
Needlestick prevention legislation 
is spreading rapidly nationwide
Bills filed in eight states, slated in 10 more as union tries to bypass OSHA

The tide appears to be turning swiftly in the controversial struggle
to implement needle safety devices in the nation’s health care set-
tings, as 18 states are following California’s lead and considering

laws designed to prevent needlesticks and bloodborne infections. With
lawmakers emboldened by California’s landmark 1998 law, needle-
safety bills have been introduced in eight states and are under discus-
sion in 10 others and the District of Columbia, according to health care
worker union lobbyists. (See box, p. 46.)

For example, on Feb. 4, 1999, lawmakers in the Maryland General
Assembly in Annapolis introduced HB 287 (the Health Care Workers’
Safety Act), which calls for state labor officials and representatives
from hospital and health care worker groups to work together in evalu-
ating the devices and consider requiring them in state health care facili-
ties. While debate still is under way, opponents will have a hard time
dismissing the legislation as an uninformed or unwelcome intrusion
into medical practice. Its chief sponsor has another job when not serv-
ing in the state House of Delegates: physician in internal and emer-
gency medicine.

‘Is this the day that I’m going to get stuck?’

“I go to work every day, and I think, is this the day — despite my
best efforts to take every precaution possible — that I’m going to get
stuck and my life is going to change?” says Dan Morhaim, MD, 11th
District delegate and a clinician at Sinai Health System in Baltimore. “I
worry about it for me; I worry about it for my colleagues. I don’t think
there is a health care worker who works in these kinds of settings that
doesn’t think about it at least once a day.”

Indeed, Morhaim makes the kind of moral and ethical appeal for
action on the long-discussed issue that appears to carry more political
currency than health care industry arguments about the lack of clinical
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data on some of the devices or the exorbitant cost
to implement them.

“I’m married, I have kids, and I want to stay
healthy,” he tells Hospital Infection Control. “I
don’t want to have an inadvertent needlestick,
and I don’t want to [stop taking] care of people.
I’ve seen what other people go through — my
colleagues when there is a needlestick — and
I’ve certainly met a few people who have con-
tracted serious diseases. I’m willing to accept it
if I get stuck by a needle, but I don’t want to be
looking at it, thinking this could have been pre-
vented if I would only have had one of those
safety [devices.]

Morhaim concedes some of the arguments
against blanket adoption of the devices have
merit, but emphasizes that clinical situations
where needle-safety devices would be inappro-
priate are rare. For example, a dermatologist
recently told the lawmaker that the size and
angle of use needed for small intradermal skin-
testing needles does not lend itself to safety
designs like retractable sharps.

“He may have a legitimate point,” Morhaim
says. “You always have to acknowledge that
there will be exceptions, but the bulk of the
work done by the bulk of the people — doctors,
nurses, physician assistants, paramedics, techni-
cal staff — is very well suited to these new tech-
nologies. They ought to be applied to them as
soon as possible.”

A bump in the road could prove deadly

For example, automatically retractable needles
are needed by paramedics trying to administer
subcutaneous medication en route to the hospital,
he notes. “You go over a bump and the needle
goes into your leg,” he says. “A retractable needle
is ideal for a situation like that.”

Emphasizing that he is an advocate of hospi-
tals, Morhaim notes that implementing needle
safety is consistent with the broader health care
mission of medical facilities.

“I’m just trying to redirect it a little bit in this
regard,” he says. “Certainly, [hospitals] will
come to understand — though they have con-
cerns about costs and protocols — that this is
something they are going to need to move into.
But I don’t think it was on their radar screen as a
project they can undertake without a law. They
need a law to do this.”

The state legislative action is part of the
Washington, DC-based Service Employees

International Union (SEIU) “grass-roots” cam-
paign that was outlined recently in a teleconfer-
ence with members of the press. Speaking in
support of the campaign was Lorraine Thiebaud,
RN, a registered nurse for 25 years, who said it
was seeing colleagues infected by needlesticks
that led her to fight for sharps safety devices at
San Francisco General Hospital and then lobby
for passage of California’s needle-safety law. 

