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Re-Use of 
Insulin Syringes 
To the Editor: 

Recently the Chief of Pharmacy at 
our hospital proposed that insulin 
syringes (disposable type) be re-used by 
the diabetic patients as a cost savings 
measure. The pharmacist cited two 
articles as references for the recom­
mended change in procedure.1'2 
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The questions that have been raised 
in regard to this issue are the following: 

1. Do these articles have any merit? 
2. Should disposable syringes be re­

used? 
3. Has there been any followup to 

the studies discussed in these 
articles? 

4. Are there studies that indicate re­
use of disposable syringes posing a 
threat of infection? 

5. What are the legal implications to 
consider should this type of proce­
dure be followed? 

6. Are there articles that implicate 
the re-use of disposable items 
(syringes or other instruments) as a 
potential threat of infection? 

I am concerned with this proposal in 
areas such as ours, where our patients 
do not have the best of sanitary 

conditions (ie, no running water) in 
their homes. Any information regard­
ing this matter would be appreciated. 

Carlos M. Creamer 
Safety & Infection Control Officer 

Gallup Indian Medical Center 
Gallup, New Mexico 

The preceding letter was referred 
to Peter C. Fuchs, M.D. and Mark 
Eggleston, Pharm, D„ for their replies. 

The generally acknowledged in­
creased susceptibility to pyogenic in­
fections of diabetics and the apparent 
increased incidence of S. aureus carrier 
status of diabetics are prominent 
among the many factors urging cau­
tion with respect to reducing the 
infection control practices standardly 
recommended for insulin injections in 
diabetic patients. The current inci­
dence of infections traceable to insulin 
injections is extremely low, and it is 
tempting to attribute this, at least in 
part, to these recommended infection 
control practices. However, the basis 
for these practices is largely theoretical, 
and to my knowledge, the need for 
such procedures has never been satis­
factorily documented. 

On the other side of the coinf there is 
accumulating evidence from a variety 
of sources suggesting that some of 
these procedures may be relaxed (at 
least in some settings) without signifi­
cantly increasing the risk of infection. 
It is commonly recognized that cur­
rently many diabetic patients do not 
follow the prescribed protocols for 
insulin injections — either occasion­
ally or even routinely — including the 

re-use of disposable or unsterilized re­
usable syringes and needles. Toal 
reported that 66% (101/153) of diabetic 
patients in a diabetic outpatient clinic 
did not routinely follow their recom­
mended protocols for needle and 
syringe care and disposal.' Increased 
infection rates have not been attributed 
to such breaks in protocols. The above 
two studies referred to by Dr. 
Creamer2'3 demonstrated that in the 
small number of patients studied, but 
involving a total of over 3,000 injec­
tions of insulin, no infections trace­
able to the injections occurred. Al­
though these studies were uncon­
trolled, the infection rate of zero in 
the study group may make the absence 
of a control group less significant. 

Because, in the studies to date, the 
numbers of patients have been small 
and have not included a control group, 
and because the current incidence of 
injection-related infections is so low, 
the question of the relative infection 
risk of the modified protocol compared 
to the standard protocol remains un­
answered. Economic factors (cost 
savings) are usually foremost among 
the reasons given for re-use of dispos­
able needles and syringes. Although 
the risk appears to be low, no firm 
figures are available on the cost 
savings/risk ratio. Thus, we are deal­
ing with a procedure that could result 
in considerable cost savings, but the 
safety of which, though strongly sug­
gested, is not proven. I do not know the 
legal ramifications of recommending 
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such a procedure, but as long as the 
safety is not proven and the manufac­
turers of such disposable items place 
warnings on the packaging of such 
items against their re-use, it would 
appear to be prudent to obtain appro­
priate legal consultation before em­
barking on a policy of recommending 
such procedures. 
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Peter C. Fuchs, M.D., Ph.D. 
St. Vincent Hospital and 

Medical Center 
Portland, Oregon 

Today, the majority of insulin-
dependent diabetics use the disposable 
plastic syringes that are intended for 
one-time use only. In this era of cost 
containment however, some diabetics 
have been using the disposable syringe 
for multiple injections. Your question 
regarding the safety of this procedure 
focused on two published articles that 
examined this issue. 

