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Abstract: Curationis 31(4): 13-23
The purpose of the research was to describe the experience of nurses in the studied
hospital who had been exposed to possible HIV infection during injury or exposure
on duty.
A qualitative phenomenological descriptive study was used to describe the emotions
and non-verbal reactions o f the twelve participants during two subsequent in-depth
interviews. These were conducted post-exposure, and after counselling and
prophylactic treatment took place. The nursing staffs from a selected private hospital
were included in the study after exposure o f blood and/or human body fluid.
After completion o f the study, it was found that the exposed staff’s experience had
two main categories. Firstly, they were grieving for the loss of the concept o f being
healthy and invincible, blessed with nursing skills and definite goals in life. The
bereavement process included phases of denial, anger, anxiety and fear, with recurring
thoughts regarding the adverse events, as well as acceptance which developed with
time.
The bereavement process and shock o f the exposure had wider consequences to the
family, as well as an impact on the working environment. Most participants reported
that they experienced genuine support and compassion from colleagues, at home
and in the community.
The second category o f experience was the physical side effects which participant’s
developments developed due to the prophylactic antiretroviral therapy. Some
participants experienced severe difficulties due to the treatment, while other had
fewer problems.
Some proposals to adjust and possibly improve the hospital’s exposure surveillance
system were developed from the research results, including that a 24-hour crisis
management system be implemented for exposed staff members; that support groups
be started for staff, colleagues and family members; that all staff receive orientation
and support during unfamiliar procedures or placement in unknown departments;
that all exposures-on-duty be investigated and studied so that pro-active or preventive
measures may be devised; and that problems with staffing and working climate be
resolved.
All the findings and proposals were subsequently addressed to the relevant members
o f the Hospital Management.
If healthcare services wish to retain nursing staff in future, more will need to be done
to prevent all types o f exposure-on-duty and, if they do occur, to anticipate, manage
and shorten the subsequent period o f the professional nurse or learner’s bereavement.
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Introduction
The likelihood o f being exposed to
in fectio n
by
the
hum an
immunodeficiency virus (HIV) while
performing patient care in the health
service increases every year. As medical
technology develops, routine patient
care, including the routine administration
o f in jectio n s and o ther intrusive
procedures, becomes more complicated
(Stoker, 2004: O nline). Increasing
num bers o f the p o p u latio n o f the
Republic of South Africa are diagnosed
HIV positive every day (Department of
Health RSA Ante-natal Surveillance
Report 2004). These people are admitted
to hospital as non-infected persons and
are then found to be suffering from the
acquired immuno-deficiency syndrome
(AIDS).
As a result there is inevitable increasing
exposure of busy nursing staff to the
p resen tly in cu rab le HIV in fectio n
(Department of Health Report National
HIV and S yphilis A ntenatal Seroprevalence Survey in South Africa 2003;
Haiduven, 2004: Online). Anecdotal
evidence of this was found during followup visits to the nursing staff who had
been involved in injury or infection on
duty incidents in the hospital used in the
study (hereafter the hospital). Interviews
immediately after the exposure incident
showed that possible HIV infection was
an overwhelmingly frightening thought
to most of the participants.

Problem Statement
D espite the enorm ous am ount o f
available literature about the clinical
process of counselling and management
o f post-injury/exposure on duty, little
literature was to be found in scientific
sources regarding the experience o f
S outh A frican nurses who had
experienced the process (NISC DISCover
Report, 2003).
According to the hospital’s monthly
infection control reports, about 0.8% of
the staff corps were exposed every
month to possible HIV infection due to
injury and/or exposure-on-duty (hereafter
referred to only as exposure). (Studied
ho sp ital: R ecords o f the Hum an
Resources Department 2004).
Intercolleagial conversations during
follow-up actions over a period o f three
years revealed that not all the exposed

staff members who were counselled and
managed had a positive experience of the
process, even though they were correctly
managed according to protocol (Studied
hospital. Records of Human Resources
Department 2004).
It appears as though the s ta f f ’s
experience o f exposure can directly
influence their work and judgment. If more
information about this could be collected,
coping mechanisms against the impact
could be put in place early to ensure that
service delivery to this special group of
staff is not impeded.

The aim of the study
The aim of the study was to describe the
experience of the nursing staff o f the
studied hospital that was possibly
exposed to HIV during the performance
o f their duties, and to recommend better
management of such incidents.

Research design
A q u alitativ e phenom enological
descriptive study was undertaken, as the
aim was to describe and study the
individual experience of a person after
exposure to possible HIV infection (Bums
and Grove, 2005:55-56,232-233). Without
preconceived ideas the emphasis was
placed on the participant s experience of
events and circumstances rather than the
researcher’s interpretation thereof (Brink,
1996:13; Polit and Beck, 2004:253).

Research technique
In-depth interviews were conducted that
led to conversations that produced direct
quotations, and that in their turn formed
the basis of the study (Brink, 1996:119120); Polit and Beck, 2004:349-350).
The experience o f the nursing staff
regarding exposure to HIV was described
by conducting two unstructured in-depth
interviews with each o f the exposed
members o f the nursing staff and the
gathered information was reproduced.
The first interview was conducted as
soon as possible after the exposure took
place, while the second was completed
three months later, at the end o f the
surveillance period.
The research question o f the study deals
with the experience of a staff member who
has been exposed to possible HIV
infection and was formulated as follows:
"Describe your experience regarding
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your possible exposure to H IV after your
injury or exposure on duty incident

Population
For the purpose o f this study the
population was regarded as all members
of the nursing staff on the establishment
of the hospital who had been exposed to
possible HIV on duty due to an injury
and/or exposure incident.

