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Abstract

Purpose: To determine the incidence of needlestick injuries in medical school and to examine the behaviors associated with reporting injuries to an occupational health office. Medical students have underdeveloped surgical skills and are at high risk of needlestick injuries.

Cited Here...: Recent medical school graduates enrolled in a surgery residency at 17 medical centers were surveyed regarding needlestick injuries that they sustained during medical school. The survey asked about the circumstances and cause of injury and postinjury reporting.

Cited Here...: Of 699 respondents, 415 (59%) reported having sustained a needlestick injury as a medical student; the median number of injuries per injured respondent was 2 (interquartile range: 1-2). Respondents who sustained a needlestick injury in medical school were more likely to sustain a needlestick injury during residency than those who did not experience a needlestick injury in medical school (odds ratio [OR]: 2.57; 95% CI: 1.84, 3.58). Of 89 residents who sustained their most recent needlestick injury during medical school, 42 (47%) did not report their injury to an employee health office.

Cited Here...: Needlestick injuries and underreporting of these injuries are common among medical students and place them at risk for hepatitis and human immunodeficiency virus. Strategies aimed at improving reporting systems and creating a culture of reporting should be implemented by medical centers.

Medical students face clinical situations in which the possibility of exposure to blood is similar to that faced by residents and physicians. However, the students’ underdeveloped technical skill sets may place them at a risk of injury greater than that faced by their senior colleagues. Needlestick injuries can result in chronic infection, social stigma, and long-term disability.1–4 In addition, a needlestick can lead to significant psychological stress for the medical student and his or her loved ones.1

Recent estimates are that the current prevalences of human immunodeficiency virus (HIV), hepatitis B virus (HBV), and hepatitis C virus (HCV) are high in the health care setting. Up to 20% to 38% of urban hospitalized patients test positive for a blood-borne pathogen and, thus, are classified as “high-risk” patients.5 (We define a high-risk patient as one with a history of intravenous drug use or infection with HIV, HBV, or HCV.) It is estimated that 600,000 to 800,000 needlestick and other percutaneous injuries are reported annually among U.S. health care workers,6 and there is evidence of vast underreporting of injuries to employee health services.1,7,8 The prevalence of blood-borne pathogens is high, and needlestick injuries are common in the hospital setting, but postexposure prophylaxis is effective in preventing HIV and HBV infection as well as HCV chronicity. Thus, timely reporting is critical to ensuring the prevention of sometimes catastrophic medical and personal consequences.

Whereas previous studies have focused on needlestick injuries to health care professionals in general, the incidence of needlestick injuries and the rates of reporting among medical students are largely unknown. Current literature estimates the incidence of needlestick injuries in medical school to be between 12%9 and 50%.3 The goal of this study was to determine the incidence of needlestick injuries in medical school by using data obtained from a sample of surgery residents. We aimed our efforts at underscoring and quantifying an understudied problem in medical schools. By sampling surgery residents, we obtained data that represented a subset of medical students, which allowed us to analyze associations pertaining specifically to surgeons-in-training. We further sought to examine the circumstances of such injuries and the behaviors associated with reporting to an employee health office any needlestick injuries sustained during medical school.
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Method

Study design

The design and methods of the study were published elsewhere1 but are briefly described here. A survey was presented to surgeons-in-training at 17 U.S. general surgery residency programs certified by the Accreditation Council for Graduate Medical Education. First- and second-year residents included trainees in subspecialties (plastic surgery, otolaryngology, urology, and orthopedics) who rotated through general surgery as part of their curriculum. All participants were surveyed after completion of the January 2003 American Board of Surgery In-Service Training Examination, a standardized nationwide exam administered to all general surgery residents. Participation was voluntary, and we considered that it provided consent for study involvement. The Johns Hopkins University School of Medicine institutional review board approved the study.
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Survey instrument

We asked survey respondents to indicate their postgraduate year of clinical training, sex, the number of needlestick injuries sustained during medical school (if applicable), the number of needlestick injuries sustained during residency training (if applicable), and the occurrence of any needlestick injury involving a high-risk patient. Additional questions about the most recent needlestick injury inquired whether a high-risk patient was involved, what the perceived causes and circumstances of the injury were, whether the injury was reported to the employee health office, what were the medical student's reasons for not reporting the injury (if applicable), and whether anyone besides the medical student was aware of the needlestick injury. For questions regarding the cause of the needlestick injury, the reporting behavior, and the identity of other persons who were aware of the injury, we asked respondents to select all answers that applied. Because the focus of this report is needlestick injuries during medical school, we included only the answers to the detailed set of questions given by those residents whose most recent needlestick injury occurred during medical school. Finally, we asked all respondents which blood-borne pathogen they feared the most.
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Statistical analysis

