-HBe and viral
lead. If anti-HOV positive, test
HOW RM& andwiral Lead. I
HN positive, test viral load

Reciplent testing.
HBsAqg, anti-HBc, anti- HCW,
HN Agfah, +anti-HBEs

Clinical management

aof recipient may incude:
HBV PEP {vaccina + HBIG),
HN PEP; Emeargency
contraception; tatanus;
antibictics

Follow-up/referral may be
GP Occupational Health, 10y
SATLL STIVGUM

-3k
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Guidelines for the Emergency Management of Injuries
(including needlestick and sharps injuries, sexual exposure and human
bites) where there is arisk oftransmission of bloodborne viruses and
otherinfectious diseases

SMITOOLKIT

About EMI Guidelines >> Quick guide (Flow chart) Full EMI Guidelines

These guidelines are intended for use in emergency medical setlings o
where a patient first presents with an injury (including needlestick or => Needlestick injury
ather sharps injury, sexual exposure, human bite, exposure of broken Overview of EMI Guidelines
skin or of mucous membranes) where there is a risk of fransmission of
infection, in particular bloodborne viruses (BBY).

=> Mucous membrane exposure

These guidelines are relevant to injuries occurring to members of the =>» Sexual exposure :

publicin a community setting and also to injuries sustained Appendices
occupationally (such as to healthcare warkers (HCW) or members of the -

Garda). == Human bite

The terms “recipient” and “source” will be used throughout these => PEP and PEPSE Slide sets and articles
guidelines:

Recipient: the person who sustains the injury

Source: The source of the potentially infected material, eg the person an == Forms

whom the sharp was used, the person who bites, or the source of the
blood or body fluid. >> Blood testing
The BBVs considered in these guidelines are hepatitiz B virus (HBY),
hepatitis C virus (HCV) and human immunodeficiency virus (HIV). => Leaflets and letters

Feedback and suggestions
== Epidemiology of HBVIHCVIHIV
We welcome feedback from users on ways in which we can improve the
guidelines and the toolkit. Please email info@hpsc.ie with your

§ == Useful contacts
suggestions.




Management of BBV risk following exposure to needlestick/sharps in

occupational (appendix 17) or community setting (appendix 19)
Complete patient management form (appendix 1)

I
TOOLKIT

NO

Wound management: encauragk. bleeding, wash

!

Was the exposure significant - i.e. skin breached and a high risk material? (Section 2.4)

No risk of HBV/HCV/HIV
transmission. Reassure.
Give patient information
leaflet (appendlx 28)
and discharge letter
(appendix 35).

Acvise GPfoccupational
health follow-up
(Sectlon 2.4.7)

| ves

Assess BBV risk of source (Section 3.3). If source known, test for BBVs or confirm previous results (with
consent). If source unknown or does not consent, assess risk based on cireumstances and likelihood of BBV

!

Assess BBV status of recipiem (HBV vaccination, previous BBV tests, baseline bloods (Sectlon 3.4 and
appendix 2)). Clinical management of reciplent based on risk assessment (Section 4)

L~

See HEV PEP table
(appendix 8)

HIV PEP is recommended if the source is known HIV+ with a detectable viral load, and the injury is within the

past 72 hrs. If PEP indicated: see_ appendix 7, and follow checklist on patient management form appendix 1.

HIV FEF may also be considered where the following criteria are met:

+ Source is unknown but from a high prevalence group or area (e.g. needle and syringe discarded in a location
where IDUs are known to inject)(see appendices 7 & 19 for factors associated with increased risk)

* Injury within the past 72 hrs

* There is a high likelihood that the needle has been left there in the past couple of days

In such rare circumstances, and only if all the above criteria are met, should PEF he considered. In this

situation, a two-drug PEP is more appropriate, l.e. Truvada alone.

If these criteria are not met, HIV PEP is NOT indicated.

If there is no information available about the likely source of the needle or how long it was there, PEF would

not be routinely recommended, but could be discussed with the recipient & consider Truvada alone.

L I
.. H

:

There is currently no PEP
available for HCW, but if
SEroConversion occurs,
early treatment is highly

effective (appendix 14)

Information and Follow-up

Level of risk, precautions, follow-up for further testing (appendix 9), vaccination, PEP. Give information leaflets (appendices 29 & 32)

ainsodxa sdivbys yppasajpaau doy wiplobpy £ xppuaddy - saujpinn (W3
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Management of BBV risk following exposure to needlestick/sharps in

occupational (appendix 17) or community setting (appendix 19)
Complete patient management form (appendix 1)

I
TOOLKIT

NO

Wound management: encauragk. bleeding, wash

!

Was the exposure significant - i.e. skin breached and a high risk material? (Section 2.4)

No risk of HBV/HCV/HIV
transmission. Reassure.
Give patient information
leaflet (appendlx 28)
and discharge letter
(appendix 35).

Acvise GPfoccupational
health follow-up
(Sectlon 2.4.7)

| ves

Assess BBV risk of source (Section 3.3). If source known, test for BBVs or confirm previous results (with
consent). If source unknown or does not consent, assess risk based on cireumstances and likelihood of BBV

!

