
Warning! OSHA is zeroing in on regs
for needlestick injury: How to comply
You’ll need a system to evaluate and purchase safer needle devices

(Editor’s note: This is the first of a two-part series on needlesticks and the
emergency department. This month, we cover how to comply with needlestick
prevention regulations. Next month, we’ll cover prevention of needlestick
injuries and reporting requirements.)

Karen Daley, RN, MPH, was an ED nurse at Brigham and Women’s
Hospital in Boston — until her career was cut short by a needlestick
injury that resulted in her infection with HIV and hepatitis C. In 1998,

Daley was drawing blood from an elderly patient with dementia. She turned to
dispose of the butterfly needle in the sharps container and suddenly felt a sting-
ing pain.

Daley was stuck on the finger by another needle that had become wedged in
the container’s hinged opening. If a safer system had been in place, the injury

would not have occurred, she
contends.

“The injury did not have to
happen, and would not have
happened, if a safer system
had been in place in my work
setting,” says Daley, now pres-
ident of the Canton-based
Massachusetts Nurses
Association.

A 1999 compliance directive
from the Washington, DC-
based Occupational Safety and
Health Administration (OSHA)
aims to ensure that EDs and
other hospital departments take
specific steps to prevent tragic
injuries like Daley’s. If your
ED doesn’t have a system in
place to evaluate and purchase
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You might be out of compliance with a
directive from OSHA, which instructs
inspectors to cite hospitals for failure to
evaluate and purchase safer needle
devices. You are at risk for fines of $7,000
for serious violations and $70,000 for
willful violations if you aren’t evaluating
and purchasing safer needle devices.
• A new federal law requires the use of

safer devices, and that employers solicit
input on new devices from employees.

• More than 250 federally approved safer
needle devices are available.

• Designate senior employees to train
less experienced staff when new
devices are used.

Executive Summary



safer needle devices, your hospital could be fined
$7,000 for serious violations and $70,000 for willful
violations.

Although the 1991 Bloodborne Pathogens
Standard required hospitals to use safer needle
devices, the regulations weren’t enforced because
few products were available at that time. Currently,
the FDA has approved more than 250 safer needle
devices, and your ED is required to evaluate and pur-
chase them, says Daley. “It is clear that using these
devices offers the most effective protection against
needlestick injuries,” she says.

The Nov. 5, 1999, directive instructs inspectors to
cite hospitals for failure to evaluate and purchase safer
needle devices and reflects an expanded interpretation
of the 1991 Bloodborne Pathogens Standard, Daley
explains.

“Several major changes are articulated within this
compliance document,” she says. “It is based on
the feedback OSHA received from more than 300
hospital employers in response to its request for
information.”

A new federal law amends the existing Bloodborne
Pathogens Standard to require the use of safer devices
to protect individuals from sharps injuries, Daley
reports. It also requires that employers solicit the input
of direct patient care employees who are potentially
exposed to sharps injuries in the identification, evalua-
tion, and selection of safer devices, she says. (See
story on federal and state needlestick laws, p. 138.)

The OSHA directive requires you to do the
following:

• Evaluate and purchase safer needle devices.
• Review your exposure control program annually,

and update it if it is shown to be ineffective.
• Recognize hepatitis C as a unique pathogen, sepa-

rate from hepatitis B (previously identified as non-A,
non-B hepatitis), which you must routinely test for in
all source patients and in follow-up lab testing of
employees.

• Provide “interactive” education/training to
employees regarding device use.

Here’s what you’ll need to do to comply with the
OSHA directive:

• Be on the lookout for better, safer products.
Continuously evaluate the latest devices, urges Daley.

“That doesn’t mean only buying devices from manufac-
turers under contract, but also other devices which best
meet staff needs,” she says. (See related story on cost
issues and safer needle devices, p. 136.)

You need to have a system for ongoing product
evaluation, advises Daley. “It is not a one-shot deal,”
she says. “The reality is there are over 250 FDA-
approved devices on the market.”

Contact manufacturers to see what options are
available for clinical evaluations, says Robyn
Silverman, project officer for ECRI’s Health Devices
Group, a nonprofit health services research agency in
Plymouth Meeting, PA.

“Bring in devices and have the staff use them clini-
cally. Then report on their use by filling out evaluation
forms,” she advises. (See flow chart, cost analysis
sheet, product survey, and value compass summary
for product evaluation, inserted in this issue.)

• Use guides to select products for evaluation.
Because there are hundreds of devices available,

refer to independent evaluations, such as ECRI’s
Needlestick Prevention Device Selection Guide, to
narrow down the number of devices you try, suggests
Silverman. (See resource box for ordering informa-
tion, p. 135.)

Have staff answer the following questions about
new products, Silverman recommends:

— Is the device easy to use?
— Does the device minimize the risk of a needle-

stick injury during and after use and during and after
disposal?

