
Injection and Drink Spiking 

Reference Number:  F4387 
Date of Response: 9th March 2022 

 
Further to your Freedom of Information Act request, please find the Trust’s response, 
in blue bold text below: 
 
 

Request and Royal Devon and Exeter NHS Foundation Trust 
Response 

 
 
 
1) Please could you provide me with the number of A&E admissions relating to so-
called “injection-spiking” in 2021, by month? Of these, how many patients had tests 
taken for toxicology and what were the outcomes? If possible, please can you break 
this down into types of test (e.g. blood/urine/hair), length of time since incident 
(“within 12hrs”, “within 24hrs” and “within 72hrs”), demographic of patient and type of 
drug found (if any).   
 
There is no reliable way to identify this information. Often patients will present 
to the Trust’s Emergency Department with an injury (which is what the discrete 
documentation on the Trust Electronic Patient Record - EPR system) will 
record.  
 
To try to establish Emergency Department admissions were patients thought 
they had been “injection spiked” would require the manual extraction and 
manipulation of information from various sources .  
 
12. — (1) Section 1(1) does not oblige a public authority to comply with a 
request for information if the authority estimates that the cost of complying 
with the request would exceed the appropriate limit. 
The appropriate limit of £450 represents the estimated cost of one person 
spending two and a half days This would entail Trust staff:- 
 

• Determining whether the information is held. 

• Locating the information, or a document containing it. 

• Retrieving the information, or a document containing it. 

• Extracting the information from a document containing it. 
 
To carry out the above would exceed the appropriate cost limit as set out in 
Section 12 (1) of the Freedom of Information Act 2000 and is therefore exempt.  
 
 
 
 
 
 
  



2) Please could you provide me with the number of A&E admissions relating to so-
called “drink-spiking” between Jan 2015 - Dec 2021? Of these, how many 
patients had tests taken for toxicology and what were the outcomes? If possible, 
please can you break this down into types of test (e.g. blood/urine/hair), length of 
time since incident (“within 12hrs”, “within 24hrs” and “within 72hrs”), demographic of 
patient and type of drug found (if any).  
 
There is no specific toxicology tests that the Trust Emergency Department 
routinely run when a patient says they have been spiked  
 
3) Please could you provide me with the Trust’s current policy at A&E for 
testing for reported or suspected “injection-spiking” in patients? If possible, please 
include information on whether tests are done, even when not clinically 
necessary e.g. for benefit of capturing the information / early evidence for police in 
case of subsequent reporting.   
 
Please see the attached policy. 
  
4) Please could you provide me with the Trust’s current policy at A&E for testing 
for reported or suspected “drink-spiking” in patients? If possible, please include 
information on whether tests are done, even when not clinically necessary e.g. for 
benefit of capturing the information / early evidence for police in case of subsequent 
reporting.  
 
The Trust does not have a separate drink spiking policy. 
  
5) Please could you tell me what funding, if any, the Trust has received (directly or 
indirectly) from the Home Office's Safety of Women at Night 
Fund (https://www.gov.uk/government/news/millions-awarded-for-new-projects-to-
keep-women-safe )?  
  
The Trust has not received any funding for this project. 
 
 
 
 

https://www.gov.uk/government/news/millions-awarded-for-new-projects-to-keep-women-safe
https://www.gov.uk/government/news/millions-awarded-for-new-projects-to-keep-women-safe
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SPIKING INCIDENTS 

This guidance is intended for use in cases where members of the public present following an alleged spiking incident. 

If a staff member presents following a needlestick injury please refer to the Hospital Inoculation Policy. 

If there is a history of possible sexual abuse/rape, please also consult the Sexual Assault/Rape guideline. 

 

Summary: 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 The ED should provide the initial risk assessment and management. This includes a risk 

assessment for exposure to blood borne viruses, in particular risk of exposure to HIV, Hep 

B and Hep C. 

 

 The ED does not provide testing for recreational drugs by either blood or urine testing. If 

requested, patients should be referred to Devon and Cornwall Police. 

 

 

 The risk of HIV from a sharps injury in the community from an unknown source is very low 

and current BASSH guidance states HIV post Exposure Prophylaxis (PEP) is NOT 

recommended in these cases 

 

 If the risk of Hep B is high, an accelerated course of Hep B vaccinations is recommended. 