We used frequencies, means, medians, and other descriptive statistics to summarize the study population. We used Fisher's exact test to compare proportions of binary variables between respondents with and without needlestick injuries during medical school, and we used univariate and multivariate logistic regression analyses to assess the relationship of needlestick injuries during medical school to needlestick injuries during residency, needlestick injuries involving high-risk patients, and the reporting of the most recent needlestick injury to an employee health service. We considered P < .05 to be statistically significant. We performed all analyses by using SAS software (version 9.1; SAS Institute Inc., Cary, North Carolina).
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Results

Respondents

The overall response rate for completed survey forms was 95% (702 of 741). Outliers excluded from data analysis were one respondent who listed more than 100 needlestick injuries and two respondents who did not report the number of needlestick injuries sustained. Of the 699 respondents, 582 (83%) reported that they sustained a needlestick injury at some point during their surgical training,1 and 415 (59%) reported at least one needlestick injury during medical school. For the 415 respondents who incurred a needlestick injury during medical school, the median total number of needlestick injuries per respondent was 2 (mean: 2.2; interquartile range: 1-2); 295 (71%) of the 415 respondents were male (Table 1).

[image: Table 1]Table 1 Characteristics of Recent Medical School Graduates, at 17 Surgery Residency Programs in 2003, Who Reported Not Having or Having a Needlestick Injury During Medical School



Surgeons-in-training who incurred a needlestick injury during medical school had 2.6 times the odds of having a needlestick injury during residency as did those who had not sustained such an injury during medical school (Table 1). They also had 2.5 times the odds of having a needlestick injury involving a high-risk patient (a patient with a history of intravenous drug use or infection with HIV, HBV, or HCV) as did those without a needlestick injury during medical school. Of those who ever sustained a needlestick injury, the surgeons-in-training who received a needlestick injury during medical school had 1.5 times the odds of not reporting their most recent needlestick injury to the employee health office as did those who had not received such an injury during medical school.

Of 415 respondents who sustained needlestick injury during medical school, 89 (21%) indicated that they sustained their most recent needlestick injury during medical school (Table 2). Most of these 89 medical school needlestick injuries were self-inflicted (72%), involved a solid-bore needle (78%), occurred in the operating room (67%), or occurred when the respondent felt rushed (57%). More than 10% of the students felt that their most recent needlestick injury during medical school was due to a lack of skill or fatigue or was unpreventable. Of the 89 respondents reporting that their most recent needlestick injury occurred during medical school, 42 (47%) did not report the injury to an employee health service (Table 3). Among the options provided on the survey, the reason most commonly cited (31%) was the amount of time involved in making a report. Whereas just over half of the 89 needlestick injuries were reported to the employee health office, a greater proportion of needlestick injuries involving high-risk patients were reported: 92% (11 of 12) of injuries involving high-risk patients were reported, compared with 47% (36 of 77) of injuries involving low-risk patients. Another person was aware of the needlestick injury in only 40% (17 of 42) of the injuries that were not reported to an employee health service.

[image: Table 2]Table 2 Characteristics of the Most Recent Needlestick Injury Incurred During Medical School by 89 Physicians From 17 Surgery Residency Programs in 2003
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Logistic regression

In univariate logistic regression analysis, factors that were significantly associated with a failure to report the most recent medical school injury to employee health services were that the patient involved was a low-risk patient and that no other person knew about the injury (Table 4). Low-risk patients were involved in 77 (87%) of the 89 injuries that occurred during medical school and that were reported, for each of the 89 respondents, as being that person's most recent injury. Univariate analyses showed that medical students were more likely not to report their most recent needlestick injury if a low-risk patient was involved (odds ratio [OR]: 12.53; 95% CI: 1.54, 101.84) or if no other person knew of the injury (OR: 21.57; 95% CI: 5.75, 80.89). We found no statistically significant differences in reporting behavior between the sexes, between types of injuries (self-induced or non-self-induced), between the types of needles (solid or hollow), or between the operating room and other locations of the injury; in addition, the type of clinical task performed during injury and what was perceived as the cause of the needlestick injury had no significant effect.