— Is the safety mechanism reliable?
— Is the device compatible with other devices

used?
Consider issues specific to the ED when choosing

devices, Silverman advises. When beginning to imple-
ment use of these devices, consider what types of
sharps are commonly used in the ED and in what pro-
cedures most needlestick injuries occur, she says. For
example, many EDs do a significant amount of blood
drawing, so they would need safety devices designated
for blood collection.

• Provide “interactive” education.
The OSHA directive requires you to provide “inter-

active” education and training to employees, says
Daley. “You’ll need to offer appropriate education,
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training, and support for converting systems in the
ED,” she explains. “That means you can’t simply send
employees off to view another video.”

Education should include an in-person demonstra-
tion, a hands-on practice session, question-and-answer
sessions, and review of policies, says Daley. “It does
take time to adapt,” she notes.

Encourage staff to be fully comfortable with the
new device before actually using it on a patient, rec-
ommends Vicki Cadwell, RN, MS, CEN, CCRN,
MICN, the ED educator at St. Jude Medical Center in
Fullerton, CA.

“I suggest that they look at it, play with it, and
get to know it before using it for the first time,” she
says. “I ask them to look at safety features very
closely.”

It’s also important that vendor representatives are
available to do “train the trainer” sessions for key staff
members in your ED, Daley says. “These individuals
will act as an ongoing resource for staff as they
develop comfort levels with new products,” she notes.

A “train the trainer” model with key individuals
designated on each unit also promotes ongoing com-
munication, says Daley. Designate senior employees to
serve as a resource for less experienced staff as
devices are trialed or newly adopted, says Daley.
“Your employees will tell you if the devices meet their
needs. Listen to them,” she advises.

Vendor representatives can provide extra training to
designated staff on all shifts who can then serve as
“experts,” says Cadwell.

Having experts available around the clock to assist
staff with the new device will reduce anxiety, she
says. “They can be the ED manager, educator, charge
nurses, or staff nurses who have demonstrated a

positive attitude toward the change to the new device,
as well as being able to both use it and teach its use,”
Cadwell says. “By having peers as experts, staff are
more likely to ask questions because they are more
approachable.” ■
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For more information about the compliance directive,
contact:
• Vicki Cadwell, RN, MS, CEN, CCRN, MICN, Educator,

Emergency Department, St. Jude Medical Center, 101
E. Valencia Mesa, Fullerton, CA 92835. Telephone:
(714) 992-3979. E-mail: vcadwell@sjf.stjoe.org.

• Karen Daley, RN, MPH, Massachusetts Nurses
Association, 340 Turnpike St., Canton, MA 02021.
Telephone: (781) 821-4625, ext. 780. Fax: (781) 821-
4445. E-mail: kdmna@email.msn.com.

• Robyn Silverman, Project Officer, Health Devices
Group, ECRI, 5200 Butler Pike, Plymouth Meeting, PA
19462-1298. Telephone: (610) 825-6000, ext. 5209.
Fax: (610) 834-1275. E-mail: rsilverman@ ecri.org.

Sources

Single copies of the Occupational Safety and Health
Administration (OSHA) Compliance Directive, Enforcement
Proceedings for Occupational Exposure to Bloodborne
Pathogens, are available at no charge. Go to www.osha-
slc.gov/OshDoc/Directive_pdf/. Click on CPL 2.2-44D. Or
contact:
• OSHA, Publications Office, Room N3101, 200

Constitution Ave. NW, Washington, DC 20210.
Telephone: (202) 693-1888. Fax: (202) 693-2498.

Free single copies of a publication titled NIOSH Guidelines
for Selecting, Evaluating, and Using Sharps Disposal
Containers (Pub. 97-111) can be ordered by contacting:
• NIOSH Publications, 4676 Columbia Parkway, Mailstop

C13, Cincinnati, OH 45226. Telephone: (800) 35NIOSH.
Fax: (800) 513-533-8573. Web: www.cdc.gov./niosh.

You can find the latest update on needlestick legislation
from the American Nursing Association’s web site
(www.nursingworld.org). Click on “Needlestick.org” first,
and then go to “Legislation.”

The Emergency Nurses Association (ENA) has a position
statement titled Bloodborne Infectious Diseases. Single
copies of position statements are available at no charge.
All ENA position statements can be accessed from the ENA
web site: www.ena.org. Click on “Programs and Meetings”
first, and then “Position Statements.” Or to obtain copies,
contact:
• Emergency Nurses Association, 915 Lee St., Des

Plaines, IL 60016. Telephone: (800) 243-8362 or (847)
460-4000. Fax: (847) 460-4001.

