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In this issue we look at the specific challenges and 
approaches to the successful implementation of 
the Needlestick Safety and Prevention Act in dif-
ferent clinical settings: long-term care and the 

intensive care unit. In the next issue we will address 
the problems with needlestick injuries prevention in 
the ER.

Ms. Bennett and Brown were responsible for imple-
menting a sharps-injury prevention program in Life 
Care Centers of America’s 215 nursing homes. Nursing 
and personal-care facilities have one of the highest 
rates of injury and illness, and monetary penalties 
for long-term facilities have been as much as three 
times that of hospitals. Our authors describe in 
detail the entire process including the preparatory, 
implementation, and evaluation phases and provide 
candid recommendations on how the process could 
have been improved.

Even though hospital data show injury rates declining, 
the proportion of percutaneous injuries specific to ICUs 
has remained between 5 and 8 percent. What makes 
percutaneous injuries in the ICU different from those 
in general patient care departments? ICU practices 
and the patients themselves account for some of the 
differences as well as some staff viewing their risks 
differently and not practicing sharps safety to its fullest 
potential. Ms. Beiningen identifies the risks inherent 
to the ICU and recommends prevention strategies to 
help reduce the risk of sharps-injuries.

T
he long-term care arena has a long his-
tory of facing and mastering difficult 
challenges. In recent years, these have 
included implementing the Omnibus 

Budget Reconciliation Act (OBRA), proactively 
planning for and adapting to the Prospective 
Payment System (PPS), maintaining readiness 
for inspections by the Occupational Safety and 
Health Administration (OSHA),1 and, more re-
cently, implementing the Needlestick Safety and 
Prevention Act.

	 One might think that implementing a 
sharps-injury prevention program in long-term 
care would be relatively easy, since far fewer sharps 
are used in long-term care than in acute-care fa-
cilities. However, all components of the Needle-
stick Safety and Prevention Act apply to long-term 
care and had to be implemented with great detail. 
An additional challenge in many facilities is the 
fact that the infection-control professional (ICP), 
who frequently leads the implementation efforts 
for sharps safety, often has multiple job func-
tions in addition to infection control. Coupled 
with a national nursing shortage and staffing is-
sues throughout the long-term care industry, this 
makes it often difficult to provide patient care 
and to focus time on new initiatives and regula-
tions. The need to implement a program such as 
sharps safety often requires scheduling changes 
and, sometimes, re-assignment of job functions 
within the system.

Although the challenges in long-term care 
facilities might be great, this article shows how 
Life Care Centers of America successfully imple-
mented the Needlestick Safety and Prevention Act 
in 215 nursing homes.

Injuries in long-term care facilities
Nursing and personal-care facilities have one 

of the highest rates of injury and illness among 
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industries for which nationwide lost-workday 
injury and illness (LWDII) rates were calculated 
for calendar year 2000.2 According to the Bureau 
of Labor Statistics, in that year nursing and per-
sonal-care facilities experienced an average LW-
DII rate of 7.9, despite the availability of feasible 
controls to address hazards within this industry. 
This is more than double the LWDII rate of 3.0 
for private industry as a whole.

Data on needlestick and other sharps injuries 
specific to long-term care facilities is not readily 
available for review. However, the National Insti-
tute for Occupational Safety and Health (NIOSH) 
has published in “Safer Medical Device Imple-
mentation in Health Care Facilities: Sharing Les-
sons Learned” a couple of years of sharps injury 
data for one 500-bed long-term care facility ac-
credited by the Joint Commission on Accredi-
tation of Healthcare Organizations (JCAHO).3 
Injury rates are not given, but the type of injury, 
device used, and specific situations are (table 1).

During October 2000 through September 
2001, OSHA performed 190 inspections of 
skilled-nursing facilities and gave 487 citations 
relating to bloodborne pathogens. The cumula-
tive monetary penalties were nearly $310,923. In 
comparison, during the same period there were 
50 inspections of hospitals, with 139 citations and 
penalties of $96,175.4

Review of the legislation
The Needlestick Safety and Prevention Act 

became law in the United States on November 
6, 2000. It authorized the Occupational Safety 
and Health Administration to require the use of 
sharps devices with engineered safety features. 
The effective date of the legislation was April 18, 
2001.5 The use of devices with engineered sharps 
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I
s the ICU different from other healthcare 
settings when it comes to sharps safety? 
All settings where needles and sharps 
are used for patient care have potential 

for percutaneous injury. Some settings might 
promote worker injury simply because of the 
nature of patient care—for example, in oper-
ating rooms, many different types of sharps 
unique to surgery are used. Another example 
is the emergency department, which man-
ages the initial care of critically injured or ill 
individuals; the pace of this department and 
the tests, procedures, and other characteris-
tics unique to it can present distinct risks for 
sharps injuries.