[image: Table 4]Table 4 Variables Associated With the Nonreporting to the Employee Health Office of the Most Recent Needlestick Injury During Medical School in Physicians From 17 Surgery Residency Programs, 2003



We used a stepwise logistic regression model to determine the association between nonreporting of the most recent medical school needlestick injury to an employee health service, after adjustment for the variables listed in Table 4. The only statistically significant predictor of reporting was the fact that no other person knew about the needlestick injury (OR: 21.57; 95% CI: 5.75, 80.89). Injury involving a low-risk patient was added to the model, but it did not statistically improve the model, and so it was removed.
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Discussion

We report a high incidence among surgery residents of having sustained needlestick injuries during medical school (59%). We closely analyzed data from these respondents to ascertain possible associations with events during residency. Compared with those who had not received a needlestick injury during medical school, respondents who did sustain a needlestick injury during medical school were more likely to have received a needlestick injury during residency, to have received a needlestick injury in circumstances involving a high-risk patient, and not to have reported the most recent needlestick injury to an employee health service. Nearly half of the respondents whose most recent needlestick injury occurred during medical school did not report the injury to employee health services.

Although one cannot ascertain the exact “cause” of the aforementioned associations, a few possibilities can be suggested. First, the personal attributes of the surgeon-in-training, such as inferior manual dexterity and carelessness, could be a risk factor for needlestick injury during surgery residency. Second, the surgery residents in our sample went to various medical schools, each offering its own skills-training program and structure. The skills training at individual medical schools is a key variable, as is discussed in some detail below. Third, psychological attributes of the respondent, such as confidence and efficacy, may correlate with a higher risk of needlestick injury during both medical school and surgery residency.
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Needlestick injuries

Our findings suggest that needlestick injuries during medical school may be more prevalent among current surgery residents than has previously been reported for other medical school students.2,3,9–11 Published reports estimate the global incidence of needlestick injuries among medical students as between 12%9 and 50%.3 A seven-year longitudinal study at the University of California, San Francisco, found that 119 (12%) of 1,022 medical students had sustained at least one needlestick injury during their medical training.9 A 2005 study at the University of Toronto reported that 35% of medical students had sustained at least one needlestick injury; this is the highest reported incidence of needlestick injury among medical students in the past 10 years.2 On the basis of our findings, we can state that needlestick injuries during medical school among students who go on to surgery residencies are highly prevalent and likely are underreported.

Our data corroborate previous reports of extensive underreporting of needlestick injuries among medical students. Studies have shown that between 22% and 59% of needlestick injuries to medical students are reported to health offices or hospital personnel.4,11–14 A 1999 study in French medical students noted that 20% of students who had sustained a needlestick injury were advised not to report the injury to their health service.11 We found that if no one but the injured party knew about the injury, the needlestick was less likely to be reported to an employee health service. This lack of reporting may be due to fears about poor clinical evaluations, fear of stigmatization by other medical students, senior residents, and physicians, or embarrassment about the mishap.10 In addition, we found that injuries involving low-risk patients were less likely than injuries involving high-risk patients to be reported to employee health services (OR: 12.53; 95% CI: 1.54, 101.84). However, prompt reporting of all needlestick injuries, not just those involving high-risk patients, is critical to ensuring proper medical prophylaxis, counseling, and legal precautions.8,9 HBV, HCV, and HIV infections have serious implications for long-term health, social and professional relationships, and future employment.6 Reporting of needlestick injuries involving patients with HCV infection is of particular importance to medical students and health care workers alike. Although no effective postexposure prophylaxis is available for HCV, early-stage detection by HCV RNA testing is crucial to preventing chronicity.15 Further education on blood-borne pathogen prevalence and transmission rates is necessary to improve needlestick-reporting rates among medical students.

We found that most medical students selected “feeling rushed” as a possible cause of the needlestick injury. This finding is consistent with the fact that most of the injuries were self-inflicted. Given a medical student's skill sets and authorized duties, these injuries were unlikely to occur during true emergency settings, although 13% of the injuries were judged by the surgeon- in-training not to be preventable. The most commonly cited reason for nonreporting of a needlestick injury was the lack of time, but more than half of the respondents cited “other” as their reason for their nonreporting.
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Implications for educators

Implementing mandatory disability insurance for medical students and an increase in the amount of education on needlestick-reporting measures may help protect medical students and decrease the rates of nonreporting.2 It may be premature to cite the classic mantra of “see one, do one, teach one” to medical students, given their inadequate technical skills and heightened anxiety levels, but a system of testing and certification of basic techniques such as phlebotomy, suturing, and passing or recapping needles, implemented before the clinical rotations begin, may ensure training and basic competency and, thereby, reduce injuries from “sharps” and increase skill and confidence.

