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1.Risk of health care transmission
from HCW to patient

Worldwide, there have been three reports of health care associated HIV
transmission from infected healthcare workers (HCWs) during exposure prone

procedures (EPPs); a Florida dentist', where the exact risk of transmission

G

was never established; a French orthopaedic surgeonz; and a gynaeco
in Spain3. In the last two cases transmission occurred during categ .
A further transmission has been reported involving a French nursedwhp was
co-infected with hepatitis C*; this did not involve an EPP and thg exactfoute

of transmission remains unclear. Genetic relatedness of vir, e HCW and
patient(s) was demonstrated in all four cases. These fi s
transmission involved HCWs who were not taking a 'wal therapy at the

time of transmission. &

A report from a Tripartite Working Gro xpert Advisory Group on
AIDS (EAGA), the UK Advisory Banel althcare Workers Infected with
Blood-borne Viruses (UKAP) and¥e Advisory Group on Hepatitis (AGH)
concluded that the risk of ransmission from an infected and untreated
HCW to a patient during s is extremely low for the most invasive

procedures (catego negligible for less invasive procedures (category

1). ®

The data

O S

e from patient notification exercises (PNEs) support the

at the overall risk of transmission of HIV from infected HCW to

\n is very low. Between 1988 and 2008, 39 PNEs involving HIV infected

' EPPs are those invasive procedures where there is a risk that injury to the worker may result in exposure of the
patient’s open tissues to the blood of the worker. These include procedures where the worker’s gloved hands may be
in contact with sharp instruments, needle tips or sharp tissues (eg spicules of bone or teeth) inside a patient’s open
body cavity, wound or confined anatomical space where the hands or fingertips may not be completely visible at all
times. Such procedures occur mainly in surgery, obstetrics and gynaecology, dentistry and some aspects of
midwifery. Most nursing duties do not involve EPPs; exceptions include accident and emergency and theatre nursing.
Further guidance and examples of EPPs can be found in Department of Health. HIV Infected Health Care Workers:
guidance on management and patient notification. London; 2005.
http://webarchive.nationalarchives.gov.uk/20130107105354/http://www.dh.gov.uk/en/Publicationsandstatistics/Public
ations/PublicationsPolicyAndGuidance/DH_4116415
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HCWs were undertaken in the UK and reported to UKAP. No cases of HCW
to patient HIV transmission were identified despite almost 10,000 patients
having been tested®. The Tripartite Working Group report estimated the risk of
HIV transmission to any patient having the most invasive type of EPP from
any HCW, to be between one in 33,000 and one in 833,000 °

reduced even further by combination antiretroviral therapy (cART), if th

HCW’s viral load is suppressed to a very low or undetectable Ievel(L
2.HIV testing of HCWs

All new HCWs employed or starting training (includin@a clinical
e NHS should

undergo standard health checks which will incl{de Baifig offered an HIV

The risk of HIV transmission from an infected HCW during an EPP can be (L\

care setting, either for the first time or returning to w

antibody test. HCWs who will perform E e tested for HIV antibody®.
HCWs who apply for a post or trainin quires the performance of
EPPs and who decline to be tegfed for , hepatitis B and hepatitis C should

not be cleared for EPP work.

Appropriate pre-test disc Qhould include reference to their professional
responsibilities in i HIV, and a reminder of the ways in which they
may have bee d to HIV, which include:
a) if the &male, engaging in unprotected sexual intercourse with
an
o &Za g unprotected intercourse in, or with a person who had been
xposed in a country where transmission of HIV through sexual
intercourse between men and women is common
c) sharing injecting equipment while using drugs
d) having a significant occupational exposure to HIV infected material in
any circumstances
e) engaging in invasive medical, surgical, dental or midwifery procedures,

either as a practitioner or patient, in parts of the world where infection-



control precautions may have been inadequate, or where the
population prevalence of HIV infection is high
f) engaging in unprotected sexual intercourse with someone who may

have been exposed to HIV through any of the above categories

Practising HCWs who undertake EPPs are under a professional duty to seek

medical advice on the need to be tested as soon as they are aware they m
have been exposed to HIV infection, occupationally or otherwise (eg if Q
t

meet any of the preceding exposure criteria a-f) and if found to be

obtain and follow appropriate clinical and occupational health advicCe.