ECRI has evaluated 49 needlestick prevention devices,
including blood collection needles and tube holders, blood
collection needle sets, disposable syringes, needleless IV
connectors, IV catheters, drug vial adapters, and hemodial-
ysis needle sets. All of these devices are included in a
report titled Health Devices Needlestick Prevention Device
Selection Guide: An ECRI Resource for Complying with
Safer Needle Regulations. The report includes a cost analy-
sis, health care worker evaluation form, and information on
the OSHA compliance directive. The cost is $295, plus
$10.25 shipping. To order a copy, contact:
• Brian Duffin, Membership Services, ECRI, 5200 Butler

Pike, Plymouth Meeting, PA 19462. Telephone: (610)
825-6000, ext. 5414. Fax: (610) 834-1275. E-mail:
BDuffin@ECRI.org.

Resources



Cost is deterrent
for prevention devices

According to the Washington, DC-based American
Nurses Association (ANA), many hospitals choose

not to use available safety devices because they are more
expensive than standard needles.

Becky Pierce, RN, acting director for critical care
services at Harborview Medical Center in Seattle,
estimates that switching to a needleless system costs
the 350-bed facility $250,000 per year. She estimates
that the annual cost to the ED is about $30,000. “Cost
is definitely a concern for hospitals,” she says.

But if you’re not using safer needle devices, your
ED is out of compliance, warns Karen Daley, RN,
MPH, president of the Canton-based Massachusetts
Nurses Association. “Many employers have been slow
to change over to safer devices,” she says.

Daley points to a 1999 ANA statistic, which esti-
mates that only about 15% of hospitals used safer
devices. “That’s despite the fact that these devices
have been available for over 30 years, and the designs
are improving all the time,” she stresses.1

The higher cost of safer devices is one reason many
hospitals have been unwilling to adopt them, says
Daley. “As the industry switches over, their cost will

come down to approximately what is being spent now
on the conventional/unsafe devices,” she predicts.

Meanwhile, unnecessary injuries are still occurring,
Daley stresses. “Employers have been willing to allow
over 600,000 of these injuries to occur a year,” she
says. “We know over 80% of them could be prevented
through appropriate use of these devices.”

The cost of follow-up for these injuries averages
$2,000 to $3,000 per employee, says Daley. “That’s not
including the cost of caring for one infected health care
worker, which can approximate $500,000 to $1 million
over the course of 15 years,” she adds.

Reference

1. “The Needlestick Prevention Act of 1999.” American Nurses
Association testimony before the Committee on Human Services,
District of Columbia City Council. May 31, 2000. ■
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For more information on the cost of needlestick preven-
tion devices, contact:
• Becky Pierce, RN, Harborview Medical Center, Critical

Care Services, 325 Ninth Ave., Seattle, WA 98104.
Telephone: (206) 731-6803. Fax: (206) 731-8662.
E-mail: bpierce@u.washington.edu.

Sources

Ask staff to help
choose new devices

Would you rather use a new device that you helped
to select or one that was selected without your

input?
Involvement of front-line workers in evaluation and

selection of new devices is the best way to ensure suc-
cess, says Karen Daley, RN, MPH, president of the
Canton-based Massachusetts Nurses Association. The
reverse is also true, she says: “Lack of involvement by
staff is the greatest barrier to success in this effort.”

If purchasing decisions are made by someone in an
office picking from a product catalogue, and decisions
are made based on cost and not on effectiveness or expe-
rience, the process of gaining buy-in by your staff will
not be successful, says Daley. “Even worse, injuries are
unlikely to continue,” she stresses.

Introducing a new way of doing things is always diffi-
cult, especially in an ED where things tend to change
from moment to moment, says Vicki Cadwell, RN, MS,
CEN, CCRN, MICN, the ED educator at St. Jude
Medical Center in Fullerton, CA.

“If the ED staff has been involved in the evaluation of
new equipment, the process will be easier,” she adds. “It
is important for staff to feel their participation is impor-
tant and that the change will have a positive effect on
their safety and their practice.”

However, if the device that is selected by the facility is
not the one that the staff preferred, there might be a
reluctance to accept the new device, notes Cadwell. “In
this case, you’ll need to do a lot of individual or small
group inservicing,” she says.

Focus on the positive aspects of the device, especially
with the reluctant staff, she advises. “I would also make
sure I was seen using the device myself whenever I was
on the unit assisting in patient care,” adds Cadwell.

Here are effective ways to involve staff in the evalua-
tion process:

• Offer a prize.
Cadwell offers staff a “prize drawing” from among

the names of those who turned in evaluation question-
naires. Prizes can be anything, she says. “You might give
out bandage scissors, stethoscope covers, food, meal
tickets, movie tickets,” Cadwell suggests.

• Use a good evaluation form.
Questionnaires should address ease of use for the



nurse, ease of disposal, safety, comfort for the patient,
quality, and durability, says Cadwell. “There should be
ample room for comments,” she adds. “Even though
comments are difficult to collate, the individual thoughts
behind them are important.”

Emphasize that if staff don’t provide input, they may
have to work with a device that they may not like,

advises Cadwell. (See flow chart, cost analysis sheet,
product survey, and value compass summary for
product evaluation, inserted in this issue.)

