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Scope of the problem: Exposure Stats 
•  The National Study to Prevent Blood Exposure in 

Paramedics 
•  Survey study – 6,500 paramedics sampled 
•  2,664 paramedics responded 
•  538 individuals experienced 895 exposures within the 

previous 12 months. 

Int Arch Occup Environ Health (2010) 83:191–199 



Other Studies of EMS Exposure Rates 

Int Arch Occup Environ Health (2010) 83:191–199 



HIV Risk for Exposed Providers: 

• needle stick/cut exposure  
•  0.3% (1 in 300) or … 
•  99.7% of exposures do not lead to 

provider infection. 
• eye, nose, or mouth (mucous membrane)  

•   estimated to be 0.09% (1 in 1,000). 
• non-intact skin  

•  estimated to be less than 0.09%. 



Other Factors Increasing risk for 
HIV infection  

•  Percutaneous exposure to a larger quantity of 
blood from the source person as indicated by: 

•  a device (e.g., a needle) visibly contaminated 
with the patient's blood 

•  a procedure that involved a needle being 
placed directly in a vein or artery 

•  a deep injury.  
•  The risk also was increased for exposure to blood 

from source persons with terminal illness, possibly 
reflecting either the higher titer of HIV in blood late 
in the course (AIDS) 



OSHA: 29CFR1910.1030 

•  …..in order to determine HBV and HIV infectivity.  
•  source individual's blood shall be tested as soon 

as feasible after consent is obtained  
•  If consent is not obtained, the employer shall 

establish why that consent cannot be obtained.  
•  If the source individual's consent is not required by 

law, the source individual's blood, if available, shall 
be tested and the results documented. 

•  Results of the source individual's testing shall be 
made available to the exposed employee 



OSHA Standards Interpretation 
January 2007 



Post Exposure Prophylaxis (PEP) 

• PEP has been demonstrated to reduce 
seroconversion in both animal and human 
studies (50-84%) 

• Current treatment “standard” 
•  Start of PEP within 4 hours 

 Based on animal models 

•  What is the best timeline? 
 Hours/not days 







What officer? 
Availability? 
Response? 

Where? 
Who? 

Results? 
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Cincinnati Program 

• Exposed fire fighter goes to ED for evaluation 
•  Blood drawn: Hepatitis, HIV 

• Sample Source patient 
•  if at hospital have blood tested. 
•  If not, try to get blood 
•  appropriate HIV testing by the hospital 

• Result of source patient HIV test used as a 
factor in decision to start PEP 



Problems: Old System 
• Consent 
• Actual Testing  

 Who/How? 
•  RN 

 How quickly was it done? 
 Where is the patient 

• ED MD issue 



Consenting your patient. 



Eagles Survey: Consent Issue 





Ohio Revised Code 

• 3701.242 Informed consent to HIV test 
required. 

•  Exemption: 
  If the health authority determines that a health 

care provider, emergency medical services 
worker, or peace officer, while rendering health 
or emergency care to an individual, has 
sustained a significant exposure to the body 
fluids of that individual, and the individual has 
refused to give consent for testing.  



Source Patient Testing Issues 

• Nursing/phlebotomy issues 
•  Testing of the exposed FF 

 Baseline HIV 
 Hepatitis panel 

•  Testing of the source patient 
 Rapid HIV 
 Hepatitis panel 

• Laboratory issues 
•  Blood tube labelling 
•  Reporting Test results 
•  Who gets charged?  



Where is the source patient? 

• Jail / police custody 
• Coroners Office 
• Different ED 
• Gone 



Emergency Department 
Mishandling 

•  PHS guidelines for the management of occupational 
exposures to HIV were first published in 1985 

•  Updated in 2001.  
•  Focus groups conducted among ED physicians in 

2002 indicated: 
•  > 95% had not read the 2001 guidelines  

•  All physicians participating in the focus groups had 
recently managed occupational exposures to blood or 
body fluids.  
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Take control 
A New Program friendly to EMS 

Old 
System 

New 
Program 



A Rapid Review of Rapid HIV 
Antibody Tests 

Greenwald, Current Infectious Disease Reports 2006, 8:125–131 



A Rapid Review of Rapid HIV 
Antibody Tests 

Greenwald, Current Infectious Disease Reports 2006, 8:125–131 



Accuracy of Rapid HIV Tests 

Greenwald, Current Infectious Disease Reports 2006, 8:125–131 



Rapid Test Steps 

20 minutes 







Rapid Test Steps 

20 minutes 



Rapid Testing Issues 
•  Clinical Laboratory Improvement Amendment (CLIA) 

licensing: 
•  Some tests are CLIA waivered 
•  Still requires laboratory affiliation 

•  Recently infected source patients. 
•  Patients infected within the previous 2-3 months 

may not be antibody positive = false negative 
•  Additional risk behavior screening 

•  For reactive (+) test results 
•  Follow up confirmatory testing (Western blot) 
•  Referral for HIV counseling 



New program: Steps 

1.  Exposure 
2.  Infection Control Officer (ICO) notified 
3.  Complete care of the patient 
4.  ICO goes to the source patient to sample 
5.  Exposed FF goes to ED 
6.  ICO brings results of source patient HIV 

test to the ED 
7.  Physician discussion with exposed FF 

regarding PEP 



Final Algorithm 

• Offers EMS control 
over most of the 
process 



Benefits of this program 

• Rapid information that can be 
used for decisions regarding PEP 

• Psychological benefit of knowing 
early results 



Questions? 

Donald.locasto@uc.edu 


