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SUMMARY 

Sharps injuries can transmit fatal blood-borne infections to injured health care 

workers. These blood-borne infections have serious consequences, including long-

term illness, disability and death. The operating room is a fast-paced, hazardous 

working environment, where personnel are constantly exposed to sharps injuries. 

The psychological aspects of these injuries have received little attention. The 

emotional impact of a sharps injury can be severe and long lasting, even when a 

serious infection is not transmitted. Furthermore, according to literature, the mean 

rates of underreporting sharps injuries vary between twenty two and seventy five 

percent. 

The research objectives of this qualitative, explorative and descriptive study were to 

explore and describe the experiences of operating room personnel in the southern 

district of the North-West province in South Africa after sharps injuries, to explore and 

describe the reasons why they do not always report these incidents, to explore and 

describe what could be done to increase reporting of sharps incidents in operating 

rooms by personnel and to propose guidelines to support operating room personnel 

after a sharps injury. 

In order to achieve these objectives, the researcher gathered data by conducting 

semi-structured interviews with operating room personnel who had experienced 

sharps injuries in hospitals of the southern districts of the North-West in South Africa. 

Ethical considerations were adhered to by the researcher. Permission to conduct 

research was negotiated by the researcher with management of the hospitals in the 

target area. Voluntary, informed consent in writing was obtained from all participants 

before interviews were conducted. Data saturation was reached after 17 interviews 

were conducted with participants. Data were analysed with the help of an 

experienced co-coder. The researcher and co-coder reached consensus during a 

meeting organised for the purpose. Then the data were related to relevant literature. 



Seven categories emerged from the data analysis: Mechanisms of sharps injuries in 

the operating room, practical measures taken after a sharps injury, reasons for not 

reporting all sharps injuries, emotions experienced after a sharps injury, impact of 

sharps injuries on relationships, the support received by participants after a sharps 

injury and their coping mechanisms after a sharps injury. 

Several conclusions were drawn by the researcher from the data. Although all 

hospitals in this study had a reporting system in place, operating room personnel 

participating in this study did not report all their sharps injuries. They received no or 

insufficient support from hospital management after a sharps injury. No or 

insufficient communication existed between hospital management and participants in 

this study after these incidents. 

From these findings the researcher proposed guidelines for support to operating 

room personnel after sharps injuries and to increase the reporting of these incidents. 

The researcher also compiled recommendations for nursing practice, nursing 

education and nursing research in the operating room. 

[Core terms: Support, sharps, sharps injuries, operating room, operating room 
personnel] 



OPSOMMING 

Skerp-voorwerpbeserings kan dodelike bloedoordraagbare infeksies aan 'n beseerde 

gesondheidswerker oordra. Hierdie bloedoordraagbare infeksies het ernstige 

nagevolge, naamlik langtermyn siekte, ongeskiktheid en die dood. Die operasiesaal 

is 'n gevaarlike werksomgewing gekenmerk deur 'n vinnige werkstempo waar per-

soneel voortdurend blootgestel word aan skerp-voorwerpbeserings. Die psigologiese 

aspekte van hierdie tipe beserings het tot dusver min aandag geniet. Die emosionele 

impak van 'n skerp-voorwerpbesering kan ernstig en langdurend wees, selfs al word 

'n ernstige infeksie nie daardeur oorgedra nie. Boonop wissel die gemiddelde koers 

van onder-aanmelding van skerp-voorwerpbeserings tussen twee en twintig en vyf 

en sewentig persent. 

Die navorsingsdoelstellings van hierdie kwalitatiewe, verkennende en beskrywende 

studie was om die ervarings van operasiesaalpersoneel in die suidelike distrikte van 

die Noordwes provinsie te verken en te beskryf, om redes waarom hulle nie alle 

skerp-voorwerpbeserings aanmeld nie, te verken en te beskryf; asook om te verken 

en te beskryf wat gedoen kan word om aanmelding van skerp-voorwerpbeserings in 

operasiesale te verbeter en om riglyne voor te stel vir ondersteuning van 

operasiesaalpersoneel na 'n skerp-voorwerpbesering. 

Om hierdie doelstellings te bereik, het die navorser data versamel deur semi-

gestruktureede onderhoude te voer met operasiesaalpersoneel wat al voorheen 

skerpvoorwerpbeserings ervaar het in hospitale in die suidelike distrikte van 

Noordwes in Suid-Afrika. Die navorser het aan die etiese vereistes voldoen tydens 

die navorsing. Toestemming tot die navorsing by die bestuur van die hospitale in die 

teikenarea is deur die navorser verkry. Vrywillige, ingeligte toestemming is skriftelik 

verkry vanaf die deelnemers voor die onderhoude met hulle gevoer is. 

Dataversadiging is bereik na sewentien onderhoude met die deelnemers gevoer is. 



Daarna is die data geanaliseer met die hulp van 'n ervare ko-kodeerder volgens die 

tegnieke van Tesch en die data is vergelyk met relevante literatuur. Sewe kategoriee 

is ge'identifiseer vanuit die data analise, naamlik meganismes van skerpvoorwerp-

beserings in die operasiesaal, praktiese maatreels getref na 'n skerp-voorwerp-

besering, impak van skerp-voorwerpbeserings op verhoudings, die ondersteuning 

wat ontvang is deur die deelnemers na 'n skerp-voorwerpbesering en hul hanterings-

meganismes na 'n skerp-voorwerpbesering. 

Die navorser het tot verskeie gevolgtrekkings gekom. Alhoewel al die hospitale in 

hierdie studie beskik het oor 'n aanmeldingsisteem, het die operasiesaalpersoneel 

wat aan hierdie studie deelgeneem het, nie al hul skerp-voorwerpbeserings 

aangemeld nie. Hulle het geen of onvoldoende ondersteuning vanaf hospitaal

bestuur ontvang na hul skerp-voorwerpbeserings. Daar was ook geen of 

onvoldoende kommunikasie tussen hospitaalbestuur en deelnemers na hierdie 

insidente. Vanuit hierdie bevindinge het die navorser riglyne voorgestel vir die 

ondersteuning van operasiesaalpersoneel na skerp-voorwerpbeserings en om die 

aanmelding daarvan te verbeter. Die navorser het aanbevelings saamgestel vir die 

verpleegpraktyk, verpleegopleiding en verpleegnavorsing in die operasiesaal. 

[Kernkonsepte: ondersteuning, skerp voorwerpe, skerp-voorwerpbeserings, 
operasiesaal, operasiesaalpersoneel] 



1. OVERVIEW OF THE STUDY 1 

1.1 INTRODUCTION AMD PROBLEM STATEMENT 1 

1.2 RESEARCH OBJECTIVES 12 

1.3 PARADIGMATIC PERSPECTIVE 12 

1.3.1 Metatheoretical statements 12 

1.3.2 Theoretical statement 15 

1.3.3 Methodological assumptions 18 

1.4 RESEARCH DESIGN AND METHOD 19 

1.4.1 Research design 19 

1.4.2 Research method 20 

1.5 LITERATURE REVIEW 26 

1.5.1 Themes investigated 26 

1.5.2 Existing guidelines, policies and protocols on sharps injuries: a 

literature review 27 

1.6 TRUSTWORTHINESS 39 

1.6.1 Truth value (credibility) 39 

1.6.2 Applicability (transferability) 40 

1.6.3 Consistency (dependability) 41 

1.6.4 Neutrality (Confirmability) 42 

1.7 ETHICAL CONSIDERATIONS 43 

1.7.1 Principle of respect for persons 44 

1.7.2 Principle of justice 45 



1.7.3 Principle of beneficence 46 

1.8 LITERATURE CONTROL 46 

1.9 PROPOSED GUIDELINES 47 

1.10 REPORT OUTLINE 47 

ARTICLE 48 

Journal of Hospital Infection Instructions for 
Authors 49 

SUMMARY 56 

2.1 Introduction 57 

2.2 Research Objectives 59 

2.3 Research Methodology 60 

2.3.1 Sampling 60 

2.3.1.1 Population and setting 60 

2.3.1.2 Sampling method 60 

2.3.1.3 Sample size 61 

2.3.2 Data Collection 61 

2.3 3 Data Analysis 62 

2.4 Ethical Considerations 62 

2.5 Trustworthiness 63 

2.6 Results of the Study 63 

2.7 Discussion of Findings 65 

2.7.1 Mechanisms of sharps injuries in the operating room 66 

2.7.2 Practical measures following sharps injuries 68 

2.7.3 Reasons for not reporting all sharps injuries 72 

2.7.4 Emotions 72 



2.7.5 Impact on relationships 76 

2.7.6 Support received by operating room personnel after a sharps 

injury 80 

2.7.7 Coping mechanisms 81 

2.8 Conclusions 83 

2.8.1 Experiences of operating room personnel after a sharps injury 84 

2.8.2 Reasons for not reporting all sharps injuries by operating room 

personnel 85 

2.8.3 Support received by operating room peersonnel after a sharps 

injury 85 

2.8.4 Guidelines proposed for effective support of operating room 

personnel after a sharps injury 86 

2.9 Concluding remarks 89 

REFERENCES 90 

3. CONCLUSIONS, RECOMMENDATIONS, 
LIMITATIONS AND GUIDELINES FOR SUPPORT 
TO OPERATING ROOM PERSONNEL AFTER A 
SHARPS INJURY 93 

3.1 INTRODUCTION 93 

3.2 CONCLUSIONS 93 

3.2.1 Experiences of operating room personnel after a sharps injury 94 

3.2.2 Reasons for not reporting all sharps injuries by operating room 

personnel 95 

3.2.3 Support received by operating room personnel after a sharps 

injury 96 

3.3 LIMITATIONS OF THE STUDY 96 

3.4 RECOMMENDATIONS 97 



3.4.1 Nursing practice 97 

3.4.2 Nursing education 97 

3.4.3 Nursing research 98 

3.5 GUIDELINES PROPOSED FOR SUPPORT OF OPERATING 

ROOM PERSONNEL IN THE NORTH-WEST AFTER A 

SHARPS INJURY 98 

3.6 CONCLUSIONS BY RESEARCHER 101 

REFERENCES 102 

4. APPENDIX A 110 

5. APPENDIX B 112 
6. APPENDIX C 113 
7. APPENDIX D 114 
8. APPENDIX E 115 
9. APPENDIX F 116 
10. APPENDIX G 117 
11. APPENDIX H 119 



LIST OF TABLES 

TABLE 1: Strategies to ensure trustworthiness. 

TABLE 2: Experiences of operating room personnel after a 
sharps injury 



LIST OF DIAGRAMS 

DIAGRAM 1. Experiences of operating room personnel after 
a sharps injury 65 

XI 



ONE 

OVERVIEW OF THE STUDY 

In this study, the introduction and problem statement are stated first, followed by the 

research results in article form, according to the criteria of the Journal of Hospital 

Infection. Lastly the conclusions, recommendations, limitations and guidelines 

proposed are included. 

1.1 INTRODUCTION AND PROBLEM STATEMENT 
Sharps are medical objects that may be contaminated by blood or potentially 

infectious bodily fluids that can penetrate the skin of a handler of these objects, 

causing percutaneous injuries, also known as sharps injuries, including needlestick 

injuries (Gillen et al., 2002:270). According to Cassina (1999:27), a percutaneous 

injury can be defined as a bleeding skin lesion following accidental contact with sharp 

instruments, leading to patient-to-professional contact with blood or body fluids. 

