Needle Stick Injury and Other Exposure Incident Form


[image: image1.png]4 4
_

e

Feidhmeannacht na Seirbhise Sldinte
Health Service Executive




HSE WEST
Limerick, Clare & North Tipperary

OCCUPATIONAL HEALTH DEPARTMENT
Supervisor/Head of Department, HSE West, Limerick, Clare and North Tipperary
January 2011
Dear Supervisor/Head of Department,

The new “Standard Operating Procedure for Needle Stick Injuries and Other Exposures” was signed off on 11/06/2008 (reviewed September 2010).
This pack includes a Needle Stick Injury and Other Exposure Management Form - Part I and Part II.

· Part I of this form should be completed by the Supervisor/Head of Department together with the injured worker.
· Part II of this form should be completed by the source patient’s doctor.  The Supervisor/Head of Department should ensure that this is given to the doctor who will be carrying out the risk assessment and taking the required bloods from the source patient.
· When Part I and Part II are completed, the forms should be given to the injured employee to take to the Emergency Department where an assessment will be carried out.

It is important that this process is carried out as quickly as possible i.e. preferably within 2 hours of the injury – where post-exposure prophylaxis has been demonstrated to be most effective.

I would appreciate if you could photocopy these forms (Part I and Part II) so that you always have copies on your ward or department.

Yours sincerely,

Collette MacDonagh-White
___________________
Dr. C. MacDonagh White,

M.C.R.N. 06279
Consultant Occupational Physician

MB.; MSC.; F.F.OM.; M.A.C.O.E.M.; c.M.I.O.S.H.
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HSE WEST

Limerick, Clare & North Tipperary

Occupational Health Department


Action to be taken by Staff Following

+









PLEASE NOTE
Emergency Department closed in Ennis / Nenagh from 8pm to 8am

Injured employee to attend ED in Limerick during these hours unless alternative arrangements are in place

NEEDLE STICK INJURY AND OTHER OCCUPATIONAL BLOOD EXPOSURE MANAGEMENT FORM

 PART 1

TO BE COMPLETED BY SUPERVISOR / HEAD OF DEPARTMENT

MUST BE COMPLETED IMMEDIATELY AFTER THE INCIDENT
This Form should be completed in BLOCK CAPITALS USING A BLACK BALLPOINT PEN

This form will be brought by the recipient (staff member) of the injury to the Emergency Department where a decision will be made regarding further management

	SECTION ONE                                                                                   

PERSONAL DETAILS OF STAFF MEMBER/RECIPIENT OF INJURY

	Surname:___________________________________ First Name: _______________________________Date of  Birth: _______________
Address: _______________________________________________________________________________________________________
Phone No.: WORK: _____________________________ MOBILE: _________________________ HOME: _________________________
Job Title/Grade/Position: ________________________Work Address: ______________________________________________________
Male:       (            Female:          (       Hospital No:_______________________       Staff Personnel No: _______________________


	SECTION TWO

REPORT DETAILS

	Incident Date ____________________Time: ________________________          Previous Incident     YES    (                NO     (
Date Incident Reported to Supervisor: ___________ Time: __________ Name of Supervisor /Departmental Head______________________


	SECTION THREE

TYPE OF INCIDENT

	PLEASE X TICK APPROPRIATE BOX

	Stab with sharp or pointed instrument
	
	Needlestick with BMstix
	
	Body fluid splash onto skin where integrity is compromised
	

	Needlestick while re-sheathing
	
	Needlestick involving sharps box
	
	Body fluid splash to mouth
	

	Needle from I/V procedure
	
	Needlestick from rubbish bag
	
	Scratched by patient
	

	Needlestick with butterfly
	
	Body fluid splash into eye
	
	Human bite
	

	Blood gas syringe
	
	Specify Other:
	

	SECTION FOUR
STAFF MEMBER/RECIPIENT OF INJURY JOB TITLE/POSITION

	PLEASE X TICK APPROPRIATE BOX

	Administrative Staff
	
	CSSD worker
	
	Health Care Assistant
	
	Nursing
	
	Student Nurse
	

	Agency
	
	Dental Surgery Assistant
	
	House Keeping
	
	Pharmacy Staff
	
	Sub Contractor
	

	Allied Health Prof.
	