Assess BBV status of recipiem (HBV vaccination, previous BBV test. baseline bleads Sectlon 3.4 and
appendix 2)). Clinical management of reciplent based on risk asse e weor (Section 4)

L~

See HEV PEP table
(appendix 8)

HIV PEP is recommended if the source is known HIV+ with a detectable viral load, and the injury is within the

past 72 hrs. If PEP indicated: see_ appendix 7, and follow checklist on patient management form appendix 1.

HIV FEF may also be considered where the following criteria are met:

+ Source is unknown but from a high prevalence group or area (e.g. needle and syringe discarded in a location
where IDUs are known to inject)(see appendices 7 & 19 for factors associated with increased risk)

* Injury within the past 72 hrs

* There is a high likelihood that the needle has been left there in the past couple of days

In such rare circumstances, and only if all the above criteria are met, should PEF he considered. In this

situation, a two-drug PEP is more appropriate, l.e. Truvada alone.

If these criteria are not met, HIV PEP is NOT indicated.

If there is no information available about the likely source of the needle or how long it was there, PEF would

not be routinely recommended, but could be discussed with the recipient & consider Truvada alone.

L I
.. H

:

There is currently no PEP
available for HCW, but if
SEroConversion occurs,
early treatment is highly

effective (appendix 14)

Information and Follow-up

Level of risk, precautions, follow-up for further testing (appendix 9), vaccination, PEP. Give information leaflets (appendices 29 & 32)
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BBV testing of recipient where a significant exposure has occurred

1. BBV status unknown OR
2. Negative but high-risk OR
3. Positive for HBV, HCV or HIV

Negative for HBV, HCV
and HIV AND not high-
risk

Baseline*

HBsAg'
Anti-HBc
Anti-HCV
HIV Ag/Ab

6 weeks

HBsAg'
Anti-HCV

HCV Ag or RNA
HIV Ag/Ab

3 months

HBsAg'
Anti-HCV

HCV Ag or RNA
HIV Ag/Ab?

Available at www.emitoolkit.ie

Testing of recipient not
required




Management of BBV risk following exposure to needlestick/sharps in

occupational (appendix 17) or community setting (appendix 19)
Complete patient management form (appendix 1)

I
TOOLKIT

NO

Wound management: encauragk. bleeding, wash

!

Was the exposure significant - i.e. skin breached and a high risk material? (Section 2.4)

No risk of HBV/HCV/HIV
transmission. Reassure.
Give patient information
leaflet (appendlx 28)
and discharge letter
(appendix 35).

Acvise GPfoccupational
health follow-up
(Sectlon 2.4.7)

| ves

Assess BBV risk of source (Section 3.3). If source known, test for BBVs or confirm previous results (with
consent). If source unknown or does not consent, assess risk based on cireumstances and likelihood of BBV

!

Assess BBV status of recipiem (HBV vaccination, previous BBV tests, baseline bloods (Sectlon 3.4 and
appendix 2)). Clinical management of reciplent based on risk assessment (Section 4)

L~

£ 2z HEV PEP table
(appen s 2

HIV PEP is recommended if the source is known HIV+ with a detectable viral load, and the injury is within the

past 72 hrs. If PEP indicated: see_ appendix 7, and follow checklist on patient management form appendix 1.

HIV FEF may also be considered where the following criteria are met:

+ Source is unknown but from a high prevalence group or area (e.g. needle and syringe discarded in a location
where IDUs are known to inject)(see appendices 7 & 19 for factors associated with increased risk)

* Injury within the past 72 hrs

* There is a high likelihood that the needle has been left there in the past couple of days

In such rare circumstances, and only if all the above criteria are met, should PEF he considered. In this

situation, a two-drug PEP is more appropriate, l.e. Truvada alone.

If these criteria are not met, HIV PEP is NOT indicated.

If there is no information available about the likely source of the needle or how long it was there, PEF would

not be routinely recommended, but could be discussed with the recipient & consider Truvada alone.

L I
.. H

:

There is currently no PEP
available for HCW, but if
SEroConversion occurs,
early treatment is highly

effective (appendix 14)

Level of risk, precautions, follow-up for further testing (appendix 9), vaccination, PEP. Give information leaflets (appendices 29 & 32)

Information and Follow-up
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ﬁ Hepatltls B post-exposure prophylaxis

Hepatitls B vaccine Is highly effective In preventing acute Infectlon after exposure If glven within 7 days and preferably within 48 hours.
Hepatitls B Immunoglobulln {(HBIG) Is only Indicated where the source Is known HBsAg positive, orwhere the reciplent 1s a known non-responder to HEV vaccine and the source Is

known to ba high risk. HEBIG should Ideally be given within 48 hours but not later than 7 days after exposura.

