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Study Aims

To describe home care/hospice agency 
Exposure Control Plans in Maryland
To evaluate changes in home care 
agency Exposure Control Plans following 
workshop and receipt of BBP standard 
compliance assistance materials
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Survey Methodology

Telephone survey of home care and 
hospice organizations in Maryland  to 
explore policies and procedures for 
managing risk of BBP exposure (n=30)
Mailed survey  to home care and 
hospice RNs in Maryland to explore BBP 
exposure and practices (n=794)
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Combination of Survey Data

Combined Agency 
Survey matched to 
RNs surveyed 
yielding n=355 
Explored agency 
policies related to 
actual sharps 
exposures in RNs

*
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Analysis:  Highlights 
Informing Intervention

Agencies Reported (n=30):
53.3% of agencies have 
safety professional evaluate 
their exposure control plan 
annually
56.7% involve staff in 
selection of safety 
engineered devices
100% prohibit recapping, 
yet 23.1% RNs who had a 
sharps injury report they 
recap 

*
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Agency Reported 
Sharps Disposal (n=30)

96.729Nurses: Red 
sharps disposal 
container 
supplied by 
agency

73.322Patients: 
Impermeable 
container in 
household 
garbage

PercentNumber Sharps disposal 
container
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Agency (n=30) and RN (n=355) 
Reported Needlestick Injuries 

53.316/30Number of agencies 
interviewed in which 
these nurses work

10.738/355Number of nurses with 
needlestick incidents

PercentNumber RN Survey
18Total incidents

4012/30Agencies with incidents
PercentNumber Agency Survey
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RN Reported Needlestick 
Injuries RNs (n=355)

10.838/355Total RNs reporting 
needlestick incidents

5.419>5 needlestick incidents
003-5 needlestick incidents

5.4191-2 needlestick incidents

PercentNumber RN sharps incidents in 
past year
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Agency (n=30)and RN (n=355) 
Reported Needlestick Injuries 

The lower estimate of RN needlestick 
incidents reported in past year is 133
The higher estimate of RN needlestick 
incidents reported in past year is 152
Agencies reported 18 needlestick 
injuries within the past year
The underreporting rate is 86 to 88%
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RN Reported Cause of Most 
Recent Sharps Injury (n=355)

Use of needle 17.5%
Use of lancet  5.6%
Recapping  3.7%
Use of sharps 
container    3.7%
Sharp lying 
around 1.7%
Sharp in trash 1.1%

*
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RN Reported Agency Provision 
of Safety Engineered Sharps 
Devices (n=355)

Retractable syringes  78.9%
Safety-lock needles    80.4%
Needleless IV tubing   64.5%
Needleless medlocks 66.3%
Blunt needles 56.1%
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Analyses Informed 
Education Intervention

Confusion in OSHA regulation applicability to 
home care
Underreporting 
Staff involvement in selection of safety 
engineered sharps devices
Management of sharps logs
Needle disposal issues
Integration of JCAHO & OSHA regulations
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Education Intervention:  
Workshop
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Education Intervention:  
Workshop

Agency level intervention
Developed with input from Advisory 
Panel including Maryland OSHA, 
Maryland Health Dept, and agency 
administrators
Invited staff nurse and administrator from 
each agency
Train-the-trainer 

Copyright 2007, Barbara Scharf, bscha002@umaryland.edu



Discussion Highlights

Difficulty 
determining proper 
protocol PEP
Lack of control of 
sharps related 
supplies in homes
Needle disposal in 
the community
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Needle Disposal Issues
http://www.epa.gov/epaoswer/other/medical/med-
home.pdf
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Evaluation of Intervention
Unique approach at agency level
Interactive workshop
CD sent to all Maryland home care and 
hospice agencies

Presentations
Forms
References

Workbook adapted from hospital 
oriented BBP safety manual Cal/OSHA
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Impact Evaluation
Will follow up surveys of home care and 
hospice agencies and nurses capture
changes in BBP safety practices?
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