Unit of analysis
All members of the nursing staff in all the
wards and departments o f the studied
hospital, who had been exposed to
possible infection with HIV while on
duty,
w ere,
for con venience,
automatically approached to take part in
the study. The reason was the relatively
small number o f staff who was exposed
daily to HIV infection on duty due to
needle-stick or splash accidents. Every
person who met the criteria in the period
1 March 2004 to 31 October 2004 was
approached regarding inclusion in the
study after complete counselling and
treatment. Those who agreed were added
as participants to ensure accuracy and
avoid bias, until data saturation was
achieved (Babbie, 2004:190-191); Bums
and Grove, 2005:750).
The following inclusion criteria applied:
•
Afrikaans- and Englishspeaking nursing staff o f the
hospital that had been exposed
to possible HIV infection by
exposure/injury on duty
incidents.
•
The participants should all
have been on the hospital’s
official surveillance list to
ensure that the frame of
reference, terms and standard
exposure procedures that were
used, were known to them all.
•
Exposure must have taken place
during official duty hours on
the hospital premises while
performing patient care.
•
The exposed staff member must
have been registered with the
South African Nursing Council
and appeared on the hospital’s
establishment and have met all
other staff criteria.
Consequently both registered
professional nurses and pupil
nurses o f the hospital’s private
training establishment were
included in the study.

•

The first approximately twelve
weeks o f the official six months
surveillance period for each
participant were included in the
research period. The first
interview took place as soon as
possible after the exposure
incident to ensure that the
events were fresh.

Exclusion
•

Staff members, who tested HIV
positive at the time of the injury/
exposure on duty incident, were
excluded from the study as the
risk o f being infected with the
virus on duty no longer existed.
These staff members were
referred directly for counselling.

Data saturation was used as the measure
for the size o f the unit of analysis in the
study. Saturation o f data is achieved
w hen them es and descriptions start
repeating without any new data being
collected (Polit and Beck, 2004:57). Data
collection was continued until saturation
o f information was achieved after eight
months with a total o f twelve participants
(N=12).

Exploratory interview
An exploratory interview was conducted
with two exposed staff members to ensure
that the required information could be
collected and to try and determine any
unexpected factors beforehand (Brink,
1996:213; Bums and Gove, 2005:42,396;
Polit and Beck, 2004:196).

interviews. Analysis o f the results o f the
two in-depth interviews showed that the
research question was undoubtedly clear
to both the participants. The collected
data and the selec ted m ethod o f
documentation functioned effectively.

Data collection
After exposure the researcher conveyed
each participant’s first blood results
verbally to him/her. She explained that a
study w as being co n d u cted and
enquired w h eth er they w ould be
interested in taking part in it. All the
exposed s ta ff m em bers w ho w ere
approached to participate agreed in
w riting to do so. P articipants were
anonymously included in the study and
a verbal appointment for the first in-depth
interview in the hospital was made with
each one as soon as possible.
The researcher personally interviewed
each participant as all o f them knew her
and a relationship of trust already existed.
The first 45-60 minute in-depth interview
with each participant was conducted in
the hospital in the infection control office
or in a quiet office in the participant’s
ward, where privacy could be ensured.
An appointment for the second interview
was made at the end o f the first one.
Field notes about the participants’ non
verbal communication patterns or other
observed mannerisms were added after
each interview and later transcribed with
the in terv iew s. In o rd e r to ensure
confidentiality for the participants, the
two transcriptions o f the interviews were
filed under a successive reference number
as (a) and (b) and the data processed as
soon as possible.

There was a three-fold advantage in
conducting the exploratory interview:
Firstly, the researcher could test whether
the central research question would
ensure the desired response. Secondly,
there was the possibility o f ironing out
p o ten tial p ro b lem s re g ard in g the
interview technique, inadequate time for
the in-depth interview, and ambiguity in
the way questions were worded. Lastly
there was the opportunity to practice the
process and to analyse the small amount
o f data q u ick ly to ensure that the
en v isag ed p ro c ed u re s p ro g ressed
effectively (Brink, 1996:60,174).

In view o f the w arnings o f B rink
(1996:153) and Polit and Beck (2004:347)
about the possibly inhibiting effect of
the tape recorder on the participants, it
was kept in a drawer, with their consent,
and only the microphone was placed on
the desk near the participant’s chair. The
participant was encouraged to relate the
incident in her/his own w ords and
sequence.

B oth in -d ep th in terv iew s w ith the
participants in the exploratory interview
elicited the desired responses. The
information was saved on audiotape and
transcribed directly after the in-depth

The researcher used communication skills
to obtain information: eye contact, non
verbal behaviour, listening skills, silences
and references back to statements were
used to facilitate the flow o f information
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during the in-depth interviews (Okun,
1997:18-19,123).

