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Trends in Outpatient Care Visits, 
United States, 1996-2006 

1 http://www.cdc.gov/nchs/data/nhsr/nhsr008.pdf 

Much of this care is occurring 
in settings that are currently 
subjected to little oversight or 
regulation 
 



Outpatient Care – Growth, Concerns 

•  Approximately 1.2 billion outpatient visits / year 
–  The average person makes four visits annually to physician offices 

•  Increasingly complex procedures, vulnerable patients 
–  Each year more than one million cancer patients receive 

outpatient chemotherapy and/or radiation therapy 

•  Expansion of services without supporting increases in 
infection control and related services 

•  Challenges in detecting infections originating in outpatient 
settings 

 



Summary of Patient Notification Events due to 
Unsafe Injection Practices, 2001-2011 

•  35 notification events in at least 17 states 
§  >130,000 patients notified 
•  26 (74%) notification events occurred since 2007 

•  Including 4 largest events (>5000 patients per event) 

•  22 (65%) notification events in the context of viral 
hepatitis outbreaks 

•  13 (37%) notification events prompted by discovery of 
lapses, absent evidence of disease transmission 



Basic Safe Practices 

•  Injections and infusions of parenteral 
medications are the most common invasive 
procedure across all of healthcare  
–  Sedation/anesthesia for surgical procedures and 

imaging/diagnostic studies 
–  Spinal and intrarticular steroid injections  
–  Chemotherapy 

  





Unsafe Injection Practices Resulted In… 

•  Patients placed at risk for life-threatening infections 

–  Outbreaks and Patient Alerts 

•  Referral of providers to licensing boards for disciplinary action  

•  Legal actions including class action suits 





99 cancer patients in Nebraska 
became infected with hepatitis 
C virus in the early 2000’s as a 
result of syringe reuse to access 
a shared bag of saline for flush 
procedures 





http://www.oneandonlycampaign.org/content/bloodborne-
pathogens-training  



Injection Myths 
“I’m preventing contamination and infection 

transmission as long as I’m…” 

“…changing the needle between patients.”"

“…injecting through intervening lengths of intravenous tubing.”"

“…maintaining pressure on the plunger to prevent backflow.”"

“…not able to observe contamination or blood.”"
 



U.S. Experience – Outbreaks  

    49 recognized outbreaks, 2001—2012   

–  Viral hepatitis (n=21) 
–  Bacterial infections (n=28) 

–  90% (n=44) occurred in outpatient settings 

1Guh et al. Medical Care 2012 



Adapted from MMWR (May 16, 2008 / 57(19);513-517)"

Las Vegas, Nevada Outbreak, 2008 

•  Syringes were reused to withdraw multiple doses for 
individual patients 

•  Remaining volume in single dose propofol vials was 
used for subsequent patients 

•  >50,000 patients notified to seek testing 







Insulin Pen Reuse Incidents 

•  Reuse of insulin pens for multiple patients, reportedly after 
changing needles has resulted in large notifications 

–  NY hospital, 2008: 185 patients notified 

–  TX hospital, 2009: 2,114 patients notified 

–  WI hospital and outpatient clinic, 2011:  
2,401 patients notified 

–  2013: multiple incidents involving NY and NC, including 2 VA Medical 
Centers and a private hospital 

•  Fingerstick devices and misuse of glucose meters present a 
related hazard with well-established risks of transmitting 
hepatitis B (and other bloodborne pathogens) 

Infection Prevention during Blood Glucose Monitoring and Insulin Administration (2012). Retrieved March 9, 2012 from http://www.cdc.gov/injectionsafety/blood-glucose-monitoring.html"
Important Patient Safety Notification (2011). Retrieved March 9, 2012 from http://www.deancare.com/about-dean/news/2011/important-patient-safety-notification/"



U.S. Experience – Patient Alerts 

•  >150,000 patients have required notification to advise bloodborne 
pathogen testing following potential exposure to unsafe injections1 

–  From 2001-2011:  35 Patient Alerts 
•  29 (83%) involved outpatient settings 
•  26 (74%) events occurred since 2007 

