POST EXPOSURE PROPHYLAXIS PRO FORMA

	Name and job title of Healthcare Professional seeing patient 
	 

	Exposed Person’s details:
	

	Name of patient:…………………………………………
	A&E no if relevant:…………………………………………

	Clinic No:…………………………………………………
	A&E contact if relevant:……………………………………

	Date of Birth:……………………………………………..
	OH contact if relevant:……………………………………..

	Date seen:………………………………………………..
	Time seen:…………………………………………………..

	Date and time of exposure:………………………………………………………………...
	


	Number of hours ago since exposure:  
	<24hrs
	
	

	
	<72hrs
	
	

	
	>72hrs
	
	

	First point of contact:
	A&E
	
	

	
	Occupational Health
	
	

	
	GUM

	
	

	
	Other
	
	please specify……………………….

	If PEP already started 

Time started ………………………..
	Number of hours since exposure
	
	


Proforma sections (tick A, B, C etc if yes)

	A
EXPOSURE DETAILS


	
	GO TO SECTION A

	B 
SOURCE RISK FACTORS 




	
	GO TO SECTION B

	C
RECIPIENT RISK FACTORS
	GO TO SECTION C

	D         RISK ASSESSMENT FOR PEP
	GO TO SECTION D

	E
STARTING PEP
	GO TO SECTION E

	F
CHECKLIST IF STARTING PEP
	GO TO SECTION F

	G
PROFORMA FOR PEP FOLLOW-UP APPOINTMENTS
	GO TO SECTION G

	H
3 AND 6 MONTH TESTS 
	GO TO SECTION H


SECTION A – EXPOSURE DETAILS


OCCUPATIONAL EXPOSURE - GO TO PART 1




SEXUAL EXPOSURE – GO TO PART 2


OTHER EXPOSURE – GO TO PART 3


PROCEDURE:

	OCCUPATIONAL EXPOSURE 
	
	
	

	
	Is exposed person a Healthcare worker?
	
	Yes
	
	No
	
	

	
	If Healthcare worker are they employed by BSUH?
	
	

	
	If no state employing Trust:………………………………………………………………………………….

	
	Have Occupational Health been informed?
	
	Yes
	
	No
	
	

	
	Permission to contact occ health:
	
	Yes
	
	No
	
	

	
	Is exposed person a non-healthcare worker?
	
	Yes
	
	No
	
	

	
	If yes – occupation
	
	
	
	
	
	

	
	Advised to contact their Occupational Health Department
	
	Yes
	
	No
	
	


What procedure was being undertaken?…………………………………………………………………………………

Mechanism of exposure e.g. inserting needle, resheathing needle, putting needle in bin, contaminated bin etc

 ………………………………………………………………………………………………………………………………...

When did exposure occur e.g. during procedure, during/after disposal, after procedure/before disposal, other

………………………………………………………………………………………………………………………………...

	Any contributory factors to injury? 
	Confused patient
	
	

	
	No sharps bin
	
	

	
	Other 
	
	

	
	please specify……………………………………………………………………..

	Was the recipient wearing gloves?
	
	Yes
	
	No
	
	

	Was proper first aid applied according to sharps injury policy?
	
	Yes
	
	No
	
	

	Was the skin broken before the exposure?
	
	Yes
	
	No
	
	

	
	
	
	
	
	
	


Section A – Exposure Details – Part 1 - Occupational 

INJURY:

	Was the exposure percutaneous? (Skin cut or penetrated)
	
	Yes
	
	No
	
	


If yes fill in details below. If no go to mucocutaneous section below. 

Was the injury?

	
	Superficial (surface scratch) 

	
	
	
	
	
	

	
	Moderate (penetrated skin) 

	
	
	
	
	
	

	
	Deep (deep penetrating wound)
	
	
	
	
	
	


If a needlestick was the sharps instrument?
	