“This law in California will drastically reduce
the number of needlestick injuries so California
health care workers can go to work without fear of
contracting a deadly disease,” she says. “But this
legislation needs to be passed in every state. We
know from our awful experience that safer needles
will not be in workers’ hands if it is left up to hos-
pital administrators and needle manufacturers.”

An ICP from Wisconsin — one of the states
where legislation is expected to soon be intro-
duced — says she would support a law similar to
that passed in California. “I would welcome the
day,” says Rita McCormick, RN, CIC, infection
control practitioner at the University of Wisconsin
Hospital and Clinics in Madison. “Way too much
time has elapsed between the onset of the HIV
pandemic and finally getting to the point of where
the real risk is [for health care workers].”

But for many ICPs, who often are charged with
evaluating and implementing the devices at facili-
ties making such transitions, the issue can prove
thorny. Efforts to contain costs and implement
only the most appropriate and effective devices
can lead them to the slippery slope of seeming to
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Laws introduced or under
discussion in 18 states

According to lobbyists for the Washington,
DC-based Service Employees Interna-

tional Union, needle-safety laws similar to the
one approved last year in California have
been introduced or were slated for introduc-
tion in the following states as of Feb. 18, 1999:

• Laws have been introduced in Florida,
Illinois, Indiana, Maryland, Massachusetts,
Montana, New Jersey, and Washington.

• Plans were under way to introduce simi-
lar laws in the legislatures of Connecticut,
Georgia, Iowa, Maine, Missouri, New York,
Oregon, Pennsylvania, Texas, Wisconsin, and
Washington, DC.  ■



be insensitive to worker safety. On the other hand,
individual ICPs working actively to implement
the devices may struggle to justify the expendi-
tures to tight-fisted financial officers and adminis-
trators. Moreover, even successful needlestick
reduction programs like that recently described 
at the Mayo Clinic report some problems getting
workers to accept the new equipment and aban-
don conventional needles.1 (See Journal Review,
p. 54.) 

For its part, the Association for Professionals in
Infection Control and Epidemiology (APIC) ini-
tially strongly questioned “the one size fits all”
aspects of the California regulation and warned
against adopting provisions that would restrict
health care professionals from the best practices
in their individual facilities. More recently, APIC
refined its national position to a more conciliatory
call to target the highest-risk injuries in imple-
menting needle safety devices.2 (See HIC,
September 1998, p. 132; February 1999, p. 21.)

“I was surprised at the reaction of the infection
control practitioners to the initial California legis-
lation,” McCormick says. “They hadn’t, from my
perspective, looked at the big picture and thought
it through. It’s the right thing to do.”

Though not a union member, McCormick says
the SEIU grass-roots state campaign was probably
born out of a frustration she can empathize with.

“Their strategy isn’t bad, but why have all these
local laws if you could have a federal [law]?” she
asks. “From my perspective, that is the preferred
way to go, because irrespective of what state you
live in, you would have the benefit.”

A twofold strategy

Indeed, SEIU president Andrew Stern agreed 
at the aforementioned media conference that a 
federal law would be preferable and will continue
to be pursued. However, he reiterated the union’s
concerns that the Occupational Safety and Health
Administration (OSHA) is moving too slowly 
with its recent request for information on the issue,
though many observers consider the agency’s
move a prelude to regulatory action.3 While the
grass-roots state-by-state effort can be seen as an
attempt to make an end run around a plodding
federal bureaucracy, the campaign also may
increase awareness and discussion at the state
level, thus leading to calls for a federal standard.

“We totally agree that a federal standard is the
ultimate solution,” Stern says. “We have called
upon the producers of needles and other members

of the health care community to join with us in
either getting OSHA to establish a national stan-
dard or [to] pass federal legislation.”