Data analysis and
interpretation
D ata analysis en com passed the
co n c ep tu alisatio n , co n tra stin g and
equalisation of the final highly detailed
data of a small group o f participants, to
identify common patterns, themes or
trends. Inform ation was repeatedly
sifted, arranged and described to create
a clear and understandable construct that
could later be o f use to the nursing
profession and other researchers (Tesch,
1990:91-93;
B rink,
1996:120;
Labuschagne, 2003: Online).
Tesch’s model of data analysis was used
as a guide-line. Words and phrases were
categorised and not only counted (Tesch,
1990:37-38,92; Pope, 2000: Online; Ryan
and Weisner [s.a.]: Online). In the course
of time all the observed meanings were
placed in ca teg o ries acco rd in g to
appropriate criteria such as certain word
ch o ices or m eanings. C o n cep tu al
ca teg o ries w ere not determ in ed
beforehand, but developed out o f the
systematic process. In the study both the
emotional and physical experiences of the
participants were identified as categories.
This in turn led to the development of
the subcategories.
By repeatedly sifting and arranging data,
analytical and theoretical ideas were
developed which were further refined,
adapted and grouped together. Broad
themes were created where new data was
found (Pope, 2000: Online; Bums and
Grove, 2005:547-548,596). In the end an
understandable framework (figure 1)
could be created that summarised and set
out the totality of the unique experience
o f the participants (Tesch, 1990:91-93;
Labuschagne, 2003: Online).
Data analysis actually began during
interviewing. This process was found to
flow parallel with data collection and was
even integrated with it. According to
Tesch (1990:04-73) and Pope (2000:
Online) this method of work is acceptable.

Trustworthiness of the
study
Trustworthiness affects the measuring
instruments used in research - in this case
therefore, the researcher herself. The

FIGURE 1: Framework for data analysis
CATEGORY

SUB-CATEGORY

THEME

Emotional experience

Grieving response:
1. Denial

“I didn’t want to know... "
" I’m not ready fo r this ”.
"It’s over. Weju st carry o n ...’’
’’The thought o f a repetition o f everything was ju st too much ”.
"I delayed and delayed, until a nurse told me to go ”

2. Anxiety and fear

“I was so frightened... ”
”1ju st could not go through it again ”
"It s a nightmare. I want to get married... ”
“I wanted to stop nursing. I'm always frightened"

3. Anger

" I’m angry all over again ”
"It makes me furious to think... ”

4.Acceptance

"Iknow I ’m exposed”
”1 now have so much more empathy with the HIVpositive patients.
There is satisfaction in nursing these patients ”.
"It’s part o f the work"

Experience o f support

"It was very good. . .I ’m satisfied with the support ”.
”1 have no complaints ”
”1 think a full-time person should be appointed fo r this ”
”1 was well supported at work "
"My husband understands what I had to go through ”

Thoughts about the events

“We were so busy, there was no time to think about yourself”
"It was only when the note about the follow-up blood test came
that I thought about it again ”
"I had forgotten all about it until now ”
”I ’m always fa r more careful now ”
”I'm always conscious o f the risk' ”.
”1 remain afraid"

Side-effects due to
pro-phylactic treatment

“I didn’t want to take the pills again. Those pills kill you ”
"I was so afraid I would get sicker from the medication ”
"Eveiyone speaks about the effect o f the pills on you, and it s
true - they make you fe e l ill ”
”The medication was my greatest fe a r"
"The side-effects...! ”
"Oh no, I was slightly nauseous, but that was all".
”1 was not nauseous ”.

Physical experience

skills the researcher evinced eventually
contributed to the scientific acceptability
of the study (Brink, 1996:124; Polit and
Beck, 2004:434).
The researcher possesses the necessary
counselling skills and abilities demanded
by a Rogerian client-centred approach to
interviewing and, in effect, acted only as
a sincerely accepting and reflecting
person and listener and not as someone
giving direction (Okun, 1997:122-123;
B urns and G rove, 2005:637-640).
Clinically speaking the researcher, as a

re g iste re d p ro fessio n al nurse and
infection control consultant, possesses
the necessary interviewing skills.
credibility, transferability, dependability
and confirm ability were accepted as
criteria for trustworthiness (Polit and
Beck, 2004:430-431,437; Bums and Grove,
2005:383-385,627-632).

Credibility
The core o f credibility in qualitative
research is the content of the participants’
accounts, as well as the researcher’s
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ab ility to c o lle c t that in form ation
consistently, document it accurately and
to express it repeatable (Silverm an,
1997:202).
The trustworthiness o f the information
was ensured, am ong others, by the
creation o f the central research question
to keep the in-depth interviews focused
and to avoid straying from the subject,
as well as by taking complete notes,
transcribing the interviews as soon as
p ossible and then studying them
repeatedly (Okun, 1997:154,242-243).

All knowledge garnered during the study
was deduced and developed only from
the p a rtic ip a n ts ’ own experience.
Audiotape transcriptions and field notes
were strictly adhered to in data analysis
and any possible bias on the part o f the
researcher was limited (Brink, 1996:120).
The study process that was followed was
carried out as consistently as possible
to enable a following researcher to repeat
the study over a period o f time and to
obtain similar results.