These sharp instruments, also known as sharps, usually include sharp-pointed 

medical and surgical instruments such as needles, scalpel blades, scissors, surgical 

and dental wires and broken glass ampoules or vials (Fortunato, 2000:228). A 

sharps injury may occur before, during or after a medical procedure performed by a 

health care worker. Hepatitis B and C, HIV and other potentially fatal blood-borne 

pathogens can be transmitted by a sharps injury (Rapiti et al., 2005:1; Fisman et al., 

2002:283; Loudon & Stonebridge, 1998:6; Khuri-Bulos et al., 1997:322; Schmid et 

al., 2007:125; Cullen et al., 2006:446, and Memish et al., 2002:234). These blood-

borne infections have serious consequences, including long-term illness, disability 

and death (Rapiti et al., 2005:1). According to Swallow (2006:6), contracting one of 

these viral diseases from a blood-borne pathogen often leads to unfavourable 

consequences and dramatic lifestyle changes for health care workers. 



Loudon and Stonebridge (1998:6) state that tuberculosis has also been transmitted 

to medical staff by sharps injuries. Furthermore, they believe that many other 

agents, yet to be recognised, will also prove capable of transmission via the 

percutaneous route with serious and potentially fatal consequences. The Centres for 

Disease Control (2005:2) and Karstaedt and Pantanowitz (2001:58) confirmed this by 

publishing a list of infections transmitted via sharps injuries during patient care: 

Blastomycosis, cryptococcosis, diphtheria, ebola, gonorrhoea, hepatitis B, hepatitis 

C, HIV, herpes, leptospirosis, malaria, tuberculosis, Rocky Mountain spotted fever, 

scrub typhus, strep pyogenis, syphilis and toxoplasmosis. The risk of pathogen 

transmission from infected persons to non-immune persons via sharps injuries has 

been estimated to be between 6 and 30% for hepatitis B, between 5 and 10% for 

hepatitis C and 0,3% for HIV (Askarian & Malekmakan, 2006:227; Sohn et al., 2006: 

478). 

It follows that sharps injuries pose a serious occupational health hazard to all health 

care workers worldwide as up to 800 000 sharps injuries were reported in the USA in 

the late 1990s (Gillen et al., 2002:270; Eastman, 2000:30; Yang et al., 2004:431; 

Fisman et al., 2002:283). According to Cullen et al. (2006:446), approximately 2 400 

needlestick injuries are estimated to occur annually within NHS Scotland. Hofmann 

reports in Shah et al. (2006:388) that 500 000 needlestick injuries occur annually in 

Germany and this statistic is confirmed by Schmid et al. (2007:125). 

Studies in the USA, UK, Canada, China, Taiwan, Italy and Turkey show that nurses, 

followed by doctors are the health care workers most frequently exposed to blood-

borne pathogens through injuries with medical sharps (Bryce et al., 1999:448; Phipps 

et al., 2002:227; Ayranci & Kosgeroglu, 2004:217; Yang et al., 2004:431). According 

to Phipps et al. and Smith et al. in Smith et al. (2006:359), research has shown that 

nurses are the ones who incur a high needlestick burden among all health care 

workers, especially hospital nurses in many parts of the world, including Asia. In 

Qatar, nurses have the highest incidence of needlestick injuries as well (Shah et al., 

2006:393). Smith et al. (2006:45) report that about two-thirds of all possible 

seroconversions following a needlestick injury will occur amongst nursing staff. Even 

though support personnel such as cleaners and laundry workers in a Korean study 

were at similar risks of sharps injuries, they often did not have even basic knowledge 

about viral infections (Sohn et al., 2006:478). 



In the year 2000, sharps injuries to health workers worldwide resulted annually in 16 

000 hepatitis C infections that will cause 145 early deaths between 2000 and 2030; 

66 000 hepatitis B infections that will lead to 261 early deaths by 2030, and 736 

health care workers will die prematurely from 1 000 HIV infections by 2030 (Rapiti et 

al., 2005:1; Schmid et al., 2007:125). In 1984 the first case of professionally 

acquired HIV infection was reported (Anonymous in Rapiti et al., 2005:1). Since 

1984 awareness and practice of infection control in health care settings have 

increased. However, despite recommendations aimed at reducing sharps injuries in 

recent years, these injuries are still by far the most common cause of accidental 

exposure to and transmission of blood-borne infections in health care workers 

(Kieser-Muller, 2005:25). 

The World Health Organisation (WHO) (2003:49) reports that among the 35 million 

health care workers worldwide, about 3 million experience sharps injuries each year, 

especially in developing countries. A study conducted in Amman, Jordan (a 

developing country) showed that needlestick and sharps injuries occur frequently in 

health care workers. WHO reports that from 1993-1995, 248 health care workers 

reported sharps injuries and 43,1% of these reporters were nurses (Khuri-Bulos et 

al., 1997:322). Alam (2002:397) found that a hospital in Pakistan reported more than 

four sharps injuries per staff member in a five-year period and that no data existed on 

sharps injuries in a hospital in Saudi Arabia. According to Alaat et al. in Smith et al. 

(2006:363), nurses in Egypt suffer a needlestick rate of 4.5 needle sticks per nurse 

per year. Shah et al. (2006:392) state that the incidence of needlestick injuries 

among health care workers in Qatar is high at 21%. 

Furthermore, Kieser-Muller (2003:23) asserts that there is a lack of data about the 

incidence and prevalence of sharps injuries in South Africa as well. This lack of data 

presents an ongoing infection control and occupational health challenge to authorities 

in South Africa (Khuri-Bulos et al., 1997:322). As Botswana and South Africa have 

by far the highest HIV infection rates, it follows that southern Africa is facing an 

infection control crisis of enormous proportions (Kieser-Muller, 2005:23). In a study 

done at two Johannesburg hospitals affiliated to the University of the Witwatersrand 

Faculty of Health Sciences in the late 1990s among interns, a high incidence of 69% 

of sharps injuries was seen. This is similar to the range of 65-77% reported in other 

countries (Karstaedt & Pantanowitz, 2001:57). According to Karstaedt and 



Pantanowitz (2001:60), it is not known to what extent these results may be 

generalisable to other hospitals in South Africa and to other sub-Saharan countries. 

Results of a study done at 19 district and regional hospitals in Gauteng on a sample 

of doctors and nurses showed an incidence of more than one needlestick injury per 

person per year (Ugwu, 2001:1). In an analysis done at Pietersburg (Polokwane) 

Hospital in the Northern Province on incidents that occurred over the period January 

2000 to October 2001, results showed that 74 needlestick injuries occurred, none of 

which reported follow-up tests (Saayman & Khan, 2003:25). Saayman and Khan 

(2003:25) say that risk assessments were not done appropriately and the lack of 

follow-up was a source of major concern to them. According to Anderson in Offiah 

(2004:31), the risk of HIV transmission increases with multiple exposures. At 

Tygerberg Hospital in the Western Cape, an average of 374 cases of sharps injuries 

were reported between 1994 and 2000 (Edge etal., 2000:1182). 

Furthermore, Fisman et al. (2002:283) comment that sharps injuries are known to 

generate staggering medical costs. The direct costs associated with the initial 

evaluation and treatment of sharps injuries in the USA are estimated at 

approximately $500 million annually. Medical costs are also associated with future 

treatment of occupational^ acquired viral hepatitis and HIV and even the subsequent 

development of AIDS as well as costs to the health care system resulting from 

worker absence after injury. Costs resulting from injury-associated anxiety and 

distress in health care workers must also be considered, but cannot be easily 

calculated (Fisman et al., 2002:284). Jagger et al. comment in Smith et al. 

(2006:359) that aside from significant personal consequences experienced, follow-up 

testing, treatment and ongoing costs also represent expensive management issues. 

Currently it is an undoubted fact that there is a workplace related risk of acquiring 

HIV and contracting AIDS. Although tremendous efforts are made to prevent 

needlestick and sharps injuries, the psychological aspects of these injuries have 

received little attention (Sohn et al., 2006:474). According to Balachandran (2002:1) 

as well as Offiah (2004:24), the emotional impact of a needlestick injury can be 

severe and long lasting, even when a serious infection is not transmitted. Offiah 

(2004:110-112) found in his study in Mpumalanga that victims of needlestick injuries 

experience negative thoughts, emotions and feelings. He states that the stigma of 

HIV also plays a considerable role and that the victim fears rejection from society and 
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family members. Memish et al. (2002:234) reported in their Saudi Arabian study that 

the main cause of anxiety expressed by health care workers is the risk of HIV 

transmission. Askarian and Malekmakan (2006:229) found in their study in Iran that 

most participants were extremely or very concerned about the possibility of 

contracting AIDS or hepatitis B infection. Thus the emotional impact of each 

occupational exposure to the HIV virus is enormous as such a health care worker 

experiences severe anxiety concerning his/her health and life (Giza, 2004:36; 

Balachandran, 2002:1). Results of a survey done by Giza in Poland in 2003 showed 

that most of the subjects experienced an increased level of fear, anxiety, anger, 

sadness, sweating, tremors, intrusive thoughts and an impairment of the cognitive 

function after exposure to a sharps injury. They also had feelings of loneliness and 

isolation (Giza, 2004:37). Furthermore, notes the same author, long-term negative 

psychosocial consequences of professional exposure can also be considered, 

including affective disorders like depression as well as anxiety disorders and post-

traumatic stress disorder. Sohn et al. (2006:478) found in their Korean study that 

needlestick and sharps injuries were associated with higher levels of anxiety and 

depression during work, which in turn could increase the risk of further sharps 

injuries. It follows that particular attention should be given to the psychological 

consequences of needlestick and sharps injuries in health care workers (Sohn et al., 

2006: 479). 

The Centres for Disease Control and Prevention (2005:5) report that 25% of sharps 

injuries occur in the operating room. Low et al. (2006:6) found that the operating 

room is a most hazardous working environment, where personnel are constantly 

exposed to sharps and that sharps injuries and exposure to blood or potentially 

infectious bodily fluids are the most prevalent occupational hazards. Swallow 

(2006:6) confirms this statement and states that operating room personnel sustain 

the majority of sharps injuries. Bryce et al. (1999:449) found that the operating room 

reported the highest number of sharps injuries compared to other departments in 

their study, while Litjen et al. found in Rapiti et al. (2005:24) that operating rooms had 

the second highest incidence of sharps injuries in their study. They link this risk not 

only to contaminated surgical instruments, but also to multi-dose vials and 

anaesthetic circuitry. It follows that anaesthetists and their assistants (usually 

nurses) are also prone to sharps injuries in the operating room. 



The Association of periOperative Registered Nurses (AORN) Guidance Statement 

explains that the epidemiology of sharps injuries in the operating room is different 

from that of other locations in health care, as sutures and scalpel blades have been 

identified as the most frequent mechanisms of injury, followed by retractors, skin or 

bone hooks and sharp electrosurgical tips (AORN, 2005:1). Other sharps in the 

operating room that also pose a serious risk of sharps injuries are endoscopic 

instruments, port trocars, forceps, ampoules, syringe needles, rake and claw 

retractors, hypodermic and spinal needles. 

