
wound itself, workers can acquire 
one of some 200 bloodborne diseases. 
The infectivity rate from 
accidental needlesticks—
the percentage of those ex-
posed who become infect-
ed—is fairly low for HIV: 
0.3 percent, says Ernst. 
“The bigger concern is 
with hepatitis B. Six to 30 
percent of those who are 
not immunized will be in-
fected with it if they have a 
needlestick.” Hepatitis C, 
for which no immunization 
yet exists, will infect people 
0.5 percent to two percent 
of the time.

For a multitude of rea-
sons, a high percentage of 
people who experience an 
accidental needlestick 
don’t report it, Ernst notes. 
In an online survey on his 

Web site, www.phlebotomy.com, 29.1 per-
cent of those who had had an acci-
dental needlestick in the past 20 
years said they kept it to themselves. 
“It’s never justifiable, but human 

nature being what it is, people may 
not report because they are afraid of 
being ostracized, they’re afraid of the 
stigma, or they’re afraid of being 
considered inept. And I suppose 

some want to just ignore it 
and hope for the best.”

Despite OSHA require-
ments, the use of safety 
devices still is not univer-
sal. While it’s not a scien-
tific survey, visitors to 
Ernst’s Web site were 
asked, “Do you ever use 
non-safety devices when 
you draw blood?” and 12.5 
percent of those respond-
ing said yes. “About 40 
percent of those were non-
USA subscribers,” Ernst 
notes, “but that still means 
7.5 percent of U.S. respond-
ers said yes.” Others have 
put the rate at 13 percent 
(“10th Anniversary of the 
Needlestick Safety and 
Prevention Act: Mapping 
Progress, Charting a Fu-

ture Path.” International Health Care 
Worker Safety Center conference, 
Nov. 5–6, 2010, Charlottesville, Va.).

Similarly, although 91 percent of 
responders to his Web site survey say 
they always wear gloves, as required, 
“Five percent said they either seldom 
or never do. Why is that? Well, I 
think old habits die hard, and some-
times old habits never die until the 
person who’s harboring them does. 
People like that tactile sensitivity so 
they can feel that vein, and they’re 
willing to take risks to get it.” But the 
risks aren’t worth it, he says. “All it 
takes is one accidental movement, 
one jump or bump and that needle 
can impale you. Gloves aren’t going 
to prevent a needlestick—but gloves 
will wipe off up to 86 percent of the 
inoculum, and that reduces the 

amount of potentially contaminating 
blood that gets into your tissues pret-
ty significantly.”

Wearing gloves with missing fin-
gertips is not a solution, he cautions. 
“Everybody in the industry has seen 
the tips cut off gloves, or has done it 
themselves. People say they can just 
tear the tips off and technically abide 
by the policy to wear gloves and be 
able to feel the vein and not have to 
stick the patient twice. But gloves by 
definition have fingers, and if you 
tear the fingers off, you’re no longer 
wearing a glove. So you’re fooling 
yourself that you’re complying. 
You’re not.”

Under OSHA regulations, “if  
  there is a safer device, it must 

be used.” Glass has been shown to 
compound risk because lacerations 
from broken glass can introduce a 
larger inoculum of patient blood into 
a wound than needlestick injuries. So 
glass tubes should be replaced by 
plastic whenever possible, Ernst 
says. But a high number of respon-
dents on his Web site said they didn’t 
use plastic. That’s dangerous and 
may put the facility in line for a cita-
tion, he says.

Re-use of tubeholders is also con-
sidered unacceptable, but 7.5 percent 
of online survey respondents in the 
U.S. said this was a common practice 
at their facility. “Whether single-use 
tubeholders are mandated or not, 
you should not be separating the 
needle from the tubeholder because 
that act increases risk dramatically. 
When you separate the needle from 
the tubeholder, then that back end of 
the needle is a risk, not only for the 
individual but also for multiple 
downstream waste handlers who 
handle sharps that are suddenly 
sharp on both ends.”

Most respondents said they use a 

safety transfer device. “That is the 
recommended way to evacuate 
blood from a syringe into a tube,” 
Ernst says. But about eight percent of 
U.S. respondents use another way. 
“They might say they take the needle 
off, pop the top off the tube, 
and squirt the blood inside. 
Or people pierce the stop-
per with the same needle 
used to draw the blood. But 
neither of those is accept-
able. OSHA prefers that the 
needle with a safety device 
is activated, discarded, and 
the safety transfer device is 
put on. This allows the 
tubes to fill without risk to 
the individual.”