This should be started preferably within 24hours post exposure, but could be considered 

up to one week following exposure 

 

 There is no ED treatment or  post-exposure  prophylaxis for  Hep C, but Hep C should be 

included in the follow up  testing of high risk exposure incidents 

 

 The role of the  ED will end after risk assessment and initial management. On discharge, 

the patient should be referred to their General Practitioner for follow up and to complete 

the Hep B vaccination course.  
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Patient presents to ED following a an alleged incident of spiking 

If symptomatic and unwell – address immediate medical needs first : 
ABCDE, consider ECG, bloods/VBG, cardia monitoring ,… 

Do not take bloods or urine for drug screening a 

 

Once patient medically well – perform a risk assessment for exposure to blood 
borne viruses. 

 Time of incident  

 Nature of incident (eg. drink spiked, spiking by needle..) 

 Immunisation status of the victim (eg previous Hep B immunisation) 

LOW RISK INCIDENT 
(drink spiked, no suggestion of sharps 

incident or penetrating skin injury) 
 

 Reassure and discharge 

 If patient requests drug testing 
then direct patient to Devon and 
Cornwall Police  

HIGH RISK INCIDENT 
(History or examination suggestive of 

sharps incident) 
 

WAS THE EXPOSURE WITHIN LAST 7 
DAYS? 

NO 

 Take blood (yellow top tube) and 

send for serum save 

 Advice Leaflet (Appendix 4) 

 Refer to GP for follow-up blood 

testing 

 Copy and complete GP letter 

proforma  (Appendix 1) in  GP Dispo 

box on MyCare 

 

 

YES 
 

• Take Blood (yellow top tube) and send for serum 
save 

• No need for PEP medication . The HIV risk is low – 
Appendix 2 HIV Risk matrix 

• Start patient on accelerated Hep B immunisation 
course  b(if patient has been immunised please 
refer to  Appendix 3 Hep B risk matrix) 

• Advice letter (Appendix 4) 
• Refer to GP to complete the Hep B immunisation 

course and follow-up blood testing (HIV, Hep B 
and C) 

• Copy and complete GP letter proforma  (Appendix 
1) in  GP Dispo box on MyCare 
 

a  The Emergency Department does not offer drug screening by either blood or urine testing. Direct patient to Devon 
and Cornwall police who have urine test kits available to screen for recreational drugs/drug of abuse 

b  Accelerated Course HB vaccine = doses spaced at zero, 1 and 2 months with a booster dose given at 12 months to 
those at continued risk of HEPBV. 
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Appendix 1:   GP letter proforma 

ED STAFF :  1. Copy and paste this into Mycare Dispo screen GP 

  2. Delete *** as appropriate 

  3. Print AVS for patient (not needed if signed up for MyCare app) 

 

Dear GP 

This patient has attended ED after having been potentially exposed to a blood borne virus. 

After assessment the exposure was deemed ***SIGNIFICANT / NON-SIGNIFICANT 

HIV risk was calculated as ***LOW / HIGH 

Post exposure HIV prophylaxis was ***STARTED / NOT REQUIRED 

Hepatitis B risk assessment resulted in: 

*** IMMUNOGLOBULIN /*** BOOSTER/*** ACCELERATED COURSE/*** NO EMERGENCY ACTION 

Baseline bloods including a serum save have been taken 

Specific GP instructions: 

*** NO FOLLOW UP REQUIRED 

*** PLEASE ARRANGE FOR 3 MONTHS FROM NOW TESTING FOR HIV, HEP B &C 

*** PLEASE ARRANGE 6 WEEK TESTING FOR HEP C RNA (SOURCE KNOWN /SUSPECTED HIGH RISK) 

*** PLEASEARRANGE FOR COMPLETION OF HEP B VACCINATION 
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Appendix 2: Summary Table of PEP Prescribing Recommendations 

 Index HIX positive Index of unknown HIV status 

 
HIV VL unknown or 

detectable 
 

 
HIV VL undetectable 

 

 
From high prevalence country/ 

risk-group (e.g. MSM)
 a

 
 

 
From low prevalence 

country / group 
 

  SEXUAL EXPOSURES 

Receptive anal sex  
 

Recommend 
 

 
Not recommended 

b 

 
Provided on ART >6 months 

with undetectable HIV VL 
within the last 6 months & 

good adherence 

 
 

Recommend 
 

 
 

Not recommended 
 

Insertive anal sex Recommend Not recommended Consider 
c,d

 Not recommended 

Receptive vaginal sex Recommend Not recommended Generally not recommended 
c,d

 Not recommended 

Insertive vaginal sex Consider
 c
 Not recommended Not recommended Not recommended 