Transferability
Transferability has to do with the stability
of a research design and the possibility
of generalising the information of the
participants from one study to another
group or broader population (Polit and
Beck, 2004:435; de Vos, Strydom, Fouche
and Delport. 2007:346).
The detail data o f this study is not
transferable because the individual
experiences o f nursing staff regarding
their exposure to possible HIV infection
after an injury and/or exposure on duty
is unique to every individual in the
hospital. Nevertheless the findings and
deductions are useful to demonstrate the
experience o f exposed staff members so
that the effectiveness and/or deficiencies
o f su rv eillan ce procedures may be
evaluated and corrections affected.

Dependability
The accu racy and a u th en ticity o f
scientific findings in qualitative research
are important for the determination of
d ep en d ab ility .
The degree
of
dependability can be determined if the
following can be determined: (1) to what
extent the conclusions of the researcher
represent the observed reality, and (2)
whether the research constructs measure
or represent the true range o f human
experience. If there is agreement between
the observations o f the participants and
the read er reg ard in g the study, its
dependability is largely ensured (Polit
and Beck, 2004:434-435; Speziale and
Carpenter, 2003:38).
Data triangulation and tracing negative
cases or incidents that could provide
contradictory information, were used to
check dependability.

Confirmability
Confirmability is the guarantee that the
data fin d in g s, co n clu sio n s and

recom m endations are supported by
literature and that there is similarity
between the researcher’s interpretation
and the evidence. Confirmation may be
obtained by doing an audit o f the data or
by obtaining the participants’ response
to the findings (Polit and Beck, 2004:434435; Speziale and Carpenter, 2003:38).
Due to the fact that there was such a
lim ited am ount o f evid en ce-b ased
literature available about the experience
o f exposure of South African nurses to
HIV infection on duty, international
literature that included similar exposure
o f health care w orkers, doctors and
medical students was used. The reason
was that these “health care workers”
would have included nurses and that the
information and conclusions o f other
studies would probably be transferable
to this profession too.

Ethical aspects
In order to protect the rights o f all the
participants in the research process,
consent to undertake the study was
obtained from both the Ethics Committee
of the Faculty of Health Sciences of the
University o f the Free State and the
hospital. Written permission obtained
from the participants was available in
Afrikaans and English, although all the
participants in the study used Afrikaans
as their language o f preference. The indepth interview s w ere recorded on
audiotape after consent was obtained
from the participants (Babbie, 2004:72,8081).
The four basic ethical principles for
researchers who do qualitative research,
i.e. autonomy and respect for others,
benevolence, equity and fairness, were
universally applied (Terre Blanche,
Durrheim and Painter, 2007:67-68).
All data was handled confidentially and
d ep e rso n alised , au d io tap es w ere
destroyed afte r co m p letio n , no
remuneration was paid but participants
have access to the final research results,
privacy was ensured at all times and
participants were referred for further
counselling if necessary and if they
agreed.

Data interpretation and
literature check
Occupation-related exposure to HIV is
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g en erally accepted as a traum atic
situation with a high probability of direct
or indirect harm to health and even loss
o f life (Balachandran, 2002: Online;
Bandolier Extra, 2003: Online; Stoker,
2004: Online).
Participants in the study showed that any
o c c u p atio n -rela te d ex p o su re to a
patient’s blood or body fluid was very
traumatically experienced.

Description of the unit of
analysis
The unit of analysis consisted o f twelve
participants from the nursing staff of the
hospital who were exposed to possible
HIV infection due to an injury and/or
exposure on duty.

Age and qualifications
The participants were between 18 and 57
years old (average age: 33 years), while
their clinical experience ranged from four
weeks to 39 years (average: 15 years).
E ight p artic ip a n ts w ere reg istered
professional nurses, one a registered
professional enrolled nurse, while three
learners were busy with their basic
training for the rank o f reg istered
professional enrolled nurse. Two learners
were in their first year and one in her third
year o f study.

Type of exposure
O f the twelve participants seven had
sharps injuries and five had been
splashed in the face with human blood
or body fluid. It was interesting to note
that it was the learners who had splash
accidents while the older, trained and
qualified registered professional nurses
had mainly sharps injuries. A possible
explanation is the fact that the learners
were all performing basic physical patient
care during exposure, while most o f the
q u alified s ta ff w as busy with
administering medication or with more
specialised tasks.

Emotional and physical
aspects
The transcriptions o f the twenty-four in
depth interviews were repeatedly studied
and the data divided into two main
categories of experience, that is, emotional
experience o f the exposure and the
physical experience o f side-effects after
prophylactic anti-retroviral treatment.
S u b -categ o ries w ith them es w ere

identified under each category. The sub
categories under emotional experience
included: “Grieving response”, “The
experience o f support”, and "Thoughts
about the e v e n t”. The sub-category
“E xperience o f sid e-effects due to
prophylactic treatment" was identified
u n d er the category
"P h ysica l
experience ". Themes obtained from the
transcriptions were identified under each
sub-category (See Figure 1).

Emotional experience of the
exposure on duty
The emotional experience of the exposure
was, without exception, emphasized most
by all the participants, and had, according
to them, a long term impact on their
em otions and even their m ethod o f
working.
It affects one emotionally and physically,
especially as I ’ve now got these [side]
effects [of the prophylaxis].
These feelings varied between anxiety,
resignation and acceptance, and more
negative emotions such as fear, anger and
loss.