Similar to the emergency department, in-
tensive care units (ICUs) continue the man-
agement of critically injured and ill patients. 
Although many invasive devices utilized in the 
ICU are similar to those in other general pa-
tient care areas, this setting is unique and has 
its related, unique risks.

ICU needlestick injury data
The National Surveillance System for 

Health Care Workers (NaSH) Summary Re-
port, covering June 1995 through July 1999, 
reported the following data from 23 hospi-
tals:1

●	 5,520 body fluid exposures
●	 83% (4,569) percutaneous exposures
●	 13% (range 0%–28%) events in ICU 

settings

The Exposure Prevention Information 
Network (EPINet) tracks voluntarily report-
ed exposure incidents in hospitals. Figure A 
shows the aggregate rates of injury from re-
porting hospitals between 1997 and 2001.2–6

According to the average daily census, 
rates of injuries are decreasing. This decline 
in injury rates might be explained by various 
reasons. Most obviously, engineered sharps-
safety devices have become the norm and the 
expected in healthcare. Workers depend on 
needles and other sharp objects having safety 
features; when this is not the case, workers 
question why, and they have now begun to 
demand safety devices.7

Another factor could be more focused edu-
cation. Workers are informed about risks as-
sociated with sharps and the benefits of safety 
devices. When a new safety device is intro-
duced, workers must be trained in its safe use 

Intensive care: 
Intensive sharps-
injury risks
by Gwen Beiningen, RN, MS, CIC

and disposal. Ongoing education reinforces 
awareness of job safety.

Perils in the ICU environment
Even though hospital data show injury 

rates declining, the proportion of percuta-
neous injuries specific to ICUs has remained 
between 5 and 8 percent (figure B). What 
makes percutaneous injuries in the ICU dif-
ferent from those in general patient care de-
partments?

ICU practices and the patients themselves 
might account for some of the differences. 
Staff might view their risks differently or 
might not practice sharps safety to its fullest 
potential. Procedures and treatments in the 
ICU can be distinct to the setting, and some 
sharp devices are specific to the ICU.

Patient behavior
Although many ICU diagnoses and treat-

ments are similar to those in other parts of 
the hospital, differences do exist in the ICU 
patient that place workers at risk for percu-
taneous injury. Patients with certain medical 
conditions such as head injuries or drug and 
alcohol detoxification can be intensely ag-
gressive and combative. Working with sharp 
instruments around such patients is diffi-
cult, but restraining them, either physically 
or chemically, might be medically contrain-
dicated or prohibited.

More workers might be needed to steady 
patients during procedures or treatments. 
These additional workers are key in control-
ling some patient behavior, but will also add 
more hands to the injury prevention equation. 
More workers involved in an uncontrolled sit-
uation (although needed to restrain the pa-
tient) can become injured in the commotion 
of the moment.

Blood, blood everywhere!
Patients with diagnoses such as gastroin-

testinal bleeding or bleeding disorders can 
present with or develop massive exsangui-
nation. Containing blood and body fluids 
can be challenging. These patients will have 
multiple tubes and devices to be maneuvered 
around. This added equipment increases the 
challenges of maneuvering safely. Care and 
caution must be exercised to assure both that 
tubes and devices are not dislodged and that 
worker injuries are avoided.

Daily distractions
Staff attention to patient care is critical to 

successful patient outcomes. Many patient-
care activities that the worker must be fully 
cognizant of are happening simultaneously. 
Along with attention to routine care and 
monitoring, workers are distracted from du-
ties regularly and frequently: beepers beep; 
phones ring; pagers sound; alarms go off; 
medical staff, family members, and other 
workers make requests; and the list goes on. 
When interruptions are constant and focus is 
lost, accidents are more likely.

The pace
The most obvious difference in ICU de-

partments is the fast pace required to provide 
intensive care. Although nearly every depart-
ment in healthcare works at a fast pace, the 
ICU is faster.

Throughout healthcare, patients require 
immediate intervention for stabilization. In 
the ICU, this need for immediate interven-
tion happens not only daily but multiple 
times each day. After all, it is called intensive 
care for a reason. Workers must remember 
multiple patient-care tasks at the same time 
as providing a safe environment for other 
workers and themselves. Be alert. Be careful. 
And anticipate!