The California law — which essentially requires
implementation of the devices unless clinicians
can cite one of four narrowly drawn exceptions —
is being used as an example of model legislation in
union lobbying efforts within other states. In that
regard, Stern cited a recent Cal-OSHA report, pre-
pared to assess the impact of the regulation in
California, that determined that the state health
care industry will save more than $100 million a
year by using safer needles. However, the Cal-
OSHA cost-savings claim and the figures used in
its analysis are being labeled as highly inaccurate
by some. (See related story, p. 48.)

Other states considering similar laws should
be aware that compliance efforts are expected 
to be expensive, rather than a cost savings, says
Roger Richter, senior vice president of profes-
sional services at the California Healthcare
Association.

“It’s just fair that people know that this is not
a cost savings,” he tells HIC. “It is going to be a
major expense. In today’s health care field, it is
not just an add-on. What it means is that some-
thing else may have to go in place of it. That
doesn’t downplay the importance of sharps
injury prevention, but in no way — at least at
this time, with the expensive devices that are out
there — is it a cost savings.”

Asked about concerns that hospitals may try 
to meet the cost increases in the short term with
budget cuts in other areas, Stern says such spec-
ters are typically raised whenever employers are
pressured to spend more for worker benefits and
safety.

While noting that needle-safety devices are
currently in the range of three to four times more
expensive than conventional needles, Morhaim
says the actual and intangible cost benefits of pre-
venting bloodborne infections and eliminating
time-consuming and stressful follow-up testing
of health care workers also must be factored in.

“Ultimately, I don’t buy the cost arguments,”
he says. “[But] California, because of its size and
marketplace power, is going to redefine the mar-
ketplace. I think we can gain from that as well.”

McCormick concurs, noting, “There isn’t any
question in my mind; this is all going to go the way
of calculators. They used to be very, very expen-
sive, and now you pick them up for pennies.”

Indeed, an executive with a needle-safety
device manufacturing firm says the California law
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has changed the business equation, finally clear-
ing the way for economies of scale to develop by
ensuring all manufacturers there is a market large
enough to justify mass production of the devices.

“One of the things that has been a dilemma for
the manufacturers of needle devices is the uncer-
tainty looking forward of how much of the mar-
ket is going to be standard needles vs. safety
needles,” says Tom Sutton, MBA, vice president
of Bio-Plexus Inc. in Tolland, CT. “The more clar-
ity and certainty there is that the market is going
to switch to safety devices, the more you can
[focus] your forward planning on safety designs.
Right now, there is a lot of risk in the early invest-
ment that has to be captured in the cost. The
more the market switches to safety, the faster the
prices are going to get shaken down because of
competitive forces.”

Moreover, the gathering momentum for a
widespread transition to needle-safety designs
raises product liability issues for manufacturers
of conventional devices, he notes.

“As your safety device becomes more and
more successful at preventing needlestick
injuries, it is difficult to build a case of why you
should be able to offer a standard device without
a protective feature and also one with a protec-
tive feature,” he says.

According to traditional business theories
regarding the standard product life cycle, safety
needles are moving from the introductory stage
to the growth stage, and standard needles are in a
mature market phase that is losing its longstand-
ing stability, he adds.

“California is the bell in the night,” Sutton says.
“Everyone should see with clarity that safety is
going from an option to a requirement. I think
that probably in the next two to three years, stan-
dard unprotected needles are going to be seen as
obsolete and unduly risky.”
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Cal-OSHA cost-saving
report stirs controversy
ICP challenges figures reported to other states

Areport projecting that the health care industry
in California will save more than $100 million

annually under a new law requiring needle safety
devices is “severely flawed” and underestimates
the cost of the transition, according to an infection
control professional who reviewed the report for
state hospital officials.