Medical school programs should emphasize safe operating room techniques and promote the use of new safe-needle technologies, such as syringes with a built-in auto-disabling capability, retractable needle devices, and needleless intravenous delivery systems.16,17 Unfortunately, it is not uncommon for medical students to learn a new skill set directly on a patient. The use of video trainers, human patient simulators, and virtual reality computer-based trainers has been shown to teach and improve surgical skill sets, and, accordingly, those techniques should be incorporated into the training curriculum for medical students.18–20 Specifically, with regard to the occupational risk of blood-borne pathogen transmission, simulators allow for a safe and controlled learning environment for physicians-in-training to master proper “sharps”-handling techniques. Numerous medical schools have already incorporated the use of surgical simulators into the standard clerkship curriculum to prevent students from having to learn new skill sets on real patients.21
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Preventive strategies

Efforts for reducing the incidence of needlestick injury among medical students could include the use of blunt-tip needles and the practice of double-gloving when handling sharp instruments in the operating room, inserting intravenous catheters, or working in emergency situations. Studies indicate that the risk of blood contamination can be reduced to one seventh or one eighth of prior levels by the adoption of double-gloving, without impairment of tactile sensation.22,23 A review of four randomized clinical trials24 found that blunt-tip needles were shown to reduce and even eliminate needlestick injuries. As a result of such findings, the American College of Surgeons issued a consensus statement in 2002 supporting the use of blunt-tip needles to decrease the risk of needlestick injury.25 Although their widespread implementation is gradual, blunt-tip needles are increasingly being adopted for routine closure of the abdominal fascia. In our study, most needlestick injuries occurred when solid-bore needles are used during suturing in the operating room, a finding that strongly supports the use of blunt-tip needles to reduce the rate of needlestick injuries.
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A systems approach

A systems approach to safety views each injury as a product of an environment that allows for its repeated occurrence. Strategies aimed at addressing the problem of needlestick injuries should include improving reporting systems and creating a culture of safety. Another study, which used focus groups, found that trainees often feel a strong sense of obligation to their patients and are concerned that their leaving the patient's side to report an injury may jeopardize the continuity of care.26 To address this point, we emphasize that temporary coverage by other providers and the presence of accessible and efficient reporting systems are essential to a culture of safety. At Johns Hopkins Hospital, a “5-STIX” hotline has been instituted for reporting all occupational blood exposures; after such a report is received, a rapid response team is activated to deliver appropriate care, with attention to preserving confidentiality. Improved hospital reporting systems not only promote appropriate care for the injured provider but also enable an institution to better measure the problem in a detailed manner, so as to guide local occupational health strategies.
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“Sharpless” surgery

“Sharpless” surgery is a new protocol that promotes the use of nonsharp alternatives instead of sharp instrumentation when feasible. Using this protocol on a general surgery university service, we found that up to 28% of a general surgeon's practice can be completed without any sharp instruments. Adjustments such as using electrocautery cutting frequencies instead of a knife and applying skin glue rather than using suture closure further minimize the risk of injury in the operating room.6 Because traditional preventive strategies for minimizing needlestick injuries in the operating room have not had a substantial impact, the advantages—and, indeed, the feasibility—of sharpless procedures in specific cases should be evaluated. A procedure assessment has shown that cases commonly involving blood-borne pathogens (e.g., soft-tissue abscess, lymph node biopsies, and laparoscopic procedures) are especially suitable for sharpless surgery. Conversion to sharpless technique in select surgical procedures will ultimately reduce the risk of percutaneous injury to medical students, surgical residents, and operating room personnel.6
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Limitations

While our results show a considerably higher prevalence of needlestick injury in medical school than has been shown by other published data, we recognize a few potential limitations to our study. Our needlestick survey was presented to current surgery residents, a population that is more likely to have handled needles in medical school than are medical students in general. In addition, reporting of needlestick injuries could be subject to recall bias, which would be a notable limitation of this study. Recall bias could be exaggerated among senior surgery residents who graduated from medical school up to five years before the study and who had sustained multiple injuries in the course of their surgery training. Furthermore, the likelihood that medical students actively pursuing a career in surgery would be more proactive in an operating room could have resulted in higher prevalence rates among our sample than would be expected in medical students not choosing a surgery residency. The natural consequence of frequent handling of sharp instruments and of additional elective rotations in surgical subspecialties is a greater risk of needlestick injury. Our survey did not elucidate the specific type of rotation in medical school (e.g., clerkship or subinternship) when these injuries were sustained. Data on outcomes of the needlestick injury, including serologic testing for HIV and hepatitis infection, are also unavailable. Further investigation of needlestick injuries in medical school would benefit from a survey of residents in all specialties.
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Conclusions