VACCINE Course
Recommend vaccination be
completed

Consider HEIGif <10 mllU/ml
{Urgent consult to 1D/ GUM
specialist)

Recommend vaccination be
completed

Consider HBIGif <10 miU/ml
(Urgent consult to ID/CLUM
specialist)

alternative vaccination strategy

Exposure type 1. Needlestick Injury

2. Bite with breach of skin

3. Sexual exposure

4, Mucosal exposure to blood or body flulds contalning blood
Reclplent Reclplent unvaccinated Reclplent not fully Reclplent fully vaccinated Reclplent documented non- Reclplent known
vaccinatlon analnst HEV vaccinated agalnst HEV (<3 | agalnst HBV but responder to HBY vacclne responder
status doses) anti-HBs unknown* to HEV vaccine,

le antl-HBs210 miU/mil

Source known to be Give HBIG! Give HBY vaccine dose. Test Give HEV vaccine dose. Test Give HEIG' plus HEY vaccine dose | Mo need for further
HBsAg positive Start accelerated? HEV reclplent anti-HEs urgently reciplent anti-HEs urgently Urgent ID/GUM referral for vaccine dose

Source HBV status Make every effoh to test Make every effort to test Make every effort to test Make every effort to test source Mo need for further
unknown but potentlal | source source SOUrCe Give HEV vaccine dose vaccine dose

high risk, le from Start accelerated® HEV Give HBY vaccine dose Give HBV vaccine dose Consider HBIG (Urgent consult to

country of high or vaccine course Recommend vaccination be I/ CUM specialist)

Intermediate Recommend vaccination be | completed Urgent ID/ GUM referral for

prevalence® completed alternative vaccination strategy

Source HEV status
unknown - no high
risk features, le normal
population Ask®

Start accelerated? HEV
vaccine course

Recommend vaccination be
completed

Give HBY vaccine dose
Recommend vaccination be
completed

Give HEV vaccine dose

Make every effort to test source
Give HEV vaccine dose
Urgent IDf GUM referral for

alternative vaccination strategy

Mo need for further
vaccine dose

Source HBsAg negative

Routine {(opportunistic) HBY
vaccination course

Routine {opportunistic) HEY
vaccination course

Mo need for further
vaccine dose

Routine 1D/GUM referral for
alternative vaccination strategy

Mo need for further
vaccine dose

For bite with no visible blood, risk assass or seek urgent ID specialist advice re giving HEIG

24n accelerated vaccine course consists of doses at 0, 1and 2 months. & booster dose is given at 12 months to those at continuing risk. The standard courseis 0, Tand & months.

2Africa, Asia, Central and South America, Central and Eastern Europe. Refer to CDC map: http:/ ferwrenc.cd c.gov/travel fye llowbook f 2012 f/chapter-3-infectious-diseases-related-to-travel/ hepatitis-b. htrm or

appendices 2 & 22

41f the recipient was fully vaccinated as an infant, no further testing or booster dose of HEV vaccine is required. Universal infant HEV vaccination commenced in Ireland in Septernber 2008,
® Imjecting drug usars in Ireland have only a 2% risk of being HBsAg positive and are thus not considered to be high risk. The prevalence in the general population is =0.1%

Available at www.emitoolkit.ie
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Guidelines for the Emergency Management of Injuries
(including needlestick and sharps injuries, sexual exposure and human
bites) where there is arisk oftransmission of bloodborne viruses and
otherinfectious diseases

SMITOOLKIT

About EMI Guidelines >> Quick guide (Flow chart) FAEEAR GuideNnes

These guidelines are intended for use in emergency medical setlings o

where a patient first presents with an injury (including needlestick or => Needlestick injury

ather sharps injury, sexual exposure, human bite, exposure of broken Overview of EMI Guidelines

skin or of mucous membranes) where there is a risk of fransmission of

; e : : i i == Mucous membrane exposure
infection, in particular bloodborne viruses (BBY). e

These guidelines are relevant to injuries occurring to members of the | ‘ =>» Sexual exposure :

publicin a community setting and also to injuries sustained Appendices
occupationally (such as to healthcare warkers (HCW) or members of the -

Garda). == Human bite

The terms “recipient” and “source” will be used throughout these => PEP and PEPSE Slide sets and articles
guidelines:

Recipient: the person who sustains the injury

Source: The source of the potentially infected material, eg the person an == Forms

whom the sharp was used, the person who bites, or the source of the
blood or body fluid. >> Blood testing
The BBVs considered in these guidelines are hepatitiz B virus (HBY),
hepatitis C virus (HCV) and human immunodeficiency virus (HIV). => Leaflets and letters

Feedback and suggestions
== Epidemiology of HBVIHCVIHIV
We welcome feedback from users on ways in which we can improve the
guidelines and the toolkit. Please email info@hpsc.ie with your

§ == Useful contacts
suggestions.




Management of BBV risk following sexual exposure

Complete BBV patient management form (appendix 1)

NO

Consider need for emergency contraception (appendix 16) / SATU referral (appendix 37)/ sk of other 5Tis

:

¥
Mo risk of HEV/HCV/HIV
transmission. Reassure.
Mo further follow-up
required. Give patient Info

leaflet (appendix 28) and
discharge to GP (appendis|

36)

Ses HEV PEP table
{appendix 8)

Was the exposure significanmt? (le exposure to blood /semen/vaginal secretions)

J YES

Assess BBV risk of source (Sectlon 3.3). If source know n, test for BBVs or confirm previous results with consent.
If source unknown or does not consent, is it likely that they are from a high risk group eg IDU/MSM /CSW/ andemic

country? (Section 3.1)

!