Health care facilities in California are in the
process of evaluating and implementing needle-
safety devices in accordance with a law passed
last year that amended the state’s version of 
the Occupational Safety and Health Administra-
tion (OSHA) bloodborne pathogen standard.
The state’s Cal-OSHA program conducted a
cost/benefit analysis as part of the regulatory
process to enforce the law. Extrapolating data
from surveys, studies, manufacturers, and other
sources, the report estimated an annual net sav-
ings to the health care industry of $105.5 million
by switching to needle-safety devices. The net
savings figure is based on an average of the 
low estimate ($40 million) and the high ($170
million).

Cal-OSHA numbers cited in other states

While cost factors are a recurrent topic of contro-
versy in needle-safety discussions, the Cal-OSHA
findings took on national significance because the
projected savings in California are being cited by
health care workers and union officials trying to
pass similar laws in other states. (See related story,
p. 45.) Marguerite Jackson, RN, PhD, CIC, FAAN,
administrative director of the medical center epi-
demiology unit at the University of California in
San Diego, reviewed the report for the California
Healthcare Association and shared her comments
to Cal-OSHA with Hospital Infection Control.

“[The Cal-OSHA report] makes it look like
there is a net savings even with the purchase of
these high-cost devices,” Jackson states in the
comments. “This is neither accurate nor true. In
fact, the additional costs of the devices are new
costs that must come from somewhere. This type
of information only serves to promote the manu-
facturer’s high costs with little incentive for them
to drive down these per-unit costs. After all, if the
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public can be sold on ‘high-cost devices save
money,’ then why would the manufacturers
reduce the costs?”

The Cal-OSHA report bases the projections in
part on “significant savings that could be real-
ized annually from eliminating 96,000 needle-
stick injuries, which is an underestimate of the
over 200,000 needlesticks [in California] that
have been estimated by others in the health care
industry. Whenever an employee is stuck by a
contaminated sharp, the average total cost of
immediate diagnosis and treatment to a health
care worker for sharps injuries is between $2,234
and $3,832, which includes prophylaxis.”

How large a role do antivirals play?

In her letter, Jackson reminded Cal-OSHA that
the cost estimate per needlestick used in the
report clearly includes antivirals for possible HIV
exposure. 

“Please note that the vast majority of injuries
are not accompanied by an HIV exposure risk,”
she states in the letter. “Even if treatment with
antivirals is initiated, it is usually discontinued as
soon as source information is available. Even for
those cases where source information is not avail-
able, the clinician and the injured worker, on a
case-by-case basis, determine whether or not
antiviral treatment is indicated. . . . Without the
HIV treatment costs, the costs are for the clinic
visit and for serologic testing. These costs are
rarely in excess of $500 total.”

In addition, most of those are “fixed” costs for
personnel time and overhead, which would not
be eliminated if there were fewer injuries. “The
potential savings are only those of the costs
attributable to the injuries (variable not fixed)
and do not include the fixed costs of having per-
sonnel available to evaluate injured workers,
keeping the lights on, and other administrative/
overhead costs that exist whether or not injures
occur,” Jackson noted.

Jackson also reminded Cal-OSHA that because
most of the safety features are engaged after use,
the “during use” injuries will not be prevented by
the safety device. The proportion of these injuries
varies by device type, but unless the needle is
totally eliminated (as with needleless IV port con-
nectors), then some injuries will continue to occur
regardless of how many safety devices are used,
she stated.

“We will take her concerns into account, but
reasonable minds can differ on what the cost

picture is,” says Len Welsh, special counsel for
Cal-OSHA in San Francisco. “We’ve done the
best we can do with the information available. It
is not an exact science.”

In the report, Cal-OSHA estimated that it 
will cost the California health care industry 
an additional $104 million annually to make 
the transition from unprotected sharps devices
to needlestick prevention devices. Additional
record-keeping costs of approximately $70 
million per year were estimated to meet the
requirement that health care facilities keep a
sharps injury log. Those costs, however, are
expected to fall as the number of needlesticks
decline, the agency reports. Offsetting the costs
are benefits such as decreases in needlesticks,
lost-time incidents, infections, and subsequent
mortality with HIV, hepatitis, and other blood-
borne pathogens.