• Contact staff members individually.
Many nurses welcome the chance to increase their

safety, but others might be reluctant to switch products
and see the needleless system as a burden, notes Pierce.
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Is your ED ready
to go ‘needleless?’
Needlesticks were cut by 60% in just 2 months

Harborview Medical Center in Seattle reduced its
needlestick injuries by 60% shortly after the facil-

ity went “needleless” in 1993, reports Darlene
Matsuoka, RN, BSN, CEN, CCRN, ED clinical nurse
educator at Harborview. The following changes were
made:

• An all-in-one containment is used with IV start
devices

• An adaptor is used to hook up one IV line with
another.

• One-way valves on “Y” type IV extension sets
allow the pushing of medications into the IV line with-
out needles.

Needlesticks dropped by more than 60% after only
two months after the switch to a needleless IV tubing
system and quick-cath IV system that sheaths the nee-
dle by pulling it back into an attached sleeve,
Matsuoka notes.

A third of the decrease in needlestick injuries was
due to not using needles taped into IV tubing for “pig-
gyback” medications, says Matsouka. “The kind of
exposure is low-risk,” she says. “Even though it is with
a hollow-bore needle, the needle is not in direct contact
with the patient’s blood.”

Two products are used to prevent piggyback sticks:
The Quick-Cath Abbocath (manufactured by Abbott
Pharmaceuticals, in Abbott Park, IL) and the Insyte
Auto Guard shielded IV catheter or Saf-T-Intima IV
catheter safety system (both manufactured by Becton
Dickinson, in Franklin Lakes, NJ).

Either product works well, but nurses may have
individual preferences, says Matsuoka.

“The quick-cath IV inner needle has a bigger tab to
push and thread the catheter in, then gets pulled back
into a sheath before hooking up,” Matsuoka explains.

The Insyte Auto Guard device is sharper and pierces
the skin more readily, she notes. “The push button to
retract the IV needle is easy to use but does not allow

for last-minute adjustments,” she says. “More pressure
distal to the catheter tip is needed to prevent backflow
when hooking up.”

Matsuoka notes that patients transferred from other
facilities sometimes have the Clave needleless IV tub-
ing system (manufactured by ICU Medical, in San
Clemente, CA). “The Luer-lock screw-in convenience
makes the IV system easy to use,” she says. “However,
if the valve is poked instead of screwed in, the system
leaks.”

The highest-risk procedures involve using hollow-
bore needles in contact with blood or body fluids, such
as venipuncture or IV placement, Matsuoka notes. “A
common error is the accidental poke with a needle dur-
ing wound preparation with lidocaine, if the patient
moves or jerks away,” she explains.

Other punctures that are not as high-risk, but do
occur in the ED, include suturing (solid needle), and
incision and drainage (use of a scalpel), says
Matsuoka. “A nurse’s exposure can be from cleaning
up after a physician and getting stuck with a needle left
behind on an instrument tray,” she says. “Our ED has a
rule that everyone must take care of their own sharps!”

Needlesticks from IV starts are almost nonexistent
since the needleless system went into effect, says
Matsouka. “The ED has not had one for several years,”
she says.

Needles are still used to deliver medications to
access a conventional Y-site in an IV line, notes
Matsuoka. “We use vacutainer needles to draw our ini-
tial labs if no IV line is needed,” she says.

Most ED needlestick injuries occur from the vacu-
tainer draws, suture needles, or when the physician is
prepping the wounds with lidocaine, Matsuoka reports.
“The occasional recapping of needles occurs with the
medical students, and hematocrit tubes sometimes
break,” she says.

Track the number of exposures on your unit on a
monthly basis, recommends Karen Daley, RN, MPH,
president of the Canton-based Massachusetts Nurses
Association. “If your numbers are rising or not going
down, you need to reassess your approach, both from
the standpoint of devices being used and employee
education and training,” she says. ■



(See related story on involving staff in evaluation of
new devices, p. 136.)

In these cases, individual contact by management, an
educator, or clinical nurse specialist is helpful, says
Cadwell. “Thank-yous, whether in person or written, for
their participation are important and are appreciated,”
she adds.

• Be clear about objectives.
For a trial or switch to be successful, the people

involved need to know the goal, advises Darlene
Matsuoka, RN, BSN, CEN, CCRN, ED clinical nurse
educator at Harborview Medical Center in Seattle.

“For example, the goal may be trying several products
and deciding on one, or trying a single product the hos-
pital is considering a switch to,” she says.

A recent switch to a different IV product was

hampered by a misunderstanding of the nature of the
trial, says Matsuoka. “The word ‘trial’ implies there is
temporary usage of a product for purposes of evalua-
tion,” she explains. “Nurses thought they could stay with
the previous product because they liked that better.”

If there is no choice involved and a switch to another
product needs to occur, make that clear from the begin-
ning so that nurses don’t become resistant, notes
Matsuoka.

• Encourage ED staff to participate on hospital
committees to evaluate products.