	A hollow bore needle (Gauge…………………)

	
	
	
	
	
	

	
	A solid needle

	
	
	
	
	
	

	
	Other sharp
	
	
	
	
	
	

	
	Visibly contaminated with blood
	
	
	
	
	
	

	
	Previously in an artery or vein
	
	
	
	
	
	


If other skin penetration please describe below…………………………………………………………………………
…………………………………………………………………………………………………………………...……………

………………………………………………………………………………………………………………………………... 

	Was the exposure mucocutaneous?
	
	Yes
	
	No
	
	


For mucocutaneous exposures (contamination of mucous membranes / non-intact skin) please give details below: (e.g. splash, spray, volume of body fluid)

………………………………………………………………………………………………………………………...………

………………………………………………………………………………………………………………………………...

MATERIAL EXPOSED TO: 

	Fresh Blood 




	
	

	Dried Blood 




	
	

	Blood stained fluid/material 


	
	

	Non-blood stained fluid/material 

	
	


See HIV transmission risks and body fluids on shared drive/guidelines/PEP/HIV transmission risks

NOW GO TO SECTION B – SOURCE RISK FACTORS

Section A  - Exposure Details – Part 2 - Sexual


DETAILS OF SEXUAL ACTIVITY  

	
	Receptive Anal Sex
	
	
	
	
	
	

	
	Insertive Anal Sex
	
	
	
	
	
	

	
	Receptive Vaginal Sex
	
	
	
	
	
	

	
	Insertive Vaginal Sex
	
	
	
	
	
	

	
	Fellatio with ejaculation
	
	
	
	
	
	

	
	Splash of body fluid
	
	Please specify
	
	
	
	

	
	Fellatio without ejaculation
	
	
	
	
	
	

	
	Cunnilingus
	
	
	
	
	
	

	
	Was a condom used? 
	Yes
	
	No
	
	

	
	If yes add further comments on breakage, slippage etc 


DETAILS OF SEXUAL PARTNER

	

	Stable sexual partner
	Yes
	
	No
	
	

	

	Consensual unknown partner
	Yes
	
	No
	
	

	

	Casual known partner
	Yes
	
	No
	
	

	

	Was exposure a sexual assault?
	Yes
	
	No
	
	


If Sexual Assault, have lower threshold for recommending PEP and discuss with senior medical staff.

See HIV sexual transmission risks on shared drive/guidelines/PEP/HIV transmission risks

NOW GO TO SECTION B – SOURCE RISK FACTORS

Section A - Exposure Details – Part 3 - Other exposure  


PROCEDURE OR ACTIVITY (describe, e.g. discarded needle, bite, scratch, stab wound)

………………………………………………………………………………………………………………………………

………………………………………………………………………………………………………………………………

………………………………………………………………………………………………………………………………

………………………………………………………………………………………………………………………………

	Was the recipient wearing gloves or any protective clothing over site of injury?
	
	Yes
	
	No
	

	Was first aid applied to flush the wound site? 
	
	Yes
	
	No
	

	Was the skin broken before the exposure?
	
	Yes
	
	No
	


INJURY

If needlestick was it?

	Shared needle 




	
	

	Shared syringe 




	
	

	Shared other equipment  


	
	Please specify

	Accidental? 

	
	


	Was the exposure percutaneous? (Skin cut or penetrated)
	
	Yes
	
	No
	
	


If yes fill in details below. If no go to mucocutaneous section below. 

Was the injury?
	
	Superficial (surface scratch) 

	
	
	
	
	
	

	
	Moderate (penetrated skin) 

	
	
	
	
	
	

	
	Deep (deep penetrating wound)
	
	
	
	
	
	


Section A - Exposure Details – Part 3 - Other exposure  

If a needlestick was the sharps instrument?
	
	A hollow bore needle (Gauge…………………)

(if known)

	
	
	
	
	
	

	
	A solid needle
(if known)
	
	
	
	
	
	

	
	Other sharp
	
	
	
	
	
	

	
	Visibly contaminated with blood
	
	
	
	
	
	

	
	Previously in an artery or vein (if known)
	
	
	
	
	
	


If other skin penetration please describe below…………………………………………………………………………
…………………………………………………………………………………………………………………...……………

………………………………………………………………………………………………………………………………... 

