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NEEDLE STICK INJURY OR EXPOSURE 
TO BLOOD OR BODILY SUBSTANCES – 

PATIENT MANAGEMENT 
PRACTICE GUIDELINE © 

KEY POINTS 
• This practice guideline provides details on the management of a child exposed or 

potentially exposed to community needle stick injury (CNSI) or blood or bodily 
substances in the community or hospital setting. 

• CNSIs in children require appropriate and timely counselling to discuss risks with 
families. 

• CNSI or exposure to blood or bodily substances in the community or hospital settings 
confers risk of acquiring a blood borne virus (BBV) - hepatitis B virus (HBV), hepatitis C 
virus (HCV) or human immunodeficiency virus (HIV). These infections are chronic and 
carry significant risk of long-term morbidity and mortality. 

• The risk of transmission of a BBV to a needlestick recipient in the community setting is 
however very low. Currently there are no known documented cases of HIV acquisition 
after a CNSI from a publicly discarded needle. 

• This guideline outlines measures to reduce risk of acquisition of BBVs after a CNSI or 
potential blood or bodily substances exposure, and appropriate post-exposure 
monitoring and/or prophylaxis. 

• Initial management of CNSI or blood or bodily substances exposure should include: 
o Initial First Aid – wash area with soap and water, dispose of needle or sharp safely if 

present. 
o Risk assessment based on detailed history of injury. 
o Investigations (as clinically indicated). 
o Post-exposure prophylaxis (if indicated). 
o Post-exposure serological monitoring. 
o Follow-up by Infectious Diseases outpatient clinic. 
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• Tetanus risk must also be considered and tetanus post-exposure prophylaxis 
administered if deemed necessary based on injury risk assessment and child’s 
vaccination status. 

• Further relevant information is available from:  

o NSW Health Policy Directive (PD017_010): “HIV, Hepatitis B and Hepatitis C – 
Management of Health Care Workers Potentially Exposed”.  

o Paediatric Improvement Collaborative (PIC) Community Acquired Needle Stick Injury 
Guideline (endorsed by the NSW ACI) 

 

CHANGE SUMMARY 
• This document is the result of a merger of two prior practice guidelines: “Needlestick 

injury: Community acquired – ED – SCH" and “Child exposed to blood or potentially 
blood contaminated secretions: Management – CHW". 

• Recommendations for post-exposure prophylaxis for HIV have been updated 
 

READ ACKNOWLEDGEMENT 
• Emergency Department and Infectious Diseases clinical staff should be aware of this 

document. 

https://www1.health.nsw.gov.au/pds/Pages/doc.aspx?dn=PD2017_010
https://www.rch.org.au/clinicalguide/guideline_index/Community_acquired_needle_stick_injury/
https://www.rch.org.au/clinicalguide/guideline_index/Community_acquired_needle_stick_injury/
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1 Community Acquired Needle Stick Injury (CNSI) 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

* HBsAb results (next-day review): 
SCH: Child should be given an Acute Review Clinic (ARC) appointment the next day for review of results.   
CHW: Child should be given an Acute Review Clinic (ARC) telehealth or in-person appointment the next 
afternoon after 2pm for review of HBsAb result. If full serology panel not yet available, further ARC review in 3-7 
days is recommended.    
– see over for Management 
† Longer-Term Follow-Up Arrangements (2.6): 
SCH: Call ID Department to discuss baseline serology and arrange appointments with family (call 93821508 and 
quote “CNSI follow-up”, and fax referral to 93821580). 
CHW: Email referral to the Infectious Diseases Outpatient Clinic (schn-chw-outpatients@health.nsw.gov.au) with 
request for an appointment 12 weeks after exposure (or as directed by ID physician on-call). 
¶ NOTE: If child’s baseline serology unexpectedly detects HBsAg, HBcAb, HCV Ab or HIV Ag/Ab, the ARC team 
should contact the Infectious Diseases physician on-call to assist with earlier counselling of the patient and family.  