Assess BBV status of reciplent (HBV vaccination, previous BBV tests, baseline bloods (Section 3.4 and appendix 9))
Clinical management of reciplent based on risk assessment (Section 4)

!

~

Follow appendix 7 for details
on HIV PEP and use the
managaemant chacklistin
the patient managemeant
form {appendix 7). Outsida
of these recommend ations,
HIV PEP should not

b prescribed without
discussion with an IDVHIV
specialist, whera it may ba
considerad in rare extrame
cases.

HIV - PEP

Table adapted from BASHH 2011

EXPOSURE TYPE HIV positive viral load | HIV positive viral load knmn from high Unknown from low
detectable undetectable prevalence group/area | prevalence group/area
RECEPTIVE AMAL SEX RECOMMEND RECOMMEND MOT RECOMMENDED
INSERTIVE AMAL SEX RECOMMEMND CONSIDER* MOT RECOMMENDED
RECEPTIVEVAGIMNAL SEX RECOMMEND MNOT RECOMMENDED CONSIDER® NOT RECOMMENDED
IMSERTIVE VAGIMAL SEX RECOMMEND MOT RECOMMEMDED CONSIDER* MOT RECOMMENDED
FELLATIO WITH CONSIDER* NOT RECOMMENDED | NOT RECOMMENDED | NOTRECOMMENDED
EJACULATIOM
gt il NOT RECOMMENDED | NOT RECOMMENDED | NOTRECOMMENDED | NOTRECOMMENDED
RN CONSIDER® NOT RECOMMENDED | NOT RECOMMENDED | NOTRECOMMENDED
CUNMILINGUS MNOT RECOMMENDED | MOT RECOMMENDED | NOT RECOMMENDED | MWOTRECOMMENDED

Dbz with Ty HI speclalin

y

There is currently no
PEF available for HOW,
but if serocorversion
occurs, early
treatment is highly

effective (appendix 14)

Informatien and Follow-up

Advise patient to attend GUM/ID clinic in approx 2/ 52 for STl screen and further follow-up. Safe sex advised until after the window period. Give information leaflets (appendices 29 & 34)
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Management of BBV risk following sexual exposure

Complete BBV patient management form (appendix 1)

Consider need for emergency contraception (appendix 16) / SATU referral (appendix 37)/rsk of other 5Tis

!

Y

Was the exposure significant? (le exposure to blood /semen/vaginal secretlons)

No risk of HBV/HCV/HIV
transmission. Reassure.
Mo further follow-up
required. Give patlent Info

leaflet (appendix 28) and
discharge to GP (appendis

36)

J YES

Assess BBV risk of source (Sectlon 3.3). If source know n, test for BBVs or confirm previous results with consent.
If source unknown or does not consent, is it likely that they are from a high risk group eg |IDUfMSM /CSW/ endemic

country? (Section 3.1)

|

Ses HEV PEP table
{Bppendix &)

Assess BBV status of reciplent (HBV vaccination, previous BBV tests, baseline bloods (Section 3.4 and appendix 9))
Clinlcal management of reciplent based on risk assessment (Section 4)

!

-~

Follow appendix 7 for deta’ls
on HIV PEF and use the
Wonanament charkt n
the patient managemant
form (appendix 1). Cutside
of these recommendations,
HIV FEP should not

b prescribed without
discussion with an ID/HIV
specialist, whare it may ba
considerad in rare axtrema
cases,

Table adapted from BASHH 2011

HIV - PEP

PaSU HIV positive viral load | HIV positive viral load ; Unknown from high Unknown from low
e RETYEE undetactable prevalence group/area | prevalence group/area
RECEPTIVE AMAL SEX RECOMMEMND RECOMMEND MOT RECOMMENDED
IMSERTIVE AMAL SEX RECOMMEMD CONSIDER* MNOT RECOMMENDED
RECEPTIVEVAGIMAL SEX RECOMMEND MNOT RECOMMENDED CONSIDER® NOT RECOMMENDED
IMSERTIVE VAGIMAL SEX RECOMMEMD MOT RECOMMEMDED CONSIDER* MOT RECOMMENDED
FELLATIOWITH CONSIDER* NOT RECOMMENDED | NOT RECOMMENDED | NOTRECOMMENDED
EJACULATION

gl il NOT RECOMMENDED | NOT RECOMMENDED | NOTRECOMMENDED | NOTRECOMMENDED
imai S CONSIDER® NOT RECOMMENDED | NOT RECOMMENDED | NOTRECOMMENDED
CUNMILINGUS MNOT RECOMMENDED | MOT RECOMMENDED | NOT RECOMMENDED | MNOTRECOMMENDED

" Dbsrusz with T HI specialln

y

There is currently no
PEF available for HOW,
but if serocornversion
ocours, early
treatment is lighly

effective (appendix 14)

Informatlon and Follow-up

Advise patient to attend GUM/ID clinic in approx 2/52 for STl screen and further follow-up. Safe sex advised until after the window period. Give information leaflets (appendices 29 & 34)
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EMI Guidelines - Appendix 7 HIV Post-exposure prophylaxis (PEP) eMk