	Was the exposure mucocutaneous?
	
	Yes
	
	No
	
	


For mucocutaneous exposures (contamination of mucous membranes / non-intact skin) please give details below: (e.g. splash, spray, volume of body fluid)

………………………………………………………………………………………………………………………...………

………………………………………………………………………………………………………………………………...
MATERIAL EXPOSED TO  

	Fresh Blood 




	
	

	Dried Blood 




	
	

	Blood stained fluid/material 


	
	

	Non-blood stained fluid/material 

	
	Please specify


See HIV transmission risks on shared drive/guidelines/PEP/HIV transmission risks

NOW GO TO SECTION B – SOURCE RISK FACTORS

Section B – Source Risk Factors  

IDENTIFIABLE HIV POSITIVE SOURCE – PART 1

IDENTIFIABLE SOURCE OF UNKNKOWN HIV STATUS – PART 2

IDENTIFIABLE SOURCE - RISK FACTORS FOR HEPATITIS – PART 3

UNKNOWN SOURCE  - RISK FACTORS FOR HIV AND HEPATITIS – PART 4


	Is source a Lawson Unit patient?
	Yes
	
	No
	
	


If yes state Lawson Unit clinic number…………… and DOB of patient…………………………(enclose summary sheet)

	If no, has source given permission to contact HIV clinic?
	Yes
	
	No
	
	


If yes, state name of clinic……………………………., clinic number…………………….and DOB of source ……………… 

	If clinic details not given, has source given permission to be contacted by health advisors at CNC?
	Yes
	
	No
	
	


Last CD4 and date……………………………….……Last v/l and date…………………………………………………

STAGE OF HIV INFECTION


	
	Seroconversion
	
	
	
	
	
	

	
	Asymptomatic
	
	
	
	
	
	

	
	Symptomatic
	
	
	
	
	
	

	
	AIDS diagnosis
	
	
	
	
	
	

	
	Terminally ill
	
	
	
	
	
	


Current Antiretroviral treatment:  ………………………………………………………………………………………....

……………………………………………………………………………………………………………………………...

Previous ARV History ………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………

Information on any resistance tests……………………………………………………………………………………….

………………………………………………………………………………………………………………………………

………………………………………………………………………………………………………………………………..………………………………………………………………………………………………………………………………..

IF SOURCE HAS COMPLEX TREATMENT HISTORY D/W HIV Consultant
Section B – Source Risk Factors 


	
	Has source had previous negative HIV test?
	Yes
	
	No
	
	


If yes state when……………………………………………. 

SOURCE RISKS FOR HIV INFECTION:

	
	Gay/bisexual man
	
	
	
	
	
	

	
	IDU
	
	
	
	
	
	

	
	From/sex in endemic area
	
	
	
	
	
	

	
	Other ……………………………………………………………
	
	
	
	
	
	


See HIV risk data in shared drive/guidelines/PEP/HIV transmission risks

Add in global HIV risk data link?

Last risk date for HIV 





=          /52

	
	Has source consented to test for HIV?
	Yes
	
	No
	
	


If Y discuss with virology regarding rapid test if outside window period

Result of SOURCE HIV test and date………………………………………………………………………


	SOURCE HBV STATUS:
	SOURCE HCV STATUS:

	N/k
	
	
	N/k
	
	

	Neg
	
	date:………………………
	HCV ab neg
	
	date:………………………

	sAg pos
	
	
	HCV ab pos
	
	

	eAg pos
	
	
	HCV PCR pos
	
	

	cAb pos/sAg neg
	
	

	Vax, sAb pos
	
	
	


Section B – Source Risk Factors 

SOURCE RISKS FOR HBV/HCV IF HBV/HCV STATUS IS UNKNOWN


	
	Gay/bisexual man
	
	
	
	
	
	

	
	IDU

	
	
	
	
	
	

	
	From/sex in endemic area
	
	
	
	
	
	

	
	Haemophiliac

	
	
	
	
	
	

	
	Sex Worker

	
	
	
	
	
	

	
	Other (Specify):…………………………………………………
	
	
	
	
	
	

	
	SOURCE last risk for HBV/HCV - date

=         /52
	
	
	
	
	

	
	Source consented to test for HBV/HCV?
	Yes
	
	No
	
	

	
	Result of HBV/HCV tests and date……………………………………………………………………………...