According to the AORN Guidance Statement (AORN, 2005:200), the peri-operative 

environment poses unique challenges for reducing sharps injuries as surgery 

involves precise, regimented actions that require planning, communication and 

teamwork. The risk of a sharps injury increases during more invasive, longer 

procedures resulting in higher blood loss. Other factors that may contribute to a 

higher incidence of sharps injuries in the operating room are fatigue resulting from 

long working hours as well as the fast pace in the peri-operative environment (AORN, 

2005:199). Stringer ef al. (2002:703) found that higher incident rates of sharps 

injuries in the operating room are associated with more people in the operating 

theatre, cardiothoracic and cerebrovascular surgery, operations longer than two 

hours and where the blood loss of the patient exceeds 100 ml. In a Swiss study 

done in a Zurich hospital, it was found that sharp injuries occurred in 9,6% of 

emergency procedures, in 6,6% of eclectic procedures and in 1,1% of endoscopic 

procedures (Cassina, 1999:27). 

The Viral Hepatitis Prevention Board (2005:7) points out that the hands of victims are 

the most common site of sharps injury and blood contamination in the operating 

room. Surveys have repeatedly shown that the penetration of gloves by sharp 

instruments in the operating room may occur as frequently as one in three 

procedures. Loudon and Stonebridge (1998:6) estimate that a penetrating sharps 

injury may occur in approximately one in fifteen surgical procedures. They also 

recognise the very real risk of infection transmission as well as the psychological 

stress on staff after a sharps injury. According to Low ef al. (2006:4), each operating 

room must have a reporting system in place for prompt reporting of these incidents. 



Another issue arising is that of underreporting or non-reporting behaviour by health 

care workers. In the literature, the mean rates of underreporting sharps injuries vary 

between 22 and 75% (Schmid et al., 2007:125). Worldwide, the majority of statistics 

are calculated on data from officially reported incidents - a method that may not 

accurately portray the real incidence of sharps injuries (Smith et al., 2006:360). 

Heptonstall et al. (1999:S222) believe that perhaps only between 1 in 10 and 1 in 100 

injuries in the UK are actually reported. Rapiti et al. (2005:24) estimate 

underreporting of sharps injuries in the USA to be between 18 and 70%. 

Furthermore, it is not at all clear what can be done about underreporting. In a study 

done in Japan in 2004, Smith et al. (2006:46) found that only 33,3% of all nurses who 

had sustained a sharps injury in the previous 12 months had reported it officially to 

management. Shiao et al. (1999:254) surveyed health care workers in Taiwan to 

identify factors associated with non-reporting behaviour of sharps injuries. They 

found in their study that 82% of sharps injuries in Taiwan went unreported and that 

nurses have staggeringly higher non-reporting behaviour compared to physicians 

(66% and 12%, respectively). Shiao et al. (1999:254) say that reasons for non-

reporting include being too busy, the victim had been stuck too many times and that 

colleagues suggested that victims should be okay and do not have to worry. Another 

factor in their study seemed to be a lack of knowledge about the reporting procedure. 

Yang et al. (2004:433) state that nursing students had reported only 39% of sharps 

injuries as they seemed to worry that reporting these incidents would influence their 

marks. 

Smith et al. (2006:45) found that the reasons for not reporting sharps injuries by 

Japanese nurses include the following: the device was unused, being too busy, the 

patient had no diseases. According to the same authors, 1 in 20 sharps injuries were 

not reported because the nurses felt themselves not to be unlucky enough to get a 

disease. In a survey done in Saudi Arabia, Alam (2002:397) found that 48% of 

health care workers with a history of needlestick injuries had never reported the 

incident, as they were not even aware that sharps injuries may cause HIV, or of the 

importance of post-exposure prophylaxis. Memish et al. (2002:239) also recognise a 

significant underreporting of sharps injuries among health care workers in Saudi-

Arabia, and support the view that it is a universal occurrence. 
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International guidelines by the International Labour Organisation (ILO) and WHO 

guide health departments all over the world to advise health care centres to provide 

health care workers with policies and protocols on the prevention and management 

of sharps injuries (WHO, 2003:49). In the USA, the Centres for Disease Control and 

Prevention explain that contingency plans for dealing with sharps injuries should be 

available to all health care workers (CIPLADOC, 2000:3). In November 2000, the US 

government passed the Needlestick Safety and Prevention Act to ensure that 

employers make safety devices available to all staff members (Cullen et al., 

2006:446). According to Eastman (2000:30), the Occupational Safety and Health 

Administration provide guidelines for post-exposure follow-up according to the 

Needlestick Safety and Prevention Act in the USA. They require employers to 

maintain a log of injuries from contaminated sharps. Eastman (2000:30) has written 

the Occupational Safety and Health Administration Blood Borne Pathogens Exposure 

Control Plan for the National Safety Council in the USA. She states that the Federal 

Blood Borne Standard (8CCR 1910.1030) will address sharps injury reporting and 

revision of exposure control plans. In Taiwan the Institute of Occupational Safety 

and Health (IOSH) has provided a foundation for online reporting and follow-up on 

needlestick injuries, called EPINet (IOSH, 2005:1). 

Heptonstall et al. (1999:S219) note that the hazards of sharps injuries and principles 

for their management were clearly set out in guidelines developed by the UK Health 

Departments. Unfortunately, no legislation applies in the UK to enforce the provision 

of safety devices to health care workers owing to concerns about cost implications 

and lack of evidence of the effectiveness of such devices (Cullen et al., 2006:446). 

In Scotland OHSS (Occupational Health and Safety Strategy) set guidelines for NHS 

employers to standardise reporting of sharps injuries by March 2002. They 

recommended that employers seek innovative ways to encourage reporting of sharps 

injuries. Heptonstall et al. (1999:S219) also report that in the USA guidelines include 

a risk assessment for the likelihood of a sharps injury transmitting HIV. They 

continue that appropriate counselling and follow-up for at least six months are 

essential to document transmission of pathogens, as reassurance of a victim of a 

sharps injury that he/she has not contracted HIV cannot be given (Heptonstall et al., 

1999:S220). Following a sharps injury, the waiting period for test results must be a 

distressing time for the health care worker involved. Although the majority of 



incidents do not result in infection, the knowledge of the risk of acquiring a potentially 

fatal disease can be very worrying and stressful (Balachandran, 2002:1). Low et al. 

(2006:1) recognise that work related injuries, including sharps injuries, often result in 

physical and emotional problems to staff, and sick leave of staff eventually decreases 

the productivity of the workforce. 

The Occupational Heath and Safety Act (OSHA) No. 85 of 1993 of South Africa, as 

quoted in Edge et al. (2000:1182), provides that all incidents occurring at work that 

could lead to serious illness to such a degree that the worker is likely to die must be 

reported to the employer within a prescribed period. This Act requires employers to 

create a safe working environment as far as it is reasonably practicable. Regulations 

for Hazardous Biological Agents (including bodily fluids) state that employers must, in 

accordance with regulation 8, investigate and record all incidents that might result in 

infections or death of the employee. These guidelines also state that infection control 

professionals must ensure that staff members follow correct precautions and 

procedures, and report incidents in the prescribed manner (Edge et al., 2000:1182). 

Part of these procedures is the use of post-exposure prophylaxis in the form of 

antiretroviral medication. 

The Centres for Disease Control and Prevention note that post-exposure prophylaxis 

is effective in 79% of cases if given within one hour of exposure (Edge et al., 

2000:1183). They continue that employers are duty bound to provide an injured 

employee with post-exposure drugs on reporting of a needlestick injury. 

In terms of the Compensation for Occupational Injuries and Diseases Act (COIDA) 

No. 130 of 1993, section 22(1) of the Act provides for compensation for employees 

who are injured in the scope of their employment. It follows that compensation is thus 

possible in accordance with the Act where an employee becomes HIV infected 

following an occupational exposure to infected blood or blood products. However, it 

will be necessary to show that the incident was the direct cause of the patient 

seroconverting (Edge et al., 2000:1184). 

In developing countries, however, policies are not always in place. Alam (2002:397) 

reports that at the time of his survey in a hospital in Saudi Arabia, there was no 

written standard operating procedure regarding needlestick injuries available. In 

South Africa, the majority of hospitals do have a management protocol in place 



should a health care worker sustain a sharps injury (Edge et al., 2000:1182). 

However, in the same article Edge et al. explain that these protocols vary from 

institution to institution. Unfortunately, most of these guidelines only mention 

counselling and then concentrate on the technical details, e.g. the drawing of blood, 

the availability of anti-retroviral medication and hepatitis B and C vaccines. It follows 

that the psychological impact of the incident is not a priority in these guidelines and 

the victim often has to tolerate this stressful situation on his/her own. Furthermore, it 

is not clear to what extent this legislation has been implemented in practice in 

hospitals and clinics in South Africa. 

A mining hospital in the target area does have an extensive needlestick policy in 

place, including the procedure to be followed in the event of a needlestick injury, 

according to the health and safety policy of the company. Management even 

appoints a senior clinician to each reported case to fill in a needlestick incident 

register form, to counsel the injured worker and personally take blood for HIV testing 

and initiate therapy within 24 hours. The question is whether underreporting of 

sharps injuries still occurs despite the elaborate policy in place, and if so, why health 

care workers do not always report these incidents. 

Another private hospital in the target area has a needleprick policy, which consists of 

four points. The first part states that the incident must be reported to the sister in 

charge of the ward and that it must be documented in the "injury-on-duty-book". The 

registered nurse in charge must report the incident to the nursing manager, who will 

send a copy of the report to the Head of Administration, and report the incident to the 

medical superintendent. The second part explains the procedure to be followed 

when blood is drawn from the employee and the patient, who must both give written 

consent for the procedure. The last part informs the employee of the blood drawing 

schedule to be followed for the next year. Everything must be documented and kept 

on the employee's file. The employee is also informed that he/she must use 

condoms for at least 12 weeks following the incident. No attention at all is given to 

the emotional impact of these traumatic incidents. 

It is thus clear from this policy that the psychological trauma associated with the 

incident receives no attention. It seems as if management only wants to save money 



and avoid legal claims that may follow from such an incident, by following the 

protocol. 

There is a huge gap in the literature, as little scientific nursing research has been 

conducted on the personal experience of operating room personnel with a sharps 

related injury in South Africa, or Africa. A mini-dissertation by Kieser-Muller, a 

Psychology student, published in May 2005, focused on the personal experience of 

health care workers in the Pretoria region after a needlestick injury. She conducted 

four interviews: two participants were doctors, one was a student and the fourth was 

an employee of private pathologists. All of them shared their feelings of doubt, 

uncertainty, denial, secrecy and isolation, anger and blame, as well as apprehension 

(anxiety, worry, stress, trauma and fear) despite the protocols, guidelines and 

support given by employers. Kieser-Muller (2005:23) cautions that the impact of the 

experience of a sharps injury may have far-reaching social and psychological 

consequences as the shock and devastation of an HIV-positive diagnosis is huge. 

As a registered operating room nurse in a hospital in North-West, the researcher has 

witnessed numerous sharps injuries in the operating room, some that occurred in two 

other hospitals while she was being trained as an operating room nurse. She is 

aware that some incidents remained unreported despite hospital policies enforcing 

reporting of these incidents in writing. 

Research questions arising from the research problem are: 

1. What is the experience of an operating room staff member after a sharps injury? 

2. Why do operating room staff members not report all sharps injuries? 

3. What can be done to increase reporting of sharps injuries? 

4. What guidelines can be proposed to support operating room personnel after a 

sharps injury? 



1.2 RESEARCH OBJECTIVES 

1.2.1 To explore and describe the experiences of operating room personnel after 

sharps injuries. 

1.2.2 To explore and describe the reasons why they do not always report sharps 

injuries as required doing so by their hospitals' policies. 