Multiple personnel in tight places
Another obvious difference in the inten-

sive-care setting is that a nurse is assigned to 
one or two patients only, as opposed to sev-
eral patients as is done in other hospital de-
partments. Numerous workers provide direct 
care and interventions for an individual pa-
tient; this includes medical staff, respiratory 
technologists, radiology technicians, physical 
therapists, surgery personnel, etc. More hands 
involved means that activities multiply, thus 
amplifying the danger.

Handling sharps safely when others are 
nearby is critical. Be certain to account for 
all used sharps and dispose of them imme-
diately. Sharps that are not discarded into 
proper containers immediately pose a risk 
to others. Think of the person who will next 
handle the sharp: needles thrown in the trash, 
or scalpels left on a counter, will be encoun-
tered by housekeeping or maintenance staff. 
Sharps safety is essential for you and your 
co-workers.

ICU staff
Education
Education is critical. Why then is educa-

tion in the fight against sharps injuries not as 
effective as hoped? Behavior can be very dif-
ficult to change. We are creatures of habit, and 
habits die hard. Unless we consciously and 
repeatedly try to change unsafe practices, we 
fall back on our habitual behaviors. Safe work 
practices are an expectation. Workers must 
handle sharps cautiously. They must trigger 
the safety feature on all sharps. They must dis-
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pose of sharps immediately and properly.
Evaluation of work practices helps one 

recognize unsafe practice that should be 
changed. Evaluating specific safe work prac-
tices can involve direct or covert observation 
and monitoring of practices by other workers, 
holding peer or annual performance reviews, 
and self-evaluation with questionnaires and 
focused education.

Inability or unwillingness to modify unsafe 
practices presents ongoing risk to the worker 
and others. Personnel with unsafe work hab-
its might have to be reassigned or even asked 
to leave. When conversing with ICU staff, I 
hear, “We’re different here in ICU. Some of 
these practices just don’t work here! I won’t 
be involved in an accident.” In other words, 
“I’m invincible!” Each department is differ-
ent; but when it comes to sharps safety, every 
department is the same. Safety cannot be an 
afterthought; it must be a forethought.

Our aging society
As is true of all healthcare areas, the aver-

age worker is older than in years past. Workers 

might not see as well as they used to and wear 
corrective lenses; these lenses can pose a chal-
lenge in peripheral vision or judging distances. 
Concentration is even more important to see 
where sharps are going.

ICU procedures and treatments
Point-of-care testing
Modern technology allows diagnostic 

laboratory testing to be performed at or near 
the bedside. This point-of-care testing pro-
vides faster turnaround times and thus faster 
therapeutic decision-making, improving pa-
tient outcomes. This technology, beneficial 
for the patient, could conceivably adversely 
affect workers.

In years past, laboratory staff came to the 
ICU, drew the specimen, and returned to the 
laboratory to complete testing. Now, ICU staff 
are often designated to collect specimens, 
moving the risk of exposure from laboratory 
personnel to ICU workers. As current health-
care practices require more testing, more ICU 
workers collect and handle patients’ body 
fluids. More needles for specimen collection 

mean more opportunity for injury.
Many safer devices are now available for 

drawing blood via various routes: finger-
stick devices automatically retract the lancet 
after the puncture, unbreakable plastic micro 
blood-collection tubes eliminate contaminat-
ed-glass injuries. Other products allow blood 
to be drawn from intravenous ports without 
using needles; for example, Kendall manufac-
tures the Monoject Monolettor safety lancet 
and Samplette micro blood collection prod-
ucts for finger sticks, and the Angel Wing Luer 
lock set for IV-line blood collection.

Intensive invasive procedures
Some invasive procedures not provided 

in other wards can be done in the ICU: tho-
racentesis, bronchoscopy, open-chest proce-
dures, acute dialysis, etc. These are often urgent 
procedures, forcing workers to move quickly 
with sharp instruments.

Kits are available for many of these pro-
cedures. When sharps safety devices are in-
cluded in these kits, the movement toward a 
safer ICU work environment is realized. When 
engineered safety devices are not included, the 
hospital is left to determine how to provide 
safe products to be used with the kits. Manu-
facturers are becoming more aware of this 
need, and are working toward user safety.

ICU sharps
Some needles or sharps are unique to criti-

cal-care settings. Pulmonary artery catheters, 
arterial lines, femoral lines, etc. are generally 
used with the more critically ill patients. Given 
the intensity and urgency of patient care and 
the unpredictable nature of the ICU setting, 
it is clear that devices engineered to protect 
needle tips play a crucial role in needlestick 
prevention.