Being HIV positive, or declining a test for HIV, will not affec ployment

or training of HCWs who will not perform EPPs. %

3.Management of HIV |{T®ted HCWs

HIV infected HCWs must meet the foll%Qna before they can perform

EPPs:

Either
a) be on effective ¢ ination antiretroviral therapy (cART), and
b) have a plas ad <200 copies/ml

Or
c) be nﬁ&oller2

And

ect to plasma viral load monitoring every three months and

under joint supervision of a consultant occupational physician and
their treating physician, and

f) be registered with the UKAP Occupational Health Monitoring Register
(UKAP-OHR)

2 An elite controller is defined as a person living with HIV who is not receiving antiretroviral therapy and who has
maintained their viral load below the limits of assay detection for at least 12 months, based on at least three separate
viral load measurements



3.1 Initial health clearance for HIV infected HCWs who wish
to perform EPPs

For HCWs wishing to perform EPPs, two |dentified and Validated blood
Sample (IVS) test results taken no less than three months® apart and with viral
load levels below 200 copies/ml are required to ensure viral load stability. At \

this point, a decision should be made as to whether health clearance could
given for the HCW to commence or resume EPP activities.
For HCWs currently restricted from EPPs who are on combination%@

undetectable viral load (below 200 copies/ml), one IVS at least 12 we
since their last undetectable viral load is sufficient proof on whiciy to grant

clearance for conducting EPPs.

The decision to clear individual HCW's for work inyol Ps is the
responsibility of the consultant occupational pHysicia®in consultation with the

treating physician. UKAP may be consulte @ € application of the policy, as
needed (see Appendix for contac et@

3.2 Viral load monitoring and &ggoing clearance for HIV
infected HCWs perfor PPs

HIV infected HCW cleared to perform EPPs are subiject to viral load
testing every thr@w s* while continuing to perform such procedures. The
three morfgh io ould be taken from the date the previous IVS® was

drawn, a @ om the date the result was received.

gl@plasma viral load rises above 1000 copies/ml, they should be
[

I ed immediately from carrying out EPPs until their viral load returns to

3 For the purposes of initial health clearance, no less than 3 months apart is defined as between 12 and 16 complete
calendar weeks.

4 Quarterly viral load testing can be performed no earlier than 10, and no later than 14 complete calendar weeks after
the date of the preceding specimen taken for OH monitoring purposes

® An IVS is defined by Association of NHS Occupational Physicians (ANHOPS) and the Association of NHS
Occupational Health Nurses (ANHONS) as meeting the following criteria (a) the healthcare worker should show a
proof of identity with a photograph — Trust identity badge, new driver’s licence, passport or national identity card —
when the sample is taken; (b) the sample of blood should be taken in the occupational health department; (c)
samples should be delivered to the laboratory in the usual manner, not transported by the healthcare worker; (d)
when results are received from the laboratory, the clinical notes should be checked for a record that the sample was
sent by the occupational health department, at the relevant time



being consistently below 200 copies/ml in at least two tests done no less than
three months apart. The significance of any increase in plasma viral load
above 200 copies/ml and below 1000 copies/ml should be assessed jointly by
the occupational health and treating physicians with input from appropriate

local experts (eg consultant virologist or microbiologist).

The table below sets out the expected course of action for viral load test (L\

results below and above the level for EPP clearance (200 copies/ ml). Q

Viral load count test result Action ' /
<50 copies/ml or below No action — retest in threegmonth

50-200 copies/ml A case-by-case appfdac sed on

clinical judgem o0l betaken which

may result i % (as above) or a

second e done 10 days later to
erj &st result. Further action

informed by the test result.

