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Abstract

Background and Objective: Health Care Workers Please cite this article as: Esmaeil Mohammadnejad, Nahid
(HCW) are exposed to viral infections such as hepati- Dehghan Nayeri, Ayshe Hajiesmaeilpoor. Live experience
tis B, hepatitis C and HIV. Major occupational hazards \%facggsﬁoﬁfdogg%‘?@“&i‘j‘i’gﬁ;egg??’(rfg)_';‘%rq(;gge“Cy

of infection transmission in health centers are injuries  15-10.5742/MEWFM.2017.93156

from sharps and exposure to pathogens and infec-

tious can be transmitted through blood. The purpose

of the study was to “explore live experience of nurses

about occupational exposures in emergency wards”.

Materials and Methods: A qualitative approach using
content analysis was adopted. In-depth and semi-
structured interviews were conducted with 14 nurses
in the emergency ward. Content analysis was per-
formed to analyze the data.

Results: Five major categories emerged from the data
analysis, including improvidence, fear, stigma, lack of
support, follow-up.

Conclusion: The results of this study show that there
is complex process for follow-up andlack of support
after occupational exposures. Since the emergency
ward is a heart hospital, there is a need for taking
standard precautions, and post occupational expo-
sure design and operational processes.

Key words: nurse, occupational exposures,
emergency ward
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Introduction Materials and Methods

Medical personnel are routinely exposed to viral infections,
including hepatitis B, hepatitis C and HIV (1-2). Occupational
exposures to the blood-borne pathogens occur in medical
personnel percutaneously by needle stick and sharp and
cutter tools, exposure to mucous membranes and unhealthy
skin (3). Evaluating the status of needle stick injury in
hospitals is important both in terms of medical personnel and
hospital managers and in spite of the guidelines and training
programs provided to the staff, the rate of needle stick injury is
increasing. Needle stick injury is a major occupational hazard
for health care workers (4). According to the World Health
Organization, 16,000 cases of hepatitis C, 66,000 cases
of hepatitis B and 1,000 cases of HIV have been reported
annually following occupational exposure (5). In the United
States, 600,000 to 1,000,000 occupational exposures through
percutaneous exposure and 200,000 cases through exposure
to mucous membranes with blood and other body fluids are
reported annually (5). A study conducted in Iran showed that
65.62% of the healthcare workers had once been injured with
sharp and cutter tools and 43.11% of them were nurses who
were in contact with the sharp and cutter tools (6). According
to the reports, a case of serious blood-borne infection could
cost $1 million to conduct laboratory tests, follow-ups, costs of
disability, and loss of working time, while the cost of preventing
a suspected infectious illness is estimated at $ 3,000 (7). The
economic cost of contact with sharp objects in the United
States is estimated at $51-3766, which includes about 14 to
839 people per 1,000 working in health care clinical settings,
but in Iran, there are not enough precise statistics regarding
the costs of needle stick injury. The lack of proper and
timely reporting of occupational exposure is one of the most
important problems in the management of infection control (8).
The reasons for not reporting occupational exposure can be
the lack of effect of the injury report on the process of the
disease, lack of knowledge, examination of the patient and the
conclusion that the patient is not infected with the disease, the
history of uncomplicated injury, the safety against hepatitis B,
high workload and lack of a systematic approach (especially
the type of injury report) to report and follow-up injuries and to
protect the injured person by the managers (9-10).

A study conducted in Tehran showed that 36.17% of the
participants indicated that occupational exposure had
a negative effect on their lives, 42.68% had follow-up
after contact with the sharp and cutter tools and where
immunoglobulin was injected, and performed the necessary
laboratory tests, and 7.44% of them had to receive anti-HIV
drugs (6, 11). The emergency department is considered as
the busiest, most diverse and sensitive ward of the hospital.
On average, this part occupies 50 percent of hospital beds.
Emergency department employees are at higher risk of
occupational injuries than other departments. Extreme work
speed and pressure in the emergency department, fatigue
and high tension of the staff, and dealing with blood and body
secretions of emergency patients are among the reasons
that increase the risk of exposure (12). Another issue is that,
nurses in the emergency department are the largest medical
treatment group (13). Considering the fact that so far no study
has been done in Iran to explain the experiences of nurses
regarding occupational exposure in emergency departments,
this study was designed with the aim of “Nurses’ experiences
of occupational exposure in emergency departments of Tehran
University of Medical Sciences in 2012”.