Other benefits include reducing the costs of
needlestick evaluation, medical consultation, pro-
phylaxis, and long-term treatment. Additional
cost savings also could result from reduced losses
in productivity, catastrophic claims, and liability
due to bloodborne disease.

“The one thing that was made very clear in the
testimony at the hearing is the difficulty at arriv-
ing at a fair cost estimate, especially when you
look only at dollars,” says Welsh.

Cal-OSHA hearings have included testimony
from both HIV-infected workers and those who
agonized through months of follow-up testing, he
adds.

“[They] had gone through a year or so of won-
dering whether or not they were going to sero-
convert,” he says. “This is one of the ‘costs.’ We
haven’t put this in our cost analysis, but this is
clearly a cost that must be considered by any-
body rational.”

In addition to stress, diminished morale and
impaired work quality are among the “hidden
costs” of needlesticks, many of which are never
even reported, he says. 

“If you go on the numbers that are actually
reported, you are going to have extremely artifi-
cially low [cost] estimates,” he says.  ■
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“Reasonable minds can differ 
on what the cost picture is. . . .

It is not an exact science.”



HCV tests urged for those
transfused before July ’92
PHS look-back part of effort to test risk groups

The Public Health Service (PHS) has begun a
national campaign to encourage hepatitis C

virus testing among transfusion recipients who
received blood prior to the development and sub-
sequent improvement of HCV assays.

HCV testing was developed in 1990, and
more sensitive assays were devised in July 1992.
Following the introduction of more sensitive
and effective HCV blood tests, the risk of trans-
fusion-related infection is now in the range of
one in 100,000 units transfused, compared to
one in 200 before screening, according to PHS
estimates.

Infection control professionals, some of whom
are already fielding questions about the testing
effort, may become more directly involved in
some of the follow-up or educational aspects of
the program depending on job duties at their

respective facilities. The PHS initiative includes
both “targeted” and “general” efforts, with the
former encouraging HCV tests for patients who
are actually suspected of receiving tainted blood
and the latter urging testing for those who simply
have a history of blood transfusions prior to July
1992. The national effort includes involvement by
the Food and Drug Administration, the Centers
for Disease Control and Prevention, the American
Red Cross, and other blood banking groups and
transfusion services.

HCV-positive donors may have slipped through

“The more precise tests are more sensitive and
therefore identify infected individuals who may
have actually tested negative on the prior test,”
explains Miriam Alter, PhD, chief of epidemiol-
ogy in the CDC hepatitis branch. “If [blood]
donors who donated before testing was available
— or [who donated] when the less precise test
was being used — come back to donate at a later
time and test positive, then it is possible that the
prior units that they donated might have been
infected. “
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CDC pamphlets are 
available for education

As part of a national campaign to increase
awareness of and testing for hepatitis C

virus, the Centers for Disease Control and
Prevention has developed educational materi-
als that can be used to advise HCV-infected
patients or health care workers about measures
to prevent subsequent transmission. An excerpt
of these materials is summarized below:

The CDC reminds that HCV is not spread 
by breast feeding, sneezing, casual contact,
sharing eating utensils or drinking glasses,
hugging, food or water, or coughing. However,
those infected with HCV should not donate
blood, body organs, other tissue, or sperm.
They should not share toothbrushes, razors, 
or other personal care articles that might have
blood on them. They should cover any cuts 
or sores on the skin.

HCV-infected people should not be excluded
from work, school, play, childcare, or other set-
tings on the basis of their HCV infection status.
Those infected do not need to change their sexual

practices if they have one steady partner. How-
ever, the CDC advises that if you have one
steady sex partner, there is a very low chance of
giving hepatitis C to that partner through sexual
activity. Those who want to lower the small
chance of spreading HCV to their partner, may
decide to use latex condoms. The CDC advises
that those infected ask their doctors about having
their sex partner tested.