Work done prior to these studies 
resulted in varying conclusions. 
Tuazon et al1 stated that there may be a 
greater carrier rate for Staphylococcus 
aureus among diabetic patients. Yet, 
Elek2 indicated that a minimum of 
7.5 x 106 staphylococcal organisms had 
to be injected intradermally for the 
occurrence of pus formation, while 
Koivisto and Felig3 failed to note such 
high bacterial skin counts during their 
investigation. The latter study even 
showed that routine skin swabbing 
may not be necessary at all. 

Recent studies undertaken to deter­
mine the risk of infection with this 
procedure showed promising results. 
Greenough et al4 initiated a study of 30 
patients, all of whom reused the same 
syringe for up to two months. After 
each injection the needle was capped, 
placed in the original container and 
stored in the refrigerator. Throughout 
the study there was no soreness, 
redness, or infection at the site of 
injection. Some patients only changed 
needles every three to four days. 
Syringes sent for culture grew no 
organisms, except for one which 

yielded Staphylococcus aureus. 
In another study, Hodge et al5 

investigated 14 diabetic patients and 
the effects of re-using the same syringe 
three times in succession. Each patient 
participated in a one-month control 
period prior to the study. After an 
average duration of 20 weeks, no 
patient showed signs of infection at the 
injection site, and all the syringes 
cultured sterile. During the study the 
needles were wiped with alcohol, 
capped, and stored in the refrigerator 
after use. There was a less than 0.25% 
risk of infection estimated from this 
procedure. Also, to test for possible 
reservoirs of growth, six vials of 
insulin were injected with Staphylo­
coccus aureus. No bacterial growth 
was found after 48 hours. 

The most recent study was under­
taken in the developing country of 
Nigeria, where, according to the au­
thors, some rural diabetics do not have 
refrigerators for storing syringes and 
insulin. Oli et al6'7 investigated the 
repeated use of an insulin syringe in 21 
diabetics. After use, the needle was 
recapped and stored with the insulin 
in a dry, clean container covered with a 
lid. The average duration of use for a 
syringe and needle was 26 days and five 
days respectively. Only one patient 
complained of soreness at the injection 
site. Cultures of each patient's insulin 
also yielded no organisms. 

Judging from these initial studies, 
multiple use of a disposable insulin 
syringe appears to be relatively safe 
and cost effective. However, in evaluat­
ing these studies, it would be im­
prudent to correlate their results with 
your situation. The articles discussed 
above have drawn positive conclusions 
based on their own individual situa­
tion and predefined criteria. Using the 
studies as a guide, each separate 
environment can test and judge new 
ideas accordingly. 
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Mark Eggleston, Pharm. D. 
Clinical Pharmacist 

Epidemiology Department 
Potomac Hospital 

Woodbridge, Virginia 

Chemical Versus 
Physical Cleansing 

To the Editor: 

The May-June issue of Infection 
Control (3:240-244, 1982) contained an 
article by Townsend et al entitled, "An 
Efficacy Evaluation of a Synergized 
Glutaraldehyde-Phenate Solution in 
Disinfecting Respiratory Therapy 
Equipment During Patient Use." The 
content, and especially the title, is a 
good example of equipment-disinfec­
tion articles in which there is too much 
emphasis on the contribution of the 
chemical and not enough on physical 
cleansing. 

In-use tests are definitely the best 
way to evaluate equipment-disinfec­
tion procedures; this one used ventila­
tor tubes. The study reflects a good 
deal of careful work particularly in the 
identification of survivors, a step too 
often neglected. However, I find the 
report misleading because the authors 
attribute to the chemical solution a 
greater role in decontamination than 
their results demonstrate. 

This is not at all unusual. It has been 
my observation over the years that a 
majority of such reports tend to 
emphasize the chemical component 
and minimize or ignore the large 
proportion of contaminating micro­
organisms and organic soil removed 
by mechanical cleansing (physical 
disinfection). This is an unfortunate 
situation because it gives non-experts 
the wrong impression. Indeed, pre-
cleansing, rinses, etc., are the basic and 
often major part of satisfactory proce­
dures for decontaminating reusable 
equipment. How much the subse­
quent chemical exposure contributes 
to the overall result depends upon the 
potency of the chemical (whether it is a 
low-level disinfectant, a high-level 
disinfectant or a sterilant) and upon 
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