Although some treatments and therapies 
involving needles are not exclusive to the ICU, 
they are used more frequently, with more de-
vices per patient—for example, drawing blood 
specimens. In the ICU, most medications are 
administered intravenously; thus, needle de-
vices such as peripheral IV lines, central IV 
lines, and sutures to secure these lines are uti-
lized with greater frequency per patient.

A practice that deserves candid discussion 
is carrying syringes of medications in cloth-
ing pockets. Having emergency or frequently 
used medications in the pocket reduces criti-
cal time for administration; however, for both 
infection prevention and sharps safety, this is a 
dangerous practice. It is especially dangerous 
when medications are titrated and when por-
tions of IV medication are dispensed from one 
syringe. These syringes should not be placed 
in pockets, especially once a dose has been 
administered.

Primary prevention
Given the fast pace, urgency of care, and 

unpredictability of ICU patients’ health, 
sharps safety is essential. NAPPSI places 
greater emphasis and demand on primary 
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prevention over secondary prevention. Pri-
mary sharps-injury prevention is defined as 
needleless products: no needle, no injury.8

Although not all devices are needleless, 
manufacturers are moving in this direction. 
For example, recent trends include more use 
of non-invasive hemodynamic monitoring. 
New advancements include transcutaneous 
testing for pO

2
, blood glucose, and bilirubin 

levels. Breath tests, such as those for detect-
ing Helicobacter pylori, are available. These 
advances remove the need for blood sampling 
or for some intravascular lines.

Some central intravascular devices, drains, 
and tubing are usually anchored with sutures, 
but sutureless products are becoming more 
available. Eliminating the suture needle from 
stabilizing lines and tubing eliminates a source 
of injury.9

Transdermal patches, inhalants, and 
needleless injectors also allow medication 
to penetrate the skin. Nearly every manufac-
turer of IV administration systems has prod-
ucts that minimize the need for needle entry. 
Better yet, some have made needle entry an 
impossibility!

Secondary prevention
Secondary prevention devices have a safety 

feature triggered either passively or actively 
after use. Syringes with needles that auto-
matically retract after medication adminis-
tration are considered passive devices. The 
safety feature activation is a normal part of 
product use and is triggered by simple use of 
the product.

Active devices require the safety feature to 
be specifically activated by the user,  for ex-
ample by pushing a button or sliding a cap or 
sheath to cover the needle tip. You can visit the 
NAPPSI Web site at http://www.nappsi.org/
safety.shtml to find a list of primary and sec-
ondary prevention injection equipment.

Sharps disposal
Disposal of sharps is the final step in elim-

inating sharps from the work environment. 
Sharps-disposal boxes should be close to the 
point of care to avoid transport of used nee-
dles. Placement of the sharps box is decided 
by the unit and is based on preference, user 
friendliness, and history of sharps injuries re-
lated to disposal. Sharps-disposal containers 
should have the following characteristics:10

●	 Containers should remain functional 
during their entire use: durable, clos-
able, leak-resistant on their sides and 
bottoms, and puncture-resistant un-
til final disposal. Individual containers 
should have adequate volume and safe 
access to the disposal opening (inlet).

●	 Containers should be accessible to 
workers who use, maintain, or dispose 
of sharp devices. A sufficient number 
should be provided. Containers should 
be conveniently placed and (if neces-
sary) portable within the workplace.

●	 Containers should be plainly visible to 
the workers who use them. Workers 
should be able to see proper warning 
labels, color coding, and the degree to 
which the container is full.

●	 Containers should be accommodating 
or convenient for the user and the fa-
cility, and they should be environmen-
tally sound (e.g., free of heavy metals 
and composed of recycled materials). 
Accommodation also includes ease of 
storage and assembly, and simplicity 
of operation.

	
In the ICU, high volumes of sharps are 

necessary in delivering patient care. Given 
the increased waste that accompanies sharps 
safety devices, manufacturers are producing 
containers that are larger and more portable 
(e.g., with wheels for transport), have larger 
inlets to accommodate larger devices, and are 
ergonomically friendly. Kendall’s Sharpscart 
is one example of this new-generation con-
tainer.

New-generation sharps boxes can help en-
gineer out injuries related to sharps disposal. 
Some boxes are designed so that simply the 
weight of the needle and syringe activates the 
“mailbox drop” opening, and the device falls 
into the box, isolated from the work environ-
ment. When the box fills to a designated level, 
its design prevents further use; more sharps 
cannot be stuffed into the box because it will 
not open.