The grieving response as part of
the grieving process
A study o f the experiences expressed by
the p artic ip a n ts show s that th eir
descriptions correspond to the typical
g riev in g pro cess described in the
literature (O ’Neill and McKinney, 2003:
Online). The grieving process includes a
g rie v in g resp o n se, as w as clearly
indicated by the participants in the
study. The grieving response consists
o f the experience o f various emotions
such as anger, fear, denial, depression,
resignation and acceptance (Pecorino,
2002: Online; Kessler, 2005: Online;
Leaver, 2006: Online).
Behavioural and emotional variations are
undoubtedly part of the active grieving
response (O ’Neill and McKinney, 2003:
Online). The participants therefore grieve
over the loss of their basic beliefs about
life and their own concept o f personal
health and inviolability (GP-Training.net,
2006a: Online), although a number of
external manifestations of these were
observed. This experience is one aspect
of post traumatic stress disorder (GPT ra in in g .n et, 2006a: O nline). The
participants may unconsciously have
m easured the shock o f the mom ent

against the expected change it will cause
in their lives. Expected sorrow may
th ere fo re develop (O ’N eill and
McKinney, 2003: Online).
I got a fright when I pricked myself. You
wonder what will happen. But then you
think o f the patient lying there - she is
only nine years old. One o f the X XX X ’s
children. Then I went to Sister LR and
she said I must fill in everything. At first
I wanted to leave it, but then I thought
one ca n ’t ju st leave it these days. One
never knows. One doesn’t have to be
thin, does one? ”
The practical effect o f sadness was
noticed in the participants as adjustments
to professional methods and in the family
context needed to be made, for instance
condoms suddenly had to be used in a
stable marriage.
"We didn’t use condoms. I should have
told my husband but I was not ready to
tell him ”.
A grieving person experiences sadness,
anxiety and depression before the loss
and change can be assim ilated and
accepted (Cross Creek, [s.a]: Online).
S tatem ents such as "I alw ays
thought... ” and “How will I ...? ” are
often used, as the participants did.
"I never thought I would come upon
such a situation ”.
“How do I tell my husband? He is
sometimes so hostile towards my job
The idea that the exposure could possibly
have been avoided often complicates the
person’s grieving process, such as the
ex p erien ce o f sid e-effects due to
prophylactic treatment (HIVAN, 2003:
Online; Medical Library, 2004: Online).
From the responses of the participants it
was clear that the elements o f the model
of Kiibler-Ross (Bowers, [s.a]: Online)
best correspond with the emotions that
the study participants experienced.
Denial, anger (that includes fear and
anxiety) and acceptance were clearly
demonstrated in the study. The narratives
o f some o f the participants revealed
elements o f depression and sadness in
their interviews, while negotiation, where
the person, according to Kiibler-Ross,
pleads with a “higher power” to undo
the loss, was never directly verbalised
by the participants (Gorle, 2002:0nline;
MentalHelp.net, 2005:0nline).
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Denial
Denial is the inability or unwillingness to
accept or admit the shock or expected
loss (exposure), and often occurs shortly
after the incident. The incident may be
experienced as a bad dream where
everything will return to normal when the
dream er aw akens. People often go
through periods o f disregarding or
standing aloof from the reality. Their
attention is so thoroughly diverted by
other activities and thoughts that they
do not think o f the exposure or expected
loss (Macnair, 2005; Online; Kessler, 2005:
Online; Leaver, 2006: Online).
The latter phenom enon was clearly
observed, where a number of participants
often remarked spontaneously that they
still could not believe that the exposure
had taken place, or could not believe that
they had forgotten about it.
"Generally speaking I ’m always very
careful - 1 still c a n ’t understand how it
happened”.
Others evidently had a more pragmatic
attitude, but still hesitated to seek
treatment or help immediately, did not
disclose their exposure or speak openly
about it, which may indicate denial of the
im pact o f the incident (B rahm ,
2004:0nline; Callahan, Jaffe, Segal and
Segal, 2005:0nline).
“...and I had things to do here. I still
d o n ’t grapple with the idea that I ’m
going to get AIDS ”.
According to experts such as KiiblerRoss and Horowitz denial is a normal
coping mechanism with the aim of making
the acute pain o f the loss or shock more
bearable and less overw helm ing
(Psychosocial im pact o f HIV/AIDS,
[s.a.]:Online).
“And the main thing is one is in denial a
little, and one does not really want to
talk about it, one doesn't want to deal
with it" [laughs furtively],
A person in denial often feels cold and
may appear to be without feeling or
apathetic (Macnair, 2005: Online; Leaver,
2006: Online).
“You know, I do not feel like it now!
[Vehemently, w aves her hand]. Not
again...If the sta ff had not insisted so, I
would have been at home now ". [Staff
member comes across as cold and clinical
when telling o f her experience, but
becomes heated when speaking about

Although some participants hesitated to
report their exposure immediately due to
denial, this response did not prevent
them from actually doing so and all the
staff received treatment.
“I decided to take the pills fo r my own
safety. I f there could be something, they
could have preven ted it or taken it
awav ”.