–  2012-13:  numerous alerts including: 
•  8,000 patients of a Colorado oral surgeon due to syringe reuse 
•  7,000 patients of a Oklahoma oral surgeon due to poor injection 

and sterilization practices 
•  12,777 patients involving hospitals in multiple states due to 

a radiology technician suspected of tampering with 
narcotics 

 
 1Guh et al. Medical Care 2012 



Emerging Issue: Narcotics Tampering 

Reuse of syringes (“swaps”) and contamination of 
medications/infusates  
§  2004-2012: outbreaks of HCV (TX, CO, FL, NH…)  

•  Fentanyl theft resulted in transmission of hepatitis C virus to patients 
from infected personnel due to syringe reuse 

§  2011: outbreak of bloodstream infections (MN) 

 









Read the label – unless it is a manufactured vial with the term 
“multi-dose vial” printed on it, it is not a multi-dose vial 



Propofol 

•  […] failure to use aseptic technique when handling propofol […] 
associated with microbial contamination of the product and with 
fever, infection/sepsis, other life-threatening illness, and/or death 

•  Propofol should be prepared for single-patient use only. Any 
unused portions of propofol, reservoirs, dedicated administration 
tubing and/or solutions containing propofol must be discarded… 

•  Guidelines for Aseptic Technique 
–  Propofol should be prepared for single-patient use only. 

 
http://dailymed.nlm.nih.gov/dailymed/drugInfo.cfm?id=6337  



Right-sized vials and prefilled syringes 

 
Limit the use of multi-dose vials and dedicate them 
to a single patient whenever possible  



Injection Practices Among Clinicians in US 
Healthcare Settings 

•  Survey of 5,500 U.S. healthcare professionals "
•  1 percent “sometimes or always” reuse a syringe on a 

second patient "
•  1 percent “sometimes or always” reuse a multidose vial 

for additional patients after accessing it with a used 
syringe "

•  6 percent use single-dose/single use vials for more 
than one patient"

Pugliese G., Gosnell C., Bartley J., & Robinson S. (December 2010). Injection practices among clinicians in 
United States health care settings. American Journal of Infection Control, 38 (10), 789-798. Retrieved from 
http://www.ajicjournal.org/article/PIIS0196655310008539/abstract."



Risks of Injections 
Outside of Recognized Outbreaks 

§  Case-Control Study of Hepatitis B and Hepatitis C  
§  48 reported cases of symptomatic acute hepatitis B or C 

•  Persons aged 55 years and older – NY and OR 
•  Excluded nursing home residents and cases identified as a result of outbreak 

investigations 
§  3 matched controls per case  

•  age group (55-59, 60-69, and 70 years) and residential postal code 

§  In a multivariate model, behavioral risks (17% attributable risk), injections 
(37% attributable risk), and hemodialysis (8% attributable risk) were 
associated with case status 

§  Conclusion: 
§  Healthcare exposures may represent an important source of new HBV and HCV 

infections among older adults.  

Perz et al. Hepatology 2013 



http://www.washingtonpost.com/national/health-science/woman-who-had-
liposuction-in-baltimore-county-dies-from-infection/2012/09/19/
bb8991de-027d-11e2-9b24-ff730c7f6312_story.html 



Cosmetic surgery centers in Maryland are not currently subject to 
state licensure. DHMH is seeking public comment on potential 
approaches to oversight of these facilities. 





Infection Control Standards: 
Oversight and Regulation 

•  Expanded infection control requirements for outpatient 
settings including hemodialysis and ambulatory surgical 
centers (CMS) 

•  Periodic infection control training requirements for licensed 
healthcare providers (NY) 

•  Requirement for outpatient endoscopy and surgical centers 
to retain a licensed Infection Preventionist (NJ) 

•  Increased licensing, accreditation, and/or inspection 
requirements for physician offices and clinics based on levels 
of anesthesia or sedation provided (NY, NV) 



Infection control survey tools to aid inspection of 
CMS-certified Ambulatory Surgical Facilities 

Ref. Schaefer et al. JAMA. 2010; 303:2273-79 and  
http://www.cms.hhs.gov/SurveyCertificationGenInfo/downloads/SCLetter09_37.pdf 



CDC Guide to Infection Prevention in Outpatient Settings:  

Minimum Expectations for Safe Care 

www.cdc.gov/HAI/settings/outpatient/ 



Injection Safety Checklist 

www.cdc.gov/injectionsafety"



More Information 

www.cdc.gov/hai       Thank you!  