HIV POST-EXPOSURE PROPHYLAXIS (PEP)

Key points
1. Only consider PEP if within 72 hours of exposure

2. Assess risk based on type of exposure and what is known about source (consider risk of HBV and HCV also - see

relevant appendices)

3. Test source if feasible
4. Discuss with senior doctor in emergency medicine or infectious diseases if unsure how to proceed
5. If PEP indicated:
a. Counsel
b. Test blood and urine
c. Prescribe starter pack
d. Arrange ID clinic appointment before starter pakk runs out
e. Advise no unprotected sex for 3 months
6. Complete the patient management form (appendix 1) - it will serve as a checklist

Introduction

The use of post-exposure prophylaxis (PEP) against HIV infection dates back to the early 1990s, when only limited
antiviral treatment for chronic infection was available. Prophylaxis was primarily used after occupational exposures.’
A case-control study published in 1997 showed that health care workers who received zidovudine after needlestick
exposures were 81% less likely to undergo seroconversion to positivity for HIV.? Generally, combination therapies are
prescribed nowadays, so current HIV PEP may be more effective. However, PEP is not a guarantee of protection.
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Guidelines for the Emergency Management of Injuries
(including needlestick and sharps injuries, sexual exposure and human
bites) where there is arisk oftransmission of bloodborne viruses and
otherinfectious diseases

SMITOOLKIT

About EMI Guidelines >> Quick guide (Flow chart) FAEEAR GuideNnes

These guidelines are intended for use in emergency medical setlings o

where a patient first presents with an injury (including needlestick or => Needlestick injury

ather sharps injury, sexual exposure, human bite, exposure of broken Overview of EMI Guidelines

skin or of mucous membranes) where there is a risk of fransmission of

; e : : i i == Mucous membrane exposure
infection, in particular bloodborne viruses (BBY). e

These guidelines are relevant to injuries occurring to members of the =>» Sexual exposure :

publicin a community setting and also to injuries sustained Appendices
occupationally (such as to healthcare warkers (HCW) or members of the -

Garda). == Human bite

The terms “recipient” and “source” will be used throughout these => PEP and PEPSE Slide sets and articles
guidelines:

Recipient: the person who sustains the injury

Source: The source of the potentially infected material, eg the person an == Forms

whom the sharp was used, the person who bites, or the source of the
blood or body fluid. o= Sting
The BBVs considered in these guidelines are hepatitiz B virus (HBY),
hepatitis C virus (HCV) and human immunodeficiency virus (HIV). => Leaflets and letters

Feedback and suggestions
== Epidemiology of HBVIHCVIHIV
We welcome feedback from users on ways in which we can improve the
guidelines and the toolkit. Please email info@hpsc.ie with your

§ == Useful contacts
suggestions.




Patient Management Form

EMI Cuidelines - Appendbe 1 Patient management form emi

emi

EMI Cuidelines - Appendlx 1 Patlent management form

Bloodborne Virus Exposure = Pat

Peporthgime [ ____ |

nt Management Form em

Rsperting date:

GF name and address and 1ephona numbsr

Diocwr nams: | | Cocmer sgnanun: | |
RECIPIENT DETAILS
Past Madical History (incl. i
Hams |
Aidress | |
5 reciplan br HOY, or HIVE e ] ves ] Dwnall batow
Gendar MT  FO awottinh [__¢__i__ [
med | Madicatiore |
Tatra. | | maceiia] atnges | |
Cerupaton | ftamak  Pregrant []  Braastearing []
RS Hepalltis BV sccination

1mm|:| zm;l:l FnllnmrsuI:l Yoz
Amiady ez I nown | |
Tatarus

P —e IR R e I

DECISION =
Overall, Is exposure significant? (see section 2.4, page B) YesO No DO G:‘ I |§

It o, o furihsr fellow up Iz requirad
Rascarsd []
Pkt informanon afla providad (appenct: 251 [

Cézchargad[]

If ex posure is considered significant, procesd.

I unsure how te proceed, discuss with senlor
dactar In the Emergendy Department ar in
Infectious Diseases.

It aeposLra ks considarad S gnincant

Iz sourca known? s Mo[]

yen b [ e soures e N oy e

{Haalh cars IneTiution 10 35k 3N 10 AUMbar bywhich tha Feciplone and sourca can ba cofidemially Inkad)

Datails of Injury [Has, ms, plca ai)

ASSESSMENT OF EXPOSURE RISK

Pesdiasticly srarp injury (]
Holiow boreneadis  [] Sold Heedls [
\slbls blcad prasant []
ke hiad bean dinesty In sounse amary orveln O

v sharpl ] Dscribe

Saverhy of nuatiss1i or sharp injury

Manwrs of mararial (9.9, bisod, 3lka, ssman i)

¥ HOT Blood, was flukd blocd siained ves ] Wo []

Suparficial - sourca scranch, no blood appsared O

Motkraca - penairacad snand blosd appaarcd O

s~ PUNCIUG, with of Withaut biood 3ppsaranca 0
Humanbns (] skinbrezchad [
zpiazh ]

Ineact skin O Horimactskin []