This qualitative study was done by content analysis
method. Considering the title and purpose of this research,
and since the qualitative research is a suitable method for
describing life experiences and meaning for them, and the
application of this method can contribute to the development
of nursing science (14), therefore the present study is
qualitative.The research environment in this study was the
emergency departments of teaching hospitals affiliated
with Tehran University of Medical Sciences. Purposive
sampling was used in this study, during which 14 nurses (8
women and 6 men) were interviewed to achieve saturation
of information. The criterion for reaching data saturation
was the lack of more emerging data and non-repetitive
information in subsequent interviews. Participants’
inclusion criteria were having at least three years of clinical
experience and a willingness to express their experiences
so that they can freely exchange their feelings regarding
these experiences. All interviews were conducted by the
first researcher. A semi-structured interview was used for
data gathering, which is suitable for qualitative research
due to its flexibility and depth. One of the main questions
of the interview was: What experience do you have as a
nurse in terms of occupational exposure in the healthcare
ward? The duration of the interviews lasted between 20 to
65 minutes with an average of 40 minutes, and they were
individually conducted. The process of determining the
validity and reliability of qualitative research differs from
quantitativeresearch . The rigor in this study was ensured
by using the proposed criteria by Guba and Lincoln (15). In
this research, four criteria for trustworthiness of qualitative
research were used, i.e., credibility, transferability,
dependability and confirmability. Credibility by time
sampling and members and peer checking, transferability
by dense description and comparison of participants to
demographic data, dependability by dense description
of research methods and code-recode procedure, and
confirmability by avoiding any bias or prejudice during the
interview, was assured.

The conventional content analysis method was used
to analyze the data. Interviews were digitally recorded,
word-by-word transcribed and typed, reviewed, coded
and immediately analyzed. In fact, data gathering and
analyzing was done continuously and concurrently. For
primary coding, the words of participants or in vivo coding
and indicative coding (the researcher’s perceptions of
the statements) were used and followed by subsequent
interviews. The units of meaning from the participants’
statements were extracted from the interviews in the
form of primary or open codes; the codes were reviewed
several times and were classified in a category based
on the similarity and proportionality of the subject. Data
categorization was done by assigning separate codes,
repeated review, and merging similar codes and then
the second level (axial) encoding or data classification
was formed. In the next stage, the categories were also
compared and each that were similar in characteristics
were integrated and formed a broader category to emerge
from the themes. During the research process from data
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gatheringtoanalysis, toensure the research ethics, informed
consent form was taken from all participants. In this form,
permission to record interviews and use the information
anonymously was acquired from the participants. At the end
of each interview, the use of interviews by maintaining the
confidentiality of the participants’ names was emphasized,
and all participants agreed to their comments being used

anonymously in this study and any information that indicated
the participant's name was deleted. Participants were
assured that their information would be kept confidential
and the recorded interviews would be cleared after the
transcription. Participants were assured that they had the
right to retire at each stage of the research.

Of the 14 nurses who participated in this study, eight were female and six were male. The age of participants was
27 - 45 years with a mean of 31.2 + 1.4 years old and mean job experience of them was 9.2 years. The majority of

participants were nurses (N= 8, 67%).

