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“Patient turns a harsh light on dangerous medical error.”
—as seen in USA Today
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What went wrong’



What Went Wrong?

Almproper port flush procedure
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Reuse of syringes combined with the use of vials for multiple patients
undergoing anesthesia can transmit infectious diseases. The syringe does not
have to be used on multiple patients for this to occur.
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3. The now-used
needle is replaced.

2. Itis then administered
to a patient who has
been previously infected
with hepatitis C virus or
another virus. Backflow
into the syringe now
contaminates the syringe.

GRAPHIC BY MIKE JOHNSONREVIEW- JOURNAL
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4. The original syringe is used for
a second medicine for the infected
patient. A new syringe and needle
are then used to draw medication
from the contaminated vial for a
new patient. Subsequent patients
are now at risk of infection.

Healthcare transmission of bloodborne pathogel



What Went Wrong?

Almproper port flush procedure
Alndex case came to clinic in 2000

AComplaints to physician and admin

AComplaints from housekeeping,
pharmacy, lab, nursing and patients

Aéconti nuil n 46 nforghs!
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What happened to the victim®

A6 died of Hepatitis Onot cancer

Al liver transplant, deceased 5/2010
A33 underwent treatment, 28 successful
Al sexually acquired HCV

A11 died of cancer, including 2 who went
through treatment

A89 lawsuits, $16M paid from NELF

Hepatology2009; 50: 361368



Not just once, long ag



10

Not just once, long ago

Aln past 11 years, 620 patients were
Infected In 52 outbreaks

A 20% of outbreaks occurred 76809

A Majority of outbreaks (42 out of 51)
occurred in nofhospital settings

Thompson NT et al. Abstract #39a review of
hepatitis B and C virus infection outbreaks in
healthcare settings, 20a8009. Fifth Decennial
Conference on Healthcat&ssociated Infections
2010.
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Recent Investigations
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Recent Investigations

New York Psychiatric Clinic
Feb, 2011229notified,due toreuse of finger stick pens

Minnesota Hospital

March, 2011: 12acterial infectionghru drug diversion
reuse of syringes to access IV bag of pain medicine

Colorado Pediatric Practice

April, 2011: 250 children exposed through reused of
prefilled flu vaccine syringes

12



Settings involved In outbreaks:

AHospitals

AAmbulatory Surgical Centers
APain clinics

AResidential settings

AHealth Fairs

APrivate medical practices
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Disciplines involved in outbreaks:

AAnesthesia
AEndocrinology
AGastroenterology
AHolistic Health
AOncology
APediatrics
ARadiology
AUrology
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Professionals involved in outbreaks:

AAdministration APharmacy
AHousekeeping ~ APatients

Alnfection Control ~ APhysicians
APathology APublic Health

| ASupport
ANursing technicians
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Root Causes of Outbreaks:

ANo adherence to safe injection practices
www.cdc.gov/ncidod/dhgp/injectionsafety.html

AMigration of care from inpatient to
outpatient settings, with less oversight

ALack of comprehensive training and
oversight of infection control protocols

ABaby boomers accessing healthcare
more, bringing HCV with them
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http://www.cdc.gov/ncidod/dhqp/injectionsafety.html

But really, why?

Almproperor no training
ATime pressures
AMoneypressures

Not thoughtful practice
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HONORgrory

advocates legislative/regulatory options

HONORe[lorm

oundation

educates regarding healthcare transmissic
bloodborne pathogens

Both entities strive to prevent future outbreaks



Three-prong approach to safety

Incentives to Ensure
Patient Safety

Cultu
Patient Sa

afety by
Design
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Alliance for Injection Safety

A HONOReform, AANA,
Hospirg Becton
Dickenson

A Congressional Briefing

A FY09, FY10 & FY 11
Appropriations

A FDA, CMS, HHS &
CDC collaboration




Safe Injection Practices Coalition

ARaises awareness about safe injection
practices

AAImSs to eradicate outbreaks resulting from
unsafe injection practices

Members are: AAAHC, AANA, APIC, BD, CDC, CDCI
Covidien Hospira, HONOReform, NACCHO, NE Med
Soc, NV Med Assn, Premidv]EDRAD, FDA,; State
Partners: Nevada, New York, New Jersey
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ONE NEEDLE,
ONE SYRINGE,
ONLY ONE TIME.

B

Safe Injection Practices Coalition
www.ONEand ONLYcampaign.org

Patient empowerment, Provider education
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One & Only Campaign Materials

Some Things
Should Never
Be Reused

A Patient’s Guide to
Injection Safety

www.ONEandONLY campaign.org
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Safe Injections

1 Needle
+ 1 Syringe
1 Time =

O Infections

This practice supports the One and Only

i ‘campaign and its goal to make sure that ONE NEEDLE,
- needles and syringes are NEVER reused, gmfmgﬁﬁ
from one patient to another. = =

Injection Safety:
What Healthcare
Providers

Bl

www.ONEandONLY campaign.org



ABOUT THE CAMPAIGN

LEARN ABOUT SAFE
INJECTION PRACTICES

One and Only Campal

HEALTHCARE PROVIDER |
INFORMATION

ONE NEEDLE,
ONE SYRINGE,
ONLY ONE TIME.

actices Coalition
dONLYcampaign.org

The One & Only Campaign is a public

health

ign aimed at raising
among the general public and healthcare
providers about safe injection practices.

[ Learn More About Our Pilot Sites :l

EVENTS

New Jersey joins the SIPC to promote
the One & Only Campaign

Joining Nevada and New York in an effort
to encourage safe injection practices in
all healthcare settings. Read Mors

Almost 5,000
DVDs have
been

distributed
across the
globe

NEWS

Research shows small percentage
of healthcare professionals still
reusing syringes, performing

injections in ways that put patients

at risk
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Ask these guestions:

AWIill there be a new needle, new syringe,
a new vial for this procedure or injection?

ACan you tell me how you prevent the spre
of infections in your facility?

AWNhat steps are you taking to keep me sa
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HONOReform Compassionate
Response Toolkit

Welcome Letter from Dr. Evelyn Mcknight.........ccooveeeeieeeceeeeeenee, 1

Hepatitis Education

What iS HEPAtitiS C7..eeeieiie e 34
Whatare the SYMPLOMIST s s sencmrssmonmmmsrscsssssmeis 4
QUESLIONS TO ASK MY DOCEO ... 5
Tests for Hepatitis C......ccccvuvveererimamemsassmmsmssssmsesessasessassansesaases 5
Liver FUNCLiON and FactS......ccueeiceeeceeeeceeeeee e 6-7
Staying Healthy with Hepatitis C.......ooeeeveeeeeeeeeeeeeeeeeeeee e, 7

AN U140 o R 8




In Conclusion,

*2 Ut br eaks ¢ ontThanksmu