Use risk data tables to assess risk that source is positive for HIV in shared drive/Guidelines/PEP/HIV transmission risks

? Add in hepatitis risk here too  

NOW GO TO SECTION C FOR RECIPIENT RISK FACTORS FOR BLOOD BORNE VIRUSES

       Section C – Recipient Risk Factors 

RECIPIENT CURRENT RISK FACTORS FOR BLOOD BORNE VIRUSES:
	
	Negative HIV test in past?  
	Yes
	
	No
	
	
	If Yes when? …………………………………..

	
	Negative HBV test in past?
	Yes
	
	No
	
	
	If Yes when? …………………………………..

	
	Negative anti HCV in past?
	Yes
	
	No
	
	
	If Yes when? …………………………………..


RECIPIENT RISK FACTORS FOR BLOOD BORNE VIRUSES:

	
	Gay/bisexual man
	
	
	
	
	
	

	
	IDU
	
	
	
	
	
	

	
	From/sex in endemic area
	
	
	
	
	
	

	
	Haemophiliac
	
	
	
	
	
	

	
	Blood transfusion pre1985/abroad
	
	
	
	
	
	

	
	Sex Worker 
	
	
	
	
	
	

	
	Other – please state……………………………………………
	
	
	
	
	
	

	
	None
	
	
	
	
	
	

	
	Last risk date:                         =        /52
	
	
	
	
	
	


RECIPIENT HBV VACCINATION STATUS

	
	Unknown
	
	
	
	
	
	

	
	Unvaccinated
	
	
	
	
	
	

	
	Partially vaccinated  > 1 vax/2 vax
	
	
	
	
	
	

	
	Fully vaccinated, unknown response
	
	
	
	
	
	

	
	Fully vaccinated, known responder
	
	
	
	
	
	

	
	Non-responder
	
	
	
	
	
	


IF RECIPIENT HAS SIGNIFICANT RISK FACTORS FOR BLOOD BORNE VIRUSES HAVE THEY CONSENTED TO BASELNE TESTING FOR:

	
	HIV test
	Yes
	
	No
	
	

	
	HBV test
	Yes
	
	No
	
	

	
	HCV test
	Yes
	
	No
	
	


NOW GO TO SECTION D FOR RISK ASSESSMENT

       Section D Risk Assessment 

HIV RISK ASSESSMENT AND PEP  
	Significant exposure to material known/suspected to contain HIV?
	Yes
	
	No
	
	


Risk of exposure to HIV………………….x risk source is positive……………………..



Risk = …………………………………………

Use Risk data tables to calculate numerical risk in shared drive/guidelines/PEP/HIV transmission data 

	
	Is PEP advised?
	Yes
	
	No
	
	


	
	If PEP advised but declined please state why?




	
	If PEP not advised but PEP given, please state why?




HEPATITIS RISK ASSESSMENT AND PEP

	
	A Significant exposure to material known/strongly suspected to contain HBV?
	Yes
	
	No
	
	


If Y:  PEP advised  


	
	HBIG and rapid vax (eAg positive sources only)
	
	
	
	
	
	

	
	Rapid vax
	
	
	
	
	
	

	
	HBV booster
	
	
	
	
	
	


PREGNANCY RISK

	
	Is recipient at risk of pregnancy from sexual exposure?
	Yes
	
	No
	
	


	
	If Yes – consider emergency contraception




IF STARTING PEP NOW GO TO SECTION E 

SECTION E – Prescribing PEP 

HIV PEP

	
	Has PEP already commenced?  
	Yes
	
	No
	
	
	If Yes when? …………………………………..