Table 1: Participants’ Demographic Data: Number (Percent)

Vanahle

Mumber Percent

Less than 35 years old 3 214

Age 36-45 years old B 57.1
More than 45 years 3 21.4

Male B 42 8

i Female B 57.1

Less than a bachelor's degree 3 214

Educational level Bachelor's degree 9 4.2
Higher than bachelor's degree 2 14.2

Less than 10 years T 50

loh experience 11-20 years g 35.7
More than 20 years 2 142

Paramedic 1 7.1

Job position Murse B B7.1
Head nurse 2 142

Supervisor 1 71

The findings of this study were merged into 186 codes, 18 sub-categories and five main categories, which are as follows:

Main categories Sub-categories

Mon-ocbservance of standard precautions
Careless Lack of eguipment
Lack of ward safety
Lack of thinking or concentration when performing
Care measures
Having stress
Hide information from family
Waorry Revealing information to the family
Long-term trouble
Mizery in life
Cancel the work
False belief in society
Stigma Inappropriate definitions in the way of transference
Discrimination in the society
Lack of monthly payment per workload
Lack of support Failure to take responsibility for costs
Lack of support from colleagues and family
Follow up Multiple laboratory tests
Multiple counseling
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Careless

One of the main factors in contamination of nursing staff
with the patients’ blood is the lack of use of precautions
and the carelessness of colleagues. Having multiple care
requirements simultaneously, failing to observe standard
precautions, overcrowding, high referrals of patients,
and lack of cooperation from other colleagues while
caring for patients is considered to be effective in their
carelessness.

“...When there are a lot of patients in the ward, the noise
causes me to be annoyed. | went to get the patients’ blood
sample, | realized that there were a lot of gloves in the
ward, but the glasses were not in the ward for me to wear,
so the patient’s blood was poured on my face and head, |
washed it with plenty of water, but | feel the blood is sticking
to my face...” (Participant 2)

Worry

Worries after occupational exposure develop concerns
and stress, which are one of the most important problems
for nurses.

“...When | discovered that my patient is HIV positive, it
seems as if | was at the end of my life. I did not know
what to do, I did not know who to deal with my problems, |
thought very much, | contacted the counseling center who
talk to me very much to make some of my stress seem to
be small, from the center of the counseling that | came out,
| reappeared like before...” (Participant 2)

Stigma

Stigma is important because people in the community due
to lack knowledge think that the disease has not been
created through an occupational exposure so consider
the illegitimate sexual relationships as the most important
factor.

“...I had been talking to my family that | had needle stick
injury during inserting IV access device for a patient with
hepatitis, which means that the needle of the syringe has
fallen into my hands, my family members told me that
you should separate your dish and even the linen from
our appliances, when my nephew wanted to come to
me, his mother nodded and said, do not, he may be |ill...
”(Participant 1)

Lack of support

The lack of support from hospital managers and family
members has been another unpleasant experience for the
nurses working in the emergency department.

“...When the blood sample poured into my head and face,
| took the primary infection control steps and informed
the supervisor who introduced me to the lab; the lab said
that the infectious disease control supervisor should be
approved to make the costs free; otherwise you should pay
the price. The shift was overnight, and finally, with the help
of the night manager, the lab accepted my blood sample.
48 hours later, when | came to get my lab test answer,
the supervisor of the nursing office said: “What is going to
happen so the needle is constantly falling into your hands?
Are you thinking to get sick leave?...” (Participant 11)

Follow up

One of the necessary measures after occupational
exposure is long-term follow-up, which is one of the
experiences of the emergency nursing staff.

“...1 should continue to conduct lab tests for two weeks,
after | came back to my hospital counseling center, they
told me to come to an infectious disease control specialist
tomorrow, when see the lab test answer, told me that you
should do the HIV exam four weeks after the date of the
needle stick, according to my concern, | introduced a
psychiatric specialist ...”

Discussion

One of the findings of this study was staff carelessness.
Studies have shown that with observance of standard
precautions by healthcare workers, the prevalence of
contact with patients’ blood and discharges decreases
and observing these precautions is the best way to protect
employees against occupational diseases (16-17). The
Center for Disease Control (CDC) has identified standard
precautions as an appropriate strategy for controlling blood-
borne diseases (18). In 1994, the US Centers for Disease
Control and Prevention have developed a comprehensive
precaution to minimize the risk of contamination of health
care workers with blood-borne pathogens.

