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Laboratory accidents - a matter of attitude
Norain KARIM, MBBS, MRCPath and Chee Keong CHOE
Department of Pathology, Hospital Ipoh, Ipoh, Perak

Abstract

This is a prospective study on accidents occurring in the Pathology laboratories of Hospital Ipoh over
the 3-year period from January 1996 to October 1999. 1S5 mishaps were recorded. The location
of the accidents were the histology (40%), microbiology (33%), haecmatology (20%) and cytology
(7%) laboratories. No mishaps were reported from the clinical chemistry, blood bank and outpatient
laboratories. Cuts by sharp objects were the most common injuries sustained (47%) followed by
splashes and squirts by fluid such as blood or chemicals (27%). There was 1 case each of contact
with biohazardous fluid, burn, allergy and accidental drinking of disinfectant. 67% of the accidents
involved medical laboratory technicians, 20% involved attendants and the rest were medical officers
and the junior laboratory technicians. Although the accidents reported appeared trivial, it is vital to
document them and bring them to the attention of all concerned in the laboratory, in order to prevent
major accidents and also because of medico-legal implications. The role of the Laboratory Safety
Committee cannot be overemphasised. Modification of staff attitude is considered an important

remedial goal.
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INTRODUCTION

The objective of this study was to determine the
nature of accidents that occur in the Pathology
laboratories, Hospital Ipoh. It is also to heighten
awareness among the staff about accidents and
to recommend preventive measures to avert such
incidences in the future.

METHODS

A prospective study was carried out for the 3-
year period from January 1996 to October 1999
involving recording of reports of all accidents
occurring in the Pathology Department, Hospital
Ipoh. Interviews of staff involved in the accidents
were carried out within 2 weeks after the accidents
by the Laboratory Safety Committee to evaluate
treatment instituted after the injury, identify the
cause of the accidents and to recommend remedial
action.

Certain hazards such as smarting of the eyes,
secondary exposure to formalin, breathlessness,
allergic rhinitis and contact allergy to formalin
were considered as occupational hazards rather
than accidents. These were not recorded under
the category of accidents.

RESULTS

There were 15 reported mishaps during the period
studied. About 3 to 5 accidents occurred each
year. The location of the accidents were the
histology (40%), microbiology (33%),
haematology (20%) and cytology (7%)
laboratories. There were no cases reported from
the clinical chemistry, blood bank and the out-
patient laboratories (Table 1). Sharp injuries
from the microtome, needles and broken glass
were the most common injuries sustained (47%),
followed by splashes and squirts by fluid such as
blood or chemicals (27%) and contact with
biohazardous fluid, burns, allergy and accidental
drinking of disinfectant (26%). An unexpected
hazard, that is allergy to the glove used, needs to
be highlighted (Table 2).

Hands were most commonly involved in the
injuries (60%), followed by the face including
the eyes and mouth (40%). 67% of the accidents
involved medical laboratory technicians, 20%
involved attendants and the rest were medical
officers and the junior laboratory technicians.
Among the laboratory technicians, 3 (50%)
incidents were injuries by sharp objects involving
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ampadoid Sunerado prepuels = JOS
1251Jo [edSIpSN = O
ueIdIUYD3) AIojeIoqe] Iotunf = VIf
ueIoIUY29) A10J8I0QE[ [BOIPIN = LTI
‘uado 01 151M) J0 JOjRIadO Y woyy Aeme
paaowal /pauado aq pinoys siaddoig ‘9oe} s, Jojerado ay) O3UO 1IN0
UM 9q 0} SISUTRIUOD UsuIdads LTI |pstnnbs poojq auwos ‘sjdwes poo[q
Jo s1addoys saowar 03 moy uo JOS 1 | ® woiy 1addoys ayi Suruado uayp aoeyg sumbs pooig
-asodind STy} JOj A[OAISN[IX3 WIOOI JJelS
asn 0} paSeinoduy Alojeloqe| JO edIe
[euondoUN] Ay} UI SYULIp pue pPooj Jo
uondwnsuod JIqIYold ‘idjem  2Insun,, wool Jjels
JUuLIp 10U O¢] "WOOI JJe)s UT SJUBIIQJUISIP |juepuany oyl ur juade Jurues[d Jururejuod XOIO[YD
PIm sioureiuod Jurjuup Aue asefd jou o 1 1alem Nuelp A[[eIUSpIOOY YInoW jo uondwnsuo) | A3ojo1qoIoIN
‘quiny s 1T
-aInssaid 03 anp a3unIAs a1 payoud uay; YoIym I[pasu
Iy Jo Mo pa3oala Jou st 1 jey) 0s IFULIAS ay) pa10afs a3uuks ayt wioly
wroly [euojew Surpjadxa a[ym o[paau 1IN amssaid a1 ‘O £q poutopied
ayi uo pjoy prnoys istdofoyled / OW YL 1 | amposoid DYNA Sunsisse afiym quinyJ, punom aInpung £301038D
*awojo1oTw oy Suisn uo uornnesard
- ugis Sururem e dn jnd ‘puey asn
JOAQU pUB XeMm BIJX? IO UOIID3S anssi)
QAOWAI 0} sswimn [[e 3 ysniqg/sdodio) asy
*ape[q SWo0j0IdIW Woij Aeme uonisod LN "2W0j0IDIW Y] WoJJ Yo0[q
159yS1y 2yl I8 paYoo] 9q pInoys d[puey ré WIOIj UO1309s anssn Juraoway 198u1g mnH A30[01STH | 6661
spinj} £poq/poojq aanisod ATH sem yotym poojq
1oy . sSegq piezeyorg,, Anq 01 [eydsoy LT | yna 10v1u09 ‘(seao[3 Surream jou) pooiq 2anisod
) O} UOIIEPUSWIIODIY "SIAO[3 Ieom 0], 1 | ordures poorq e Suissasoid afrym PueH | AIH Yim 1081U0D A3o[oreuroey
es wred Apoq
uoNe} Uoroe [RIpoway /sase) JUAPIOIE 3} 01 paje]al ANANDY pamnfup |deysmu Jo ainjeN Kiojeroqe] | Jeajg