	Dentist
	
	Maintenance
	
	Phlebotomist
	
	Therapist
	

	Ambulance Personnel
	
	Doctor Medical
	
	Medical Student
	
	Porter/Ward Attendant
	
	Volunteer
	

	Catering Staff
	
	Doctor Surgical
	
	Midwifery
	
	Radiologist /Radiographer
	
	
	

	Com. Welfare Officer
	
	Environmental Health Officer
	
	Mortuary Attendant
	
	Security
	
	
	

	Specify Other:

	SECTION FIVE

STAFF MEMBER/RECIPIENT OF INJURY HEPATITIS B IMMUNISATION STATUS

	PLEASE X TICK APPROPRIATE BOX

	Unvaccinated
	
	1 vaccination only
	
	2 vaccinations only
	

	Full course: Hepatitis B antibody unknown
	
	Full course: Hepatitis B antibody known:   
	

	Anti Hep BsAg                                                     mIU/ml

	SECTION SIX 

 SOURCE DETAILS

	Source Patient Unknown:   (  Source Patient Known:  (    SOURCE PATIENT NAME___________________CHART NUMBER____________
PART  2: To be completed immediately if Source Patient known

	Signature                                                            
Job Title/Grade/Position:                                                           
Date:


Please Fax PART 1 & PART 2 (if applicable) of this form to the Occupational Health Department on completion of treatment in the Emergency Department

OHD Fax Number 061-482597
Information for Doctor / Appropriately trained Competent Healthcare Worker

DEALING WITH THE SOURCE PATIENT

BEFORE OBTAINING A BLOOD SAMPLE FOR TESTING

* Source of inoculation injury i.e. Hospital patient / Patient in community services
1.
Explain fully and in simple language to the source patient exactly what has happened.  

2.
Request permission from the consultant / G.P. responsible for the care of the source patient for a blood sample to be taken for testing for Hepatitis B, Hepatitis C and HIV if the status of the patient is not known.

3.
Explain to the source patient why the blood sample is required for testing indicating that it is needed to allay the fears and apprehensions of the member of staff following the exposure incident.  One must indicate to the source patient what tests will be carried out on the blood and the implications for him/her if the test should prove positive.  The fact that these infections may be passed to others and how that may happen must also be fully explained.  The consequences of a positive result must also be indicated as must the fact that he/she is free to decide that they do not wish the test to be undertaken.

4.
The confidential nature of the test must also be emphasised indicating that the result will be sent to the consultant in charge of their case, the Occupational Health Department or to a named family GP if they so indicate.  They should be informed that the injured party will also be made aware of the test result and that professional confidentiality will be maintained.

5.
The fact that the patient has given informed written and witnessed consent after being counselled by a fully registered medical practitioner or appropriately trained/ competent healthcare worker should be recorded in his/her hospital notes and signed by the Doctor/or appropriately trained/competent healthcare worker who has undertaken the counselling.  Similarly, if consent is not given, this should also be recorded and signed by the Doctor/or appropriately trained/competent healthcare worker who has undertaken the counselling.  The signed and witnessed Consent Form should be retained in the patient’s hospital records.

6. If the patient is unconscious when the injury occurs, consent should be sought once the patient has regained full consciousness.  If the incident is considered high risk the injured person can take prophylactic treatment until consent has been obtained and the blood result known.

7.
If the patient refuses testing, is unable to give / withholds consent because of mental illness or disability, or does not regain consciousness within 48 hours, you should reconsider the severity of the risk to yourself, or another injured healthcare worker or to others.  You should not arrange testing against patient’s wishes, or without consent other than in exceptional circumstances, for example, where you have good reason to think that the patient may have a condition such as HIV, for which prophylactic treatment is available.


In such cases, you may test an existing sample, taken for other purposes but you should consult an experienced colleague first.  It is possible that the decision to test an existing blood sample without consent could be challenged in the courts, or be the subject of a complaint to your employer or the Medical Council.  You must be prepared to justify your decision.

8.
If you decide to test without consent, you must inform the patient of the decision at the earliest convenience.  In this exceptional circumstance neither the fact that the test has been taken, nor the result should be entered in the patient’s personal medical record without the patient’s consent.

9.
If the patient dies, you may test for a serious communicable disease if you have good reason to think that the patient may have been infected and a healthcare worker has been exposed to the patient’s blood or other body fluid.  You should usually seek the agreement of a relative before testing.
10.1 Positive results from the Source Patient are phoned to the Consultant 
Microbiologist.