A 1999 directive from the Washington DC-based
Occupational Safety and Health Administration requires
you to involve employees who will be using the new
devices in the selection and evaluation process, says
Daley.
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Here’s an update
on new needlestick laws

Not only do ED managers need to worry about reg-
ulations from the Washington, DC-based

Occupational Safety and Health Administration
(OSHA) concerning needlestick safety. You’ll also
need to comply with state and federal legislation.

Be aware of the specific requirements in your
state, advises Robyn Silverman, project officer for
ECRI’s Health Devices Group, a nonprofit health
services research agency based in Plymouth
Meeting, PA. “If your state hasn’t yet passed a law,
they may pass one soon,” she notes. “In any case,
you still have to review your bloodborne pathogens
program and needlestick prevention devices to com-
ply with the OSHA directive.”

Here’s an update on legislation:
• Federal legislation.
The Needlestick Safety and Prevention Act is a new

federal law that amends the Bloodborne Pathogen
Standard. The law mandates use of safer devices and
requires collection of device-specific information.
Employers are required to maintain a sharps injury log
with the following information:

— the type and brand of device involved in the
incident;

— the department or work area where the exposure
incident occurred;

— an explanation of how the incident occurred.
The information must be recorded and maintained

in a way that protects the confidentiality of the injured
employee.

It also requires that employers solicit the input of

staff members responsible for direct patient care, who
are potentially exposed to sharps injuries. Employees
must be involved in identification, evaluation, and
selection of effective devices. By mandating more doc-
umentation in logs of needlestick accidents and requir-
ing staff input on the safest market devices for use in
their workplace, the law is intended to protect health
care workers from needlestick or sharps injuries.

This new law will impact every state, says Karen
Daley, RN, MPH, president of the Canton-based
Massachusetts Nurses Association. “In the 23 states
with their own OSHA plan, it sets a new standard for
their own OSHA requirements in the private and pub-
lic sector,” she notes. (See list of states, below.) “In
federal OSHA states [states without their own plan], it
sets the standard for employers in the private sector.”

Many federal OSHA states already have passed
legislation to extend public sector employee protec-
tion, she notes.

• State legislation.
At press time, 18 states have enacted needlestick

legislation. (See box for list of states, p. 139.)
California passed the first law in 1998, and New York
became the 18th in early November, reports Daley. ■

• Alabama
• Arizona
• California
• Connecticut
• Hawaii
• Indiana
• Iowa
• Kentucky
• Maryland

• Michigan
• Minnesota
• Nevada
• New Mexico
• New York
• North
Carolina
• Oregon
• South

Carolina
• Tennessee
• Utah
• Vermont
• Virginia
• Washington
• Wyoming

States With Their Own Occupational
and Safety Administration Plan



Encourage ED staff who use the devices to participate
in the hospital safety committee, says Daley. “This needs
to be supported by management,” she says. “For exam-
ple, provide nursing staff coverage to allow nurses on the
committee to attend meetings.”

At Harborview, a hospitalwide product evaluation
committee makes decisions about which products will
be tried, with a representative from the ED. All new
products must go through the committee first, says
Matsuoka. “Then decisions are made to put the product
into use right away, to switch products, or to hold off,”
she says. ■

‘Code Purple’ mode
relieves ED bottlenecks

Are you often worried about patients being put at
risk by overcrowding in your ED? Would you like

to reduce bottlenecks caused by patients being held in
the ED until inpatient beds become available? The ED
at William Beaumont Hospital in Royal Oak, MI, has
done just that, by implementing an innovative “Code
Purple” mini-disaster mode.

The ED is an busy Level One trauma center with
110,000 annual visits, according to Val Gokenbach,
RN, MBA, CAN, director of emergency services and
observation.

“Tremendous growth has created many systems
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For more information about involving ED staff with prod-
uct evaluation, contact:
• Darlene Matsuoka, RN, BSN, CEN, CCRN, Harborview

Medical Center, Emergency Department, Mail Stop
359875, 325 Ninth Ave., Seattle, WA 98104.
Telephone: (206) 731-2646. Fax: (206) 731-8671.
E-mail: dmatsuok@u.washington.edu.

Sources

States With Needlestick Legislation
California In 1998, Service Employees International Union (SEIU) locals in California succeeded in passing the first

safer needle law in the country. This historic legislation requires the use of safer needles in all hospitals
and other health care facilities, and has become a model for legislation in other states. The state of
California estimates its safer needle law will save more than $100 million a year by reducing the need to
test and treat injured and infected workers.

New Jersey Signed into law by Gov. Christine Todd Whitman on Jan. 4, 2000, New Jersey's safer needle legislation
requires health care facilities to begin using safer needle systems within 12 months.

West Virginia Legislation signed in April 2000 requires the creation of a needlestick injury prevention program, including
the recording of every "sharps" injury, in all public and private health care facilities. In addition, the division
of health was required to propose new rules by July 1, 2000, that would require facilities, as a condition of
licensure, to use needleless systems or other engineering controls to prevent needlestick injuries.