>200 copies/ml but <1000 copies/m cond test should automatically be
one 10 days later on a new blood
sample to verify the first result. If the
Q count was still in excess of 200
copies/ml, the HCW would cease
conducting EPPs until their count, in two
&® consecutive tests no less than three

months apart, was reduced to <200

copies/ml.

10 0 or above The HCW would cease conducting
\ EPPs immediately. A second test
\ must be done on a new blood sample 10
days later to verify the first result. If the
count was still in excess of 1000
copies/ml, a full risk assessment should
be initiated to determine the risk of HCW
to patient transmission. At a minimum,

this will include discussion between the




consultant occupational physician and
the treating physician on the significance
of the result to the risk of HIV

transmission.

Following a risk assessment exercise, a
Patient Notification Exercise (PNE) m
be indicated®. UKAP advice may b

sought at this stage.

3.3 Failure to attend or refusal to test

All HCWs performing EPPs should be advised by their co%an

occupational physician and their treating physician of @ rtance of
quarterly monitoring of their viral load and the implica of not doing so.

Where a HCW does not attend for their ag ents or refuses to have their
viral load tested, the consultant o up I hyS|C|an should inform the
HCWs manager that they are red to perform EPPs, until it has
been established that the HCW is tinuing with cCART and their viral load
(measured within the pas onths) does not exceed 200 copies/ml.

3.4 Resuming

& ctivities following a period of interruption (for whatever

demonstration of consistent viral load suppression to very

.5 Elite controllers

Elite controllers comprise a small proportion (0.2-0.55%) of all people living

with HIV, who are not receiving antiretroviral therapy and have maintained

® Guidance on performing a local risk assessment can be found at
http://www.hpa.org.uk/webc/HPAwebFile/HPAweb_C/1317133297795



http://www.hpa.org.uk/webc/HPAwebFile/HPAweb_C/1317133297795

their viral load below the limits of assay detection for at least 12 months,

based on at least three separate viral load measurements.

A HCW who meets the definition of being an elite controller can be cleared for
EPP activities without being on treatment, but remains subject to three-

monthly viral load monitoring to ensure they maintain their viral load below

200 copies/ml and to identify any rebound promptly. Any such cases shoul(L\

be referred to UKAP for advice on a case-by-case basis. Q

4.0Occupational health monitori
arrangements for HIV infecQ CWs

The model for allowing HIV infected HCWs to unde s whilst on

therapy relies on continuing care and regular vi onitoring by their
treating physician and consultant occupagi sicians. Effective
monitoring requires close working bet m two parties to ensure that
the policy is being adhered to apgro :@thus minimising the risk of

transmission.

Where a healthcare est @\t’s occupational health service does not
have its own consu pational physician, arrangements should be put
in place for this %t be sought from such a consultant outside the

S

establish

le arrangements must be in place for agency or locum

| HIV infected HCWs who perform EPPs should have their viral load
measured every three months using a blood IVS. Blood testing for this
purpose will usually be carried out by the Occupational Health Service but
where this would give rise to duplication of testing, local arrangements should
be made between the treating physician and the occupational health service

to ensure that blood drawn from HIV infected HCWs for viral load
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measurements in GUM or infectious diseases settings follows the principles of

an IVS (see footnote®).

To support and monitor implementation of the policy and to ensure patient
safety, all HIV infected HCWs, including locum and agency staff, who wish to
perform EPPs, and who meet the criteria for clearance must have the \
outcome of their monitoring promptly reported by the relevant occupational
health department to a central confidential register, the UKAP-Occupa
Health Monitoring Register of Blood Borne Virus Infected HCWs (
(www.ukap-ohr.org.uk), managed by Public Health England (on behalj o
Health Protection Scotland, Public Health Wales, and the PublicHealt
Agency for Northern Ireland) and overseen by the UKAP. ach Fi§¢W must be
recorded on the register by their designated consultani’o tional
physician. The ongoing viral load monitoring data% dated by
occupational health providers on a regular basid vi eb-based data entry
system. Action taken as a result of an in@n iral load should be reported
pr

using the register to record that, re tri actice are put in place
appropriately and, where nece iStmeflssessments and patient notification

exercises are carried out.