	
	If PEP already commenced state PRP drugs started:




Important information if commencing PEP(or commenced elsewhere):

PMH…………………………………………………………………………………………………………………………..

………………………………………………………………………………………………………………………………...

………………………………………………………………………………………………………………………………...

Current medication………………………………………………………………………………………………………….

………………………………………………………………………………………………………………………………...

………………………………………………………………………………………………………………………………...

CONSIDER INTERACTIONS WITH PEP
IN WOMEN:

	
	Any current risk of pregnancy?
	Yes
	
	No
	
	

	
	Effective contraception?
	Yes
	
	No
	
	

	
	Pregnant?
	Yes
	
	No
	
	

	
	Breastfeeding?
	Yes
	
	No
	
	

	
	Emergency contraception required following exposure?
	Yes
	
	No
	
	


CONSIDER RISKS OF ARV IN PREGNANCY/BREASTFEEDING

CONSENTED TO TEST FOR:

	
	HIV or serum save
	
	
	
	
	
	

	
	HBV or serum save
	
	
	
	
	
	

	
	HCV or serum save
	
	
	
	
	
	

	
	Baseline FBC, LFT’s, U & E’s
	
	
	
	
	
	


Request all blood tests in clinic notes

NB: HIV test essential before PEP for Sexual exposure and preferable for all.

Section E – Prescribing PEP

PEP PRESCRIBED: 

	Drug
	Dose
	Frequency

	
	
	

	
	
	

	
	
	


OTHER MEDICATIONS PRESCRIBED

Anti emetic: domperidone 10mg BD-QID or other-specify

Anti diarrhoeal: loperamide 2mg prn or other-specify

	Drug
	Dose
	Frequency

	
	
	

	
	
	

	
	
	


If deviates from standard please say why:…………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………

Issues discussed:

	
	How to take PEP medications
	
	
	
	
	
	

	
	Adherence
	
	
	
	
	
	

	
	Potential side-effects
	
	
	
	
	
	

	
	Potential drug interactions
	
	
	
	
	
	

	
	Safer sex and contraception
	
	
	
	
	
	

	
	Safe injecting practice
	
	
	
	
	
	

	
	Blood/semen donation
	
	
	
	
	
	

	
	How to take antiemetics during first 1-2 weeks
	
	
	
	
	
	


Meds dispensed by:……………………………………………from:……………………………………………………..

Time first dose given:


=
hours since exposure:

	PEP Patient information sheet given
	
	
	
	
	
	


SECTION F - CHECKLIST 

All episodes: 


	
	Pro forma completed(check contact details)
	
	
	
	
	
	

	
	Baseline testing done
	
	
	
	
	
	

	
	Plan for follow up made : Occ Health/Claude Nicol Clinic 

(circle)
	
	
	
	
	
	

	
	Paperwork faxed to above choice
	
	
	
	
	
	

	
	Hep B prophylaxis prescribed and given if needed
	
	
	
	
	
	


HIV PEP prescribed: 



	
	Baseline FBC,U&E,LFT
	
	
	
	
	
	

	
	Claude Nicol clinic faxed to follow up at 3/7
	
	
	
	
	
	

	
	Prescription signed and faxed to pharmacy
	
	
	
	
	
	

	
	Out of hours contact no. for ARV queries given
	
	
	
	
	
	


Follow up appointments made 

	
	1-3 days
	
	
	
	
	
	

	
	Day 14 tox bloods plus STI screen booked if required
	
	
	
	
	
	

	
	Day 28 tox bloods and HIV test
	
	
	
	
	
	

	
	3 months HIV – If HCW refer to OH for follow-up
	
	
	
	
	
	

	
	6 months HIV – if HCW refer to OH for follow-up
	
	
	
	
	
	


	PEP Patient information sheet given
	
	
	
	
	
	


	Has source been followed up?
	Yes
	
	No
	
	


If yes when result ready…………………………………………………………………………………………………….

If no who is following up and when ……………………………………………………………………………………….