Minnesota After it passed the state Senate with a vote of 61-1, Gov. Jesse Ventura signed Minnesota's safer needle
law on April 10, 2000.

Georgia The state's Senate and House unanimously approved Georgia's safer needle bill before sending it to the
governor's desk. Signed on April 20, 2000, the bill requires the state's Department of Public Health to come
up with a safer needle standard by Jan. 1, 2001.

New Hampshire Gov. Jeanne Shaheen signed a safer needle law on May 26, 2000, after a mentally ill, HIV-positive patient
stabbed an emergency department technician with a needle containing the patient's own blood at a
Manchester hospital on April 4.

Massachusetts Rules enacted in August 2000 require hospitals to establish rules for the use of devices that will minimize
the risk of injury from needlesticks and sharps. Hospitals must also set up effective procedures to identify
and select new devices, and maintain sharps injury logs that identify devices involved in any incident.

New York The governor signed a bill on Nov. 1, 2000, that requires the use of safer sharps and needles in all health
care settings.

In Alaska, Connecticut, Maine, Maryland, Oklahoma, Tennessee, Ohio, and Texas, safer needles bills were passed over the
past year. In Maryland, a second safer needle bill that would amend the state's bloodborne pathogens standard was signed by
the governor this year. There is action pending on this issue in the following states: Illinois, Pennsylvania, Florida, Washington,
Rhode Island, Michigan, Indiana, Vermont, Iowa, and the District of Columbia.

Source: Service Employees International Union, Washington, DC.



and operational problems,” she says. “As a result, the
ED is unable to expeditiously move patients through
the process.”

It is not uncommon for the triage area to have 50
patients waiting to be seen, patients waiting in hall
spaces, and 20 patients waiting to be admitted, says
Gokenbach. “This level of activity can precipitate an
unsafe environment for some patients,” she notes.

Despite efforts to increase staffing levels and physi-
cian coverage, lack of treatment spaces and available
beds prevent elimination of the bottleneck, says
Gokenbach. That’s where “Code Purple” comes in.
The system allows the ED to function in a “disaster
mode” but without the associated support that would
be received during an actual disaster.

The inpatient side is the root of the bottleneck prob-
lem, stresses Gokenbach. “In many institutions, an
‘out-of-sight, out-of-mind’ philosophy exists in regard
to the patients waiting in the ED,” she says. (See story
on teamwork among departments, p. 142.)

Patterns in discharging, medical education, and
nursing care result in the patients being discharged in
the afternoon hours, she says. “This is curiously the
exact time that the peak influx of patients is occurring
in the ED,” Gokenbach says.

To address scenarios such as peak patient loads, a
multidisciplinary team developed the Code Purple sys-
tem. The team included representatives from all areas
that impact the flow of patients through the ED: nurs-
ing, housekeeping, transportation, radiology, registra-
tion, and care management. Here are key points of the
Code Purple system:

• Code Purple policy is housed in the disaster man-
ual and treated as an official safety code.

• Code Purple is called via beeper to all members of
the Code Purple alert team.

• When a Code Purple is called, the inpatient units
create short-term hall spots and begin accepting

patients awaiting beds.
• All pending discharge patients are moved to the

unit lounges to wait for their transportation.
• The administrative hospital supervisor, and repre-

sentatives from radiology, housekeeping, transporta-
tion, and continuing care report to the ED.

• Radiology holds the completion of non-stat, diag-
nostic studies until the ones from the ED patients have
been completed.

• The transportation supervisor assigns staff to com-
plete transfers in an order that will expedite the move-
ment of ED patients.

• The environmental supervisor dispatches house-
keeping staff to the areas that will benefit the move-
ment of ED patients.

• The continuing care coordination staff makes
rounds on the units and communicate with physicians
in cases in which the patients may be discharged.

• Staff from the inpatient areas may be directed to
report to the ED to pick up their patients for admission
to their units if possible.

• A registration representative reports to the ED
with the most recent list of bed availability.

• To maintain positive customer service, a script and
service recovery program are used, to help patients
understand why they might need to spend some time
in a hallway on a unit rather than their room.

Whenever the Code Purple is called overhead,
patients ask what is going on, Gokenbach explains. “We
respond by telling them that the ED is very busy, and to
provide a quality service to the patient we formally call
on the help of the whole institution,” she says.

The service recovery program is used to make
patients feel better about bad experiences that they
may have, Gokenbach explains. “ED managers and
staff are empowered to give coupons that may be used
for food, the hospital gift shop, and parking,” she says.

When the activity and acuity in the ED reaches an
uncomfortable level, the Code Purple is initiated by the
charge nurse clinician in the ED, in coordination with
the administrative emergency physician. On the day
shift, ED administration and nursing administration will
coordinate efforts to decide if the call should be placed.
On off shifts and weekends, the charge nurse clinician
and the ED physician notify the administrative supervi-
sor to assess the need for added support. If the decision
at that time is to use the Code Purple, ED administration
are notified at home of the final decision. (See Decision
Process chart for Code Purple, p. 141.)