10.2 The Consultant Microbiologist will contact the duty SHO / Registrar and the 
Occupational Health Department.

10.3 It is the responsibility of the Consultant or his/her team to inform the Source 
Patient of the result.
Points 6 – 9:
Extract from “Serious Communicable Diseases Injuries to

Healthcare Workers” General Medical Council 1997


NEEDLE STICK INJURY AND OTHER OCCUPATIONAL BLOOD EXPOSURE MANAGEMENT FORM  
PART 2 

TO BE COMPLETED BY SOURCE PATIENT’S DOCTOR

MUST BE COMPLETED IMMEDIATELY AFTER THE INCIDENT

This Form should be completed in BLOCK CAPITALS USING A BLACK BALLPOINT PEN
This form will be brought by the recipient (staff member) of the injury to the Emergency Department where a decision will be made regarding further management.

	SECTION ONE 

SOURCE DETAILS

	SOURCE PATIENT NAME


	

	CHART NUMBER


	

	REASON FOR ADMISSION


	

	SECTION TWO 

RISK ASSESSMENT FOR BLOODBORNE DISEASES

	TO BE COMPLETED BY A REGISTERED MEDICAL PRACTITIONER OR APPROPRIATELY TRAINED AND COMPETENT HEALTHCARE WORKER CARING FOR THE SOURCE PATIENT

PLEASE X TICK APPROPRIATE BOX

	
	YES
	NO
	NOT KNOWN

	Is this person known to be a carrier of Hepatitis B, Hepatitis C or HIV?
	
	
	

	Use of IV drugs and shared needles?
	
	
	

	History of blood transfusions before 1985 in any country?
	
	
	

	Ever had HIV, Hepatitis B, Hepatitis C antibody test?

If Yes, what was the result?        POSITIVE    (       NEGATIVE     (         UNKNOWN   (
	
	
	

	Men having sex with men?
	
	
	

	Partner with known HIV infection?
	
	
	

	Taken any anti-retroviral medication at any time?
	
	
	

	Sexual contact with a partner who has lived in an area of high endemicity for HIV infection e.g. Africa, Caribbean, Eastern Europe, Far East?
	
	
	

	If the answer is “YES” to any of the above questions, please give details:

	SECTION THREE 

ACTION TAKEN

	Blood taken            Yes     (            No      (                      Tested for:                  Hep B     (             Hep C   (                  HIV   (


	SECTION FOUR

 REASONS FOR NOT TESTING SOURCE PATIENT

	                                                                                                                                                                  PLEASE X TICK APPROPRIATE BOX

	Clinical team refused to do testing
	
	Source patient had died
	

	Source patient had gone home
	
	Source patient refused consent
	

	Staff member didn’t want patient tested
	
	Other

	Further Details

	Signature                                                            
Job Title/Grade/Position:                                                           
Date:


Please Fax PART 1 & PART 2 (if applicable) of this form to the Occupational Health Department on completion of treatment in the Emergency Department

OHD Fax Number 061-482597
(NB
If sample is being sent outside core working hours please 
notify the M.W.R.H. Laboratory before hand to arrange testing

CONSENT FORM FOR SOURCE BLOODS

Name: 

___________________________________________________

Address:
___________________________________________________



___________________________________________________



___________________________________________________

I have been fully informed of the tests to be carried out on my blood sample and I am agreeable to these tests being carried out.  I understand the confidential nature of the tests and that the result will be sent only to Dr/Mr/Ms _______________________________, the Consultant in charge of my case.  I am also agreeable to the person who sustained the injury being informed of the result of the test and he/she will maintain professional confidentiality.

I am/am not also agreeable to the result being sent to my family Doctor and the Occupational Health Department.

Signature of Patient:

____________________________________________

Witnessed by Doctor:

____________________________________________

Date:



____________________________________________

Name of Family Doctor:

____________________________________________

Address:


____________________________________________





____________________________________________





____________________________________________
Please file Consent Form in patient’s file

(NB
Do NOT sent a copy of Consent Form to the Laboratory or Occupational Health Department
Management of Occupational Blood Exposures to Staff





Occupational Blood Exposures:


Sharps injury


Body fluid splash


Human bite / scratch





Wash and make wound bleed under running water





Splashes to the eyes/mouth should be washed with copious amounts of water.





Inform immediately:


Head of Department, ward manager or supervisor as appropriate, who should advise on policy.


Ensure that the Incident Report form and Needlestick Injury and Other Exposure Management Form is complete





Seek IMMEDIATE medical advice at:


Emergency Department - Mid-Western Regional Hospital, Limerick


Emergency Department - Mid-Western Regional Hospital, Ennis


Emergency Department - Mid-Western Regional Hospital, Nenagh





After attending the Emergency Department contact the Occupational Health Department for follow-up of your injury.


Tel No: 061-482179
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