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The Human Immunodeficiency Virus and the
Healthcare Worker

Jonathan Mann, former Director of WHO's Special Programme on AIDS, has
described the three phases of reaction in any society to the entry of the human
immunodeficiency virus (HIV) that causes the acquired immunodeficiency syn-
drome (AIDS).! The first phase is denial; that is, there is an attempt to deny the
presence of HIV and any expenditure on its control is considered a waste of
national' resources.

The second phase is reluctant acceptance. Persons who become infected ini-
tially draw media attention because of their celebrity status, tragic circumstances or
the sympathy factor. However, panic soon sets in. There are demands to test
everyone, identify high-risk persons and submit them to HIV testing. Even doctors
refuse to look after HfV infected patients. Anger builds up against a feeling of
helplessness and fear of the unknown. India is currently passing through this phase.

But the time has come to enter the third phase-constructive engagement. As
professionals we simply cannot ignore HIV and AIDS any longer. We may already
be handling HIV infected patients without our knowledge. An HIV infected person
appears to be nonnal for many years. He suffers from ordinary day-to-day ailments
and accidents, and may attend a hospital or a clinic and be looked after like any
other patient without anyone even suspecting mv infection.

How great is the risk of HIV infection to the healthcare worker? Data are
available from several big centres focusing on this issue.v" The unpublished con-
sensus statement of the WHO consultants- clearly affirms that in any country the
prevalence of HW infection is no different among healthcare workers than in the
general population. Extensive epidemiological studies2.3.5 confirm that the only
modes of transmission of HIV infection are:

--Sexual contact (both heterosexual and homosexual).
-Parenteral or mucosal contact of blood or certain bod~ fluids which are infectious

(these include sexual, cerebrospinal, synovial, pleural, peritoneal, pericardial and
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amniotic fluids, drainage from surgical operations, pus, wound exudates and
contaminated tissue; the list does not contain saliva) via contaminated needles,
other skin-piercing instruments; through transfusion of contaminated blood and
blood products; or transplacentally or perinatally from an HIV infected woman to
her newborn baby.

The infection does not spread by any other route. HIV is neither transmitted
through faecal/oral routes, nor through droplets of saliva (sneezing, coughing).
Mosquitoes and other blood-sucking insects do not transmit HIV infection.

Data are also available on the rate and the chances of transmission of HIV
infection among healthcare workers.P" The transmission of HIV in the healthcare
setting is less common than the hepatitis B virus (HBV). Against the 10? infectious
doses of HBV per ml of blood there are only 10 to 100 infectious doses of HIV per
ml of blood. Also, HIV is not able to survive for long outside the body. Fewer than
0.5% of health workers sustaining a needle-stick exposure to the blood of an HIV-
positive patient have acquired HIV infection. Thus, the risk of a healthcare worker
acquiring HIV from an infected patient is remote, though not zero. However, there
cannot be any justification for complacency in observing infection control. The
rapid rise in the prevalence of HIV in major urban centres in India? and even in the
smaller cities now makes it obligatory that the health workers routinely take
adequate precautions. The only guarantee against contracting this infection is the
conscious adoption of the so-called universal precautions formulated by the
Centers for Disease Control (CDC), USN and recommended by the World Health
Organization (WHO).2 This is regardless of the source-a patient or a health
worker-and whether a laboratory test is positive, negative or has not been done.

What are these universal precautions? They consist of the following:

1. Barrier precautions: All health workers must use gloves while handling blood,
infected body fluids and collecting pathological specimens from patients. They
must protect themselves from injuries from needle-stick and other sharp instruments.
Needles should never be recapped. Naked needles and sharp instruments should
never be left on the bed or bedside. Kidney trays must be used for carrying
needles and syringes etc. Masks, eye protection (use of plain glass goggles) and
gowns or aprons must be used if droplets of blood and/or infected body fluids or
splashes of these are expected. In emergency rooms (and in dental clinics) even
saliva may be contaminated with blood. Therefore, mouthpieces, resuscitation
bags and other ventilation devices should be available for use in areas where the
need for mouth-to-mouth resuscitation is predicted.

2. Handling of blood and infected body fluids: Pathological samples must be
collected and transported carefully in tightly secured containers with appropriate
biohazard labels. All blood-soiled items must be handled with barrier precautions.
All the laboratories .handling patients' pathological specimens must change to
automatic pipettes.

3. Sterilization and disinfection: Non-disposable equipment used for HIV patients
must be properly sterilized before reuse. All blood spills must be appropriately
attended to. The work place should be disinfected routinely.

4. Proper disposal of infected garbage must be ensured. All the blood-soiled items
and tissues must be carefully disposed of to avoid accidents. Thus, after use, all
disposable needles and other sharp items must be carefully carried in a kidney
tray and discarded in a puncture-proof container which must be properly
labelled a .'biohazard'. Pathological specimens must be discarded with care and
precautions taken to avoid accidental injury.

We shall have to learn to protect ourselves, but without panic. Imported helmets,
protective gear and space suits are not required. What is needed is the adoption of
stringent infection control measures on a regular basis. It is indeed simple to protect
ourselves. The present careless work-culture is likely to endanger us as well as our
patients. Panic should now be replaced by constructive engagement.
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