HBsAg, HBcAb, HCV and HIV 
serology results 
1.SCH: Follow-up through ID clinic 
2.CHW: ARC follow-up¶ 

HISTORY AND 
RISK 

ASSESSMENT 

• Allow to bleed  
• Wash with soap and water 

DETAILS OF THE INJURY 
• Mechanism of injury (2.2.1) 
• Type of exposure 
• Location of incident  
• Ascertain whether the needle still needs to be removed from site 
• Ascertain BBV status of source, if possible (2.2.2).  
• Prompt testing of source if known/possible (HBV, HCV, HIV serology +/- NAAT) 

DETERMINE BLOOD 
BORNE VIRUS RISK 
& NEED FOR POST-

EXPOSURE 
PROPHYLAXIS 

(PEP) 

INVESTIGATIONS 
TO DETERMINE 
IMMUNISATION / 
SEROSTATUS 

High Risk 
• Source known AND HIV, 

HBsAg or HCV PCR +ve 

Low Risk (2.2.3) 
• All others i.e. unknown source, 

needle in public area 

PROPHYLAXIS  
• HIV prophylaxis (2.4) 
• HBV prophylaxis (see over) 
• Tetanus prophylaxis (2.4) 

PROPHYLAXIS  
• HIV prophylaxis not recommended 
• HBV prophylaxis (see over) 
• Tetanus prophylaxis (2.4) 
 

SEROLOGY 
• Baseline HBV, HCV, HIV serology from patient (with verbal consent and pre-test 

counselling) (2.5) 
• Mark HBsAb “URGENT” and alert laboratory (SCH: 9382 9152 (in-hours); ID/ED 

consultant on-call after-hours; CHW: microbiologist on-call 0800-1700) 
Do not send the needle or syringe for testing, as results on discarded injecting 

equipment are unreliable. 

HBsAb results ONLY  
(ARC clinic, next day) * 

Infectious Diseases Consultation and Follow-Up (2.6) 
Please call ID physician on-call to discuss case management and follow-up.† FOLLOW-UP 

FIRST 
AID 

RESULTS 
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Management of Community Needle Stick Injury or Blood or Bodily 
Substances Exposure with Respect to Hepatitis B Immunisation 
Status 
 
  

ψ. Administer HBIG within 72 hours of injury (call Blood Bank: SCH ext. 29145; CHW ext. 
52038, pager #6832) and recommend hepatitis B vaccine schedule.1 

HBIG dosing: < 30kg give 100IU 
≥ 30kg give 400IU 

 
1 Hepatitis B vaccine: Two products, both available in paediatric and adult formulations: 

BRAND Age 0 to 19 years (Paediatric formulations) Age >=20 years (Adult formulations) 

ENGERIX-B 0.5 mL [10 microg] 1 mL [20 microg] 

H-B-VAX II 0.5 mL [5 microg] 1 mL [10microg] 
 
Vaccines to be given IM at time of exposure or within 7 days of exposure, then 1 and 6 months 
post-exposure. 
Absolute contra-indications to HBV vaccine include anaphylaxis following a previous dose of any 
HBV vaccine component or anaphylaxis to yeast. 
** HBIG and 1st dose hepatitis B vaccine can be given at same time but at different body sites. 
 

ACTION ψ 

If HBsAb titres are: 

<10 IU/L: give hepatitis B immunoglobulin (HBIG) + hepatitis B vaccine. ** 

≥ 10 IU/L: No action required 

Assess hepatitis B serostatus of source 

Source has undetectable HBsAg  
If source has undetectable HBsAg and if the 
clinician is satisfied the source is not in the 
window period prior to sAg positivity (i.e. no high 
risk exposures or behaviours in preceding 6 mo) 

Source has detectable HBsAg; 
or unknown HBsAg status 

 

Fully 
immunised 

Partially 
immunised 

Never 
immunised 

Urgent HBV serology 
(HBsAb, HBsAg, HBcAb) 

• Give HBIG 
• Initiate HBV vaccination 

schedule (see below) ** 

HBIG not indicated. 
Offer HBV vaccination to 

patient if HBsAb <10 IU/L, 
arrange baseline serology and 

follow-up serology after 3 
months 

Assess hepatitis B immunisation 
status of recipient  
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Introduction 

This practice guideline has been developed to prevent or reduce child morbidity following 
needle stick incidents or exposure to blood or bodily substances. It is based on the NSW 
Health Policy Directive (PD2017-010) which is for occupational exposure and has been 
adapted for accidental paediatric exposure. 