Mugows mambrans [ Eye [m]
Saal aposwa ]
Recaptvaanal D Inzsrive anal D
Rscapivaoral O inserikesoral [}
Resapivavaginal O nserwsvageat O]
Cendom usedy condom imzz ] Ejacularad [}

IF seccual assauly conader refamal w 3 swual Esauloireamemm
wnh or sodalworkr[]

«oehar inpary (] idescibe In*Danadisof Inary” o)

RECIPIENT MANAGEMENT CHECKLIST

Firnakdghen Yas [] Ho[] e secilon 12

Treatment record, Induding PEF

Flaciplorn blo ods takan Gapgends 31 es ] He[]

Forwsing []  Fersooraga only []

Tast Caea
HEsAg
A HE:
&nd-HOW
HIY Agrab

Sy phills (st 43l Qposures onty)
Pregnangy

Infarmiad consam racaked for esting Vs [ ko []
(550 Chacill=t, sppandis 30)

& ppropansly labaled*Fossibla BEV axpesura - Recilant []

Rasul

HENW wacrinanion ghan (Ippendloes & & I

HEN raquirad (Apgendh B)

HEI ghan

HIY FEF offerad iagpanc: 71

HIV FEF aocoprad (HY FEF should bs disssreinusd
Immadiataly if the zource ks fund 12 be HIY negack )

Coreldersd IMsraciions bavkaen PEF and oiher medkcadon
(Coreauit ERNF, pharmacts, wive fib-cruglngraoions oo,
procuc Insart)

HI¥ FEF Infommat on laaflat ghan (3pgendts 53

000 O ooooe#E

Blazaling bloods takan (FEC LFTS, Ranal, Bons profis)

Urhnalysk for prowiura iin ranal mpakmam, ghea fistdesa of
Tnwvada and dscusswith an |0 consubam. K3kracan DBQ{!I’\'.D

Time bemwann eposir e and saning HIY FER hours
Mumbarof days of HIV FEP ghen days
HI PEF drugs prescribad (nama of drugs)

HERLTHCARE EXPOSURES [Caraider using lecal formif applicasa)

e |

A% Whard pOsuN ooourad

"Wa hks an“atposura prone procadure®  Yas[] Wo [
"W glovesvorn @t tha hma of tha inpry? vas[ ] wo []

Wharwasth wlly Incanctad far?
Cid the Inezrumere havs a salsty macharismy ez [ ] Me[ ]
\Was th saksoy mecharism acibarad 7 we [] ne[]

ComplRcs whh madicanion

Frssibla 3varsa raacdons and how 12 manags them

o modfcaton eowerk praoloes

o rasrictions 1ospons

Importance of avising rakvanT agency If doraung blood,
biocd products crgan donation ochar donadan

0O OOoo |\od

Following szt 3t assaut e Tatanus vacs e given lappandtc 15) (]
Sochil workar rfamal O Tatanus mmunsglobulin TS O
Seoouiad arssault unh rafarmal O Examingawound for infection O
Emergeny comricapuion. m} Andbkocs prasaibed O
Garda notfcadon f padam agraes ] Mzea: e chare
FOLLCW-UP ARRANGEMENTS
Procautions e zad durineg Follow-up perod — 2 menthe Fellon-up raforral for: Nearne of sarvics
] 1Pk 5% U5 hG STandan rafamal forms—
Eckd unpromcied sacual pracias appandies B3
Skl & part 3 vIck Faganding pregnancy o brsasfasding Taz et
Furihar tasung (552, 512) (appandhi &
Discussad
Wacrnatkns

HId PEP (wgsn, in 2-Edays— 3ppainumant m ba
am: 0 o HIV clinit, o In tha scoupatonal
hizdrh deparmsnt I sppropda.

Counztling

ST scroan

Fatlam
provided [appandt: 25) []
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Guidelines for the Emergency Management of Injuries
(including needlestick and sharps injuries, sexual exposure and human
bites) where there is a risk oftransmission of bloodborne viruses and
otherinfectious diseases
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About EMI Guidelines >> Quick guide (Flow chart) Full EMI Guidelines

These guidelines are intended for use in emergency medical settings o

where a patient first presents with an injury (including needlestick or => Needlestick injury

other sharps injury, sexual exposure, human bite, exposure of broken Overview of EMI Guidelines

skin or of mucous membranes) where there is a risk of transmission of

; i : : : b == Mucous membrane exposure
infection, in particular bloodbarne viruses (BBY).

These guidelines are relevant to injuries occurring to members of the »> Sexual exposure :

publicin a community setting and also to injuries sustained Appendices
occupationally (such as to healthcare workers (HCW) or members of the :

Garda). == Human bite

The terms “recipient” and “source” will be used throughout these => PEP and PEPSE Slide sets and articles
guidelines:

Recipient: the person who sustains the injury

Source: The source of the potentially infected material, eg the person on =>» Forms

whom the sharp was used, the person who bites, or the source ofthe
H d hody flui

blood or body fluid. >> Blood testing
The BBYs considered in these guidelines are hepatitis B virus (HBEY),
hepatitis C virus (HCV) and human immunodeficiency virus (HIV). == Leaflets and letters

Feedback and suggestions
=> Epidemiology of HBVIHCV/HIV
We welcome feedback fram users on ways in which we can improve the
guidelines and the toolkit. Please email info@hpsc.ie with your

5 == lseful contacts
suggestions.

