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Purpose

The purpose of this protocol is to assist the Canadian Ski Patrol System – Ontario Division in the appropriate management of their members who have had a potential significant exposure to blood or body substances.  This is not intended to take the place of qualified medical advice, only as a supplement to provide some clarification.

Please refer to the CSPS First Aid Manual Chapter 3  - “Infectious Diseases and Universal Precautions” for further information.   

Compulsory Testing Background

“It is generally considered that  most source persons agree to be tested and permit relevant information to be provided to the exposed worker, when they are approached in a sensitive manner and the importance is explained.”  Studies have shown that between 83-92% of source persons have agreed to testing.  (Refer to Testing of Persons)  There have been a limited number of circumstances where this has not happened and the source person refused testing.  

It was for these limited circumstances that two Bills were recently  introduced into legislation seeking to authorize court-ordered testing of a source person of HIV, Hepatitis B and C, where there is reasonable grounds to believe that a health-care worker, firefighter etc may have been infected in the process of dealing with that person, and the source person refuses to provide a blood sample on a voluntary basis.

Bill C-217 (Federal),the Blood Samples Act,was withdrawn in February 2002 when  committee of the House of Commons recommended it not proceed.

Bill 105 passed in the Ontario Legislature in December 2001.  It has not been proclaimed into law at present date as protocols and recommendations are being reviewed by a committee of the Ontario Medical Association to provide support to the bill.  Included are considerations such as:

· Standards of Practice to reduce/prevent transmission of communicable diseases

· Legal requirements respecting confidentiality and respect of privacy of both the applicants and subjects of order under the bill

· New roles for family physicans, Emergency physicians, laboratories, Medical Officers of Health (MOH) and Chief Medical Officer of Health.

Blood Borne Disease Background

Exposure to blood borne diseases (such as HIV, Hepatitis B and C) is an occupational risk of various jobs such as firefighter, health-care worker, peace or security officer, first-aiders, or Good Samaritans.  The three main diseases are as follows:

HIV:

HIV is the virus that develops into AIDS, with an incubation period of about 10 years.  It affects the ability of the immune system to function properly and protect the body from infections.  HIV is inactivated in clotted blood.  It is much weaker virus than  Hepatitis B and C (see risks of exposure).

Hepatitis B and C:

Hepatitis B and C are viral infections that affect the liver.  Hepatitis B is a hundred times more infectious than HIV, and can remain viable for longer periods of time than HIV after the blood has clotted.  Immunization to prevent Hepatitis B have been available since 1983.

Hepatitis C information is still evolving, but it is considered to be more infectious than HIV, but less than HBV.  Testing for HCV became available in 1990.  Infection most commonly occurred in people who received blood or blood products prior to 1990 (implementation of screening), and in people who use illegal drugs by injection.  There is no immunization available at this time.

Exposure:

Exposure is only considered to be significant if there is potential for infection such as:

· Percutaneous exposure:  needle stick injury or cut where the infected body fluid comes into contact with tissue below skin level

· Mucotaneous exposure:  body fluid comes into contact with mucous membrane (such as nose or mouth)

· Or when the body fluid comes into contact with skin that is chapped, scraped.

Infectious body fluids are as follows:

· Blood

· Vaginal fluids or semen

· Saliva (only for Hep B unless it has blood in it; then it may possibly be infectious with HIV or Hep C)

Risk of infection following exposure is as follows:

· HBV:  preventable if person has received immunization.  Otherwise risk from a single percutaneous exposure ranges from 6 to 30% (depends on the status of the infected person)

· HCV:  risk from a single percutaneous exposure is approx. 1.8%.  Risk through mucous membrane or non-intact skin exposure is unknown but thought to be very small.  Some studies are indicating 3-10% risk.

· HIV:  risk from a single percutaneous exposure is approx 0.3%.  Mucotaneous exposure is about 0.1%, and rate of skin exposure is about .009%
There are several contributing factors to the risk of infection.  These include the type of virus involved, type and length of exposure, amount of blood involved, and the amount of virus in the infected person’s blood/body fluid.  It takes a health care professional with a specialty in blood borne diseases to more accurately estimate the risk of infection to the specific injury for a specific person.

Protocol

The procedure for post-exposure follow-up is based on primary prevention of further danger of injury through use of Universal Precautions.  Secondary is the management of the exposure risk, and thirdly determining status to assist if further treatment of Post Exposure Prophylactic (PEP) is necessary to try to prevent seroconversion. 

PEP for:

· Hepatitis B consists of  Hepatitis B immune globulin vaccine within 48 hours if  there has been no prior vaccination

· HIV consists of treatment with two or three anti-retroviral drugs that are taken for one month.  It is recommended to start them within 2 hours of exposure

· Hepatitis C has no PEP

If test results are negative, the exposed worker can be reasonably certain there was not significant exposure and no need for PEP.  PEP  is a significant benefit in the case of exposure to HIV but it is also accompanied by severe side effects and high financial cost.  It requires a specialist in immune diseases to properly assess for risk and subsequent possible need for PEP to try to prevent seroconversion.

A compulsory testing procedure  will not provide information in a timely manner regarding the need to start PEP.  The test results of the source person would only be used in reaching a decision to stop PEP if the tests are negative.

Primary prevention of danger of injury is to have vaccination against Hepatitis B

NOTE:  CSPS FA manual (3-2):  “There is no policy recommending vaccination against Hepatitis B for Patrollers.  However, anyone who might be in contact with blood in a trauma situation should consider vaccination.”
If a first aider has been exposed to blood or body substances, they should:

1. Cleanse the wound thoroughly with soap and water and allow to bleed freely.  If the eyes, nose or mouth are involved, flush them well with large amounts of water.

2. Apply appropriate antiseptic to the wound if possible.  

3. Proceed ASAP to Emergency Department at local hospital for further assessment (including baseline testing) and counselling.

4. Inform the possible source person of their (the first aid provider’s) own status

5. Make a reasonable effort to obtain permission to test the source person for HBV, HCV and HIV.  Any information received is considered confidential.

(Example:  I’ve just noticed that my glove has been ripped and we may have been exposed to the each other’s blood.  I will let you know that I have had immunization against Hep B, I do not have Hep C, and I have not done any activities that would put me at risk for HIV.  If you would like me to be tested, I’ll do it.  Along the same line, how about you?  Do I have anything to be worried about, and would you be willing to have testing done?)

When the Bill 105 becomes proclaimed, the following will apply in circumstances where the source person refuses to have blood testing:

6. If the source person refuses testing, the first aid provider must apply to the local Medical Officer of Health, Public Health Unit/Department within 7 days of the exposure/contact.  

a. The applicant must establish that they are in one of the classes of people who have the right to apply for such an order.  

b. A documented physican’s report of medical examination must accompany the application.

7. The Medical Officer of Health must conclude that reasonable grounds exist for believing that the applicant may have become infected as a result of the exposure to a prescribed communicable disease.

8. The Medical Officer of Health can then issue the order to require the source person to provide a blood sample.

9. The source person has 15 days to appeal the order.

10. The report of the blood sample results of the source person will be sent to the physician of the applicant (i.e. the only information required is whether the applicant has been exposed to one of the prescribed viruses).

11. If the application is denied, the first aider may appeal to the Chief Medical Officer of Health of Ontario.
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Glossary of Terms:

Seroconversion:  process where person changes from having a negative to positive blood test for a specific disease

Source person:  the person who’s body fluid the first aider has come into contact with