Code Purple is called only when the environment may
place patients at risk, says Gokenbach. “However, due to
the variable nature of the scenarios that present in the
ED, it was impossible to set rigid, quantifiable guide-
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• To improve patient flow in the ED when resources are
overwhelmed, a “Code Purple” mini-disaster mode
was implemented at William Beaumont Hospital in
Royal Oak, MI.

• When a “Code Purple” is called, the inpatient units
immediately begin accepting ED patients waiting for
beds by creating short-term hall spots.

• Non-stat, diagnostic studies are held by the radiology
department until the ones from the ED have been
completed.

• The system is used only when the ED environment
might place patients at risk

Executive Summary

(Continued on page 142)
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Decision Process Code Purple

Source: William Beaumont Hospital, Royal Oak, MI.



lines,” she notes.
Code Purple drills are conducted in the same format

as disaster drills to assess the effectiveness and to make
recommendations to the program, notes Gokenbach.

Code Purple is called only about two or three times a
month, when the ED is completely overwhelmed,
according to Andrew G. Wilson, MD, FACEP, chair-
man of the department of emergency medicine. A typi-
cal scenario is as follows: All stretcher spots and hall
spots are full, about 40 patients are at triage, and five

patients are expected from a car accident, he says.
Altogether, there are about 110 patients in a 55-bed ED,
with patients who could be moved up to beds upstairs
and imaging studies pending on other patients who
could subsequently be discharged, Wilson explains.

In this type of scenario, Code Purple is a “mini-dis-
aster process” that allows the ED to acquire short-term
help from the inpatient units, Gokenbach explains.
“This relays the serious nature of the problem, and to
send a message that the entire institution is in support
of the process,” she says. ■

Pope JH, Aufderheide TP, Ruthazer R, et al. Missed
diagnoses of acute cardiac ischemia in the emergency
department. N Eng J Med 2000; 342:1163-1170.

Discharge of ED patients who present with acute
myocardial infarction or unstable angina is asso-

ciated with increased mortality, says this study from
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For more information about Code Purple, contact:
• Val Gokenbach, RN, MBA, CAN, Emergency Services

and Observation, William Beaumont Hospital, 3601
W. Thirteen Mile Road, Royal Oak, MI 48073.
Telephone: (248) 551-1995. Fax: (248) 551-2017.
E-mail: vgokenbach@smtpgw.beaumont.edu.

• Andrew G. Wilson, MD, FACEP, Chairman,
Department of Emergency Medicine, William
Beaumont Hospital, 3601 W. Thirteen Mile Road,
Royal Oak, MI 48073. Telephone: (248) 551-1969.
Fax: (248) 551-2017. E-mail: awilson@ smtpgw.
beaumont.edu.

Sources

‘Mini-disaster’ system
promotes teamwork

A“mini disaster mode” implemented by the ED at
William Beaumont Hospital in Royal Oak, MI,

has resulted in increased cooperation among other
departments, according to Andrew G. Wilson, MD,
FACEP, chairman of the department of emergency
medicine.

Although the “Code Purple” is called only two or
three times a month, there have been unexpected bene-
fits, he notes. “We have been delighted to find that the
mere availability of such a resource has encouraged
other areas in the hospital to become wonderfully cre-
ative in finding solutions to the underlying problem of
ED overload,” Wilson reports.

For example, the ED recently was overwhelmed
and consulted the in-house nursing supervisor about
invoking Code Purple. “We decided not to call it,
because help remarkably materialized so that it
became a moot issue,” he recalls.

The use of Code Purple puts the rest of the hospital
on notice that the ED’s problems really belong to the
hospital as a whole and must be solved by collective

action, says Wilson. Because of Code Purple, other
departments have come to view the ED’s problems as
hospital problems, says Wilson.

“We are a community of departments, not an
archipelago of islands,” he emphasizes. “We must
function as a community to provide the best care pos-
sible for our patients.”

The system raised awareness of the intensity of
service in the care of emergency patients, says Val
Gokenbach, RN, MBA, director of emergency ser-
vices and observation. “On the inpatient side, lim-
ited bed capacity creates somewhat of a controlled
environment,” she notes. “In the ED, depending on
volume, safe patient ratios may be exceeded with-
out the ability to control the environment.”

Gokenbach acknowledges that the system couldn’t
be implemented without administrative support.
“We were grateful to be met with an open-minded
approach by the institution,” she says. “The intent
is to view all patients as our patients and to work
proactively with all hospital departments to expedite
quality care.” The Code Purple system increases
teamwork with all the departments involved,
says Gokenbach. “The ED arose as a department
with a plan and not a department that complains,”
she adds. ■



the Center for Cardiovascular Health Services
Research at New England Medical Center in Boston.