• Exposure to needle stick injury or other blood or bodily substances carries risk of 
infection with a blood-borne virus (BBV) - hepatitis B virus (HBV), hepatitis C virus 
(HCV) or human immunodeficiency virus (HIV) - as well as potential tetanus exposure. 

• The most frequent accident is needle stick injury which often occurs when a child picks 
up a discarded used needle or accidentally steps on a needle in a public space such as 
a park or the beach. These injuries are usually very minor in themselves but warrant 
careful, sensitive evaluation, management and counselling of the family. 

• Each exposure event should be assessed thoroughly and any prophylaxis, if indicated, 
given as soon as possible. 

• Appropriate follow-up is critical. 

• Confidentiality should always be maintained. 

HBV, HCV and HIV are chronic infections and carry a significant risk of long-term morbidity 
and death.  
 

Hepatitis B 
Hepatitis B is a liver disease that results from infection with the Hepatitis B virus. It can range 
in severity from a mild acute illness lasting a few weeks to a serious, lifelong illness. Hepatitis 
B is usually spread when blood, semen, or another body fluid from a person infected with the 
Hepatitis B virus enters the body of someone who is not infected. This can happen through 
sexual contact with an infected person or sharing needles, syringes, or other drug-injection 
equipment. Hepatitis B can also be passed from a pregnant person with HBV to their baby at 
birth. 

Hepatitis B can be either acute or chronic. Acute Hepatitis B virus infection is a short-term 
illness that occurs within the first 6 months after someone is exposed to the Hepatitis B virus. 
Around 30% of infected patients develop acute symptoms with jaundice, signs and 
symptoms of liver involvement and raised liver enzymes. Diagnosis is by demonstrating 
HBsAg in blood. Acute infection can — but does not always — lead to chronic infection. 
Chronic Hepatitis B virus infection is a long-term illness that occurs when the Hepatitis B 
virus remains in a person’s body. Chronic Hepatitis B is a serious disease that can result in 
long-term health problems, and even death. 

 

Hepatitis C 
Hepatitis C is a liver disease that results from infection with the Hepatitis C virus. It can range 
in severity from a mild illness lasting a few weeks to a serious, lifelong illness. Hepatitis C is 
usually spread when blood from a person with Hepatitis C virus enters the body of someone 
who is not infected. Today, most people become infected with the Hepatitis C virus by 

https://www1.health.nsw.gov.au/pds/Pages/doc.aspx?dn=PD2017_010
https://www1.health.nsw.gov.au/pds/Pages/doc.aspx?dn=PD2017_010
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sharing needles or other equipment to inject drugs. Hepatitis C can be either “acute” or 
“chronic.” Acute Hepatitis C virus infection (5-10% of infections) is a short-term illness that 
occurs within the first 6 months after someone is exposed to the Hepatitis C virus. For most 
people (65-80% of infections), acute infection leads to chronic infection. Chronic Hepatitis C 
is a serious disease than can result in long-term health problems, with some progressing to 
liver failure and/or liver cancer or even death. There is no vaccine for Hepatitis C.  

 

HIV  
Human immunodeficiency virus (HIV) is a virus that infects T-lymphocytes causing impaired 
immunity. HIV can be acquired through sexual contact with an infected person, through 
contact with infected blood products or contaminated secretions, or from parent to child 
during pregnancy, childbirth or breast-feeding. The majority of people who acquire HIV 
develop a ‘flu-like illness within a month or two after the virus enters the body. This illness, 
known as primary or acute HIV infection, may last for a few weeks. In some people, 
persistent swelling of lymph nodes occurs during clinical latent HIV. Otherwise, there are no 
specific signs and symptoms.  

By inhibiting T-lymphocyte function and hence damaging the immune system, HIV interferes 
with the body's ability to fight other pathogens leading to risk of opportunistic infections that 
can be severe or fulminant. AIDS (acquired immunodeficiency syndrome) is a chronic, life-
threatening condition caused by uncontrolled human immunodeficiency virus (HIV) infection. 
Current antiretroviral treatment regimens are very effective at controlling HIV virus, vastly 
reducing risk of opportunistic infections, AIDS and its associated corollaries. Due to the 
chronicity of the infection, treatment for HIV must be continued lifelong.   