HCV-infected women do not need to avoid
pregnancy or breast-feeding. About five out of
every 100 infants born to HCV-infected women
become infected. This occurs at the time of
birth, and there is no treatment that can prevent
this from happening. Most infants infected with
HCV at the time of birth seem to do very well
in the first few years of life. More studies are
needed to find out if these infants will have
problems from the infection as they grow older.
Those who have given birth to any children
since they became infected with HCV should
ask their doctor about having them tested.

HCV-infected people who inject street drugs
should stop and get into a drug treatment pro-
gram. Those who cannot stop, should not reuse
or share syringes, water, or drug works.  ■



Beginning on March 23, 1999, blood banks are to
identify repeat donors who test positive for HCV
and determine when they donated blood in the
past back to 1988.

“We aren’t going further back than that because
records generally aren’t available in most transfu-
sion services,” Alter says. 

After reviewing the records of previous dona-
tions of HCV-infected donors, blood collection
groups are to notify hospital and health care
transfusion services where the units were sent.
The transfusion services are being asked to deter-
mine whether or not the blood units were trans-
fused and to whom. Once the transfusion service
gets the name of a donor, staff are to notify the
recipient if sufficient patient or physician locating

information is available. Then the transfusion
recipient is sent a letter of notification either
directly — by the transfusion service — or by the
physician, apprising the recipient of the situation
and urging him or her to be tested for HCV. (See
sample letter, above.)

“Many blood collection groups are working
with the transfusion services to offer free testing,”
Alter says. “Not all, but many. I’m fairly positive
the American Red Cross is going to be offering
free testing and many of the independent blood
centers as well.”

The response from hospitals where patients
may have been transfused HCV-infected blood
will vary, but the basic questions will be similar
across the board, notes Pamela Parker, RN, MEd,
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CDC develops notification letters for HCV testing
[Editor’s note: As part of a national hepatitis C virus look-back program, the Centers for Disease Control and

Prevention has developed several sample letters that can be used to notify former patients who may have been
transfused HCV-infected blood before testing improvements in 1992. The letter below was designed to notify a
prior transfusion recipient of a donor who later tested anti-HCV-RIBA-positive. Other sample letters and HCV
materials are available at the CDC Web site (http://www.cdc.gov.ncidod/diseases/hepatitis/) or by calling the
Hepatitis Hotline at (888) 443-7232.]

Dear [Name of Recipient]: A nationwide effort is now underway to identify people who may have
been infected with the hepatitis C virus (HCV). One of the ways that HCV has been transmitted is
through a blood transfusion. Our records show that you received blood that may have been infectious
for HCV. This is NOT HIV, the virus that causes AIDS. HCV causes a liver disease called hepatitis C.

At the time you received this blood, screening tests to identify blood donors with hepatitis C either
were not available or were less precise than they are now. The first screening test for hepatitis C became
available in May 1990, and improved screening tests were put into use by July 1992. The person who
donated the blood that you received came back to donate blood at a later time and tested positive for
hepatitis C using these improved tests. Because most persons who test positive for hepatitis C have
long-term HCV infection, this donor may have been infected with HCV at the time you were trans-
fused. If the donor was infected with HCV at the time you were transfused, there are seven chances out
of 10 that this donor’s blood could have spread HCV to you.

You should get tested for hepatitis C. Most persons who get hepatitis C carry the virus for the rest of
their lives. Most of these persons have some liver damage but many do not yet feel sick from the dis-
ease. Of every 100 persons infected with HCV, about 15 persons will develop cirrhosis (scarring) of the
liver which can lead to liver failure. This can take many years to develop. It is important that you get
tested for hepatitis C so you can be checked for liver disease and get treatment, if indicated, and so
you can protect your liver by avoiding substances that can cause further harm, such as alcohol and cer-
tain medicines. If you have hepatitis C, it is also important that you learn what actions you can take to
avoid spreading this disease to others.