	Has coding been done?
	Yes
	
	No
	
	


PEP/n = PEP for needlestick

PEP/s = PEP for sexual exposure

PEP/d
= PEP discussed, not taken 



PLEASE GIVE NOTES TO EILEEN NIXON FOR OCCUPATIONAL EXPOSURES 

AND ALAN PHILLIPS FOR NONOPEP

SECTION G – PEP follow-up appointments 


FOLLOW-UP VISIT No 1  - DAY 1-3

Name of HCP seeing patient …………………………………………Date seen……………………………………….

	Further information about source available?
	Yes
	
	No
	
	


If Yes give details……………………………………………………………………………………………………………

………………………………………………………………………………………………………………………………...

………………………………………………………………………………………………………………………………...

………………………………………………………………………………………………………………………………...
	Results of any baseline tests?
	Yes
	
	No
	
	


If Yes give details……………………………………………………………………………………………………………

………………………………………………………………………………………………………………………………...

………………………………………………………………………………………………………………………………...

………………………………………………………………………………………………………………………………...
Experience of PEP to date (including side effects and any adherence issues)

………………………………………………………………………………………………………………………………...

………………………………………………………………………………………………………………………………...

………………………………………………………………………………………………………………………………...

	Continuing with HIV PEP?
	Yes
	
	No
	
	


If no give reported reason

………………………………………………………………………………………………………………………………...

………………………………………………………………………………………………………………………………...

………………………………………………………………………………………………………………………………...

Further ARV’s prescribed 

ARV’s



	Drug
	Dose
	Frequency

	
	
	

	
	
	

	
	
	


Section G – PEP Follow-up appointments

Antiemetic 


	Drug
	Dose
	Frequency

	
	
	

	
	
	

	
	
	


If any different from original regime, please state why below

………………………………………………………………………………………………………………………………...

………………………………………………………………………………………………………………………………...

Next follow-up on ………………………………………………………………………………………………………….

Signed………………………………………………………………………………………………………………………..

FOLLOW-UP VISIT No 2  - 2 weeks after starting PEP 

Name of HCP seeing patient …………………………………………Date seen……………………………………….

	Further information about source available?
	Yes
	
	No
	
	


If Yes give details……………………………………………………………………………………………………………

………………………………………………………………………………………………………………………………...

………………………………………………………………………………………………………………………………...

………………………………………………………………………………………………………………………………...
	Results of any baseline tests?
	Yes
	
	No
	
	


If Yes give details……………………………………………………………………………………………………………

………………………………………………………………………………………………………………………………...

………………………………………………………………………………………………………………………………...

……………………………………………………………………………………………………………

Toxicity bloods done on this visit

	
	Yes
	
	
	
	
	
	

	
	FBC
	
	
	
	
	
	

	
	U&Es
	
	
	
	
	
	

	
	LFTs
	
	
	
	
	
	

	
	Other…………………………………………………………….
	
	
	
	
	
	


Section G – PEP Follow-up appointments

Experience of PEP to date (including side effects and any adherence issues)

………………………………………………………………………………………………………………………………...

………………………………………………………………………………………………………………………………...

………………………………………………………………………………………………………………………………...

	
	2nd Hep B vaccination booked - given
	
	
	
	
	
	

	
	Post exposure STI screen booked
	
	
	
	
	
	


Further ARV’s prescribed 

ARV’s



	Drug
	Dose
	Frequency

	
	
	

	
	
	

	
	
	


Antiemetic 


	Drug
	Dose
	Frequency

	
	
	

	
	
	

	
	
	


Other medication 

	Drug
	Dose
	Frequency

	
	
	

	
	
	

	
	
	


If any different from original regime, please state why below

………………………………………………………………………………………………………………………………...

………………………………………………………………………………………………………………………………...

………………………………………………………………………………………………………………………………...
Next follow-up on ………………………………………………………………………………………………………….

Signed………………………………………………………………………………………………………………………..