of grieving, as is clearly demonstrated in
the follow ing q uotation from the
interview w ith one o f the learner
participants:
“...I got a veiy big fright. One o f the
sisters said it was nothing, but when I
phoned Sister O [lecturer] and she said I
must go to Em ergencies I was very
frightened. I thought now I ’m going to
dieJ ”
[Y oungest,
w ide-eyed,
inexperienced learner],

All four participants who had previously
been injured on duty felt that the process
of completing all the documents took a
great deal of time, resulting in a loss of
productivity. This phenomenon was also
found in the literature (Balachandran,
2002: Online).
“...I was in Emergencies fo r about two
hours. In the meantime the work stood
still

“A n x ie ty ” is defin ed as a vague,
uncom fortable em otional condition,
during which feelings o f uncertainty,
discomfort, uneasiness and dismay occur
without a specific reason. “F e a r” is
similar to anxiety, but has a specific
reason or cause (L oughborough
University, 2005: Online). During sudden
intense emotion anxiety and fear are
often similarly experienced.

The literature review for the study
revealed that 40-70% of exposed staff
world-wide fail to report the incident at
all. Denial o f exposure can lead to under
reporting and is a great source of concern
to health services (W ilburn, 2004:
Online).

The participants’ self-reporting in the first
interviews of fatigue, forgetfulness, loss
o f co n c en tratio n and purposeful
performance, were attributed to anxiety
disorder if the participant indicated that
she felt better. Haiken and Herscher
(2 0 0 4 :0 n lin e ) state that w hen the
temporary tension has been relieved and
the anxiety is past, the body and brain
recover and the person will gradually
begin to function optimally until full
capacity is reached.
“I read the information leaflet again and
saw: Why, they did tell me that, and I did
read it, but I was so shocked [at that
moment] that I couldn’t remember it ”.

the incident].

The participants differed, for personal
reasons, about what they told about the
exposure incident:
“I did not tell my child - I did not want
to expose him... I did not tell my father. I
did tell my sister and we decided that
we would cope with it and see what
happens. I don't want my father to be
worried —he is so protective o f his little
girl".

Anxiety and fear
A nxiety and fear w ere tw o strong
em otions rep o rted by m ost o f the
participants in the in-depth interviews.
The tw o exposed learn er nurses
experienced overwhelming anxiety about
the splashes of body fluid in their faces,
while the needle-stick and sharps injuries
were experienced with greater equanimity
by the older, qualified participants.
‘7 was in Emergencies fo r less than two
hours and o f course I said in the first
hour already “Give me my pill! Give me
my p ill” [laughs a little].
According to Meienberg et al. (2002:
Online) and O’Neill (2003: Online) factors
such as the level o f training o f the
exposed p erson w ithout a doubt
contribute to differences in the experience

Fear and guilt feelings may combine to
prevent the exposed person from seeking
help, talking about the incident or even
trusting others.
“I told the people at home, but this sort
o f thing happens [with one at work] and
you don’t want to talk about it. It feels
too ridiculous... " [Did not want too
many colleagues or others at work to
know].
The unpredictable nature of HIV infection
after exposure-on-duty leads to feelings
of hopelessness, frustration and being
overwhelmed, as well as fear that friends
and family members will withdraw from
one (Goldblum, [s.a]:Online).
“Look, I tell my husband nothing. I ’m
too afraid o f telling him ...h e will... not
worry with me or anything. He knows
now, but I d i d n ’t tell him when it
happened”. [Second in depth interview,
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three months later].
Research has shown that health workers
often experience traumatic anxiety after
exposure, in spite o f the availability of
effective anti-retroviral prophylaxis
(Wnuk, 2003: Online), but that evidencebased research about this is scarce
(Meienberg et al; 2002: Online).
Anxiety was expressed as follows by one
of the participants:
“That’s what frightened me. Accidents
happen so suddenly and I ’m exposed to
them eveiy day. I was in such a state when
it happened". [Staff member working as
a surgical scrub nurse in a general theatre,
where the surgeon accidentally pricked
her with a used scalpel].
After anxiety and fear anger was the next
prom inent emotion described by the
participants.

Anger
Anger is the experience of strong feelings
that vary from slight unhappiness,
embarrassment, irritation or hostility to
extreme antagonism, and is caused by
actual or supposed harm, injustice or
damage (Brahm, 2004: Online).
Ten o f the twelve participants reported
anger, irritation, frustration or distress at
the first in-depth interview, although
these emotions were expressed in a
variety o f ways such as impatience,
irritation or tearfulness.
“At the beginning I was angry with the
patient and didn't want to go into the
room again. But I did go in again later”.
Some of the participants indicated that
they were angry, unhappy or annoyed
with themselves about the role they felt
they had played in their own exposure.
“I was so angry with m yself - I said I
would never again show anyone how to
inject insulin ... i t ’s not worth i t ”.
Some of the participants reported anger
towards the patient in question, their
em ployer or a surgeon , for the
circumstances under which exposure
took place.
“In the first place I was annoyed with
the doctor [who pricked her with the used
scalpel in the theatre]. The doctors are
actually very naïve about this thing.
They laugh at you when you put on your
goggles ... and they m ustn’t h u n y us.
It s about huny. They ask fo r three things

at once and you tty and give them all
three at once
At the second in-depth interview the
emotion that emerged strongly was one
o f g reater acceptance o f w hat had
happened.