Larger sharps containers have become 
popular. With the advancement of safety 
needles, sharps used in patient care have 
become larger and more bulky, resulting in 
additional waste volume. Standard boxes fill 
up more quickly. Larger boxes allow workers 
to empty boxes less often and thus to handle 
boxes less frequently. Of course, larger boxes 
are also appropriate where high numbers of 
sharps are used.

It is also important to emphasize that the 
mattress is not a pin cushion. The needle 
opens the integrity of the mattress, and pa-
tient safety, worker safety, and mattress in-
tegrity are compromised. More than once, 
mattresses have been destroyed from this 
practice. Sharps boxes placed near the point 
of use can discourage workers from putting 
needles into mattresses.

Summary
The ICU is called an intensive care unit 

for a reason. Some ICU factors can not be 
changed. Certain actions or procedures are 
simply a part of the “perils of the ICU.” Safer 
sharps practices must be followed wherever 
possible. Purchase of needles and sharps 
with safety features that cannot be bypassed 
is fundamental. All workers are accountable 
for keeping the ICU environment as safe as 
possible.
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Table 1: Types of sharps injuries

Injury Device Used Situation Additional 
   information

  

laceration suture needle  Injury occurred after suturing 
   completed 

needlestick needle in sharps  After venipuncture, attempted to place    
 container   top on sharps container lid 
   when needle pricked finger 

needlestick butterfly needle  While pulling needle out of vein, needle     
   went into thumb 

needlestick needle attached to  During venipuncture, changing blood 
 inside of Vacutainer  specimen tubes
 holder

needlestick clean needle  Stuck with clean needle over bloody glove 
   during venipuncture 

needlestick insulin syringe  While pulling shield over needle, turned  Provider did not know
   away to listen to a resident who was  how to perform second
   talking loudly and pricked finger step to make syringe  
    safe.

laceration razor  Shaving resident 

www.infectioncontrolresource.org

injury protection was already required by a 
November, 1999 OSHA compliance directive 
regarding exposure to bloodborne pathogens.6 
In addition, the Needlestick Safety and Pre-
vention Act required the following:

●	 exposure control plans that reflect 
how employers implement new devel-
opments in sharps-injury prevention 
technology and documentation of an-
nual review

●	 definition of engineering controls 
to include devices with engineered 
sharps-injury protection as well as 
needleless intravenous administration 
systems

●	 input by front-line, non-managerial 
healthcare workers at least annually 
into identification, evaluation, and se-
lection of devices and other controls, 
with documentation in the exposure 
control plan

●	 a log that documents all injuries from 
contaminated sharps that penetrate the 
skin

OSHA also requires that the safety devices 
chosen be appropriate, commercially available 
in sufficient quantity, and effective.

	
NIOSH recommendations for 
employers

In November, 1999 NIOSH made rec-
ommendations to employers on preventing 
needlestick injuries in health care settings.7 

NIOSH summarized desirable characteris-
tics of safety devices:

●	 The device is needleless.
●	 The safety feature is an integral part of 

the device.
●	 The device preferably works passively 

(i.e., it requires no activation by the 
user). If user activation is necessary, 
the safety feature can be engaged with 
a single-handed technique and allows 
the worker’s hands to remain behind 
the exposed sharp.

●	 The user can easily tell whether the 
safety feature is activated.

●	 The safety feature cannot be deacti-
vated and remains protective through 
disposal.

●	 The device performs reliably.
●	 The device is easy to use and practi-

cal.
●	 The device is safe and effective for pa-

tient care.
	
NIOSH further stated that needlestick 

injury reduction can best be accomplished 
when improved engineering controls are in-
corporated into a comprehensive program 
involving workers that includes the follow-
ing directives:

●	 Analyze needlestick and other sharps-
related injuries in your workplace to 
identify hazards and injury trends.

●	 Set priorities and prevention strategies 
by examining local and national infor-
mation about risk factors for needle-
stick injuries and successful interven-
tion efforts.

●	 Ensure that healthcare workers are 
properly trained in the safe use and 
disposal of needles.

●	 Modify work practices that pose a 
needlestick-injury hazard to make 
them safer.

●	 Promote safety awareness in the work 
environment.

●	 Establish procedures for and encourage 
the reporting and timely follow-up of 
all needlestick- and other sharps-re-
lated injuries.