We conclude that needlestick injuries are common among medical students and often go unreported to employee health services. These findings, coupled with advances in postexposure prophylaxis in preventing infection, call attention to the urgency of addressing this preventable problem. Medical students incur a significant risk of personal injury during their clinical training; medical centers should do more to implement novel prevention strategies and improved reporting systems for medical students.

Back to Top

Acknowledgments

The study was supported by the Mr. and Mrs. Chad Richison Foundation and the Lotus Global Health Foundation.

Back to Top

References

1 Makary MA, Al-Attar A, Holzmueller CG, et al. Needlestick injuries among surgeons in training. N Engl J Med. 2007;356:2693–2699. Cited Here...

2 Cervini P, Bell C. Brief report: Needlestick injury and inadequate post-exposure practice in medical students. J Gen Intern Med. 2005;20:419–421. Cited Here...

3 Shalom A, Ribak J, Froom P. Needlesticks in medical students in university hospitals. J Occup Environ Med. 1995;37:845–849. Cited Here...

4 Koenig S, Chu J. Medical student exposure to blood and infectious body fluids. Am J Infect Control. 1995;23:40–43. Cited Here...

5 Weiss ES, Cornwell EE III, Wang T, et al. Human immunodeficiency virus and hepatitis testing and prevalence among surgical patients in an urban university hospital. Am J Surg. 2007;193:55–60. Cited Here...

6 NIOSH Alert: Preventing Needlestick Injuries in Health Care Settings. Washington, DC: National Institute for Occupational Safety and Health; 1999. Publication no. 2000–108. Cited Here...

7 Blegen MA, Vaughn T, Pepper G, et al. Patient and staff safety: Voluntary reporting. Am J Med Qual. 2004;19:67–74. Cited Here...

8 Tabak N, Shiaabana AM, Shasha S. The health beliefs of hospital staff and the reporting of needlestick injury. J Clin Nurs. 2006;15:1228–1239. Cited Here...

9 Osborn EH, Papadakis MA, Gerberding JL. Occupational exposures to body fluids among medical students: A seven-year longitudinal study. Ann Intern Med. 1999;130:45–51. Cited Here...

10 Shen C, Jagger J, Pearson RD. Risk of needle stick and sharp object injuries among medical students. Am J Infect Control. 1999;27:435–437. Cited Here...

11 Patterson JMM, Novak CB, Mackinnon SE, Ellis RA. Needlestick injuries among medical students. Am J Infect Control. 2003;31:226–230. Cited Here...

12 Rosenthal E, Pradier C, Keita-Perse O, Altare J, Dellamonica P, Cassuto J-P. Needlestick injuries among French medical students. JAMA. 1999;281:1660. Cited Here...

13 deVries B, Cossart YE. Needlestick injury in medical students. Med J Aust. 1994;160:398–400. Cited Here...

14 Schmid K, Schwager C, Drexler H. Needlestick injuries and other occupational exposures to body fluids amongst employees and medical students of a German university: Incidence and follow-up. J Hosp Infect. 2007;65:124–130. Cited Here...

15 Yazdanpanah Y, De Carli G, Migueres B, et al. Risk factors for hepatitis C virus transmission to health care workers after occupational exposure: A European case-control study. Clin Infect Dis. 2005;41:1423–1430. Cited Here...

16 Trim JC. A review of needle-protective devices to prevent sharps injuries. Br J Nurs. 2004;13:144, 146–153. Cited Here...

17 Sharma S. Safe and newer injection technologies. J Indian Med Assoc. 2005;103:215–216, 218, 221. Cited Here...

18 Votanopoulos K, Brunicardi FC, Thornby J, Bellows CF. Impact of three-dimensional vision in laparoscopic training. World J Surg. 2008;32:110–118. Cited Here...

19 Rehrig ST, Powers K, Jones DB. Integrating simulation in surgery as a teaching tool and credentialing standard. J Gastrointest Surg. 2008;12:222–233. Cited Here...

20 Heinrichs WL, Lukoff B, Youngblood P, et al. Criterion-based training with surgical simulators: Proficiency of experienced surgeons. JSLS. 2007;11:273–302. Cited Here...