You are being contacted now because we have better tests to identify people with hepatitis C, better
treatment for some people with hepatitis C, and better information about what people with hepatitis C
can do to protect themselves and others. You can get tested for hepatitis C [at no charge by providing
the case number at the top of this letter]. To arrange for this testing contact [insert contact and telephone
number ]. Enclosed is general information about hepatitis C and places you can contact to get more
information. [I will be happy to answer any questions that you may have.]







“I don’t think that is going to be the case,”
Edens adds.

While emphasizing that no final decisions have
been made about the content of the final stan-
dard, Edens shed a little light on recent discus-
sions about fit-testing of TB N95 respirators.

A recently published government study under-
scored the efficacy of TB respirator fit-testing pro-
grams, but there was some question whether
annual fit testing would be required in the final
standard.3 (See HIC, February 1999, p. 24.)

However, because annual fit testing is required
in OSHA’s respiratory protection standard, the
agency would have to determine that there is
something “compelling” about TB or health care
workers to leave that requirement out of the TB
standard, she explained.

“I think what is before the agency now is that
since we have already made the decision that
annual fit testing is an important element to have,
is there some reason why TB is different from
other agents or chemicals that [annual] fit testing
isn’t necessary?” Edens says.

In addition, Edens clarified that annual TB res-
pirator fit testing is currently not required.

“We are using the old respiratory protection
standard to handle TB now while we are in the
process of doing the final TB standard,” she says.
“The old respiratory protection standard, which
has been recodified [as OSHA standard # 1910139],
does not have an annual fit-testing element in it.”
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Dale JC, Pruett SK, Maker MD. Accidental
needlesticks in the phlebotomy service of the
department of laboratory medicine and pathol-
ogy at Mayo Clinic Rochester. Mayo Clin Proc
1998; 73:611-615. 

Accidental needlestick exposures in a phlebo-
tomy service declined from a high of 1.5/10,000
venipunctures to 0.2/10,000 venipunctures after
safety measures and work practice controls were
implemented over a period from 1983 to 1996, the
authors report. However, not all of the sharps
safety designs have been embraced by health care
workers, some of whom continue to prefer con-
ventional syringes for drawing blood, they note.

Safety improvements included the implemen-
tation of a one-handed recapping block, change
to single-use evacuated tube holders, increased
number and improved locations of disposal con-
tainers for needles, implementation of resheath-
ing needles and retractable capillary puncture
devices, discontinuation of the practice of chang-
ing needles before inoculation of blood culture
bottles, increased emphasis on safety for new and
experienced phlebotomists, and improved expo-
sure reporting tools.

“We believe that the decrease in our accidental
needlestick exposure rate is correlated with the
changes in education, practices, and products that
we have implemented,” the authors concluded. 

The recapping block, which holds the needle 
cap and tubes and allows the phlebotomist to recap
the needle safely with one hand, proved to be a
simple, inexpensive device that reduced the need
for resheathing needles, they added. Resheathing
needles and retractable capillary puncture devices
were made available to the phlebotomy service in
1992. The facility stocks a variety of safety devices
and allows phlebotomists to select the devices that
work best for them. 
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“Although the cost of supplies might be reduced
by limiting the types of devices available for use,
we believe that our phlebotomists are specialists in
their trade and must have the necessary tools avail-
able for optimal performance of their jobs,” the
authors report. “We also proactively evaluate new
safety products as they become available.”

Although the clinic has implemented numerous
safety devices, staff evaluations of many of the
new safety products have identified a variety of
problems and have resulted in skepticism regard-
ing  many new products, the authors report.