 

2 Initial Management 

Senior review should be sought in management of a child with a CNSI. For potential in-
hospital exposures, the treating team is responsible for management and follow-up. The 
infectious diseases team should be consulted for any queries regarding the below actions 
and to provide advice on testing and follow-up.  

 

Initial management of the child focuses on the following priorities:  

1. Offer first aid if required.  

2. Obtain detailed history and risk assessment, including: 

o Mechanism and type of exposure to inform risk of transmission (Appendix 1).  

o Assess source if identified and available for consent to perform HBV, HCV and HIV 
testing.  

3. Obtain consent for baseline testing of the child for HBV, HCV and HIV.  

4. Arrange for appropriate vaccination and prophylactic treatment for the child (if 
indicated).  

5. Arrange follow-up for the source and child.  
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2.1 First aid 
After exposure and if appropriate: 

• if the exposure involves a cut or puncture, encourage bleeding then wash with soap and 
water;  

• where the exposure does not involve a cut or puncture, wash exposed area with soap 
and water;  

• if eyes are contaminated, rinse them while they are open, gently but thoroughly with 
water or normal saline;  

• if blood or bodily substances get into the mouth, spit them out and rinse mouth with 
water several times;  

• if clothing is contaminated, remove clothing and shower if necessary. 

 

2.2 Risk assessment 
Risk assessment includes assessment of the mechanism and significance of the injury and 
the BBV status of the source, if known. This information is to be carefully documented. 

2.2.1 Mechanism and Nature of Injury:   
Important details include: 

1. Mechanism: e.g. child accidentally pricked when picking up a needle, stepping on 
needle, stuck by another person, or unwitnessed injury and child too young to provide 
details  

2. Type of injury: e.g. hollow bore needle, syringe barrel attached / not attached, gauge of 
needle  

3. Location of injury: e.g. park, beach, back alley, home, ward, operating theatre, other 

Note: If a discarded needle(s) still need(s) to be removed from a public area, call the Needle 
Clean Up Hotline on 1800 633 353 (24 hours) to arrange for proper disposal.   

Note: Transient exposure of intact skin to bodily substances carries very low risk of BBV 
transmission. First aid steps should be followed as in 2.1 and a risk assessment performed 
by a senior medical officer. Further testing and follow-up is not required in most cases. Bodily 
substance exposure to mucous membranes (including oropharynx or conjunctiva) or to non-
intact skin carries BBV transmission risk and assessment should follow the full procedures 
outlined in this document. 

2.2.2 Source:  
While it is important to ascertain the status of the source, this is usually not possible if injury 
is sustained in a public area. The relative risk of the source being positive based on local 
prevalence and risk behaviours should be considered when giving recommendations 
concerning prophylactic measures. In Australia, the prevalence of HIV infection in injecting 
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drug users is below 3% and HIV incidence (percentage of new people infected each year) 
below 1%.2 

If the source is known, every effort should be made to ascertain their HBV, HCV and HIV 
status, particularly in the case of significant percutaneous exposures. Testing of the source 
patient must only occur with explicit informed verbal consent.  If not previously known, 
baseline testing should be undertaken to determine the infectious status of the source by 
testing for HBsAg, HBsAb, HBcAb, HCV Ab and HIV Ag/Ab (+/- HBeAg and HBeAb). Pre- 
and post-test counselling must be given and informed verbal consent obtained before testing 
can proceed. A formal medical interpreter must be used for consent if the source person is 
not proficient in the English language. Maintaining privacy of the source’s medical 
information is critical throughout management of the case.  

Management of children exposed to a source who is HBsAg positive is discussed in detail 
below. If the source is found to be HIV Ag/Ab positive or HCV Ab positive, the infectious 
diseases team should be contacted promptly for advice on additional testing of the source 
patient (e.g. molecular) and management of the exposed child.  

Note: Testing of the source material (needle or syringe) is not recommended as results on 
discarded injecting material are unreliable. 

