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Safe Injection Guidelines for Needle and Syringe 
Use 

Standard 10 of the American Association of Nurse Anesthesiology (AANA) Standards for 
Nurse Anesthesia Practice states that Certified Registered Nurse Anesthetists (CRNAs) 
“verify and adhere to infection control policies and procedures as established within the 
practice setting to minimize the risk of infection to patients, the CRNA, and other healthcare 
providers.”1 Further, the AANA Code of Ethics for the Certified Registered Nurse Anesthetist 
states that the CRNA “has a personal responsibility to understand, uphold, and adhere”2 to 
the ethical standards contained therein. Specifically, Code of Ethics for the Certified 
Registered Nurse Anesthetist affirms that the CRNA provides positive role modeling by 
upholding and promoting quality patient care outcomes and the professional standards of 
practice.2  The AANA Infection Prevention and Control Guidelines for Anesthesia Care 
promotes and fosters patient and healthcare provider safety through evidence-based 
infection prevention and control practices.3 

 
Despite attempts to educate healthcare providers regarding the public hazards of syringe and 
needle reuse and other unsafe injection practices, transmission of bloodborne pathogens 
continues to occur in the United States.4-9 During 2008 to 2019, there were 66 outbreaks of 
Hepatitis B or C viruses within a variety of inpatient and outpatient health care settings.8 
These outbreaks placed over 125,000 patients at risk for contracting bloodborne infections.8 

 
      Successful prevention of the transmission of infectious agents involves adherence to 

evidence-based practices by the anesthesia professional and the entire healthcare team. 
This is accomplished when facility leadership, clinicians, and other facility personnel 
collaborate to foster the culture of robust infection risk identification to continuously improve 
systems of prevention of harm.1,3,10  Adherence to infection control practices during routine 
anesthesia care is a priority that may become challenging when providing emergent, life-
sustaining care.  During emergencies, the anesthesia provider focuses on the patient’s 
hemodynamic and ventilatory status to prevent immediate patient harm and collaborates with 
the healthcare team to address any related infection risk.1-3,10,11  Strategies for infection 
control and prevention, include establishing policies and procedures on safe injection 
practices; educational programs on infection control measures for all perianesthesia 
personnel; proper cleaning of anesthesia equipment and environmental surfaces; stocking 
procedure areas with adequate materials for infection control; preparing equipment in 
accordance with infection control requirements; observing strict aseptic technique with any 
sterile procedure; and ongoing monitoring of local and nationally reported infection control 
data for continued quality improvement efforts.3,10  

 
These guidelines address aspects of anesthesia care which involve the use of needles and 
syringes when administering injectable medications.  The following statements reflect current 
safe practices for needle and syringe use by CRNAs: 

 
• Never administer medications from the same syringe to multiple patients, even 

if the needle is changed.11-14   
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• Never reuse a needle,9,11,15-18 or needleless access device even on the same 

patient. Once a needle or access device has been used, it is considered contaminated 
and must be discarded in an appropriately identified sharps container.19 Access 
devices are single- use devices.9,12 
 

• Never refill a syringe once it has been used, even for the same patient. Syringes 
are single-use devices.3,9,16,17,20  Once the plunger of a syringe has been completely 
depressed in order to expel the syringe contents (i.e., intravenous medication), the 
internal barrel of the syringe is considered contaminated and must be discarded in an 
appropriate fashion. A syringe must only be used once to draw up medication, and 
must not be used again even to draw up the same medication from the same vial for 
the same patient.20-23 In recognizing the needs of anesthesia care workflow, one 
syringe may contain medication to be administered over a period of time in 
incremental doses. The syringe tip should be protected with a sterile cap at all times 
when not being actively used to administer an incremental dose of medication.12  For 
medication administration, the sterile cap should be removed and the injection port 
should be cleansed with 70% alcohol prior to injection of medication.12,24  Following 
medication injection, the sterile cap should be reattached, being careful not to 
contaminate the syringe tip.12  
 
CRNAs should weigh the risks of possible syringe contamination (e.g., from 
anesthesia workspace contamination25-30) that may occur when repeatedly connecting 
and disconnecting a medication-filled syringe from an intravenous infusion set or 
other administration systems. 
 

• Never use an infusion or intravenous administration tubing set for more than 
one patient.12 Infusion and intravenous sets are single-patient use items and must 
be used according to applicable policies and guidelines. These devices are to be 
used on one patient only and must never be used between patients. 
 

• Never reuse a syringe or needle to withdraw medication from a multidose vial 
(MDV).9,31-33  A new sterile syringe and needle or access device are required each 
time an MDV is accessed.9,16,32-34   
 

• Avoid use of MDV for more than one patient. Practitioners should avoid using 
MDVs if at all possible.16,32,33,35 If MDV must be used, the practitioner should 
consider using that MDV on only one patient.13,17,36,37  Although MDVs contain a 
preservative, they still may become contaminated with infectious agents due to 
unsafe practices that are not evident. 
  

• Do not access an MDV in the immediate patient treatment area unless the MDV 
is dedicated to a single patient and discarded immediately thereafter.12,33,38 

 
• Never reenter a single-dose medication vial, ampoule or intravenous infusion 

bag.13,31,38,39  It is not appropriate to prepare multiple intravenous flush syringes for 
single or multiple patients from the same single-dose intravenous solution bag or 
bottle (e.g., normal saline).9,17,40  It is not appropriate to prepare multiple fentanyl, 
midazolam, or propofol syringes for the same or multiple patients from the same 
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single-dose medication vial, ampoule, or solution. Do not store a single-dose 
medication vial for future use. Do not reenter a single-dose medication vial, even 
for the same patient. 

 
• When accessing medication vials, complete hand hygiene, don clean gloves, use 

a new sterile needle, and cleanse the access diaphragm with 70% alcohol prior to 
needle insertion.24,41 

 
The AANA supports and goes beyond the Centers for Disease Control and Prevention One 
and Only Campaign: One Needle, One Syringe, Only One Time to provide guidance on safe 
injection and medication vial management unique to the anesthesia setting.42 CRNAs have 
an ethical obligation to deliver anesthesia care that minimizes risk of infection for their 
patients and themselves. Intentional integration of these evidence-based guidelines for safe 
injection and medication management optimizes patient safety and outcomes, as well as 
minimizes healthcare costs through preventative infection control measures.43  
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In January 2009, the AANA Board of Directors adopted Position Statement 2.13, Safe Practices for Needle and 
Syringe Use. This position statement was reaffirmed by the AANA Board of Directors in November 2012. In April 
2014, the AANA Board of Directors archived this position statement and adopted the Safe Injection Guidelines for 
Needle and Syringe Use.  Updated by the AANA Board of Directors August 2022. 
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