About 95 percent of needlestick/
sharps injuries are to the hand—most 
often the left hand, according to EPI-
Net. And recapping with two hands 
is historically the most common 
practice or behavior that has resulted 
in accidental needlesticks, Ernst says. 
“Any time you’re bringing two 
hands together, one of which is hold-
ing a contaminated needle, you’re 
increasing the risk substantially for 
accidental needlesticks, and OSHA 
has said since 1991, when the blood-
borne pathogen standard was intro-
duced, that you should not do that.”

In fact, Ernst recommends that 
people not only halt recapping of 
contaminated needles, “they 
shouldn’t even recap a clean needle.” 
It frequently happens that health care 
workers may be getting ready to 
draw blood and, for example, the 
patient passes out, or maybe they 
find they don’t have all the tubes 
they need, and they’ll recap. “But I 
don’t recommend that, because if 
you permit yourself to recap a clean 
needle, someday you’re going to re-
cap a dirty one.”

There are circumstances in which 
a syringe is going to mean the differ-
ence between successful and unsuc-
cessful draws, Ernst says, such as 
with a difficult draw when one needs 
to have more control over the pres-
sure when pulling blood out of the 
vein. But syringes should be used 
only on patients who have delicate 
veins, such as oncology or geriatric 
patients. “Syringes are the device 
most commonly in use when health 
care workers get accidental needle-
sticks. So if we reduce our syringe 
use, we reduce our accidental 
needlesticks.” 

He has been surprised at the num-
ber of health care workers who say 
they always use butterfly needles or 
winged infusion sets. “It’s a very 
polarizing topic,” he notes. “Because 
there are people who just love them 
and use them exclusively. They prob-
ably don’t realize that they are the 
devices used more frequently when 
phlebotomists get accidental needle-
sticks. If they restricted their use to 
only those patients whose veins re-
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When needlestick and  
sharp-object injuries occur

 ✦	During use of item � 47.5%
 ✦	Between steps of a multi-step procedure � 14.1%
 ✦	Disassembling device or equipment� 2.4%
 ✦	In preparation for reuse of reusable instruments� 1.3%
 ✦	While recapping a used needle� 3.4%
 ✦	Withdrawing a needle from rubber or other resistance� 1.6%
 ✦	Other after use, before disposal (exposures that occur after needle 

used but before disposed of that don’t fall into any other category)� 10.5%
 ✦	From item left on or near disposal container� 0.2%
 ✦	While putting item into the disposal container� 4.0%
 ✦	After disposal, stuck by item protruding from disposal container� 1.1%
 ✦	Item pierced side of disposal container� 0.1%
 ✦	After disposal, item protruding  

from trash bag or inappropriate location� 0.6%
 ✦	Restraining patient� 0.6%
 ✦	Device left on floor, table, bed, or other inappropriate location� 5.3%
 ✦	Other� 7.3%

Source: 2007 U.S. EPINet Needlestick and Sharp-Object Injury Report

PeoplePeople
News of CAP members’ 

awards and appointments

Todd Barry, MD, 
PhD, in October be-
came medical direc-
tor of PathCentral 
Inc., Irvine, Calif., 
where he will estab-
lish and maintain 
strict laboratory 
quality and patient 
safety standards, oversee the compa-
ny’s continuous quality improvement 
programs, and be the primary clinical 
liaison with PathCentral customers. 
Dr. Barry previously was medical di-
rector of Clarient and director of mo-
lecular pathology and hematopathol-
ogy at PhenoPath Laboratories.�

Jeffrey A. Golden, MD, on March 1 

will become chairman of the De-
partment of Pathology at Brigham 

and Women’s Hos-
pital and the Ram
zi S. Cotran profes-
sor of pathology at 
Harvard Medical 
School, Boston. Dr. 
Golden is now pa-
thologist in chief 
and chair of the De-
partment of Pathol-

ogy and Laboratory Medicine, Chil-
dren’s Hospital of Philadelphia.� n

If you are a member of the CAP, send 
news of awards, appointments, and 
promotions to the College of American 
Pathologists, CAP TODAY—“People” 
column, 325 Waukegan Road, Northfield, 
IL 60093-2750; bdabkow@cap.org.

Dr. Barry Dr. Golden


