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This is a joint position statement from the British Society for Dermatological Surgery
(BSDS), the British Association for Sexual Health and HIV, the British HIV Association and
the Institute of Biomedical Science. We would also like to acknowledge the valuable

contributions of Dr Darryl Braganza Menezes and otherimportant stakeholders consulted;
the National AIDS Trust, the Terence Higgins Trust.

About Mohs micrographic surgery

Mohs micrographic surgery (MMS) is a precise surgical technique for removing higher risk
non-melanoma skin cancer (NMSC) on the head and neck, with evidence demonstrating
lower recurrence rates compared with other treatments. Access to this form of treatment
should be equal for appropriate patients living within the United Kingdom.

MMS involves the surgeon removing the visible skin tumour under local anaesthetic, the
laboratory staff then immediately processing the sample, then the surgeon reviewing the
sample under the microscope to assess if any tumour remains at the edges. If tumour
remains, then the patient is brought back into the operating theatre and the process is
repeated until the tumour is clear. As it is a same-day procedure from start to finish, the
tissue removed in conventional MMS laboratories is processed fresh using a frozen tissue
technique. There is a potential risk of transmission of blood-borne viruses to healthcare
staff when performing the surgery, and in handling fresh tissue samples.

Mohs micrographic surgery and blood borne viruses

Blood borne viruses which may currently impact access to conventional MMS with fresh-
frozen sectionsinclude HIV, Hepatitis B and C. This statement addresses MMS and HIV.
Future statements may expand to include other BBVs. Untreated HIV is a well-known risk
factor for non-melanoma skin cancer, with some evidence that patients with a CD4 count



<200 have a higher risk of subclinical tumour spread', demonstrating the importance of
access to MMS to ensure prompt tumour clearance prior to surgical reconstruction.

Background to our position

This document confirms the agreed position on providing MMS for patients diagnosed with
HIV. This position was developed in response to the recent published variation in practice.
We stress the importance of equal accessto conventional, frozen-section MMS for all
eligible patients. 23

In the published survey by Alani et al,?2 only 44% of MMS centres in the UK offer
conventional MMS for people living with HIV with an undetectable viral load, whereas 56%
instead offer ‘slow’ MMS (where tissue is fixed in formalin), regardless of the patient’s viral
load. Offering this alternative derives from the theoretical risk of transmission of HIV to
laboratory staff during the processing of fresh tissue. The disadvantages of slow MMS
include the extended turnaround time, which requires multiple hospital visits for the
patient, often separated a week apart. This form of fixation may also result in difficulty
achieving complete representation of the surgical margins and therefore a lower
effectiveness.> Comparatively, in the US 89% of people living with HIV are offered
conventional frozen section MMS. 4

The UK Equality Act 2010 states that it is illegal to discriminate indirectly against
individuals based on their HIV status unless it can be justified objectively. Therefore any
policy which mandates an alternative form of treatment solely on the basis of an
individual’s HIV status must be medically required to be able to justify the differential
treatment. Without this justification any policy is likely to be discriminatory and could be
legally challenged.

The UK Health Security Agency (UKHSA) reported that 95% of people living with HIV in
England are diagnosed, 98% of those are on treatment, and 98% of those have an
undetectable viral load.® The risk of transmission of HIV to a healthcare worker from a
patient with an undetectable viral load (uVL) from a needle-stick injury is considered
negligible,2% compared to the risk of an untreated patient which is ~0.3%.7° Despite this
theoretical risk, UK Health Protection Agency (HPA) data from 1999-2018 found there
were no HIV transmissions following significant occupational exposures amonghealthcare
workers.'°

Risk of transmission is more likely to occur from someone living with undiagnosed HIV,
and hence any policy specific to only those with a positive diagnosis, may encourage false
reassurance and lack of appropriate precautions from staff. People living with HIV are not
required to disclose their infection status, and any form of pressure or discrimination in the
healthcare setting may discourage patients from seeking healthcare services, resulting in
worse outcomes.

All fresh tissue samples, from any patient, should be treated as potentially infectious, with
universal precautions taken, as any patient receiving MMS may have HIV or other
infection.

Surqgical practices to reduce the risk of exposure injury during MMS may include:




e Regular training and competency assessment for nursing and medical staff
involved in MMS procedures is essential to ensure safety and consistency of
practice

o Standard safe surgical and assistant technique to reduce risk of needlesticks

e Appropriate use of procedure specific WHO safe surgical checklist (especially

sharps counts and handling)

e Appropriate use of personal protective equipment (PPE). mask, protective

eyewear, double-gloving (if dexterity unaffected), gown

e Appropriate use of specific equipment: safety scalpel, smoke evacuator, safety

syringe, avoiding skin hooks or using blunt skin hooks where possible

Precautions to reduce the risk of infection when handling fresh tissue in the MMS
laboratory may include:
e Regulartraining and competency assessmentfor laboratory staff involvedin MMS
procedures is essential to ensure safety and consistency of practice
e Double-gloving (if dexterity unaffected), or cut-resistant gloves
e Cleaning of all surfaces, cryostats and equipment after each MMS layer
e Cleaning of the laboratory at the end of the day
o Designating a specific cryostat for infectious material
e Using a separate supply of tissue staining ink and sticks/brushes when marking
known infectious material
o |deally atleasttwo cryostats should be available to accommodate decontamination
time after operating on a person with detectable HIV. All equipment should undergo
full decontamination at the end of the surgical session.

In the eventof an occupational exposure such as sharps or needlestick injury, standard
procedure should follow in line with local trust recommendations. Depending on the
level of risk, this may involve post-exposure prophylaxis (PEP). The British Association
for Sexual Health and HIV (BASHH) 2021 UK guideline for the use of PEP outlines up-
to-date risk recommendations.’!

Jointly agreed recommendations

o All patients, irrespective of HIV status, should have equal access to conventional
frozen section MMS for appropriate tumours. If this is not current practice, we
encourage clinicians and laboratory staff to make these changes with immediate
effect given the legal responsibilities detailed above.

e For people living with HIV, MMS should be offered irrespective of CD4 count at the
time of referral or of surgery.

e HIV is not a significant risk factor for post-operative wound infection in general.
However, in patients with late-stage (untreated) HIV and a low CD4 count
(<200cells/u L), the risk of post-operative wound infection may be higher.1213

e People living with untreated HIV undergoing MMS should be counselled on the
increased risk of post-operative infection and supported to access HIV care whilst
awaiting surgery.



Training and ongoing professional development to support staff safety and
confidence when working with all fresh tissue should be in place across MMS
services. Consideration should be given to the differing resource levels across
laboratories.
Universal safety precautions should be taken on the assumption that any patient
may have HIV which is undiagnosed or undisclosed.
All MMS laboratories should have a clear, readily accessible, local policy on:

1) Universal safety precautions to reduce exposure injuries.

2) Specific safety precautions whilst handling known infectious tissue.

3) Procedure following occupational exposure injury (such as sharps or
needlestick injury) and post-exposure prophylaxis (PEP).

Further work is needed in assessing the acceptability and cost of offering routine
HIV testing for all patients undergoing MMS. This has the potential to pick up
undiagnosed cases which have the highest risk of transmission to staff. This
screening would also benefit patients, allowing for earlier detection and
management. Use of routine testing in non-emergency settings is supported by the
British HIV Association (BHIVA) and NICE guidelines.
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