1.2.3 To explore and describe what can be done to increase reporting of sharps 

injuries by operating room personnel. 

1.2.4 To propose guidelines to support operating room personnel after a sharps 

injury. 

1.3 PARADIGMATIC PERSPECTIVE 

A paradigm is a world view, a general perspective on reality and all its complexities 

(Polit & Beck, 2006:13). In this study, the researcher views the research material 

from the naturalistic paradigm, where reality is a subjective, mental construction of 

the participants in this research project (Polit & Beck, 2006:15). The researcher 

focuses on the dynamic, holistic and individual aspects of phenomena within the 

context of the participants who are experiencing them. According to Polit and Beck 

(2006:16), a naturalistic inquiry emphasises the understanding of the human 

experience as it is lived by the person. 

The paradigmatic perspective consists of metatheoretical, theoretical and 

methodological assumptions as described by Botes (1995:9). The following 

statements defined the paradigmatic perspective and parameters within which the 

researcher conducted the research project: 

1.3.1 Metatheoretical statements 

Klopper (2006:12) defines metatheoretical assumptions as statements that are 

axiomatic and not testable. The researcher based her metatheoretical assumptions 

on the holistic approach. George (2002:472) contends that human beings are holistic 

persons with interacting subsystems: biophysical, psychological, social and cognitive 

subsystems. Holism implies that the whole is greater than the sum of the parts. 



The following metatheoretical statements are defined: person, health, illness, 

environment and nursing. 

1.3.1.1 Person 

The researcher defines a person as a unique and holistic being with interacting 

biological, psychological, social and cognitive subsystems. This person as a whole is 

in constant interaction with his/her internal and external environment. 

In this research, the person referred to works in the operating room environment and 

can be a doctor, a nurse or a cleaner. The person can be either male or female. 

The researcher views the person that has experienced a sharps injury in the 

operating room uniquely and holistically. The person has experienced a sharps 

injury to his/her biological subsystem that has an impact on his/her psychological, 

social and cognitive subsystems in a unique way. 

1.3.1.2 Health 

The researcher views health as a condition of physical, psychological, social and 

cognitive well-being and not only the absence of illness. A person's well-being can 

be displayed on a continuum, the two poles of which are health and illness. A person 

is continuously moving on this continuum, as health is a dynamic process. 

The balance between his/her internal and external environment determines a 

person's health. 

According to Fortunato (2000:4), health is both a personal and economic asset, 

where optimal health is the best physiological and psychological condition an 

individual can experience. 

Operating room personnel may not experience any physical signs or symptoms after 

a sharps injury, but the incident may cause psychological discomfort that prevents 

them from being viewed as healthy by the researcher. 



1.3.1.3 Illness 

The researcher views illness as a state of discomfort in one of the person's 

subsystems: physical, psychological, social or cognitive. This discomfort disturbs the 

balance between the internal and external environments and causes the person to 

move nearer to the illness pole on the continuum. 

Fortunato (2000:4) views disease as the failure of a person's body to counteract 

undesired stimuli, invasive organisms, or stresses that disrupt the function or 

structure of an organ or body system. 

In this research the physical injury as well as the psychological discomfort or stress 

caused by a sharps injury causes potential illness to the person. The researcher 

views illness holistically and considers both its physical and psychological aspects. 

1.3.1.4 Environment 

The person is in constant interaction with his/her internal and external environment. 

The internal environment consists of the physical, psychological and cognitive 

subsystems of the person. The external environment consists of the physical 

environment and the social subsystem of the person. These internal and external 

environments are in constant interaction and must be in balance for the person to be 

viewed as healthy by the researcher. 

In this research context, the internal environment is the physical body of the person 

who underwent a sharps injury, as well as the psyche of this distressed person after 

such an injury. The external environment is the operating room and the other 

personnel in the operating room as well as management, with whom the person is in 

social interaction during and after a sharps injury. 

1.3.1.5 Nursing 

Nursing is the promotion of optimal health for all human beings in their various 

environments. It is both an art and a science. The art refers to the nursing 

diagnoses and the treatment of human responses to health and illness. The science 



behind the paradigm of nursing is based on theories about the nature of humankind, 

health and disease (Fortunato, 2000:18). 

In the context of this study, peri-operative nursing is defined as the provision of safety 

and comfort, physical and emotional support from the moment of arrival in the peri-

operative environment, until departure and the transfer of responsibility for care to 

another professional health care team member (Fortunato, 2000:18). Throughout the 

entire peri-operative period, the patient is continually assessed, the nursing care plan 

modified, implemented and evaluated for the attainment of outcomes. 

1.3.2 Theoretical statement 

According to Botes (1995:9), the theoretical assumptions are epistemic and testable. 

They guide the central theoretical statements and the conceptualisation of the key 

concepts of this research. As the researcher was guided by the naturalistic 

paradigm, she approached this research without a preconceived framework of 

reference. 

1.3.2.1 Central theoretical statement 

Knowledge of the exploration and description of the experiences of operating room 

personnel after a sharps injury, the exploration and description of the reasons they 

do not report all sharps injuries, as well as knowledge of the exploration and 

description of what can be done to increase reporting of sharps injuries in operating 

room personnel will assist the researcher in proposing guidelines to support 

operating room personnel in hospitals in the southern districts of the North-West 

sufficiently after a sharps injury and to increase the reporting of sharps injuries in the 

operating rooms of hospitals in the same area. 

1.3.2.2 Conceptual definitions 

The following definitions represent a layout of the researcher's use of core concepts 

that are applicable in this study: 



• Support 

According to Uys in Feitsma (2005:11) support is the assistance of people in dealing 

with difficult life situations. In this research it refers to the assistance of operating 

room personnel after a sharps injury, which can be very traumatic to these personnel. 

Support to operating room personnel after a sharps injury can be either physical or 

emotional. Russell and Schneider in Feitsma (2005:11) explain that in support 

groups people are able to share and meet with others on a regular basis to talk about 

their difficulties. In this study, the support to operating room personnel was explored 

and described as part of their experiences after sharps injuries in the operating room. 

• Sharps 

Gillen et al. (2002:270) define sharps as medical objects that may be contaminated 

by blood or potentially infectious bodily fluids that can penetrate the skin of a handler 

of objects, causing sharps injuries, including needlestick injuries. These sharps 

usually include sharp-pointed medical and surgical instruments such as needles, 

scalpel blades, scissors, surgical and dental wires and broken glass ampoules or 

vials (Fortunato, 2000:228). 

• Sharps injury 

In the context of this study, a sharps injury refers to a percutaneous injury, which can 

be defined as a bleeding skin lesion following accidental contact with contaminated 

needles, blades or other sharp instruments, leading to patient-to-professional contact 

with blood or bodily fluids (Cassina, 1999:27). These percutaneous injuries are 

associated with occupational transmission of the hepatitis B and C viruses, HIV as 

well as 20 other pathogens. 

A needlestick injury is a type of sharps injury where the sharp involved in the incident 

is a needle used in a medical or surgical procedure. Karstaedt and Pantanowitz 

(2001:57) define a needlestick injury as a cutaneous cut, scratch or puncture from a 

needle or sharp object that was contaminated with a patient's blood, whether or not 

the injury drew blood from the injured person. 



• Operating room 

The operating room is a restricted area in a hospital or clinic, in order to maintain a 

sterile and aseptic controlled environment where surgical procedures are performed 

(Fortunato, 2000:153). It forms part of the peri-operative environment and includes 

the patient receiving area, the recovery room and the adjacent sluice room where 

instruments are washed, and the instrument packing and sterilisation areas. 

Exposure to blood-borne pathogens occurs during all phases of the peri-operative 

process (AORN Guidance Statement, 2005:1). 

According to Low et al. (2006:6), the operating room is a hazardous working 

environment, where personnel are constantly exposed to sharps and sharps injuries. 

Numerous studies have shown that the operating room reports a high number of 

sharps injuries. 

• Operating room personnel 

Operating room personnel are also called peri-operative personnel and consist of 

surgeons, assistants to the surgeon, scrub nurses, circulating nurses, anaesthetists, 

anaesthetic nurses and cleaners. All operating room personnel are prone to sharps 

injuries in their fast-paced and hazardous peri-operative working environment, the 

operating room, as all of them have to handle sharps during the execution of their 

duties (Lowefa/., 2006:6). 

HIV and AIDS 

According to the AORN Statement (2005:203), operating room personnel are 

occupational^ exposed to blood-borne pathogens, including HIV (Human 

Immunodeficiency Virus), which can lead to the development of AIDS (Acquired 

Immune Deficiency Syndrome). 

Kieser-Muller (2005:28) explains that the HI virus is the etiologic agent that causes 

HIV and AIDS when infected blood enters the body via an open wound, as is the 

case with a sharps injury. A unique characteristic of the infection is the long 

asymptomatic phase which can be as long as ten to fifteen years. It is a chronic 

illness, as it is characterised by an ongoing deterioration of the victim's immune 

system, leaving the person vulnerable to many opportunistic infections, including 

pneumonia, meningitis, Candida infections as well as Herpex simplex. 



As the number of HIV- infected people increases in an area, so does the probability 

of having a sharps injury from a sharp used for an HIV-positive patient. As South 

Africa has a very high HIV infection rate, health care workers in this country are very 

vulnerable to contracting the virus occupationally after exposure through sharps 

injuries (Kieser-Muller, 2005:23). 

The shock and devastation of an HIV-positive diagnoses is huge, as individuals 

infected with the virus frequently experience anxiety owing to the uncertain prognosis 

and course of this illness. The emotional impact of a sharps injury can thus be 

severe (Kieser-Muller, 2005:23). 

1.3.3 Methodological assumptions 

Methodological assumptions reflect the researcher's view of the nature and structure 

of science in nursing research (Botes, 1995:9). These assumptions were set in 

terms of the aim and methods of research and the criterion of trustworthiness. The 

methodological assumptions of the researcher guided her decisions on the research 

design. 

The methodological assumptions of this research were guided by the Botes model of 

research in Botes (1995:9) and gave direction to both the aim of the research as well 

as the research context. The aim of this research was to explore and describe the 

experience of operating room personnel after a sharps injury, in order to propose 

guidelines to support operating room personnel after a sharps injury and to increase 

the reporting of these incidents by using a qualitative research design. A contextual 

approach was used as the experiences of the operating room personnel after a 

sharps injury were uniquely described from their subjective point of view. 

The methodological assumptions were also based on the functional approach as 

described by Botes (1995:19-21) and the usefulness of the findings enhanced the 

trustworthiness of this research project. According to the functional approach, 

research should lead to the development of theories in order to improve the practice 

of nursing. This implies that knowledge gained through this research should be 

applied in the practice of supporting operating room personnel after a sharps injury in 

the target area, by means of proposing guidelines for this support and to increase the 

reporting of these incidents in the operating rooms in the target area. Within the 



functional approach there is a shift of the research strategy from the universal to the 

contextual. The purpose of this research was therefore explorative and descriptive, 

and it guides nursing practice. 

The Botes model of research in Botes (1995:13) describes research methodology as 

the research decisions taken within the framework of the so-called determinants of 

research. These determinants guide the research decisions and facilitate the logic of 

the macro-argument of the research. 

