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Guest editorial: 
Needlestick injuries (NSIs): an ongoing problem 

The advent of HIV/AIDS almost 25 years ago brought with it 

a recognition of the risk to healthcare workers of needlestick 

injuries (NSIs). Those risks have now been quantified and 

vary from one in 250-300 for HIV, one in 10-33 for Hepatitis C, 

and one in 6-30 for Hepatitis B. In an individual situation, the 

potential for transmission varies with the serostatus of the 

source, size and type of sharp involved, and the potential for 

environmental degradation of the virus. 

The prevalence of NSIs in Australia is not known. However, 

recent publications would suggest that NSIs in Australian 

hospitals occur at a significant rate',', which is probably not 

different to that of 15 years ago ' '. Transmission of Hepatitis 

C, and not HIV, poses the greatest risk. 

Overseas data paint a similar picture. In the US, 300,000- 

800,000 ', and in the UK, 100,000 WSIs are estimated to occur 

each year. The precision of such estimates remains affected 

by the under-reporting of NSIs even today' " Translated to a 

practical denominator, it has been suggested that the NSI 

rate/10,000 healthcare workers per annum ranges between 

113 (1.0%) and 623 (6.2%>), with a mean of 405 (4%)'. 

Adjusted for numbers, medical and nursing staff appear to be 

of relatively equal risk and it is to these groups that 

preventative strategies need to be directed. Transmission risk 

is greatest with hollow-bore needles. However, about one- 

third of NSIs are reported to occur in the operating theatre 

environment where solid needles and other sharp devices 

cause the majority of NSIs. 

Educational programmes detailing the likelihood, risks and 

causes of NSIs are an important component in prevention. 

Such programmes have had an effect on NSIs due to 

recapping "'. They may, as demonstrated in this edition's 

article by Hunt and Murphy 'I, be more effective in the 

operating theatre environment where an organisational 

culture of adherence to protocol, so well demonstrated with 

handwashing, exists in all hospitals. 

However, the majority of NSIs are true accidents. In general 

wards and also in operating theatres, reduction of NSIs will 

depend on an engineering solution. Large numbers of safety 

devices, often at a premium price, are now available. Many 

reduce only low risk NSIs, while some, as demonstrated by 

Smollen '* in this edition in relation to butterfly needles, can 

show practical benefit. 

The reduction of NSIs in Australian hospitals is likely to be 

promoted by a number of factors. The development of a 

safety culture with overt support by senior management and 

with frequent safety related training has been demonstrated 

to influence compliance with standard precautions and the 

risk of percutaneous NSIs ". Evidence is mounting that such 

a climate is equally important in the prevention of NSIs by the 

provision of protective devices. Effectiveness of such 

equipment is markedly influenced by easy accessibility and 

convenience of use, practicality at the work face, and the 

belief of the healthcare worker that such devices are truly 

effective in the protection that they offer. 

The Federal Government has recently directed attention to, 

and provided monetary support for, the introduction of 

safety syringes in needle exchange programmes to protect the 

community against NSIs from discarded syringes. Evidence 

is overwhelming that such community NSIs are both 

infrequent and of little risk of transmission of disease when 

compared to those occurring every day in Australian 

hospitals1! The focus of all jurisdictions needs to be directed 

to where the risk is occurring - in many Australian hospitals, 

healthcare workers are still no more protected against NSIs 

than they were more than a decade ago. 
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