2.2.3 Risk Stratification by Exposure:  
The risk of HIV transmission is dependent on the type of injury and the infectious status of 
the source (Appendix 1, Appendix 2). The risk of acquiring HIV infection from discarded 
injecting equipment is extremely low. No cases of HIV infection in Australia have ever been 
identified due to discarded injecting equipment.3 HIV is a fragile virus outside the body, 
especially when exposed to unfavourable external environmental conditions. The blood 
volume in discarded needles is likely to be less than that associated with exposures in health 
care settings.5, 6 

Exposures that may carry higher risk of HIV transmission include the following 
scenarios: 

• Deep injury/puncture 

• Device visibly contaminated with blood 

• Contaminated needle directly placed in patient’s (recipient’s) artery or vein  

• Source (if known) dying of AIDS within 60 days of exposure in the index case 

• Large-bore, hollow needles4 

 

2.3 Baseline testing of the child 
For any child who has been subject to a needle stick injury or potential exposure to blood or 
bodily substances, including percutaneous, significant mucous membrane, or exposure to 
non-intact skin, the child should have baseline serological testing for HBV, HCV and HIV. 
This baseline testing establishes existing immunity to these BBVs and may detect any pre-
existing infection. Recommended tests include HBsAg, HBsAb, HBcAb, HCV Ab and HIV 
Ag/Ab. 

• Pre – and post – test counselling must be given, and  
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• Informed verbal consent must be obtained before testing can proceed. A formal 
medical interpreter must be used to obtain consent if the parent or care giver (and the 
child, if considered competent to provide own consent) is not proficient in the English 
language. 

Serological testing must be performed PRIOR to any administration of hepatitis B 
immunoglobulin (HBIG), other blood products, or vaccination. 

 

2.4 Post-Exposure Prophylaxis and Vaccination 

2.4.1 Tetanus Post-Exposure Prophylaxis 
Tetanus post-exposure prophylaxis should be considered for all children who have been 
exposed to a needlestick injury or other high-risk exposure, according to the current 
Australian Immunisation Handbook recommendations. All deep, penetrating wounds or 
wounds contaminated with soil or dust are considered tetanus-prone wounds. 

2.4.2 Post-Exposure Prophylaxis for Blood-Borne Viruses 
The patient’s initial risk assessment and baseline serology of the recipient and/or source will 
dictate the need for post-exposure prophylaxis for HBV or HIV, according to the algorithms 
above. Post-exposure prophylaxis is not available for HCV; but appropriate follow-up is 
required as detailed below. 

2.4.3 HBV Post-Exposure Prophylaxis and Vaccination 
In circumstances where the source can be tested and is demonstrated to have undetectable 
HBsAg and if the clinician is satisfied the source is not in the window period prior to HBsAg 
positivity (i.e. no high-risk exposures or behaviours in the preceding 6 months), the risk of 
acquisition of HBV is minimal. Unvaccinated children, partially vaccinated children and those 
with an undetectable or low (<10 IU/mL) HBsAb level should receive catch-up vaccinations, 
as outlined in the algorithm above. 

If the source HBV serostatus is unknown, the source has a detectable HBsAg or if source 
testing is delayed, serum should be collected from the recipient for baseline serology 
assessment.  

• If the child has never received an HBV vaccine, HBV prophylaxis with hepatitis B 
immunoglobulin (HBIG) and a full age-appropriate HBV vaccination course should be 
initiated promptly. Note it is not necessary nor advisable to wait for the child’s serology 
results before administering HBIG and first dose of HBV vaccination in unvaccinated 
children.  

• In children with partial or full HBV vaccination history, decision on administration of 
HBIG and HBV vaccination can await serological results (if available within 72 hours of 
exposure). If the child’s HBsAb is undetectable or below 10 IU/mL, HBIG and HBV 
booster (or completion of full HBV vaccine course for partially vaccinated children) 
should be administered. HBIG should be given as soon as possible (after serum 
collection) as it is most effective if given in the first 24 hours after exposure but has 
some efficacy up to 72 hours post-exposure. 

https://immunisationhandbook.health.gov.au/resources/tables/table-guide-to-tetanus-prophylaxis-in-wound-management
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For unvaccinated or partially vaccinated children, completion of the full HBV vaccination 
course should be arranged during follow-up (as outlined below). 