Available at www.emitoolkit.ie
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Patient Information Leaflets

i No risk Significant

Information NG £ & emi
www_emitoolkit.ie Of exposure exposure to Slgﬂlfltaﬂt

hpsci to bloodborne viruses bloodborne
Www htele following a needlestick injury Viruses exposure to

or other injury with blood blOOdbOfl’le .

or body fluids V”_ !
e T\
! orma"on n Post-Exposure
o ot e Prophylaxis (PEP)
www.hse.ie

Testing for

It you have had sexual For

intercourse without using More Emergency _ . hepatitis B,

Informatio _ h -
kol pregmancy due o [HSu Contraceplion ww emitoolt e

¢ hepatitis C & HIV
ww.hpsc.ie Source Information leaflet

sexual assault or think your www.emitoolkit.ie ww.hse.ie LEAFLET

N K > erni
method of contraception xxx-ng:ﬁf =@ emi
may have failed, you may et =
wish to use emergency '.'._'® emi

contraception. This will EEEEEN————————————————..
usually prevent pregnancy. s
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Guidelines for the Emergency Management of Injuries
(including needlestick and sharps injuries, sexual exposure and human
bites) where there is arisk oftransmission of bloodborne viruses and
otherinfectious diseases
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About EMI Guidelines >> Quick guide (Flow chart)
These guidelines are intended for use in emergency medical setlings o
where a patient first presents with an injury (including needlestick or >> Needlestick injury

other sharps injury, sexual exposure, human bite, exposure of broken
skin or of mucous membranes) where there is a risk of ransmission of »> Mucous membrane exposure
infection, in particular bloodborne viruses (BBY).

These guidelines are relevant to injuries occurring to members of the => Sexual exposure
publicin a community setting and also to injuries sustained

occupationally (such as to healthcare warkers (HCW) or members of the -
Garda) == Human bite

Theterms “recipient” and “source” will be used throughout these
guidelines:

Recipient: the person who sustains the injury

Source: The source of the potentially infected material, eg the person an == Forms
whom the sharp was used, the person who bites, or the source of the
blood or body fluid.

=> PEP and PEP3E

== Blood testing

The BBYs considered in these guidelines are hepatitis B virus (HBY),
hepatitis C virus (HCV) and human immunodeficiency virus (HIV). => Leaflets and letters

Feedback and suggestions
== Epidemiology of HBEV/HCV/HIV
We welcome feedback from users on ways in which we can improve the
guidelines and the toolkit. Please email info@hpsc.ie with your

§ == Useful contacts
suggestions.

Full EMI Guidelines

Overview of EMI Guidelines

Appendices

Slide sets and articles
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EMI Guidelines - Appendix 21 Hepatitis B virus: epidemiology and transmission risks QmE

Hepatitis B virus: epidemiology and
transmission risks

Hepatitis B virus (HBV) infection is a serious and common infectious disease of the liver, affecting millions of
people throughout the world. The incubation period for HBV is 45-180 days, most commonly 60-90 days.!

Clinical infermation

Acute infection is clinically recognised in only a small proportion of cases; less that 10% of children and 30-50%
of adults show icteric disease. In those with clinical illness, the onset is usually insidious, with anorexia, vague
abdominal discoknfort, nausea and vomiting, sometimes arthralgia and rash, often progressing to jaundice.
Following acute HBV infection, the risk of developing chronic infection varies inversely with age. Chronic HBV
infection occurs among about 90% of infants infected at birth, 25-50% of children infected at 1-5 years of age
and about 1-10% of persons infected as older children and adults. An estimated 15-25% of persons with chronic
HBV infection will die prematurely of either cirrhosis or hepatocellular carcinoma.’

Vaccination

HBV can be effectively prevented by vaccination. A safe and effective vaccine has been available since the 1980s.
The complete vaccine series induces protective antibody levels in more than 95% of infants, children and young
adults. After age 40, protection following the primary vaccination series drops below 90%. Protection lasts

at least 20 years and should be lifelong.? Since 2008, hepatitis B vaccine has been included in the childhood
immunisation programme in Ireland, alongside the targeted immunisation programme for those individuals
who are at increased risk of HBV because of their occupation, lifestyle or other factors. These include healthcare
workers (HCW), prison and security personnel, contacts of cases, injecting drug users, people with certain
medical conditions, clients in learning disability centres, people with multiple sexual partners, men who have sex



HIV transmission risk by exposure type

Exposures Risk par exposure [unlass otharwise stated)

Meedlestick Healthcare s=tting, source 0.1-0.36%.1= |ncreased rsk if large gauge needle, hollow needle, deep injury, visible blood on the device, needle was in patient's arteryfvein, or if
patient (seralogy) known the source patient has A1D5 (or terminal ilness).