Fellatio with ejaculation Not recommended Not recommended Not recommended Not recommended 

Fellatio without ejaculation Not recommended Not recommended Not recommended Not recommended 

Splash of semen into eye  Not recommended Not recommended Not recommended Not recommended 

Cunnilingus Not recommended Not recommended Not recommended Not recommended 

  OCCUPATIONAL AND OTHER EXPOSURES 

Sharing of injecting 
equipment 

Recommended Not recommended Generally not recommended 
e
 Not recommended 

Sharps injury Recommended Not recommended Generally not recommended 
c,e,f

 Not recommended 

Mucosal splash injury Recommended Not recommended Generally not recommended
 c
 Not recommended 

Human bite 
 

Generally not 
recommended

 g
 

Not recommended Not recommended Not recommended 

Needlestick from a discarded 
needle in the community 

  Not recommended Not recommended 

Recommended: the benefits of PEP are likely to outweigh the risks PEP should be given unless there is a clear reason not to. 
Consider: the risk of HIV transmission is low, the risk / benefit balance of PEP is less clear. The risk should be assessed on a case by 
case basis taking into consideration factors shown in footnotes c and d below. 
Generally not recommended: the risk of HIV transmission is very low, the potential toxicity and inconvenience of PEP is likely to 
outweigh the benefit unless there is a clear specific extenuating factor which increases the risk (see footnotes c, d, e, f below). We 
anticipate PEP should very rarely be given when the risk has been assessed and discussed (section 6.1.2 and 6.2.1.2) 
Not recommended: the risk of HIV transmission is negligible and PEP should not be given 

a High prevalence countries or risk-groups are those where there is a significant likelihood of the index case individual being HIV-
positive. Within the UK at present, this is likely to be MSM, IDUs from high-risk countries (see e below) and individuals who have 
immigrated to the UK from areas of high HIV prevalence, particularly sub-Saharan Africa (high prevalence is >1%). HIV prevalence 
country specific HIV prevalence can be found at https://aidsinfo.unaids.org 

b The index case has been on ART for at least 6 months with an undetectable plasma HIV viral load at the time of last measurement 
and within the last 6 months) with good reported adherence. Where there is any uncertainty about HIV VL results or adherence to 
ART then PEP should be given after condomless anal intercourse with an HIV-positive person. The viral load threshold considered 
‘undetectable’ in the PARTNER 1 and 2 and HPTN052 studies was <200 copies/ml. 

c Factors that influence decision-making in all exposures: More detailed knowledge of local HIV prevalence within index case 
population 

a
 

d Factors that may influence decision-making include in sexual exposures: 
1. Breaches in the mucosal barrier such as genital ulcer disease and anal or vaginal trauma following sexual assault or first 
intercourse 
2. Multiple episodes of exposure within a short period of time e.g. group sex 
3. Sexually transmitted infection in either partner 

e HIV prevalence amongst IDUs varies considerably depending on whether there is a local outbreak and country of origin and is 
particularly high in IDUs from Eastern Europe and central Asia. Region-specific estimates can be found in the UNAIDS Gap Report 
http://www.unaids.org/sites/default/files/media_asset/05_Peoplewhoinjectdrugs.pdf. 

f Factors that may influence decision-making include in occupational exposures: Deep trauma or bolus of blood injected 

g PEP should only be considered after a bite if all three criteria are met: a) the biter’s saliva was visibly contaminated with blood; b) 
the biter is known or suspected to have a plasma HIV viral load >3.0 log copies/ml; and c) the bite has resulted in severe and/or deep 
issue injuries 

 

https://aidsinfo.unaids.org/
http://www.unaids.org/sites/default/files/media_asset/05_Peoplewhoinjectdrugs.pdf
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Appendix 3: Summary Table Hepatitis B exposure prophylaxis  

 

 Significant exposure 
a 

Non-significant exposure 
a 

HBV status of person 
prior to exposure 

HBsAg positive 
Source 

Unknown source HBsAg negative 
source 

Continued risk No further risk 
 

Unvaccinated Accelerated course 
of HepB vaccine 

b
  

plus  
HBIG 

c
 with first 

dose 
 

Accelerated course 
of 
HepB vaccine 

b 

 