●	 Evaluate the effectiveness of preven-
tion efforts and provide feedback on 
performance.

Although these recommendations pre-
ceded the Needlestick Safety and Prevention 
Act, the steps have been used by many health-
care facilities, and they helped to format the 
framework for preparation, implementation, 
and evaluation described below.

Preparatory phase
Life Care Centers of America (LCCA) is a 

large for-profit long-term care company based 
in Cleveland, Tennessee. Founded in 1976, 
Life Care Centers of America has grown to 
be one of the largest healthcare management 
companies in the USA, operating more than 
260 nursing, subacute-care, rehabilitation, as-
sisted-living, retirement, home-health, and 
Alzheimer-disease centers in 28 states.

LCCA implemented the Needlestick Safe-
ty and Prevention Act in each of their 215 
long-term care facilities across the nation. In 
the preparatory phase, their standardization 
committee, consisting of frontline representa-

Implementation of the Needlestick 
Safety and Prevention Act in long-
term care facilities — Continued

Figure 1
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tives as well as corporate support associates, 
assessed the types of sharps being used in 
the facilities and obtained devices from four 
companies that manufacture and/or distribute 
sharps with engineered sharps-safety protec-
tion. Needleless intravenous administration 
systems were already in place. The devices 
that lacked engineered sharps-safety protec-
tion included syringes, lancets, phlebotomy 
needle holders, winged blood-collection sets, 
and scalpels (used mainly for wound debride-
ment and packaged in a wound debridement 
kit). In addition, the committee chose to re-
evaluate the sharps containers.

Front-line nursing associates conducted 
field evaluations for thirty days. The initial 
evaluation criteria for each device included 
safety, efficacy of the active or passive activa-
tion feature, performance, availability, reliabil-
ity, effects on residents’ care, and acceptance 
by associates. Three months later, front-line 
nursing associates and the standardization 
committee reviewed the evaluations. They se-
lected Kendall products because of their safety 
features. Some important features include:

●	 The Monoject safety syringe has a very 
secure safety shield that covers the nee-
dle completely during transport and af-
ter use. The syringe also allows for in-
termittent drug delivery, because the 
transport position allows the nurse to 
cover the needle with the shield instead 
of recapping it during titration, keep-
ing the fingers away from the needle. 
The Monoject syringe allows activation 
with fluid still in the barrel.

●	 The phlebotomy needle holders have 

back-in protection as a double safety 
feature. In addition, they prevent splat-
ter with one-hand activation.

●	 The winged collection set is a unique 
self-sheathing system with one-hand 
activation of the safety mechanism. 
The wings are textured for secure 
handling.

Facility executive directors were notified of 
the product selections. Directions were given 
for implementation including completing an 
inventory of current supplies and blocking 
further orders for the non-safety-engineered 
sharps.

One month later a planning meeting was 
held with regional clinical directors and rep-
resentatives from Kendall. Plans were finalized 
to deliver products to each LCCA facility and 
to train all associates in their use.

Implementation phase
Six months after the preparatory phase 

began, training was completed. LCCA initi-
ated use of the safety-engineered devices. Re-
gional, divisional, and clinical directors and 
vendors conducted additional follow-up and 
training as needed.

Concurrent with the implementation 
phase, the Bloodborne Pathogens Exposure-
Control Plan, was revised as required by the 
legislation, to reflect the annual evaluation of 
the safety-engineered devices by non-mana-
gerial associates and the use of the sharps-in-
jury log. OSHA requires that the log include 
injuries from contaminated sharps that pen-
etrate the skin. It must contain the type and 

brand of device involved; the location of the 
incident, including the department or work 
area where the incident occurred; a descrip-
tion of how the incident occurred; and the 
body part affected. This log does not replace 
the OSHA work-related injury logs and 
forms OSHA 300 and 301. See figure 1 for 
the sharps-injury log used by Life Care Cen-
ters of America. LLCA also chose to use their 
own sharps-injury report form to facilitate 
analysis of the cause of each injury.