Section F

FOLLOW-UP VISIT No 3  - 4 weeks after starting PEP 

Name of HCP seeing patient …………………………………………Date seen……………………………………….

	Further information about source available?
	Yes
	
	No
	
	


If Yes give details……………………………………………………………………………………………………………

………………………………………………………………………………………………………………………………...

………………………………………………………………………………………………………………………………...

………………………………………………………………………………………………………………………………...
	Results of any blood tests from last visit  
	Yes
	
	No
	
	


If Yes give details……………………………………………………………………………………………………………

………………………………………………………………………………………………………………………………...

………………………………………………………………………………………………………………………………...

………………………………………………………………………………………………………………………………...

	Evidence of toxicity
	Yes
	
	No
	
	


If Yes give details……………………………………………………………………………………………………………

………………………………………………………………………………………………………………………………...

………………………………………………………………………………………………………………………………...

………………………………………………………………………………………………………………………………...

	Further bloods required today
	Yes
	
	No
	
	


If yes state which bloods 


	
	FBC
	
	
	
	
	
	

	
	U&Es
	
	
	
	
	
	

	
	LFTs
	
	
	
	
	
	

	
	Other……………………………………………………………
	
	
	
	
	
	

	
	HIV test
	
	
	
	
	
	


Results follow up by whom…………………………………………………………………………………………………

Section G – PEP follow-up appointments

Experience of PEP to date (including side effects and any adherence issues)

………………………………………………………………………………………………………………………………...

………………………………………………………………………………………………………………………………...

………………………………………………………………………………………………………………………………...

	Completed 4 weeks of PEP
	Yes
	
	No
	
	


If no, date PEP stopped and reason………………………………………………………………………………………

………………………………………………………………………………………………………………………………...

………………………………………………………………………………………………………………………………...

………………………………………………………………………………………………………………………………...

	Received 2nd HBV dose if applicable
	Yes
	
	No
	
	


If no give at Lawson Unit /Claude Nicol 
Advised to test for HIV at  ----------------------------------------months

Advised to test for HBV at ----------------------------------------months

Advised to test for HCV at ----------------------------------------months

	Appointment made for follow-up tests at 3 and 6 months
	
	
	
	
	
	

	Recall for follow-up HIV tests
	
	
	
	
	
	


Signed………………………………………………………………………………………………………………………..

Notes to Eileen Nixon for  HPA reporting

Section H – 3 and 6 month follow up tests

3 MONTH FOLLOW-UP TESTS

	

	


Patient seen at 4/52
         Yes
No

	

	


PEP completed
         Yes
No 
Give details if no

Adherence to PEP if not seen at Week 4 ………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………

Risks of Exposure to HIV/BBV since finishing PEP

………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………

Incubation /window period explained

HIV Test explained

HBV/HCV testing required 





Please specify tests required



Other blood tests






Please specify tests required

Results to be given by………………………………………………………………………………………………….

Appointment for 6 month HIV test


if so when………………………………….

On HA recall list for 6-month test

Result of 3 month HIV test …………………………Name and Signature…………………………………

6 MONTH FOLLOW-UP TESTS

	

	


Patient seen for 3 month tests          Yes
No

Risks of Exposure to HIV/BBV since 3-month tests

………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………


Incubation /window period explained

HIV Test explained

HBV/HCV testing required 



Please specify tests required


Results to be given by………………………………………………………………………………………………….

Result of 6 month HIV test ………………………… Name and Signature…………………………………



















PART 1 – OCCUPATIONAL EXPOSURE





PART 2 – SEXUAL EXPOSURE 





PART 3 – OTHER EXPOSURE (NON-OCCUPATIONAL)





PART 1   – IDENTIFIABLE HIV POSITIVE SOURCE





PART 2   – IDENTIFIABLE SOURCE OF UNKNOWN HIV STATUS





PART 3   – IDENTIFIABLE SOURCE - RISK FACTORS FOR HEPATITIS





PART 4   – UNKNOWN SOURCE - RISK FACTORS FOR HIV AND HEPATITIS












































PAGE  
1