2.4.4 HIV Post-Exposure Prophylaxis 
HIV post-exposure prophylaxis (PEP) with antiretroviral medication is recommended for the 
higher risk exposures listed above (section 2.2.3) or significant mucous membrane exposure 
to blood or potentially contaminated fluid, in the following circumstances:  

1. If the source is known to be living with HIV. In the health care setting, post-exposure 
prophylaxis (PEP) decreases the risk of HIV transmission by 80% if the source is known 
to be HIV positive.5 

2. If the source is known but their HIV serostatus unknown, and if the source is considered 
from a very high prevalence population sub-group (e.g. IVDU and MSM) 

HIV PEP with antiviral medication may be considered after consultation with the Infectious 
Diseases physician on-call for the higher risk exposures listed above (section 2.2.3) or 
significant mucous membrane exposure to blood or potentially contaminated fluid, in the 
following circumstances:  

• If the source is known but their HIV serostatus unknown, and if the source is considered 
from a high prevalence population sub-group (e.g. IVDU, MSM, source born or 
previously lived in country with population prevalence of HIV >1%). 

HIV PEP with antiretroviral medication is generally not recommended for community 
needlestick injuries (CNSI).8 Currently there are no known documented cases of HIV 
acquisition after a CNSI from a publicly discarded needle.11  

 

Indications for PEP should always be considered on a case-by-case basis with advice from 
the Infectious Diseases physician on call and with reference to the Australasian Society for 
HIV Medicine (ASHM) national guidelines and ANZPID guidelines for non-occupational PEP. 

 

Dosing regimen (please discuss with Infectious Diseases)8  
If prophylaxis is indicated, it should be started as soon as possible and within 72 hours of 
exposure and continued for 4 weeks. Blood for baseline FBC, EUC, and LFT as well as 
serological testing should be performed prior to commencing PEP.  

In paediatrics, 3-drug PEP is routine practice: 

• For children >25 kg, preferred regimen is: 

o Bictegravir, Emtricitabine and Tenofovir (Biktarvy) 

• For children <=25 kg, preferred regimen is: 

o Lamivudine, Zidovudine and Dolutegravir 

Appendix 3 has detailed agent and dosing guidance based on the child’s age and weight 
(including 2nd line agents). 

 

 

https://pep.guidelines.org.au/
https://pep.guidelines.org.au/
https://anzasid.sharepoint.com/sites/ASIDCircle/Shared%20Documents/eKnowledge/ANZPID/ANZPID%20Publications/ANZPID%20guidelines%20nPEP_V625102023.pdf
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Emergency PEP supplies are available 24/7: 

• At SCH: “Starter Packs” are available from the Emergency Department after discussion 
with the Infectious Diseases Physician on-call. 

• At CHW: “Starter Packs” are available from Pharmacy by contacting the on-call 
Pharmacist after discussion with the Infectious Diseases Physician on-call. 

PEP is supplied at NSW Health pharmacies as a non-PBS and non-chargeable (FREE) 
medication to patients under Section 4 of the NSW Health Pharmaceutical and Safety Net 
Arrangements for Outpatients and Patients on Discharge Policy Directive. 

 

2.5 Pre and Post-Test Counselling 
Pre- and post-test counselling is critical for any child undergoing assessment following CNSI 
or exposure to blood or bodily substances. Some issues which should be discussed include: 

• Assessment of the patient’s risk of exposure to HIV/HBV/HCV. 

• Exploration of the patient/parent/carer’s understanding of HIV/HBV/HCV. 

• Explanation of the meaning of a positive and negative result. 

• Explanation of the limitations of the tests in detecting very recent infection with 
HIV/HBV/HCV (the “window period”) and of the necessity to re-test in certain scenarios. 

• Assessment of social support systems and coping skills to determine the 
patient/parent/carer’s response to a positive result and offer appropriate supports. 

• Explanation of notification procedures and confidentiality arrangements. 

One of the issues associated with a positive baseline serological test for HCV or HIV 
(and HBV if not previously vaccinated) is that it may indicate the child has acquired the 
infection by perinatal transmission and this carries implications for the child’s parents.  