Evaluation phase
The preparatory phase included plan-

ning for initial and on-going evaluation. 
LCCA standardized evaluation forms for all 
facilities, with a form for each device in use 
(see figure 2). Individual users of each device 
completed these forms. Meetings were held 
in each facility with non-managerial associ-
ates to review the evaluation forms and to 
discuss issues relating to the devices in use. 
The results of the individual device evalua-
tions were then summarized on  the “Safer 
Medical Device Selection Summary” form 
(see figure 3). Summaries of the meetings 
and the evaluations were sent to the LCCA 
standardization committee for review. The 
standardization committee determined six 
areas of concern:

●	 associates’ lack of knowledge of proper 
technique in using the devices

●	 occasional lack of safety engineering in 
devices supplied by the contract labo-
ratory

●	 overfilling of sharps containers
●	 residents’ complaints of pain from the 

new lancets
●	 ability of residents to get their hands 

into the sharps containers
●	 residents offended to see used needles 

and syringes in the sharps containers
	
A vendor representative met with the stan-

dardization committee to serve as a resource 
and to answer questions. The committee 
chose to continue using the devices that had 
previously been chosen with the exception of 
the lancet, which was causing undue pain for 
the residents. The facilities’ executive direc-
tors and directors of nursing were given the 
following recommendations:

●	 training and competency assessments 
of associates on use and disposal of 
safety engineered sharps devices dur-
ing orientation

●	 annual inservice training with repeat 
competency assessments

●	 random compliance rounds with ap-
propriate follow-up training

●	 repeat facility training by vendor rep-
resentative if needed

●	 notification of contract laboratory to 
deliver safety devices; otherwise, facil-
ity stock to be used  

●	 replace lancet with one having re-de-
signed gauge and depth

●	 secure the full sharps containers in 

Figure 3Figure 2
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This continuing nursing education activity was 
approved by the Vermont State Nurses’ Association Inc. 
(VSNA) an accredited approver by the American Nurses 
Credentialing Center’s Commission on Accreditation. 

Providor approved by the California Board of 
Registered Nursing. Providor #CEP1447 

Upon completion of this offering the learner will be 
able to:

1.	 Describe the four major components/requirements 
of the Needlestick Safety and Prevention Act.

2.	 List three characteristics of safety devices for 
needlestick prevention as summarized by NIOSH.

3.	 State the OSHA participation requirements of 
staff in evaluation and selection of safety devices. 

4.	 List three differences in ICU patients and practices 
that influence worker risk of sharps injury.

5.	 Discuss differences between primary and second-
ary sharps-injury prevention devices.

6.	 Describe three sharps safety handling practices.

1. 	 Read both articles.
2. 	 Complete the post-test. (You may make copies of 

the answer form.)
3. 	 Complete the  participant evaluation.
4. 	 Mail or fax the complete answer and evaluation 

forms to address below.
5. 	 To earn 1.2 contact hours of continuing 

education, you must achieve a score of 70% or 
more. If you do not pass the test you may take it 
one more time.

6. 	 Your results will be sent within four weeks after 
form is received.

7. 	 The fee has been waived through an 
educational grant from Covidien.

8. 	 Answer forms must be postmarked by  
September 5, 2010.	

	 For current renewal and expiration dates, 
visit www.infectioncontrolresource.org

	
Mark your answers clearly with an “X” in 
the box next to the correct answer. Please 
print clearly. Illegible writing will delay 
processing.
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a locked cabinet until pick-up by the 
biomedical waste company

LCCA also announced that it would con-
tinue evaluating sharps containers that use 
hands-out technology with the lid stopping 
in the full position when it reaches maximum 
capacity.

The facilities will maintain their original 
evaluations, summaries, and LCCA standard-
ization committee recommendations, includ-
ing subsequent action that is taken. Each May 
the front-line associates will evaluate the ef-
fectiveness of all safer medical devices. The 
project will be directed, as it was this year, 
by clinical services and the standardization 
committee.

Summary
In general, LCCA’s implementation of 

the Needlestick Safety and Prevention Act 
was accomplished in an organized and effec-
tive manner. The challenge of implementing 
new legislation during a nationwide nursing 
shortage and a general long-term care staffing 
shortage was difficult but—typical of many 
healthcare professionals—the staff came 
through even though the device trials and 
evaluations added to their workloads.

The greatest challenge in implementing 
any new process within a large corporate 
structure is communication. LCCA planned 
for an effective communication process in the 
early stages of this project. However, the com-
pany did not receive device evaluations from 
all of the 215 facilities during the established 
time frame. Therefore, one lesson learned is 
that future projects of this magnitude must 
be more decentralized, with divisional clini-
cal directors being responsible for making sure 
the evaluations are done, gathering the sum-
maries, and providing them to the standard-
ization committee.

Assistance from vendor-company repre-
sentatives was very helpful in presenting the 
products to the LCCA standardization com-
mittee, providing products to use in trials, 
providing sample product-evaluation forms, 
and educating workers.