The percentage of patients who present to the
emergency department with acute myocardial infarc-
tion or unstable angina who are not hospitalized is
low. Of 10,689 patients with chest pain or other
symptoms suggesting acute cardiac ischemia, 17%
ultimately met the criteria for acute cardiac ischemia.
A significant number of these patients were mistak-
enly discharged from the ED, according to the
study’s findings.

Here are key findings of the study:
• Of 889 patients with acute myocardial infarction,

19 (2.1%) were mistakenly discharged from the ED.
• Of 966 patients with unstable angina, 22 (2.3%)

were mistakenly discharged.
Patients who presented to the ED with acute cardiac

ischemia were more likely not to be hospitalized if they
were women less than 55 years old, were nonwhite,
reported shortness of breath as their chief symptom, or
had a normal or nondiagnostic electrocardiogram.

Patients with acute infarction were more likely not
to be hospitalized if they were nonwhite or had a nor-
mal or nondiagnostic electrocardiogram.

Failure to hospitalize is related to race, sex, and
the absence of typical features of cardiac ischemia,
the researchers conclude. “Continued efforts to
reduce the number of missed diagnoses are war-
ranted,” they write. ▼

Tanabe P, Buschmann M. Emergency nurses’
knowledge of pain management principles. J Emerg
Nurs 2000; 26:299-305.

ED nurses may not have a good understanding of
how to manage pain or addiction, according to this

study from Northwestern Memorial Hospital in
Chicago.

Data were collected anonymously from 305 ED
nurses. Here are several key findings:

• Nurses scored poorly on understanding of the
terms “addiction,” “tolerance,” and “dependence.”

• Nurses scored poorly on knowledge of pharmaco-
logic analgesic principles.

• Nurses with a master’s degree or nurses who
attended a 1-day seminar on pain management
achieved higher scores.

It is important for ED nurses to increase their knowl-
edge of analgesic agents and perform objective pain
assessments for all ED patients, the researchers say. “By
doing so, emergency nurses will improve their ability to
be valuable patient advocates,” they write.

The researchers recommend the following:

• creating policies for pain management of difficult
patients, such as known narcotic addicts;

• educating nurses about various analgesics given
on a daily basis, including morphine, hydromorphone
hydrochloride, fentanyl, and various oral and intra-
venous nonsteroidal anti-inflammatory drugs;

• working with the department of surgery to develop
of protocols to treat patients with abdominal pain;

• educating nurses about non-pharmacologic inter-
ventions, such as use of ice, positioning, and various
distraction methods. ▼
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Dart RC, Goldfrank LR, Chyka, PA, et al.
Combined evidence-based literature analysis and
consensus guidelines for stocking of emergency anti-
dotes in the United States. Ann Emerg Med 2000;
36:126-132.

Guidelines should be used for ED stockpiling of
antidotes, according to this study that was sup-

ported by the United States Health Resource Services
Administration and the American Association of
Poison Control Centers, both based in Washington,
DC. The guidelines were developed by presenting evi-
dence-based medicine to a consensus panel. The panel
recommended that 16 of the 20 antidotes under con-
sideration be stocked in hospitals that accept emer-
gency patients.

The researchers recommend the following:
• Consider your hospital’s unique needs. For exam-

ple, if the hospital is in an agricultural region, you
likely would want to maintain higher stocks of
atropine and pralixomine for the treatment of
organophosphate insecticide poisoning.

• When developing policies and procedures, obtain
input from emergency physicians, critical care physi-
cians, and regional poison control centers.

• Don’t depend on obtaining antidotes from neigh-
boring facilities. It might be difficult to transfer anti-
dotes quickly.

• Develop a chart listing antidotes and their location
within your hospital.

• Designate a special area in the pharmacy specifi-
cally for the stocking of antidotes.

• Create a poisoning cart, similar to a code cart.
• Ensure that the location of antidotes, as well as the

amount of each antidote stocked, is known and imme-
diately accessible to all hospital personnel providing
patient care.

The researchers caution that the guidelines should
not be viewed as absolute rules. “Antidote use will
change as new toxins are discovered, antidotes
receive more study, and medical practice evolves,”
they write. ■
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CE objectives

After reading this issue of ED Management,
the continuing education participant should

be able to:
1. Discuss and apply new information about var-

ious approaches to ED management. (See
Cost is deterrent for prevention devices, p.
136, Is your ED ready to go ‘needleless’? p.
137, ‘Code Purple’ mode relieves ED bottle-
necks, p. 139, and Journal Reviews, p. 142, in
this issue.)

2. Explain developments in the regulatory arena
and how they apply to the ED setting. (See
OSHA inspectors are zeroing in on regs for
needlestick injury: How to comply, p. 133, in
this issue)

3. Share acquired knowledge of these develop-
ments and advances with employees.

4. Implement managerial procedures suggested
by your peers in the publication. ■