Post-exposure prophylaxis reduces transmission by 21% 52

Healthcare setting, source Risk assessment required
patient unknown, orunable
to test source

Community needlestick Low risk. Risk assessment required. For instance, the risk per intravenous drug injection ranges from 0.63-2.4% " but the risk from a community

nizedlestick injury with an unknewn source is estimated to be 0,003-0.05% (if Local IDU seropositivity is approximately 1%).%
IDUs in Ireland is higher- see epidemiclogy section

Mote: HIV prevalence in

Mucous membrane exposure to blood 0.09% =
Intact skin exposure to blood Mo risk B
Hurnan bite Wery low risk.”® Risk assessment required. Only risk if blood in the mouth of the biter, and significant injury. Mo risk if no blood in mouth of biter, and
@ posure to saliva only. Case report suggests that if source co-infectad with HOW, HOV transmission mare likely than HIV transmission, ™
Sexual exposure Heterosexual exposure If source on antiretroviral agents - transmission rate= 0 (if viral load < 400 copies/m1)'™=
(general] If source not on anti-retroviral agents, estimated transmission rate 0.0007 /coital act (95% Cl 0.000E-0.011). % Increased risk if source patient has

recerttly seroconverted *2, eg within 2.5 months of serocomversion risk of transmission is estimated to ke 0.0082/ coital act (95% C1 0.0030-0,015).14
Increased risk if ST1®

Recaptive vaginal 0.1-0.2% per apisode.™ Increased risk if cervical ectopy, presence of intrauterine device, genital tract traurna ®°, menstruation ¥ GUD (in sither
intercourse partner), infectious syphilis, pregnancy.'*®

Insertive vaginal 0.01-0.14% per na|:\i5m:n:le."“’a 19 |ncreased risk if GUD {im either partrer), infectious s'yphilis"“; menstruation.”® Ladk of male drcumndsion increases risk
Intercourse of HIV transmission to HIV negative mals M

FASM unprotected 0.1-3% per episode M Increased risk if ejaculation within the recturm, ' =

receptive anal intercourse

FSM unprotected 0,06 (154} 0.62%." Increasad risk if uncircumcised.™
insertive anal intercourse

Orogenital contact Very Low risk.”® Insertive oral sex 0% risk per act™® and receptive oral ssx- 0-0.04% risk of transmission per act™?

Remember
+ There are only 5 reported cases of confirmed HIV transmission from a patient to a healthcare worker in the LIKE
o There have bean no such transmission s reported since 1999, in the LK
o Worldwide, thera have bean only 106 confirmed cases of HIV transmission from a patient to a healthcare worker
= In24 of thesa cases, HV serocanversion occurrad despite use of PER. In 83% of thess, PEP was commeancad within 2 hours.

SYS) UOISsUsUDG pup ABofopuaprdas snda DuapyapoumuUiL] uoumHy 52 xpuaddy - saupping i3

Risk assessment
= Typ/ details of injury — as alxove
= Source status — increased riskwith high viral load, recent seroconmversion, immunocompromisad
+ Racipient status —increasad risk if immunocompromised, ganital tract trauma™?®, menstruation™?,
= For unknown source, consicler whara injury accurred - community setting versus hospital satting
= |fin hospital - possible patients in area/ ward
= Ifin cormrmunity, consider prevalence of HNV and of IDU in lacal population

AvdlldDie dl wwWw.eImILtOOIKIL.Ie
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(] High = 8%

[ Intermediate 2% — 7%
Low < 2%
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Prevalence of anti-hepatitis C among injecting
drug users worldwide

[ No evidence of injecting drug use
[ Na eligible repart (74 countries)
[ <40% (16 countries)

= 40-<60% (24 countries)

B 60-<80% (25 countries)

I =80% (12 countries)



f.\ r.l'_l“-..-_!‘ e "
Health Protection Surveillance Centre i‘ﬁ v h

= _""_ £ __‘71

Hepatitis B post-exposure prophylaxis

e Hepatitis B vaccine is highly effective in preventing infection
after exposure if given within 7 days and preferably within 48
hours

e Hepatitis Bimmunoglobulin (HBIG) is only indicated where
the source is known HBsAg positive, or where the recipient is
a known non-responder to HBV vaccine and the source is
known to be high risk

 HBIG should ideally be given within 48 hours but not later
than 7 days after exposure

e If recipient is a documented responder to vaccine (anti-HBs
>10 mlU/ml) — no need for test or vaccine

Available at www.emitoolkit.ie
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Hepatitis C exposure

e Norecommended post-exposure prophylaxis for HCV
 Treatment of early infection shown to be successful

e Monitor for evidence of HCV infection
— Anti-HCV AND Ag or RNA
— @ 6weeks and 3 months

e If Ag or RNA positive, immediate referral to specialist

Available at www.emitoolkit.ie
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HIV post-exposure prophylaxis

e Only if within 72 hours of significant exposure
e Only if known HIV positive or suspected high-risk source
e |f source unknown

— careful risk assessment
— PEP unlikely to be justified in majority of these

* If PEP indicated, ideally should be started within 1 hour of
exposure — 3-5 day starter pack

e Urgent referral to ID/HIV/Occ. Health Specialist
e Duration of PEP is 28 days
e Discontinue immediately if source tests negative

Available at www.emitoolkit.ie
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