The Botes model (1995:6) arranges nursing activities in three levels or orders. The 

first level represents the practice of nursing, which forms the research domain for 

nursing. In this research this level is represented by the practice of operating room 

personnel in operating rooms, specifically after sharps injuries. The second order of 

Botes's model represents nursing science and research methodology. The 

researcher functioned on the second order and was in interaction with the practice of 

operating room personnel after a sharps injury. The third order of this model is 

represented by the paradigmatic perspective of nursing (Botes, 1995:7). The 

researcher, while functioning on the second level, selected certain assumptions from 

the paradigmatic perspective for this research. These assumptions acted as a 

determinant for the research decisions. 

1.4 RESEARCH DESIGN AND METHOD 

1.4.1 Research design 

Since little or no research has been done in South Africa on the experiences of 

operating room personnel following sharps injuries, a qualitative approach was used 

to explore and describe the participants' experiences from their own perspective, 

using inductive reasoning methods (Burns & Grove, 2005:627). The researcher 

made use of mostly open-ended questions in semi-structured interviews in order to 

obtain data (Brink, 2006:152). An exploratory, descriptive study was conducted in 

order to describe the experiences of operating room personnel after a sharps injury 

as the researcher was interested in the meaning and understanding of these 

incidents (Cresswell, 1994:145). 



According to Mouton and Marais (1992:91-92), the research context is the area, time, 

culture and individual's reaction with regard to the circumstances in which the 

research takes place. These experiences were studied from the viewpoint of the 

participants and through their descriptions of these experiences within the context in 

which the actions took place (Brink, 2006:113). The researcher did not attempt to 

control the context of the research, but tried to capture the context in its entirety 

(Brink, 2006:11). In this study the research context was the operating room where 

participants were exposed to sharps injuries on a daily basis. These participants 

were all literate, professional doctors and nurses (including one nursing student) 

assigned to the operating rooms of hospitals in the southern district of the North

west Province at the time of their sharps injuries. Black and white, male and female 

participants were included in the study. As the researcher is a qualified professional 

operating room nurse, she is familiar with this context, as she spent several years 

working full-time in it. 

The research was conducted in the southern district of the North-West Province with 

operating room personnel of hospitals in Fochville, Carletonville and Potchefstroom 

areas in a setting chosen by each participant. 

1.4.2 Research method 

The research method included sampling, data collection and data analysis. 

1.4.2.1 Sampling 

a) Population and setting 

The population included operating room personnel who had experienced previous 

sharps injuries while working in operating rooms of hospitals in Carletonville, 

Fochville and Potchefstroom areas in the southern district of the North-West. 

Operating room personnel consisted of both doctors and nurses: surgeons, 

anaesthetists, assistants, and scrub nurses, floor nurses and nursing students 

assigned to the operating room. Flyers were placed in tearooms of operating rooms 

of hospitals in the area with contact information of the researcher. The purpose of 

these flyers was to inform operating room personnel about the research project and 



its purpose. It invited them to participate in the research project by making an 

appointment for a face-to-face interview with the researcher in order to share their 

experiences of sharps injuries with her. Management of the different hospitals in the 

target area were approached in order to get their permission to put these flyers in the 

tearooms of the operating rooms in the above area. The setting of the interviews 

varied according to the choice of each participant. The researcher, who was the only 

interviewer, attempted to seek as much privacy as possible for each interview. The 

researcher allowed enough time, approximately an hour, for each interview (Brink, 

2006:153). 

Participants had to meet the following criteria: 

• They had to be doctors or nurses assigned to the operating room at the time of 

their sharps injury/injuries. 

• They had to have experienced a sharps injury in an operating room of a hospital 

situated in the southern district of the North-West. 

• They had to give voluntary consent to participate in the study. 

b) Sampling method 

Purposive sampling was used to select participants who complied with the set criteria 

for the research and who were willing to share their experiences after a sharps injury 

as well as their reasons for not reporting the incident according to the hospital's 

policies, if applicable (Burns & Grove, 2005:352). Snowballing also occurred as 

participants told their colleagues who had previous sharps injuries about the study 

and encouraged them to participate in it (Burns & Grove, 2005:353). 

c) Sample size 

The sample size was determined by data saturation, i.e. when recurrent themes 

evolved from the data and additional sampling provided no new information (Burns & 

Grove, 2005:358). The sample was not drawn in advance as in the case of 

quantitative research. The sample initially consisted of eighteen health care 

providers who sustained accidental sharps injuries while working in the operating 

room. A general surgeon, an urologist, a dental surgeon, five general practitioners, 

eight scrub nurses (registered nurses), a dental assistant and a nursing student 



participated in the study. Some of the participants had had more than one sharps 

injury in the operating room. The captured data of one participant, a doctor, got lost 

owing to a technical problem with the recorder and could not be analysed. Thus the 

sample eventually consisted of seventeen participants. 

1.4.2.2 Data collection 

Detailed data was gathered by the researcher by conducting semi-structured 

captured interviews with operating room personnel including doctors and nurses 

assigned to the operating room at the time of their sharps injuries. According to Brink 

(2006:151), semi-structured interviews range between structured and unstructured 

interviews. For the semi-structured interviews the interviewer had a set of pre

determined questions on an interview schedule, but these questions only guided the 

interviews and did not dictate them (De Vos et al., 2005:296). Furthermore, 

according to De Vos et al. (2005:296), the questions were nearly always open-ended. 

With the research objectives in mind, the researcher asked the following questions 

during each interview: 

• Have you ever had a sharps injury? 

• How was it for you? 

• Did you report the incident? 

• If not, what made it difficult to report the incident? 

• If you did report the incident, what support did you receive? 

The researcher requested an expert researcher to evaluate the interviews (De Vos et 

al., 2005:160-161). The expert was satisfied that the researcher had sufficient verbal 

response skills as described by Okun (2002:70-71). The following patterns of verbal 

response were used during the interviews: 

• Making the minimum verbal response, by using verbal cues such as "yes, I 

see", "uh-huh", or "mm-mm", which indicates that the interviewer is listening and 

following what the participant is saying. 



• Paraphrasing. This is a statement that is interchangeable with that of the 

interviewee. It usually contains words that are synonyms of the words used by 

the participant. 

• Probing. Probing is an open-ended attempt to get more information from the 

participant, using statements like: "tell me more..." or "I am wondering about..." 

• Reflecting. Reflecting is a way of communicating to the participant the 

interviewer's understanding of his/her concerns and perspectives. 

• Clarifying. This is an attempt from the interviewer to understand the basic 

nature of a statement made by the participant, e.g. "Is it that...?", "Could you 

explain...?", "I am confused about...", and "Sounds to me like you are saying..." 

• Checking out. This technique is used when the interviewer is confused about 

his/her perceptions of the participant's verbal or non-verbal cues. By checking 

out the interviewer asks the participant to confirm his/her perception or 

understanding. 

• Interpreting. This occurs when the interviewer adds something to the 

participant's statement, or attempts to help the participant understand his/her 

underlying feelings, their relation to the verbal message and the relation of both 

to the current situation. 

• Confronting. This involves providing the participant with honest feedback about 

what is going on. The confrontation may focus on genuineness or discrepancy, 

by using " I" messages, openly sharing the interviewer's genuine responses or 

by focusing on the participant's avoidance or resistance. 

• Informing. Informing occurs when the interviewer shares objective and factual 

information, without advising the participant. Advice is subjective and should be 

avoided by the interviewer. 

• Summarising. The interviewer synthesises what has been communicated 

during the interview and highlights the major affective and cognitive themes. It 

is a type of clarification. It is beneficial when both parties agree with the 

summary. It encourages the participant to share his/her feelings about the 

interviewer and the session. 



The data were collected on appointment by the researcher herself in a relaxed 

atmosphere without interruptions in a setting of the participant's choice with sufficient 

time allowed for each interview. The settings that were chosen by the participants 

included a few tearooms of the hospitals' operating room, an empty operating room, 

a change room for female operating room personnel, offices of the participants and 

the living room of a participant at home. The researcher captured the data with an 

MP3 voice recorder and made field notes containing descriptive notes, reflective 

notes and demographic information during and after each interview (Cresswell, 

1994:152). Interviews lasted more or less 30 to 60 minutes. Voluntary, written 

consent was obtained from each participant before the interview after the pro's and 

cons of participating in the study were explained to them. 

1.4.2.3 Trial run 

The researcher conducted a trial interview before commencing the study in order to 

test the feasibility of the questions asked during the interview. The expert researcher 

was advised on this matter. She listened to the interview and was of the opinion that 

rich data were gathered during this trial interview and that the questions asked were 

feasible. This trial interview was also included in the research and analysed as part of 

the data gathered in this study. 

1.4.2.4 Data analysis 

As the data in this qualitative study were in the form of written words (captured 

interviews), the analysis of the data involved an examination of words and not 

numbers, while the researcher became deeply immersed in the data after hours of 

reflecting on the possible meanings and relationships of these data (Brink, 

2006:184). The interviews were transcribed verbatim by the researcher herself and 

field notes were compiled directly after each interview. Data were analysed 

simultaneously with data collection, data interpretation and narrative report writing 

(Cresswell, 1994:153). The raw collected data were reduced to themes or categories 

and interpreted by the researcher using Tesch's eight steps of analysing textual data 

(Cresswell, 1994:155): 



• Get a sense of the whole by reading through all of the transcriptions 

meticulously. Make notes of surfacing ideas as they come to mind. 

• Pick any transcribed interview and go through it while asking oneself what it is 

all about. Consider the underlying meaning of the document and write thoughts 

in the margin. 

• Repeat this task with several other participants' interviews and then make a list 

of all topics. Cluster together several topics, which must be formed into columns 

that might be organised into major topics, unique topics and leftovers. 

• Take this list back to the data and abbreviate the topics as codes. Then write 

the codes next to the appropriate segments of the text. Try out this preliminary 

organising scheme in order to identify new emerging categories and codes. 

• Identify the most descriptive wording for the topics and turn these into 

categories. Try to reduce the total list of categories by grouping related topics 

together. Indicate interrelationships by drawing lines between categories. 

• Finally decide on the abbreviation for each category and alphabetise these 

codes. 

• Assemble the data belonging to each category in one place and then do a 

preliminary analysis. 

• Recode existing data if necessary. 

The above eight steps of Tesch were used as the work protocol by the researcher, 

according to which data were analysed. The data and the protocol were given to a 

co-coder who worked independently of the researcher to check the reliability of the 

coding and to verify the emerging themes or categories from the data (Brink, 2005: 

185). The co-coder is an experienced researcher and data analyser. The researcher 

and the co-coder had several contact sessions and reached consensus on the 

identified main and sub-categories. These emerging themes or categories were 

reduced to "families" of themes that consisted of a small, manageable set of themes 

to write into the final narrative. 



1.4.2.5 Role of the researcher 

The researcher acknowledged her biases, as she was personally interested in sharps 

injuries. The researcher negotiated with management of both private and provincial 

hospitals in the southern district of North-West in order to gain access to the 

participants in the operating rooms in hospitals in the target area. Consent was 

obtained verbally, by telephone or in writing from management of the private 

hospitals in the target area to put flyers in their operating rooms, inviting operating 

room personnel to participate in the research project. One private hospital's 

management, however, refused their consent and the provincial hospital forwarded 

the researcher's request to their head office in Mmabatho. A positive response was 

only received from the provincial government during the final stages of the study. 

The researcher also attended to ethical issues. She was the primary instrument for 

data collection and analysis, although the services of a co-coder were used, as 

explained. The presence of the researcher in the lives of the participants was brief 

but personal, as semi-structured interviews were used (Marshall & Rossman, 

1995:59). 