“In comparison with older products, some of the
new safety devices are larger, heavier, and more
difficult to manipulate,” they note. “. . . Many phle-
botomists believe that some safety devices that
require additional manipulation or entail greater
difficulty in use may actually result in an increased
number of needlesticks or failed collections; hence,
repeated withdrawals impose additional opportu-
nities for exposure. In addition, the extra clicks,
flips, and snaps necessary for many new products
have raised concerns among our staff about repeti-
tive motion injuries.”  ■

Only one patient infected
with HIV by French surgeon
Findings reassuring but confidentiality a concern

Source: Lot F, et al. Probable transmission of
HIV from an orthopedic surgeon to a patient in
France. Ann Intern Med 1999; 130:1-6.

Reasonable evidence of possible transmission
of HIV from medical personnel to patients has
been limited to one well-publicized cluster of
cases involving a dentist in Florida reported in
1990. Following the recognition of HIV infection
in a 53-year-old orthopedic surgeon practicing 
in a Parisian suburb who presented with HIV
encephalopathy in 1994, Lot and colleagues from
France began attempts to contact 3,004 former
patients. (See Hospital Infection Control, March

1997, pp. 33-36.) It was believed that the surgeon
had likely been infected while performing
surgery 12 years earlier. A total of 983 patients
responded to letters requesting information
regarding their HIV status or were referred for
HIV testing. Attempts to contact nonresponders
were made by obtaining current addresses
through the hospital registry or the French
National Health Insurance Registry. In addition,
with the agreement of the French Committee on
Information and Privacy, all untested patients
were matched to the National AIDS case registry.

Only one person with HIV infection (0.1%) was
identified — a 67-year-old woman who had under-
gone a difficult 10-hour hip replacement in 1992,
whose retroviral infection was recognized during a
preoperative screen in 1994. Phylogenetic analysis
revealed that the HIV strain from the patient and
surgeon were similar and probably belonged to a
unique and as-yet-unidentified HIV-1 subtype. On
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questioning, the surgeon reported frequent cuta-
neous blood exposures and almost weekly percuta-
neous injuries. His orthopedic surgical colleagues
reported a similar frequency of percutaneous
injuries, especially while suturing in a blind cavity
or while placing metal wires or pins. Few, if any, of
these exposures were reported. This high fre-
quency of high-risk exposures was common to
orthopedic surgeons and was not shared by other
surgical subspecialties.

Comment by Carol A. Kemper, MD, clinical assis-
tant professor of medicine at Standard University and
an infectious disease physician at Santa Clara Valley
(CA) Medical Center.

Although this surgeon performed thousands of
surgical procedures — many of them high-risk —
during a period when he was probably viremic,
only 0.1% of his patients may have gotten HIV. It’s
reassuring to note that no other cases of HIV as the
result of transmission from health care provider to
patient have been documented to date. Still, these
data suggest that physicians in specialties with fre-
quent blood exposures should know their HIV sta-
tus and should take extra precautions to prevent
transmission. Improved reporting of percutaneous
blood exposures should be encouraged.

A more disturbing aspect of this story was the
use of the French National Health Insurance sys-
tem to track patients, especially those who had
changed addresses or phone numbers or those
who did not respond to the first mailing. Also, the
French National Committee on Information and
Privacy gave Lot et al permission to examine the
mandated national AIDS case registry in an effort
to match AIDS cases with the surgeon’s list of
patients who had not reported for testing.

Not one additional patient was identified by
these measures. The ethical and scientific issues
around the use of patient databases in this instance
should be carefully examined as we, in the United
States, contemplate similar (supposedly confiden-
tial) systems. One could argue that patients would
want to know their potential risk and that the
availability of successful therapeutic intervention
provides a rationale for early case identification.
However, based on the lack of documentation of
any similar cases of HIV transmission despite thou-
sands of surgeries and invasive procedures having
been performed since the beginning of the HIV epi-
demic, the justification for the invasiveness of this
investigation does not seem warranted.

On the other hand, when is the sacrifice of civil
liberties justified? How many lives is it worth? And

who decides? I ask myself if I would have seen this
article in a different light if, for example, 30 patients
had been discovered, none of whom knew they
were HIV-infected.  ■
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