 

2.6 Follow-Up 

At SCH: 

Follow-up should be organised in the Infectious Diseases Outpatient Clinic, which is on 
Mondays 10am-1pm. Please contact the Infectious Disease Department on 9382 1508 with 
the patient’s name, MRN, and contact number (leave a message if after hours). The 
administration team will contact parents on the next working day to organise an appointment. 
Please provide the patient with a REFERRAL and fax a copy to the Infectious Diseases 
Department (9382 1580) for the administration team to make an appointment for the patient.  

In general, a phone call to the parents at 1 week to discuss initial results is adequate. This is 
to be conducted by the Infectious Diseases team. 

The family should also be provided with a patient information sheet as well as a letter for the 
GP in case care is required in the intervening period or if there are issues with follow-up. 

https://webapps.schn.health.nsw.gov.au/epolicy/policy/4121/attachments/15702/download
https://webapps.schn.health.nsw.gov.au/epolicy/policy/4121/attachments/15701/download
https://webapps.schn.health.nsw.gov.au/epolicy/policy/4121/attachments/15701/download
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At CHW: 

Initial follow-up after 3-7 days for discussion of child’s baseline serology results and clinical 
progress is the responsibility of the treating team. If the child was initially reviewed in the 
Emergency Department, a referral to the Acute Review Clinic (ARC) may be appropriate, for 
in-person or telehealth review. If preferred by the family, GP review may be appropriate (at 
the discretion of the treating clinician), in which case the CHW-specific GP letter associated 
with this guidance should be provided. A patient information sheet should also be provided at 
the time of discharge. 

If the child’s baseline serology unexpectedly detects HBsAg, HBcAb, HCV Ab or HIV Ag/Ab, 
the ARC clinician or treating team should contact the Infectious Diseases physician on-call to 
assist with counselling of the patient and family, and provide guidance regarding any 
additional testing required. 

A referral to the Infectious Diseases Outpatient Clinic should be emailed to schn-chw-
Outpatients@health.nsw.gov.au with request for an appointment 12 weeks after exposure (or 
earlier if on advice from the Infectious Diseases physician on-call, e.g. at 6 weeks post-
exposure for higher-risk exposures requiring HIV PEP). The child should be provided with a 
pathology request form for HBsAg, HBsAb, HBcAb, HIV Ag/Ab and HCV Ab to be collected 1 
week prior to clinic review. 

 

Subsequent follow-up in Infectious Diseases Clinic will include: 

o Clinical assessment 

o Further discussion of HBV, HCV, and HIV baseline serology 

o Follow-up serology for HBV, HCV and HIV (Table 2) 

o Follow-up HBV or tetanus vaccinations when relevant 

 

Table 2. Follow-up schedule for HBV, HCV, and HIV serology post needle stick injury.8 

SEROLOGY TIMEPOINTS 

Time of exposure 6 weeks* 3 months 6 months 

• HBsAb, HBsAg 
and HBcAb 

• HCV Ab 

• HIV Ag/Ab 

• HIV Ag/Ab • HBsAb, HBsAg 
and HBcAb 

• HCV Ab 

• HIV Ag/Ab 

• HBsAb, HBsAg and 
HBcAb 

(if received hepatitis B 
vaccine) 

 

* For higher risk exposures requiring HIV PEP. 

  

https://webapps.schn.health.nsw.gov.au/epolicy/policy/4121/attachments/15703/download
https://webapps.schn.health.nsw.gov.au/epolicy/policy/4121/attachments/15704/download
mailto:schn-chw-Outpatients@health.nsw.gov.au
mailto:schn-chw-Outpatients@health.nsw.gov.au
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Glossary 

Abbreviation or Term Definition 
CNSI Community acquired needle stick injury 
HBsAb  antibody to hepatitis B surface antigen (HBV surface antibody) 
HBsAg Hepatitis B surface antigen 
HBcAb antibody to hepatitis B core antigen (HBV core antibody) 
HBeAb antibody to hepatitis B e antigen (HBV e antibody) 
HBeAg Hepatitis B e antigen 
HBIG Hepatitis B virus immunoglobulin 
HBV Hepatitis B virus 
HCV Hepatitis C virus 
HCV Ab antibody to Hepatitis C virus 
HIV Human Immunodeficiency Virus 
HIV Ag HIV p24 antigen 
HIV Ab antibody to Human Immunodeficiency Virus 

HIV Ag/Ab  HIV p24 antigen / antibody to Human Immunodeficiency Virus 
(combined testing modality) 

PCR polymerase chain reaction 

window period The time from exposure to test positivity when the source may 
be asymptomatic or experiencing seroconversion illness. 