1.5 LITERATURE REVIEW 

1.5.1 Themes investigated 

A literature review was conducted to ground the research and to formulate the semi-

structured interview. The following themes were investigated: 

• The concepts "sharps", "sharps injuries" and "needlestick injuries". 

• The available literature and policies on sharps injuries in operating rooms. 

The following databases were used: Nexus, Medline, interlibrary loans and the World 

Wide Web. 



1.5.2 Existing guidelines, policies and protocols on sharps injuries: 
a literature review 

1.5.2.1 International guidelines, policies and protocols on sharps injuries 

International guidelines by the ILO and WHO guide health departments all over the 

world to advise health care centres to provide health care workers with policies and 

protocols on the prevention and management of sharps injuries (WHO, 2003:49). 

In the USA, the Centres for Disease Control state that contingency plans for dealing 

with sharps injuries should be available to all health care workers (CIPLADOC, 

2000:3). Contingency plans dealing with occupational exposures include: 

• Protocols for evaluation, counselling and treatment of occupational exposures. 

• Access to clinicians during all working hours. 

• Easy availability of antiretroviral agents on site. 

• Availability of trained personnel for post-exposure counselling. 

The CIPLADOC (2000:3) user's guide states that the immediate measures to be 

taken after an occupational exposure include: 

• Using soap and water to wash a puncture wound after a sharps injury. 

• Irrigating an open wound with sterile saline or disinfectant solution. 

• Reporting the incident to the authority concerned. 

• Counselling. 

• Using antiretroviral therapy. 

These guidelines include post-exposure prophylaxis (PEP) for doctors and other 

personnel who are at risk of acquiring HIV after exposure to HIV-infected blood and 

body fluids. The term "post-exposure prophylaxis" refers to treatment received after 

occupational exposures, including sharps injuries, using antiretroviral therapy 

(ARVs). The rationale for the antiretroviral treatment, which is started immediately 

after exposure, is that it may prevent HIV infection. According to the CIPLADOC 

user's guide (2000:4), the currently recommended guidelines for PEP state that: 



• Therapy should be recommended after exposure. 

• Therapy should be initiated within one to two hours of exposure for a period of 

four weeks. 

• Two- and three-drug PEP regimens that are based on the level of transmission 

represented by the exposure or source person become available. 

• If the source patient's HIV status is unknown at the time of the incident, it should 

be decided whether to give PEP on a case-to-case basis after considering the 

type of exposure and epidemiological likelihood of infection in the source. 

• If a source person is determined to be HIV-negative, PEP should be 

discontinued. 

• Follow-up counselling and HIV testing should be carried out for at least six 

months (i.e. at base line, six weeks, twelve weeks and nine months). The 

presence of HIV antibodies is currently considered the indicator of HIV infection 

and the gold standard for following up exposed health care workers. Baseline 

HIV testing should be carried out to rule out any chance of infection at the time 

of exposure. Potential benefits of PEP must be balanced against potential HIV 

conversion. 

Basically, two types of regimens are recommended for PEP: a basic regimen that 

should be appropriate for most HIV exposures and an expanded three-drug regimen 

that should be used for HIV exposures with an increased risk of transmission. This 

risk varies depending on the type of exposure. According to CIPLADOC (2000:2), 

various factors increase the risk of acquiring HIV infection. These are: 

• The depth of the injury in case of a sharp object. 

• Whether the device was visibly contaminated with blood. 

• Whether the device was a hollow bore needle or a solid suture needle. 

• The size of the needle. 

• The patient's viral load. 

• The amount of blood or infectious fluid involved in the exposure. 



• The duration of the exposure. 

Blood or bodily fluids, including semen, vaginal secretions, cerebrospinal fluid, 

pleura!, peritoneal, pericardial and amniotic fluids or tissue, are considered infectious. 

The most frequent areas of contact with sharps injuries are the hands. 

The Occupational Safety and Health Administration provide guidelines for post-

exposure follow-up according to the Needlestick Safety and Prevention Act in the 

USA in a document released by CIPLADOC (2000:4). The OSHA Blood Borne 

Pathogens Exposure Control Plan for the National Safety Council in the USA ensures 

that uniform procedures are enforced in all health care facilities where employees are 

exposed to blood-borne pathogens. This updated Standard requires employers to 

maintain a log of injuries from contaminated sharps. After a sharps injury, the 

incident must be reported immediately to the employer by the employee. Eastman 

(2003:30) states that the Federal Blood Borne Standard (8CCR 1910.1030) will 

address sharps injury reporting and revision of exposure control plans. The Standard 

enforces measures to provide a safer working environment for health care workers 

exposed to blood-borne pathogens. Updated US Public Health Service Guidelines 

also have recommendations for post-exposure prophylaxis. 

Low et al. (2006:3) state that the process safety management standard of the 

Occupational Safety and Health Administration outlines six elements: 

• Management commitment 

• Employee involvement 

• Hazard identification 

• Policy response 

• Worker training 

• Evaluation 

Low et al. (2006:3) found that management support and training are crucial for the 

success of an occupational safety programme in the operating room. They also 

believe that administrative controls include having a reporting system in place and 

encouraging a reporting culture so that data can be analysed for trends and for 



learning and sharing amongst staff members (Low et a/., 2006:4). According to the 

AORN Guidance Statement (2005:2) regarding sharps injury prevention in the peri-

operative environment, health care organisations and their employees are 

responsible for actively participating in strategies to reduce sharps injuries. The 

employing facility should provide a safe environment that reduces the risk of sharps 

injuries. Furthermore, they should provide a well developed safety programme as 

well as support from management following a sharps injury. Unfortunately the AORN 

Guidance Statement (2005:1-5) does not elaborate on this support to be expected by 

the injured employee from management after a sharps injury. However, according to 

this statement, the employer does have the following responsibilities: 

• To comply with local, state and federal regulations regarding the prevention of 

sharps injuries. 

• To create a safety orientated culture. 

• To encourage timely reporting of all sharps injuries by all peri-operative team 

members. 

• To analyse all sharps injuries in the peri-operative setting to identify hazards 

and injury trends. 

• To establish a communication means to seek input from peri-operative team 

members regarding risks specific to the operating room. 

• To provide training for all peri-operative personnel regarding safety devices to 

reduce the incidence of sharps injuries as well as the risk of contracting a blood-

borne infection thereafter. 

Heptonstall et al. (1999:S219) comment that the hazards of sharps injuries and 

principles for their management are clearly set in guidelines developed by the UK 

Health Departments. In February 2004 UK Department of Health guidelines in HIV 

PEP state that it should be written in the Trust Sharps Policy that all source patients 

consented to and are tested for HIV, and the risk of hepatitis B and C is considered. 

The outcome of the source patient testing will guide management in dealing with the 

incident. 



The Wales Health Protection Agency (2005:4) asserts that the first documented case 

in the UK of a health care worker seroconverting to HIV following an occupational 

exposure was in 1984. Following this incident, a passive surveillance system of HIV 

exposed health care workers in England, Wales and Northern Ireland was set up and 

implemented in July 1997. The programme was expanded at the same time to 

include hepatitis B and C exposures. Health Protection Scotland runs the equivalent 

surveillance system for Scotland. 

In 2000 the Expert Advisory Group on AIDS recommended that all health care 

workers, following significant occupational exposures, including sharps injuries, be 

started on HIV PEP (even where the source patient's viral status is unknown, but the 

patient is considered to be at high risk of HIV). According to the Wales Health 

Protection Agency (2005:4) a "significant exposure" is a percutaneous and 

mucotaneous exposure to blood or other bodily fluids from a source that is known to 

be, or as a result of the incident found to be HIV-, hepatitis B- or C-positive. 

Currently the above mentioned agency has about 150 participating reporters 

including occupational health departments, clinics, microbiologists, virologists and 

infection control nurses. These centres are scattered through England, there are four 

centres in Whales and one in Northern Ireland (Wales Health Protection Agency, 

2005:6). 

According to the Whales Health Protection Agency (2005:8), reports of exposure are 

sent to the Centre for Infections at three stages in the management of the health care 

worker: an initial report, at six weeks and six months' follow-up. The initial report 

forms contain questions on the occupation of the health care worker, which viruses 

the worker has been exposed to, the type of exposure (e.g. a sharps injury via a 

scalpel blade), the depth of the injury, whether or not the sharp was visibly 

contaminated with blood, the body fluid involved and the prescribed HIV PEP. 

Six-week follow-up reports are sent out to reporting centres for all exposures 

involving an HIV-, hepatitis B- and C-positive source, or where the health care worker 

has commenced HIV PEP (regardless of the source's HIV status). Further 

information is obtained on where the incident took place, what procedure the worker 

was performing at the time of exposure or whether the incident took place before, 

during or after the procedure. Data are also obtained on any factors contributing to 



the incident and the immediate management of the incident, whether a baseline 

blood sample was obtained from the worker and indications of subsequent testing for 

the relevant viruses are followed up. Furthermore, detailed information is collected 

on the use of HIV PEP, types of drugs described, and side effects, duration of HIV 

PEP and reasons for discontinuation of the regimen where HIV PEP has been 

stopped. If the source patient was HIV- or hepatitis C-positive, questions are asked 

about their disease stage, CD4 count, viral load, drug treatment, HIV drug resistance 

and risk factors for HCV infection. Most health care workers are assumed to be 

immune to hepatitis B owing to previous immunisation. 

The six-monthly follow-up reports are only sent out for those exposures involving an 

HIV- or hepatitis C-positive source patient. These forms collect summary information 

on all post-exposure testing of health care workers involved in such incidents. 

In Scotland Occupational Health and Safety Strategy set guidelines to NHS 

employers to standardise reporting of sharps injuries by March 2002. According to 

NHS Scotland (2002:13), NHS Scotland employers must have health and safety 

policies and procedures in place, which include needlestick injuries. Needlestick 

injury policies in Scotland must specifically cover: 

• Education and training 

• Safe working practices 

• Safe disposal of devices 

• Procedure in the event of a needlestick injury 

• Monitoring and evaluation 

• Procedures for reporting needlestick injuries 

The Occupational Health and Safety Strategy Implementation Group (OHSSIG) 

should develop model needlestick policies as a priority. Furthermore, NHS Scotland 

employers must undertake with staff a needlestick and sharps risk assessment and 

baseline audit of the tasks and activities that involve needles and sharps since March 

2002 to identify high risk areas and activities. Post-exposure prophylaxis should be 

available with 24-hour access in all departments of clinical facilities. All staff 

members who report a needlestick injury must be given access to appropriate 



counselling programmes. These should be quickly and easily accessible. OHSS 

must also have an appropriate immunisation and surveillance programme for staff, 

paying particular attention to blood-borne viruses such as hepatitis B (NHS Scotland, 

2002:9-20). 

Pham (2005:1) argues that the Workplace Health and Safety Act (1995) of Australia 

was designed to assist Australian employers and others to create and maintain 

healthy and safe workplaces and work practices. This Act includes hospitals and day 

surgeries in Australia where sharps injuries occur (Pham, 2005:1). The Australian 

Council for Safety and Quality in Health Care was formed in 2000 by the Federal 

State and Territory health ministers with the ultimate goal of improving the standard 

of quality and safety in the health care arena. From 2001, Council has worked 

closely with governments, management and health care funders, consumers and 

educators to ensure that developed standards are put into place and monitored 

sufficiently (Pham, 2005:2). These Australian Standards represent the interest of a 

number of bodies, including Queensland Health, National Occupational Infection 

Control Association and Australian Society for Microbiology. 