The UKAP-OHR will bg s§cudely and confidentially administered. Access to

the individual reco he HCWs on the register will be strictly limited to the
@occupational physicians responsible for the care,

designated co
monitoring} %gement and EPP clearance of the HCW, and those who
egated authority for this within occupational health, and to those few

individuals, managing the register on behalf of UKAP.

}st it is important that UKAP should be called upon for advice on the
application of the policy as needed, decisions to clear individual HCWs for
EPP work will ultimately remain the responsibility of the treating and

occupational health physicians.
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The roles and responsibilities of the respective individuals involved in the
monitoring process for HIV infected HCWs performing EPPs are set out in the

Table below:

A. Health care worker

Must be under the care of a designated consultant occupational physician
Must accept that it is a condition of undertaking EPPs that they consent to
ongoing monitoring while they continue to practise exposure-prone
procedures, including:

i. the registration of their details and monitoring data on the U
OHR
ii. the release of monitoring information to the consultant occupati
physician and the treating physician
iii. to provide an IVS for viral load monitoring at the appgi times
iv.  to seek advice if change in health condition may affgct thefjfitness to
practise or impair their health

v. to notify OH when they are changing their pr; C@Qhelr place of
employment 6

Thus, HCWs must agree that by seeking to dertaking EPPs, they are
giving implied consent to i and ii above g@a e undertaking to satisfy

i, ivand v as well.
B. Consultant occupatiefial %an

The consultant occupational physiian is responsible for the monitoring of
the infected HCW including:

i.  ensuring that the 1§s
ii. reactlng promp

protocol and timings are followed
ny alerts received via UKAP-OHR
action when those who should present for tests do
tifying the relevant manager of the HCW’s non-
restriction from EPP practice
samples, and ensuring samples are sent to laboratories;
ehing the viral load results in relation to clearance to perform

@wing that the UKAP-OHR is updated in a timely manner

& vising the HCW and the employer, on an ongoing basis, on
whether the HCW is fit to perform EPPs

iii.  timely liaison with treating physicians

C. Treating physician

The treating physician is responsible for:

i. the clinical management and support of the seropositive HCW
i. advising and maintaining timely communications with the consultant
occupational physician responsible for monitoring the infected HCW

12
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4.1 Testing arrangements

Laboratory testing should be undertaken by a Clinical Pathology Accreditation
(UK) Limited accredited virology laboratory*".

The use of personal identifiers in requests for laboratory tests should be (L\

avoided and care taken to ensure that the number of people who know the
HCW’s identity is kept to a minimum. However, full person identifiers

always be used when sending results to the national UKAP-OHR.
Where coding is used, the occupational health physician, w. intains a full

in the local laboratory to ensure a consistent codin

identity record, should liaise with the lead consultant mi logisi/virologist
@nique to that

laboratory is used, and that serial samples fro same HCW are
identifiable as such. Q

4.2 Breaks in monitoring @

HIV infected HCWs who take a caWger break from performing EPPs may wish
to continue three monthly Wring during this period to facilitate a return to

EPP activities. Individua a break in their monitoring record must meet
the criteria for initia ce before returning to EPP activities.

3 No&%nfected HCWs
HIN CWs who do not perform EPPs but who continue to provide
Qc& are to patients, must remain under regular medical and occupational
h

th supervision in accordance with good practice.

4

"' The turnaround time (TAT) for an HIV viral load test is subject to local agreement and will vary between
laboratories. OH physicians should consider the TAT of their local laboratory when scheduling appointments for OH
monitoring to ensure viral load results are available no later than 14 complete calendar weeks after the date of the
preceding specimen taken for OH monitoring purposes.