Acceptance
“I understand that it’s part o f my job - a
risk we take”.
'7 want the [surveillance] period to pass
now. I want to donate bone marrow ”.
As can be gathered from the quotations,
acceptance is a stage in the grieving
process in which the exposed person
makes peace with the traumatic event,
develops a future-orientated outlook to
plan for the future with more energy and
re-establishes contact with other people
(B rahm ,
2 0 0 4 :0 n lin e ;
L eaver,
2006:0nline).
Often the acceptance o f reality is an
indication that the person has regained
emotional balance and that recovery is
tak in g place (In terd en o m in atio n al
Church, 2005: Online).
‘7 think it helped that I didn’t sit and
brood and that I wasn't too worried. I
think that contributed to the fact that I
accepted it ...I accepted that I had done
what I could, and had exercised a little
control”.
When someone who has experienced a
grieving response is ready to speak
openly about the events w ithout
experiencing excessive sadness or guilt,
the process has been [almost] completed
(GP-Training.net, 2006b: Online).
“In the meantime I ’ve forgiven m yself it was my own fault, and since then things
have looked much better. It was an eyeopener, really an eye-opener. Now I see
well. It coidd have been much worse ”.
During the trauma of exposure and the
experience o f the personal grieving
process thereafter, all the participants in
the study told of the importance o f the
support they received.
Although depression is one o f the phases
o f the grieving response (Callahan et al.,
2005: Online) it is not discussed as it was
not one o f the responses emphasized by
the respondents.

family and next of kin of the exposed staff
members were affected by the exposure.
There are alw ays inevitable and
increasing consequences, such as the
sid e-e ffe cts o f pro p h y lactics and
measures to prevent further transmission
of infection between spouses (HASA,
2003:11-14). Eleven o f the participants
(N= 12) related that they were emotionally
supported in the surveillance period by
their spouses, fam ily m em bers and
colleagues.
“No, I told them [family]. One o f my
daughters, L ... yo u know, I ’m a
grandmother o f two little ones ... teased
and said she wouldn’t come near me, but
they didn't mean it. They did support me.
My husband told me to drink the stuff
[anti-retroviral prophylactics]. When I
said there are so many disadvantages
in the pamphlet, he said but that won't
make any difference ”.

Thoughts about the incident
Five of the participants related that after
three months they still felt affected and
tense when they thought about the
exposure incident. Excepting three of the
participants who specifically said that
they wanted to forget about the incident
as soon as possible, the rest indicated
that the experience would remain part of
their memories for the rest of their lives.
“I t ’s a r e lie f that the results were
negative, although I didn't really expect
anything else. But i t ’s always at the back
o f your m in d .. .just supposed... ".

Physical experience of the
exposure-on-duty
Eight o f the participants in the study
experienced physical side-effects due to
the treatment with anti-retroviral therapy.
A particular problem that emerged in the
study w as that the sid e-effects o f
treatment with anti-retroviral were very
closely linked to the physical symptoms
experienced in the grieving process.
Complaints o f nausea, with or without
v o m itin g , insom nia, fatigue and
ex h au stio n ; p alp itatio n s, lig h t
headedness and dizziness; m uscular
trem ors and trem bling; diarrhoea,
headache and malaise often occur in both
stressed and traumatised persons as well
as in those experiencing side-effects of
prophylactic anti-retroviral therapy
(McNicholl, 2006:0nline).
“I vomit in any case when I ’m nervous ”.

Experience of support
It was quite evident that the private lives,

All eight o f the affected participants
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indicated that they personally thought
that their complaints were directly related
to their treatment with anti-retroviral.

Experience of side-effects after
treatment with anti-retroviral
therapy
All the p a rtic ip a n ts w ere treated
prophylactic ally for between three and
28 days, and eleven o f them completed
their therapy as planned. Only one
participant was forced to discontinue
treatm ent early for medical reasons.
Prophylactic anti-retroviral therapy was
the aspect o f the surveillance process
n eg a tiv e ly ex p erien ced by all the
participants. Without exception all o f
them feared the effects o f this treatment.
“...N o, I c a n ’t com e back to the
treatment every time! But the treatment
was the nail in my coffin, really Sister! I
was in my coffin, S is te r !” [Second
interview, during which she repeatedly
referred to the effect o f the medication].
The treated participants experienced
side-effects such as malaise, nausea,
vomiting, abdominal discomfort and
headache. These symptoms correspond
to the known possible pharmacological
side-effects o f the drugs (McNicholl,
2006: Online).
Four participants reported no side-effects
from the prophylactic treatment, and in
spite o f their experience of side-effects,
only one o f the rem ain in g eight
discontinued the course of anti-retroviral
therapy prematurely on medical advice.

Field notes
All the observations and notes were
taken into acco u n t during the
transcriptions so that the data could be
reproduced com pletely. N on-verbal
beh av io u r w as added next to the
quotations.