In Taiwan the IOSH provides a foundation for online reporting and follow-up on 

needlestick injuries (IOSH, 2005:1). This new EPINet not only encourages health 

care workers to report sharps injuries as it is very convenient, it also facilitates follow-

up of sharps injuries. Health care workers who have reported sharps injuries need 

only key in the date of exposure and causative agent, and they can find out what kind 

of physical examination they need to take, and the date will be given. The system 

also has the capability of automatically reminding the personnel concerned of the 

date of the examination. Such systems are already in place in advanced countries 

such as the USA, the UK, Australia, Italy and Japan. Besides setting up a 

Needleprick Injury Blood and Body Fluid Exposure Surveillance System, the IOSH 

(2005:2) offers the following suggestions to medical care facilities to assure the 

health of and a safe working environment for medical care workers: 

• Focus on in-service training of medical personnel regarding the use of sharps 

and changing high-risk job behaviour. 

• Make full use of existing protective wear. 

• Protect disadvantaged workers and those with a high risk of being infected. 



The Viral Hepatitis Prevention Board (2005:1) states that policies on PEP are now 

available in most developed countries. However, these policies are by no means 

standardised, making comparisons between countries and the collection of data 

across borders problematic. 

1.5.2.2 Guidelines, policies and protocols on sharps injuries in developing 
countries and South Africa 

In developing countries, policies are not always in place. Alam (2002:397) reports 

that at the time of his survey in a hospital in Saudi Arabia, there was no written 

standard operating procedure regarding needlestick injuries available. 

In South Africa there is no specific Act on sharps injuries in place. Sharps injuries are 

dealt with as occupational injuries. The Occupational Heath and Safety Act No. 85 of 

1993 states that all incidents occurring at work that can lead to serious illness to such 

a degree that the worker is likely to die must be reported to the employer within a 

prescribed period. Regulations for Hazardous Biological Agents (including bodily 

fluids) provide that in accordance with regulation 8, employees must investigate and 

record all incidents that might result in infections or death of the employee. These 

guidelines also state that infection control professionals must ensure that staff 

members follow correct precautions and procedures, and report incidents in the 

prescribed manner. 

Unfortunately, most of these guidelines only mention counselling and then 

concentrate on the technical details, e.g. the drawing of blood, the availability of 

ARVs and hepatitis B and C vaccines, etc. It follows that the psychological impact of 

the incident is not a priority in these guidelines and the victim often has to tolerate 

this stressful situation on his/her own. Furthermore, it is not clear to what extent this 

legislation has been implemented in practice in hospitals and clinics in South Africa. 



1.5.2.3 Sharps policies and protocols in hospitals in North-West: Fochville, 
Carletonville and Potchefstroom areas 

a) Hospital A 

A mining hospital in the target area does have an extensive needlestick policy in 

place, including the extensive step-by-step procedure to be followed in the event of a 

needlestick injury according to the health and safety policy of the company. 

Management has even appointed a senior clinician to each reported case that will 

perform the following duties: 

• Fill in a needlestick incident register form. 

• Counsel the injured worker in order to obtain informed consent for blood tests. 

• Personally take blood for HIV testing. 

• Discuss and consider initiation of prophylactic therapy within 24 hours. 

• Follow up results and future consultations and keep appropriate clinical 

documentation. 

• Inform the injured worker of the imperative to present for the follow-up tests and 

obtain informed signed consent. 

Apart from this pre-test counselling of the employee, no other support is given if the 

source patient's HIV test is negative. What is interesting, though, is that the source 

patient's blood will be tested at the doctor's discretion even if he/she refuses to be 

tested for HIV, and he/she will be informed about the test to be done. 

The blood tests on the injured employee will be done within 24 hours of the incident 

and then after 90 and 180 days, respectively, in accordance with WHO testing 

strategy 111 (3 ELISA protocol). An accredited laboratory of the National Pathology 

Group must be used. The results from this laboratory must be sent to the designated 

senior clinician. 

Apart from the needlestick incident register to be filled in, an accident form must be 

completed. All costs arising from the incident will be paid by the Rand Mutual 

Assurance Company. 



Each department (including the operating room) must have an in-service training 

programme in place on the prevention of sharps injuries and must follow the 

hospital's needlestick policy and protocol in the case of a sharps injury. 

The question is whether underreporting of sharps injuries still occurs despite the 

elaborate policy in place, and if so, why health care workers do not always report 

these incidents. 

b) Hospital B 

Another private hospital in the target area has a needleprick policy in place in the 

infection control file and it consists of four points. The policy's first part states that 

the incident must be reported to the sister in charge of the ward and that it must be 

documented in the "injury-while-on-duty-book". Details required in the book are date 

and time of incident, name of the employee and the patient involved and a 

description of the incident. The sister in charge must report the incident to the 

nursing manager, who will send a copy of the report to the Head of Administration, 

and report the incident to the medical superintendent. The second part explains the 

procedure to be followed when blood is drawn from the employee and the patient, 

who must both give written consent for the procedure. Antiretroviral medicine for 

three days is supplied by the hospital's pharmacy. The last part informs the 

employee of the blood drawing schedule to be followed for the next year. These 

blood tests are for the private account of the employee and the patient involved, or 

their medical aids, as the only accessible pathologists in town render a private 

service. Everything must be documented and kept on the employee's file. The 

employee is also informed that he/she must use condoms for at least 12 weeks 

following the incident. 

It is thus clear from this policy that the psychological trauma associated with the 

incident receives no attention. Counselling is not mentioned in the policy. The only 

counselling that the injured employee will receive will be the pre-test HIV counselling 

routinely given by the laboratory's technician. 



c) Hospital C 

Hospital C also has an elaborate policy on dealing with sharps injuries and injuries 

while on duty. It forms part of its infection control programme. It was compiled by an 

infection control expert in the Free State. This policy is used nationwide in all the 

facilities of this private hospital chain. It is a nursing policy. 

This policy firstly defines sharps injuries, and then this is followed by a training 

lecture on sharps injuries and then the procedure to be followed in case of a sharps 

injury is described in detail. This procedure, to be followed in the Emergency 

Department, consists of the following: 

• Follow the injury-on-duty procedure. 

• The emergency department's personnel or another counsellor does the HIV 

pre-test counselling. 

• Informed consent is obtained for the blood tests. 

• Information is given to the injured worker on ARVs. 

Blood tests are done at a specifically appointed laboratory. The choice of ARVs is 

determined by the risk assessment done by the attending doctor. The hospital 

initially provides only a starter pack for the first three days. Thereafter the injured 

worker receives medication on a weekly basis for 28 days. He/she is followed up on 

a weekly basis and information is given as required. 

The incident report as well as the blood results is sent to the head of the infection 

control department. The consent for treatment form is filled in only once and one 

copy is sent to the human resources department and another to the laboratory with 

the blood to be tested. 

No blood is obtained from the source patient. 

Attached to the policy is an information piece on HIV and hepatitis B. 

d) Hospital D 

This hospital only deals with patients having a surgical procedure done in the 

operating room and has a brief policy in place regarding doctors after a sharps injury. 

All doctors practising on the premises are private practitioners and/or directors of the 



hospital. When a doctor experiences a sharps injury during an operation or other 

procedure, the following procedure has to be followed: 

• The injured doctor must notify the sister in charge of the operating room, who 

must notify the hospital manager immediately. 

• The injured doctor must obtain written consent from the source patient for HIV 

and hepatitis B testing. 

• The injured doctor must perform the pre-test counselling and explain the 

reasons for the necessity of this to the source patient. 

• Both the doctor's and the patient's blood will be tested by a laboratory of the 

hospital management's choice. The hospital will only pay for the first set of 

blood tests. 

• The first dose of antiviral medication will be supplied to the doctor within 30 

minutes of the incident. 

• Thereafter the injured doctor must counsel the patient and request blood tests 

as needed without any support from the hospital. 

• The source patient has to sign an indemnity form as part of his/her written 

consent for the initial blood test to be done. 

There is no sharps policy for nurses in place. 

Sharps injuries in nurses are dealt with as normal injury-on-duty incidents and have 

to be reported within 24 hours of the injuries. Statements have to be collected from 

the injured persons as well as all eye-witnesses to the incident. When negligence on 

the part of the injured employee is suspected, he/she must write comments and sign 

the form. An accident form has to be completed and the worker must be referred to 

Casualties or a doctor, where the first medical report must be completed. 

No support or counselling from the hospital's management is mentioned in this 

policy. 

It can be concluded that although all the hospitals in this study have a policy in place 

regarding sharps injuries, the focus of all these policies is on the physical process to 

be followed after such an injury and not on the traumatic experience of the victim, nor 

the emotional support to be provided after a sharps injury. Only HIV counselling is 



mentioned in all these policies except one, where no form of counselling is 

mentioned at all. 

1.6 TRUSTWORTHINESS 

As a qualitative research design was used in this study, rigour was ensured using 

Guba's model of trustworthiness, based on the identification of four aspects of 

trustworthiness: truth value, applicability, consistency and neutrality as described in 

Krefting (1991:214). 

1.6.1 Truth value (credibility) 

Credibility is the criterion that reflects the truth of qualitative research findings and it 

is a substitute for the term "internal validity" used in quantitative studies. According 

to Sandelovski in Krefting (1991:216), a qualitative study is credible when persons 

with the same experience will recognise its description. 

Strategies that enhanced credibility in this study included a longer period spent with 

the informants. Lincoln and Guba (1985:302) call this "prolonged engagement". It 

helped the researcher to build trust and rapport with the informants, and to recognise 

any distorted information. In order to avoid overinvolvement, which might have led to 

distorted interpretations by the researcher, a strategy called reflexivity was used 

(Good et al. in Krefting, 1991:218). Reflexivity refers to assessment of the influence 

of the investigator's own background, perceptions and interests on the qualitative 

research process (Ruby in Krefting, 1991:218). Krefting (1991:218) explains that 

one of the ways that researchers can use to describe and interpret their own 

behaviour and experiences within the research context is a field journal that is kept 

throughout the research process. The researcher in this study kept such a journal, 

which included three types of information: a daily schedule and logistics of the study, 

a methods log and a personal diary. This diary reflected the researcher's thoughts, 

feelings, ideas and hypotheses generated by contact with informants. The 

researcher wrote down questions, problems and frustrations regarding the research 

process. According to Krefting (1991:218), this makes the researcher aware of any 

biases and preconceived assumptions. 



Member checks were also useful in enhancing credibility (Sharts-Hopco, 2002:85). 

The results of the research study were shared with the participants so that they could 

determine the accuracy of the research report. According to Lincoln and Guba 

(1985:316), member checking is directed at a judgement of overall credibility. The 

researcher also conducted a final member check with key informants near the 

conclusion of the study to test the overall interpretation. Lincoln and Guba 

(1985:314) claim that member checking is both formal and informal and can be done 

by playing back a summary of an interview to an informant. 

Another way of keeping the researcher honest was to perform peer examination. It 

was based on the same principle as member checks, but involved the researcher's 

discussing the research and its findings with impartial colleagues that are 

experienced in qualitative research (Krefting, 1991:219). According to Lincoln and 

Guba (1985:308), this technique is a process which exposes the researcher to 

searching questions by a peer in a debriefing session, in order to probe the 

researcher's biases as well as ethical and methodological matters. 

Furthermore, Krefting (1991:220) states that interviews must be internally consistent 

by having a logical rationale about the same topic in the same interview. The 

researcher verified observations and meanings by asking indirect questions about 

the participant's experience after a sharps injury. 