13



5. Treatment issues

It is for the HCW to decide, in collaboration with their specialist treating
physician, whether they wish to take cART for occupational health reasons

when it is not clinically indicated, taking account of possible advantages and \

disadvantages.

HCWs should be advised by their treating physician of the importance (L
notifying them of missed doses, drug interactions or other factors thattni

influence their viral load, as soon as is practicable and before further S

are performed.

5.1 Management of treatment failure or su C@hl
treatment response

If there is any suggestion that the HCW@&S no longer controlled by

their antiretroviral treatment, the cIinici@e eing their care may consider it
appropriate that viral load tests gife d sooner than the next three

month test.

A list of clinical expert Qﬂle agreed to provide advice to other treating

physicians and con ccupational physicians on the clinical
management of d HIV infected HCWs with breakthrough infection is
maintaine &e AP Secretariat (see Appendix for contact details).

.G@ent notification exercises

atient notification exercises for patients who have undergone EPP by an
untreated HIV infected HCW would take place according to current guidance
on HIV infected HCWs'.

Patient notification exercises connected with HIV infected HCWs on cART
would only be considered in circumstances in which their viral load had risen

above 1000 copies/ml. The need for patient notification would be determined

14



by a risk assessment on a case-by-case basis in line with the principles in

existing guidance, and the UKAP should be consulted for advice.

/.Management of patients following
exposure to blood and body fluid of

HIV infected HCW (l:\

There may be occasions when an HIV infected HCW is aware of %
exposing a patient to their blood. HCWs should be advised of the acti

take in the event of this scenario. *
\he

The risk of transmission of BBV infection is directly relw
concentration of the virus in the blood of the sour@ ime of exposure.
h

Exposure to the blood or body fluids of a HC n continuous

antiretroviral therapy and has a low and I viral load is likely to pose
an extremely low risk of transmission. @

In managing an incident in which a% HIV infected HCW is aware of a patient
being exposed to their bloq usual protocol for an occupational exposure
incident should be foll . ®he HCW should report the incident to the clinical
supervisor, line m or other person responsible according to local
policies. A de& assessment should be performed by the designated

ion with the HCW'’s consultant occupational physician and/or

doctor in

the H ing physician, focussing on the adherence of the HCW to

Where the exposure is considered non-significant, no further action is
required.

If the exposure was judged to be significant and the HCW has a stable low
viral load (less than 200 copies/ml), neither PEP nor follow-up HIV testing of

the patient is necessary. There is no reason to advise patients of a possible

15



exposure where the HCW was complying with the policy (ie had a viral load
less than 200 copies/ml) and was cleared for EPP work, as the risk of PEP

treatment far outweighs any risk of transmission

Where there is a concern that the viral load might be detectable (above 200
copies/ml), the HCW’s viral load should be tested immediately, PEP should be \
offered to the patient pending the result, and the reasons for this explainedfio

the patient. PEP can be discontinued if the viral load is less than 200 %

copies/ml, the patient reassured, and no HIV testing would be req
level is greater than 200 copies/ml, PEP should be continued for four S

and the patient tested at three months post PEP completion*

16



The Management of HIV infected Healthcare Workers: Elimination of exposure prone procedure HIV transmission
risk from HIV infected Healthcare Workers

Appendix 1: Contacts

Clinical experts:

Professor Brian Gazzard (L
e-mail: Brian.Gazzard@chelwest.nhs.uk

tel: 020 8746 8239

Dr Keith Radcliffe

e-mail: Keith.Radcliffe@uhb.nhs.uk

tel: 0121 237 5719

Professor Clifford Leen ®
e-mail: Clifford.Leen@nhslothian.scot.nhs.uk.

tel: 0131 537 2852 &

Dr Fortune Ncube

e-mail: UKAP@phe.gov.uk or fortunggacube@phe.gov.uk

tel: 020 8327 6423 $

S
&

UKAP Medical Secretary
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