Consider course 
of HepB vaccine 

Initiate course of 
HepB vaccine 
 

No HBV prophylaxis 
Reassure 
 

Partially vaccinated One dose of HepB 
vaccine and finish 
course 
 

One dose of HepB 
vaccine and finish 
course 
 

Complete course 
of HepB vaccine 
 

Complete course 
of HepB vaccine 
 

Complete course of 
HepB vaccine 
 

Fully vaccinated with 
primary course 
 

Booster dose of 
HepB vaccine if last 
dose ≥ 1year ago 
 

Consider booster 
dose of HepB 
vaccine if last dose 
≥ 1year ago 

No HBV 
prophylaxis. 
Reassure 

No HBV 
prophylaxis 
Reassure 
 

No HBV prophylaxis 
Reassure 
 

Known non-responder 
to HepB vaccine (anti-
HBs < 10mIU/ml 1-2 
months post-
immunisation) 
 

HBIG 
c 

Booster dose of 
HepB vaccine 
A second dose of 
HBIG should be 
given 
at one month 
 

HBIG 
c 

Consider booster 
dose of HepB 
vaccine 
A second dose of 
HBIG should be 
given 
at one month 
 

No HBIG 
Consider booster 
dose of HepB 
vaccine 
 

No HBIG 
Consider booster 
dose of HepB 
vaccine 
 

No HBV  
prophylaxis 
Reassure 
 

a Significant Exposure: needlestick injury 
 

b Accelerated Course HB vaccine = doses spaced at zero, 1 and 2 months with a booster dose given at 12 months to those at 
continued risk of HBV. 

c HBIG = HB Immunoglobulin, 500U given intramuscularly. Has to be ordered urgently via Microbiology, and given as soon as 
possible, ideally within 48 hours and not later than a week after exposure. 
Source: PHE, The Green Book, Chapter 18. 

https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/628602/Greenbook_chapter__18.pdf 

 

 

 

 

 

 

 

 

 

 

https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/628602/Greenbook_chapter__18.pdf
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Appendix 4: Patient Advice Letter 

ED Clinicians: You can copy and paste this information in the AVS patient box on Dispo Screen in MyCare 

 

‘Help, I have been spiked!’ 

Advice and guidance from the Emergency Department for patients who present after a possible spiking 

incident. 

You have come to the Emergency Department after concerns that you might have been spiked. This could 

be because you believe your drink was spiked or you have been subjected to possible spiking by needle. 

You might be anxious and concerned about what to do next- so here are some useful tips and advice: 

 If you haven’t already done so, you might want to consider reporting the incident to the police.  

Devon and Cornwall Police have investigated a number of incidents.  

Devon and Cornwall police: ring 101 or email 101@devonandcornwall.pnn.police.uk 

 The Emergency Department does not offer blood or urine tests to screen for recreational drugs. 

Drug screening tests can be done by the police. Please contact Devon and Cornwall Police directly if 

needed. It might be reassuring to know that 3 women who reported feeling unwell after nights out 

in Exeter and suspected they may have been spiked via needles were found to have no traces of 

spiking drugs in their systems. 

 If you are concerned about having been spiked by a needle, you might be concerned about blood 

borne viruses like HIV or Hepatitis. It is very unlikely that you will contract HIV or Hepatitis from a 

suspected spiking by needle incident.  Here are some facts: 

o HIV risk. Even if you did sustain a needle stick injury, the risk of contracting HIV from a 

sharps injury in the community is extremely low. You will therefore not need Post Exposure 

Prophylaxis (PEP) medication prescribed. There have been no confirmed cases of HIV 

infections from needle stick injuries in the UK since 1999.  

o Hepatitis B and C: Again the risk of contracting Hepatitis B or C from a spiking incident will 

be very low. If there is clear evidence of a needle stick injury you might be started on a 

Hepatitis B immunisation course if the incident was less than 7days ago.  This involves 

injections of the vaccine at zero, 1 and 2 months. You might receive the first dose in the 

Emergency Department, follow-up should then be through your General Practitioner. Your 

clinician will advise.  

o Blood tests: We do not do immediate blood tests in the Emergency Department, but if there 

is clear evidence of a needle stick injury, we will take a blood sample that will be stored in 

the lab. You would then need your GP to take a blood test at 12weeks to test for HIV and 

Hepatitis B and C. 

 If you have any further concerns, remember there is a lot of misinformation online.  Please discuss 

and seek advice from a reputable source, like your GP or Student Medical Centre, or online at 

www.nhs.uk. 

 

mailto:101@devonandcornwall.pnn.police.uk
http://www.nhs.uk/