87



Malaysian J Pathol

December 2000

TABLE 2: Categorisation of accidents/injuries and related activities, January 1996 — October

1999
NATURE OF INJURY | NO. (%) OF CASES | ACTIVITIES RELATED TO THE ACCIDENT
Cuts by sharp objects 7 47%) Injury to fingers when dealing with sharps,
cutting tissue blocks, throwing rubbish,
arranging glass slides, syringes and needles etc.

Liquid splash 4 (27%) Splashed with:

(Blood, chemicals) 1. Blood when opening blood containers;
discarding pipette tips; washing blood
containers.

ii. Body fluid/formalin when opening bottle or
specimen container.

Contact with biohazard] 1 (6.5%) Processing samples without wearing protective

fluids gloves.

Burnt finger 1 (6.5%)

Drank disinfectant 1(6.5%) Unexpected accident or carelessness

Allergy 1 (6.5%)

new staff who performed sectioning of paraffin
blocks using the microtome. All the staff who
sustained the injuries were attended to
immediately by applying first aid and later
referred to the casualty doctor as soon as possible
(Table 1).

DISCUSSION

The danger and risk in the laboratory are related
by the tasks or jobs that staff perform.! In this
study, no biological accidents involving
microorganisms were reported. Exposure to
infections such as tuberculosis, hepatitis etc. is
a known risk to which laboratory personnel are
exposed. Regular, periodic screening tests and
X-ray examinations confirmed that laboratory
staff were free from these diseases and implied
that the laboratories, with their current practices,
posed low risks in terms of infection. Although
more accidents are reported from certain
laboratories, it is pertinent to point out that the
figures do not necessarily indicate that one
laboratory is more at risk than another, as no
analysis according to number of staff involved
and workload has been carried out.

The summary of accidents and injuries
reported on cursory examination may not be
impressive and indicates relatively trivial
injuries. However, it is vital to appreciate that
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these small injuries if not properly documented
and brought to attention of all concerned in the
laboratory, can result in major problems or
accidents. Also, these findings have medico-
legal implications.

In general, the accidents or injuries that
occurred in our laboratory were not serious, as
most of the personnel had adhered to safety
regulations and precautions laid down by the
Safety Committee.? Most of the mishaps were
due to carelessness, not following proper
procedures, and were definitely preventable.
However, a case of accidental drinking of
detergent occurred, mainly because of the low
level of education of the staff concerned. Hence
it should not be assumed that every staff knows
about safety.

It must be appreciated that several factors can
contribute to the increased number of accidents,
such as the number of personnel involved, the
space in the unit and the nature of chemicals
they are exposed to. Other contributory factors
include nature of task, attitude towards work,
level of education of staff, discipline and
willingness to comply with regulations. The
degree of control of hazards is directly
proportional to the degree of concern.! Everyone
ranging from top management to technicians,
students, maintenance staff, attendants, and



visitors must have a correct attitude toward

safety. To maintain a low level of hazard in the

laboratory effectively requires deliberate thought,
effort and cooperation of everyone in the
laboratory.

In accordance with directives from the
Ministry of Health 3456 and guidelines from the
Safety Committee at hospital level, the Safety
Committee at department level*” was formed.
Activities and changes were initiated in line
with the directive from the Ministry of Health
on health and safety policies at work places.
These included the organization of courses on
fire safety, given by a fire department officer,
and a course on basic life support by the
cardiopulmonary resuscitation team of Ipoh
hospital in 1997. In addition, fire extinguishers
were relocated at strategic places as
recommended by the fire department and a
shower was placed in the main laboratory.
Subsequent to the study, there was heightened
surveillance among the staff resulted in better
documentation of accidents. As a result of that,
injuries were attended to promptly and better
effort have been made to prevent such injuries
from occurring.

Based on the nature of the accidents occurring
in the laboratory, specific remedial actions were
undertaken. These included:

(1) enhancing awareness among all staff,
especially the new ones, to the risk of injuries
according to nature of tasks performed.
This was done by displaying study reports
on notice boards and briefing staff when
they report for duty to the sections
concerned.

(2) making available a handbook on laboratory
hazards in each unit of the pathology
department. This handbook included
information on potential hazards as well as
preventive measures.

(3) drafting standard operating procedures
covering the entire remedial action on cases
of accidents and circulating these among
staff.

(4) displaying signboards or posters on hazards
and risks of particular techniques and the
recommended steps to prevent the injury.
These serve as constant reminders at the
site of the instrument used, for example,
next to the microtome. A notice was also
placed in the main signboard in the
laboratory displaying all relevant dangerous
chemicals/poisons etc and also showing
simple “first aid” procedures to be applied
in case of injuries/chemical contact.

LABORATORY ACCIDENTS

We emphaize that safety at the work place is a
matter of attitude' which embraces the mental
attitude to professional ethics, enthusiasm,
common sense and attitude to discipline
(compliance to procedures). This is an “ongoing
process” and it is the responsibility of all involved
in the laboratory services to continuously
contribute to the maintenance of the safety of
the laboratory.
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