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containers had no associated injuries, but control
nurses also did not report use of these two containers
for the last sharp object they discarded. It is possible
that statistical power was insufficient to detect a
difference. For these reasons, our findings cannot be
interpreted as demonstrating the safety of these
SDCs.

In summary, we investigated factors associated
with disposal-related sharps injuries in a large medical
center. Container placement and timely emptying, as
well as worker education, should be considered in
interventions to prevent sharps injuries. Such inter-
ventions should assess the risks in each particular
setting and always should incorporate the experience
of clinical staff. Further studies to confirm our findings
are needed.
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FDA Approves Long-Awaited Varicella Vaccine

by Gina Pugliese, RN, MS
Medical News Editor

The  US Food  and  Drug
Administration (FDA) gave Merck and
Company (Whitehouse Station, NJ)
approval to market Varivax, a varicella
(chickenpox) vaccine. One dose by
injection, which costs approximately
$39, is recommended for children ages
12 months to 12 years. Two doses, 4 to
8 weeks apart, are recommended for
children over 13 years of age. Varivax
has been tested on over 11,000 individ-
uals in the US. It can be combined
safely with vaccinations for measles,

mumps, and rubella.
The American Academy of Pediat-

rics has indicated that it would soon
recommend the vaccine for children
and adults who have not had chicken-
pox. The USPHS Advisory Committee
on Immunization Practices (ACIP) cur-
rently is developing recommendations
for its use. Each state will determine
whether to add varicella to this list of
vaccines required for school admis-
sion, although ACIP recommendations
usually are adopted.

Studies to date on the vaccine
indicate no increased risk of herpes
zoster (shingles). Studies are continu-

ing to determine if vaccination in indi-
viduals that have had chickenpox will
prevent shingles. Further studies also
are being conducted to determine if a
booster dose will be needed. Adverse
reactions are reported to be mild.

There are over 4 million reported
cases of varicella each year in the US.
Approximately 99% of cases occur
before the age of 15, and 95% before
young adulthood. There is a higher
risk of serious complications and mor-
tality in adolescents and adults.

FROM: Altman L. Vaccine for
chickenpox is approved. New York
Times. March 18,1995:=
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