 
 

 

Resources 

 

• At SCH: 

o Needle Stick Injury – GP Letter – SCH  

o Needle Stick Injury – Carer Information – SCH  

 

• At CHW 

o Needle Stick Injury – GP Letter – CHW  

o Needle Stick Injury – Carer Information – CHW  

 

  

https://webapps.schn.health.nsw.gov.au/epolicy/policy/4121/attachments/15701/download
https://webapps.schn.health.nsw.gov.au/epolicy/policy/4121/attachments/15702/download
https://webapps.schn.health.nsw.gov.au/epolicy/policy/4121/attachments/15703/download
https://webapps.schn.health.nsw.gov.au/epolicy/policy/4121/attachments/15704/download
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Appendix 1: Classification of Exposures 

  

Exposure Classification 

Percutaneous exposures 
to blood  

Highest risk  
BOTH exposure to a large volume of blood (e.g. deep injury 
with a large diameter hollow needle previously in the source 
patient’s vein or artery, and especially involving injection of 
patient’s blood) AND exposure to blood containing high viral 
load of HIV, HCV, HBV (e.g., in the case of HIV, blood from a 
source with acute seroconversion illness or a terminally ill 
AIDS patient)  
Increased risk 
EITHER exposure to a large volume of blood OR exposure to 
blood with a high viral load of HIV, HCV, HBV (e.g. 
percutaneous injury with a soiled solid needle). 
No increased risk 
NEITHER exposure to a large volume of blood NOR exposure 
to blood with a high viral load of HIV, HCV, HBV 

Other significant 
percutaneous exposures  

Percutaneous exposures involving fluids containing visible 
blood, or bodily substances (includes semen, vaginal 
secretions, cerebrospinal, synovial, pleural, peritoneal, 
pericardial and amniotic fluids) or tissue.  

Significant mucous 
membrane exposures  

Exposures (usually splashes) to eye or mouth involving blood, 
fluid containing visible blood or bodily substances 

Significant skin 
exposures  

Exposures of non-intact skin; consider also extensive or 
prolonged skin contact involving blood, blood-stained fluid or 
other potentially infectious body fluids  
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Appendix 2: Risk for Transmission of Blood Borne Viruses 

(BBV) Following Community or Hospital Needle-stick Injury 

(NSI) 

 

 
 
 
 
BBVα 

PROBABILITY OF INFECTION 

Hospital related NSI Community acquired NSI 

NSI in healthcare worker5,8 

 
SOURCE STATUS KNOWN 

When origin of needle 
known to be IVDU 

Data from needle sharing in 
IVDU of unknown status8,9 

When origin of needle 
unknownβ 

 
HBV 

Up to 30% if source 
HBeAg positive 

 
Prompt HBIG administration and HBV 

vaccination can be significantly reduced 
risk 

Up to 30% if source HBeAg 
positive and child not 

vaccinated and not given HBIG  

Unknown 
 

Up to 30% if source HBeAg 
positive and child not 

vaccinated and not given HBIG 

HCV 1.8% (range 0-7%) if source has detectable 
HCV RNA  1.3 – 4.9%γ Unknown but anticipated to be 

low risk10 

HIV  
 

0.22% if source known to be living with 
HIV δ 

 
 

<<1%γ 
No documented cases of HIV 

seroconversion10-14 
 

α. BBV are viruses transmissible by significant exposure to contaminated bodily fluids and identifiable by 
current conventional laboratory methods (e.g. HBV, HCV, HIV). 

β. Most likely scenario presenting to Emergency Department 
γ.  Results based on a prevalence of 50-65% and 1-3% of HCV and HIV infections in IVDU respectively in 

Australia, and a carrier rate in those exposed of 80% and 100% for HCV and HIV respectively.8,9 
δ. If the blood on the needle has dried the risk of HIV transmission is probably lower since the 

concentration of HIV diminishes by 90-99% within several hours after drying and continues to decrease 
gradually thereafter.15,16 
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Appendix 3: Detailed guidance on HIV post-exposure prophylaxis regimens and dosing  
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