Conclusions and
recommendations
E xposure on duty to possible HIV
infection was a traumatic experience for
the participants in the study. As stated
by Bandolier Extra (2003: Online) and
Stoker (2004: Online), its impact was not
limited to the exposed person alone - it
rippled outwards to the family, employer
and the subsequent job performance of
the victim.

The post-exposure experience o f the
nurses had such an effect on their
emotional and physical condition, as well
as on their performance, that specific
action on the part o f the employer was
justified (Stoker, 2004:0nline).

Emotional aspects
The emotional aspects o f exposure to
possible HIV infection and consequent
support led to most comment on the part
o f the participants.

The experience of the grieving
response by the exposed
participants
The literature review provided sufficient
evidence that the participants were in at
least one o f the stages o f the grieving
response during the interviews.

Experience of support
Participants reported that the protocols
and in fra stru c tu re o f the h o sp ital
provided them w ith im m ediate and
satisfactory physical and em otional
support. However, the application o f the
p ro to co ls and quality o f service to
individual participants was influenced by
the pressure o f work in the Emergency
department and the unique empathetic
approach o f the individual counsellors
who worked with each participant.

Thoughts about the events
A fter th ree m onths a few o f the
participants reported that they continued
to apply the safer behaviour pattern for
all patient care procedures that were
introduced after their exposure.
Staff that may be exposed to HIV infection
on duty therefore require continuing
support in terms o f their own needs, not
only in the crisis period immediately
following the incident.

Recommendation
T here sh o u ld be a 24-h o u r crisis
management service available to exposed
staff members. The service should come
into operation autom atically after an
exposure in cid en t to help the staff
member with the necessary compassion
and to p ro v id e em otional support.
(C hagdud Tulku, 2006: O nline). A
designated team o f trained professionals
(possibly including an infection control
and/or occu p atio n al health nursing
consultant or counsellor, a doctor, a
p sy ch iatrist an d /o r a psychologist)

should m anage the im m ediate post
exposure counselling, blood tests and
prophylactic treatm ent o f the sta ff
m em ber in term s o f the h o sp ita l’s
established protocol.
A buddy system may be built into the
support system , where a previously
exposed person or group who has/have
worked through the recovery period,
support(s) a recently exposed staff
member in earnest (Holmes, 2003: Online;
McNally, 2004: Online).

Physical experience
Although the emotional aspects of their
exposure on duty weighed significantly
more heavily than the physical experience
on a number o f the participants, the
physical experience carried considerable
weight in terms o f the total view of the
findings o f the study.

Recommendation
An exposed s ta ff m em ber, who
experiences problems while receiving
prophylactic anti-retroviral treatment,
should n eg o tiate about service
concessions with nursing management
and the occupational health section of
the hospital. Service concessions such
as flexi-time, the granting o f sick or
compassionate leave or the possibility
o f voluntary temporary or permanent
transfer to another ward with lighter
service d em ands, o th er w orking
circumstances or an alternative patient
profile may also be negotiated (Stoker,
2004:0nline). The aim would be to keep
the staff m em ber on duty as far as
possible, but to accommodate her/him to
ease the treatment.
To refute the fear o f the side-effects of
prophylactic anti-retroviral therapy,
p o sitiv e in fo rm atio n about its
effectiveness and availability and its
su ccessfu l m anagem ent m ust be
em phasized at every inform ation
opportunity such as World Aids Day and
any other occasion, without glossing
over the potential o f side-effects or
problems.

General conclusions
Possible reasons for the exposure
of participants
M ost o f the registered professional
nurses were exposed to injury with
sharps such as intravenous sets, skin
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p rick ers, syringes w ith needles or
butterflies, while giving direct patient care
or clearing up after a procedure. In
contrast all the learner nurses were
exposed to splashes o f body fluid while
giving p atien t care or clearin g up
afterwards, such as coughing in their
faces after taking medication, or a splash
with contaminated washing water while
emptying a used washbasin.
Most of the incidents took place in the
busy periods o f the day sh ift, on
weekdays and a few hours into the shift.
More registered professional nurses than
learners were exposed. Two incidents
took place in the theatre in the evening
at the end o f the day shift. The only
conclusion to be drawn from this is that
staff that has been on duty for a few hours
is more prone to exposure on duty. This
conclusion is confirmed by the literature:
the more exhausted the worker is, the
fewer staff on duty per shift and the more
pressure of work is exerted on individual
staff members, especially on night duty,
the greater the risk of sustaining an injury
on duty (Radecki et al., 2000:0nline;
Balachandran, 2002:0nline). Tired staff
shows an inevitable decline in vigilance,
cognitive ability and m otor function
(Ayas et al., 2006: Online).

Official exposure-on-duty
protocols
The occupational and human resource
sections o f the health care facility must
ensure that exposed staff follows the
health care facility’s prescribed injury
and/or exposure-on-duty protocols.
Telephone calls and/or official reminder
letters m ay be used to help s ta ff
remember, or arrangements may be made
for p h leb o to m ists from priv ate
laboratories to visit busy staff members
at work to take the required blood
specimens.

Concluding remarks
‘‘...Somewhere out there,
Someone’s been infected with a deadly
virus
ju s t because they went to work one
day... "
Lynda Arnold
Staff interview, 1998
This is the reality with which nurses in
most health care institutions in Southern
Africa are confronted every day.
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