The study of Mirzaee et al. (2013) showed that the
participants did not accept compliance with the standard
precautions and considered it not only to be not useful,
but also to be considered as harmful (19). In the study
of Artimani et al. (2012), the rate of observing standard
precautions was 5% (20). Jalalinia and colleagues (2006)
showed that only half of the nurses implement safe injection
methods. The overall observance of precaution measures
in male and female employees of Mazandaran University
of Medical Sciences was 1.4% and 6.5%, respectively
(22).

One of the findings of this study was worry. The study of
Raghavendran et al showed that the damage caused by
sharp and cutter objects causes worry and a particular
concern, both in the patient and their family (10). The results
of one study showed that more than half of those who were
exposed to sharp injuries, suffered from psychosocial
symptoms after the incident, including stress, anxiety,
depression, and about 15% of them required counseling
and psychological follow-up (23).

Stigma has been the main element of nurses’ experience.
Stigma or social stigma is a complex and multi-dimensional
phenomenon. Stigma in health care centers is a major
barrier to providing health services for patients and
personnel with occupational exposure and prevents efforts
in diagnosis, treatment and follow up. In a study in Kenya,
there was a fear of infection among health care providers
as a result of social stigma and discrimination (24). The
results of the studies show that fear and stigma among
the health care workers due to the scandal caused by
exposure to occupational infections can affect providing
care for patients (25). By encouraging empathy with staff
that have had an occupational exposure and providing an
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environment where standard precautions are observed, a
positive viewpoint can be made between nurses regarding
nursing care (26). The social concepts of stigma lead to
hopelessness, suicide, loneliness, and death expectancy.
Fear of social stigma, disturbance, frustration and
anxiety are among the negative psychological effects of
occupational exposures that can affect the medical staff in
the future (27).

The lack of support from hospital managers and families
has been another virulent experience of health care
workers in the emergency department. A study in Iran
showed that senior hospital managers, due to executive
responsibility and distancing themselves from the clinical
care environment, had no experience of injuries caused by
sharp and blood-bearing equipment, therefore, the worries
and tensions of staff suffering from injuries due to such
equipment were not well understood by them (28).

One of the main themes in this research was follow-up
after occupational exposure. In a study in India, 66% of
occupational injuries were reported during the first hour
after the exposure for required follow-up. In several studies,
the most important reasons for follow-up reporting has
been indicated in some cases, including: dissatisfaction
with the follow-up process, unfamiliarity with the reporting
and follow-up process, high engagement, lack of risk
perception, individual prediction of a low risk infection
in the source of injury and complicated bureaucratic
process (29). In a study in Iran, it has been shown that
after post occupational exposure follow-ups, 15.6% and
12.5% of the cases were prescribed anti-hepatitis vaccine
and immunoglobulin and anti-HIV drugs, respectively
(6). The results of a study showed that 67% of staff with
occupational exposure did not take any medical and
therapeutic measures as follow up, and 3% of those
who had the result of negative infectious tests were
contacted by patients with positive infectious test results,
and received both immunoglobulin and vaccine (2). The
results of this study showed that the most important cause
of contamination of health care workers with blood and
infectious discharge of the patient was their carelessness
and the nurses initially blamed themselves. However, lack
of thinking and concentration during care, lack of safety
equipment, and unsafe measures in the clinical ward are
mentioned as other causes of occupational exposure.

Conclusion

To comply with standard precautions and to implement
infection control standards, emphasis on training staff
and providing instructions is not enough, but in addition
to providing the necessary equipment, there is need to
strengthen the staff’s belief in the necessity of observing
this precaution. To achieve this goal, it is suggested that
measures be taken to enhance the adaptation of staff
to personal protection issues, cognitive approaches,
behavioral modification strategies, and the combination
of theoretical foundations and educational experiences
to enhance the staff’s skills. It is necessary that health
care professionals, in order to provide better health care

services post occupational exposures, while supporting
the managers through follow-up measures, should also
distinguish the attitudes of judgment and emotions caused
by the stigma from their professional behaviors.
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