21 Rosenthal R, Gantert WA, Scheidegger D, Oertli D. Can skills assessment on a virtual reality trainer predict a surgical trainee's talent in laparoscopic surgery? Surg Endosc. 2006;20:1286–1290. Cited Here...

22 Tanner J, Parkinson H. Double gloving to reduce surgical cross-infection. Cochrane Database Syst Rev. 2002;(3):CD003087. Cited Here...

23 Quebbeman EJ, Telford GL, Wadsworth K, Hubbard S, Goodman H, Gottlieb MS. Double gloving. Protecting surgeons from blood contamination in the operating room. Arch Surg. 1992;127:213–216. Cited Here...

24 Berguer R, Heller PJ. Strategies for preventing sharps injuries in the operating room. Surg Clin North Am. 2005;85:1299–1305, xiii. Cited Here...

25 Perry J, Jagger J. Lessons from an HCV-infected surgeon. Bull Am Coll Surg. 2002;87:9–13. Cited Here...

26 Makary MA, Sexton JB, Freischlag JA, et al. Patient safety in surgery. Ann Surg. 2006;243:628–632. Cited Here...



© 2009 Association of American Medical Colleges
  OEBPS/images/Original.00001888-200912000-00036.TT3.jpeg
Table 3
Behavior Associated With Having Not Reported a Needlestick Injury During

Medical School to an Employee Health Office, in 42 Physicians From 17 Surgery

Residency Programs, 2003"

Reason for not reportmg needlestlck |njury

« “Takes too much time” 13(31)
« “No utility in reporting” 8(19)
* “Did not want to know results” 1(2)
« “Stigma of havmg had aneediestick” 4(10)
B S57Ee)
Other person aware of needlestick injury (n = 17)
* Attending 7 (41)
* Resident 8(47)
e Nurse 5(29)
* Medical student 0
. S\gmﬁcam other 1(6)
o Other 2(12)

* Most of the 42 medical school needlestick injuries that were not reported to an employee health office were not
reported for reasons other than the ones listed on the survey; 31% of respondents cited “[reporting] takes too
much time” as their reason for not reporting the injury. In the case of the 17 needlestick injuries occurring
during medical school that were not reported to an employee health office when another person was aware of

the injury, it was often a resident or attending who was aware of the injury.
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Table 1

Characteristics of Recent Medical School Graduates, at 17 Surgery Residency
Programs in 2003, Who Reported Not Having or Having a Needlestick Injury
During Medical School”

No needlestick injury Needlestick
dul medical school il

No. (%] i P value

OR (95% CI)

Male 184 (65)

T
A R o AR

No needlestick injury during residency R EVACE)N <.0001
Needlestnckmjurydurmg rendency o 167 (59) o

Nc needl:snck injury |nvo|v|nga o 36 (83) <0001
e i G B S I
“high-risk” patient

Reported most recent neediestick : i 92(55) ‘ 189(46) 0430

injury to employee health office

T i TR e e - T R

11248

2.571(1.84,3.58)

2.51(1.73,3.65)

147 (1102, 2.17)

* Surgery residents who reported having a needlestick injury during medical school were more likely to report
having a needlestick injury during residency, to report a needlestick injury during residency that involved a
high-risk patient, and not to report the most recent needlestick injury to the employee health office.

"N =284,

N =415

5 Does not include unknown gender.
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Table 2

Characteristics of the Most Recent Needlestick Injury Incurred During Medical

School by 89 Physicians From 17 Surgery Residency Programs in 2003"

Agent of injury

‘o Self 64(72)
« Someone else 25(28)
Needle type
* Solid-bore 69 (78)
o Hollow-bore 20 (22)
Location where injury occurred
* Operating room 60 (67)
e Bedside 22.(25)
o 7 g
Task being performed at the time of injury
* Suturing 37 (42)
* Passing needle 15(17)
. Loadin'g needle 11(12)
« Recapping needie 6 ()
* Cleaning up 5 (6)
* Other 15(17)
Perceived cause of injury
"o A'sense of being rushed 51(57)
e Lack of skills 15(17)
. Faiigue' ’ 12 (i3)
"¢ No assistance 506
 Injury not preventable 12 (13)

* Reported needlestick injuries during medical school were more likely to be self-inflicted, to involve a solid-bore
needle, to occur in the operating room, and to occur during suturing, and they were most often perceived to

have occurred because the student felt “rushed