At a corporate level, in addition to future 
oversight of the annual evaluations of safer 
medical devices, LCCA will closely monitor 
the tracking and trending of sharps injuries.

Over-all, cooperation from the facilities 
and the staff was excellent even with very 
challenging and demanding schedules being 
further taxed by the scope of this project.
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1.The Needlestick Prevention and Safety Act au-
thorized OSHA to:

a.	require implementation of specific brands of 
safety devices

b.	require the use of sharps with engineered safety 
features

c.	require that a sharps injury log be used to re-
place the OSHA 300 log

d.	all of the above

2.NIOSH summarized desirable characteristics of 
safety devices for needlestick prevention. They in-
cluded all of the following except:

a.	The device is needleless.
b.	The device preferably works passively.
c.	The safety feature can be deactivated if neces-

sary.
d.	The safety feature is an integral part of the de-

vice.

3.The sharps-injury log must include documenta-
tion of the following except:

a.	type and brand of device
b.	location of the incident
c.	type of worker who is injured
d.	description of how the injury occurred

4.The sharps-injury log must include  
documentation of:

a.	all sharps injuries
b.	sharps injuries and splashes onto mucous mem-

branes
c.	sharps injuries that result in prophylactic treat-

ment
d.	injuries from contaminated sharps that pen-

etrate the skin

5.A sample of non-managerial, front-line workers 
must participate in evaluation and implementation 
of sharps devices at least every:

a.	quarter
b.	six months
c.	year
d.	two years

6.The Needlestick Safety and Prevention Act re-
quires revision of bloodborne pathogens exposure 
control plans to include:

a.	how employers implement new developments in 
sharps injury-prevention technology and docu-
mentation of annual review

b.	documentation of input from non-managerial, 
front-line healthcare workers into identification, 
evaluation, and selection of safety devices and 
other controls

c.	copies of worker evaluation forms for medical 
devices considered for use

d.	a and b

7.OSHA requires that safety devices chosen be:
a.	appropriate
b.	commercially available in sufficient quantity
c.	effective
d.	all of the above

8.What proportion of percutaneous injuries has 
been documented to occur in ICU settings?

a.	80%–85%
b.	50%–60%
c.	5%–8%
d.	1%–2%

9.Which of the following ICU perils does not affect 
sharps injuries?

a.	patient sedation.
b.	aggressive or combative patient behavior.
c.	worker distractions from patient care.
d.	fast pace.

10.What are the risks of multiple workers involved 
in hands-on patient care?

a.	more hands involved in direct patient care.
b.	increased activity surrounding direct patient 

care.
c.	more worker discussion of patient cares and 

needs.
d.	a and b.

11. What causes distractions to patient care?
a.	phone calls.
b.	equipment alarms.
c.	pages.
d.	all of the above.

12. Why is worker education about sharps safety 
less successful than desired?

a.	worker feeling of being invincible.
b.	difficulty changing unsafe work habits.
c.	disregard for other workers’ safety.
d.	a and b.

13. Which device fits the definition of a primary 
sharps-injury prevention product?

a.	scalpel with thumb-activated protective cover.
b.	needle/syringe with no safety feature.
c.	needleless IV system.
d.	needle/syringe with worker-activated  

tip protector.

14.Examples of needleless medication administra-
tion methods are:

a.	transdermal patches
b.	inhalants
c.	needleless injections
d.	all of the above

15.Sharps boxes should be:
a.	as close as possible to the point of use
b.	filled until no more sharps can fit
c.	used after inserting the needle into the mattress
d.	none of the above

1. What is the highest degree you have earned (circle one)?  1. Diploma   2. Associate   3. Bachelors   4. Masters    5. Doctorate
2.  Indicate to what degree you met the objectives of this program using 1= strongly agree to 
 6 = strongly disagree rating scale. Please circle the number that best reflects the extent of 
 your agreement to each statement:    

 a. Describe the four major components/requirements of the Needlestick Safety and Prevention Act.
 b. List three characteristics of safety devices for needlestick prevention as summarized by NIOSH.
 c. State the OSHA participation requirements of staff in evaluation and selection of safety devices. 
 d. List three differences in ICU patients and practices that influence worker risk of sharps injury.
 e. Discuss differences between primary and secondary sharps-injury prevention devices.
 f. Describe three sharps safety handling practices. 
3. How long did it take you to complete this home-study program?
4. Have you used home study in the past?               Yes             No
5. How many home-study courses do you typically use per year?
6. What other areas would you like to cover through home study?

Mark your answers with an X in the box next to the correct answer
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