By establishing structural coherence, the credibility of all arguments was enhanced. 

This was done by ensuring that there were no unexplained inconsistencies between 

the data and their interpretations (Guba in Krefting, 1991:220). Structural coherence 

was also enhanced when the researcher integrated in the research report the 

masses of loosely connected data into a logical, holistic picture. 

1.6.2 Applicability (transferability) 

According to Krefting (1991:216), applicability refers to the degree to which research 

findings can be applied to other contexts and settings. It is thus the ability to 

generalise from the findings to larger populations. Guba in Krefting (1991:216) uses 

the term "transferability" as the criterion against which applicability of qualitative data 

is measured. 



As each experience of the participants was viewed by the researcher as unique and 

contextual, the researcher did not generalise findings to other populations or 

contexts. 

The researcher only provided a dense description of the databases of the 

participants, in order to allow transferability judgements to be made by the readers 

themselves (Krefting, 1991:221). Lincoln and Guba (1985:316) advise researchers 

to provide a database by means of thick description, using the widest possible range 

of information to be included. They argue that researchers have addressed 

applicability when presenting sufficient descriptive data to allow comparison. 

1.6.3 Consistency (dependability) 

Consistency is the criterion of trustworthiness that replaces the quantitative term 

"reliability" in qualitative research. Reliability is concerned with the stability, 

consistency and repeatability of a research study. In qualitative research, however, 

control of informants and extraneous variables is not important, as the key here is to 

learn from the informants and the emphasis is on the uniqueness of the human 

experience. 

Guba in Krefting (1991:216) uses the term "dependability" and it implies traceable 

variability, that is, variability that can be ascribed to identified sources. In other words, 

the researcher had to explain the reasons for variability found, e.g. increasing insight 

or informant fatigue. The researcher included the whole range of experiences of the 

participants rather than the average experience. 

Strategies to enhance dependability included a dependability audit. By describing 

the exact methods of data collection, data analysis and interpretation, the study 

became auditable (Guba in Krefting, 1991:221). A stepwise replication technique 

must be built into the research design by communicating on a daily basis in the 

research process (Lincoln & Guba, 1985:317). Peer examination and a code-recode 

procedure enhance the dependability of a qualitative study. A code-recode 

procedure was done during the analysis phase of this study, which means that after 

coding a segment of data, the researcher waited at least two weeks and then 

returned and recoded the same data and then compared the results (Krefting, 

1991:221). The strategies that enhance credibility also enhance stability over time. 



1.6.4 Neutrality (Confirmability) 

Confirmability or auditability is the qualitative answer to the criterion of neutrality. 

Guba in Krefting (1991:221) describes the audit strategy as the major technique for 

establishing confirmability. Sharts-Hopco (2002:85) views confirmability as the 

adequacy of information reported, from the research question and protocol for data 

collection through the raw data, through various stages in the analysis of data to the 

interpretation of findings. In other words: Is the process well described? The 

researcher has an obligation to provide the audit trail to parties who request it. 

In this research field notes were written directly after each interview, consisting of 

observational, theoretical and methodological notes. Literature control to support the 

data and findings was conducted. Reflexive analysis was done during the whole 

research. 

Table 1 summarises the strategies to ensure trustworthiness in this study. 

TABLE 1: Strategies to ensure trustworthiness. 

STRATEGY CRITERIA APPLICATION I 

Credibility Prolonged 
engagement within 
field 

• Researcher has four years' working 
experience in the operating room (OR) and of 
sharps injuries in the OR. 

• Negotiations to get consent from different 
hospital's management to put flyers in OR 
tearooms in target area were done personally 
by the researcher. 

• Flyers were put in OR tearooms by the 
researcher personally. 

• Scheduling and confirmation of appointments 
with participants was done personally by the 
researcher. 

• Informing participants of the purpose of the 
research and obtaining informed consent from 
them were done by the researcher. 

• All interviews were conducted by the 
researcher. 

• Participants were allowed enough time to 
share their experiences with researcher. 



STRATEGY CRITERIA APPLICATION 1 

Reflexivity • Field notes were written immediately after 
interviews. 

• The researcher assessed and recognised her 
own perceptions and interest in the research. 

Member checking • A summary of raw data was presented to 
participants to prevent misinterpretation and 
to check accuracy of the report. 

Peer examination • The research process was discussed with 
impartial colleagues that are experienced 
qualitative researchers. 

Structural 
coherence 

• The researcher checked that there were no 
unexplained inconsistencies between data 
and their interpretations. 

Transferability Selection of sample • Purposive sampling was used. 
Dense descriptions • A detailed description of the methodology and 

literature control findings was provided. 
Dependability Peer examination • The research was supervised by expert 

researchers. 
Dense descriptions 
of methodology 

• A detailed description of the methodology 
used in the study was given. 

Code-recode 
process 

• Data were analysed independently by the 
researcher and co-coder before results were 
compared and a consensus discussion was 
held with the co-coder. 

Confirmability Confirmability • Field notes were written down after each 
interview. 

• Literature control was done on findings of 
data analysis. 

• The whole research process was well 
described. 

1.7 ETHICAL CONSIDERATIONS 

In order to conduct the research in an ethical manner, the researcher was guided by 

the ethical principles as defined by Brink (2006:30), DENOSA (Brink, 2006:45-48) 

and the International Council of Nurses (2000). The three fundamental ethical 

principles defined by Brink (2006:31) are respect for persons, beneficence and 

justice. The human rights to be protected in research, based on these three 

principles, were the right to self-determination, the right to privacy, the right to 



anonymity and confidentiality, the right to fair treatment and protection from 

discomfort and harm. 

The research project was approved by the Research Committee of the School of 

Nursing Science as well as the Ethical Committee of the Faculty of Health Sciences 

of the North-West University and by obtaining their permission, the researcher 

ensured that the research was scientifically and ethically justified. The researcher 

conducted the research project with integrity and in a scientifically honest manner. 

1.7.1 Principle of respect for persons 

According to Brink (2006:31), this principle implies that individuals are autonomous 

(they have the right to self-determination). 

1.7.1.1 The right to self-determination 

The recruited individuals decided for themselves whether they wanted to participate 

in this study without the risk of penalty or prejudice, should they have refused (which 

could be seen as forms of coercion used by the researcher). The researcher 

informed the participants that they might refuse participation and/or withdraw from 

the study at any point in time without explaining their reasons for doing so (Burns & 

Grove, 2005:194). 

The researcher obtained voluntary informed consent from all participants prior to data 

collection for the research to be ethical (Burns & Grove, 2005:193). Information 

regarding the purpose of the study, how it would be conducted, what questions would 

be asked during the interviews and what would be expected from the participants 

during the study were provided in writing to interested persons. Then the participants 

were given enough time to decide whether to participate in the study (Brink, 

2006:37). 

Written consent forms were presented to the participants and they had to sign these 

forms in the presence of the researcher and witnesses, prior to the commencement 

of data collection. As the participants were literate health care workers, including 

doctors and nurses, they were able to read and comprehend the documents included 

in the information package as well as the consent forms. Participants were asked 



questions to determine that they understood the information provided (Brink, 

2006:37). If any questions arose, the researcher answered them before written 

consent was obtained from the participants. 

1.7.1.2 The right to privacy and confidentiality 

Burns and Grove (2005:186) describe privacy as the right the participants have to 

determine the time, extent and general circumstances under which they will share 

their experiences and feelings with the researcher. The participants' privacy was 

protected by using a venue of the participants' choice for the interviews where they 

could speak freely without being interrupted or overheard by other people. The 

researcher informed the participants that interviews would be captured on an MP3 

voice recorder, that a co-coder would have access to the shared information and 

exactly what would be published in the study report. 

The right to confidentiality was based on the right to privacy (Brink, 2006:34). The 

researcher promised the participants that the shared information would remain 

confidential. Only the researcher is aware of the participants' identity. No names 

were attached to the captured files - only numbers allocated by the researcher. The 

list of the names and numbers was kept locked away by the researcher in a safe 

place. Participants were not identified and their names are not mentioned in the final 

report. Confidentiality was thus ensured as far as possible. The transcriptions of the 

interviews were also locked away by the researcher, so that nobody else would have 

access to the documents (Brink, 2006:35). 

1.7.2 Principle of justice 

This principle implies that each participant had to be treated fairly (Brink, 2006:33). 

• The right to fair treatment 

The participants were selected for reasons directly related to their experiences after a 

sharps injury and not because they were available or easily manipulated by the 

researcher (Brink, 2006:34). All participants, except one student nurse, were fully 

qualified health professionals - doctors and scrub nurses. No forms of coercion were 



used and the researcher did not only select those people she liked, nor did she 

attempt to bribe participants to participate. 

The researcher arranged appointments in advance with the participants when 

scheduling the interviews and was always on time. Interviews were stopped at the 

agreed upon times. 

1.7.3 Principle of beneficence 

Based on this principle, the researcher needed to secure the wellbeing of all 

participants by protecting them from discomfort and harm (Burns & Grove, 

2005:190). 

• The right to protection from discomfort and harm 

The researcher examined the ratio between the risks and benefits of the research 

before commencing the study (Brink, 2006: 39). The general guideline was that the 

risk should not exceed the potential benefits of the study. 

Although conducting interviews was non-invasive and posed a minimal threat of 

bodily harm to participants, the researcher kept in mind that the participants could be 

emotionally upset by the interviews as they had to recall the potentially upsetting 

circumstances of their previous sharps injuries. The researcher asked a psychiatric 

nurse to provide emotional support to those participants who might be upset by 

recalling their potentially traumatic sharps injuries. 

1.8 LITERATURE CONTROL 

After the data collection and data analysis were completed, the research findings 

were compared or related to the existing body of knowledge of sharps injuries (De 

Vos et al., 2005:84). The purpose of the literature control in this study was to obtain 

a full exploration of the experiences of operating room personnel after their sharps 

injuries, by comparing the collected data with relevant literature. The new findings 

were highlighted as unique findings. 



1.9 PROPOSED GUIDELINES 

From the findings of this research project, the researcher proposed support 

guidelines for operating room personnel after a sharps injury, based on their 

experiences shared during the interviews and themes that were identified by the 

researcher and the co-coder. 

1.10 REPORT OUTLINE 

The report was written in article format. The following elements were included: 

• Overview of the study 

• The research findings were written in the format of an article with the title: 

"Support for operating room personnel after a sharps injury" 

• Conclusions, recommendations, limitations and guidelines to support operating 

room personnel after a sharps injury and to increase reporting of sharps injuries 

by operating room personnel in North-West 
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SUMMARY 
The research objectives of this study were to explore and describe the experiences 

of operating room personnel in the southern district of the North-West province in 

South Africa after sharps injuries, to explore and describe the reasons why they do 

not always report these incidents, to explore what could be done to increase 

reporting of sharps incidents in operating rooms by personnel and to propose 

guidelines to support operating room personnel after a sharps injury. In order to 

achieve these objectives, the researcher gathered data by conducting semi-

structured interviews with participants, analysed data with the help of an experienced 

co-coder and related the data to relevant literature. Seven categories emerged from 

the data analysis: Mechanisms of sharps injuries in the operating room, practical 

measures taken after a sharps injury, reasons for not reporting all sharps injuries, 

emotions experienced after a sharps injury, impact of sharps injuries on relationships, 

the support received by participants after a sharps injury and their coping 

mechanisms after a sharps injury. Several conclusions were drawn by the resear

cher from these categories. Although all hospitals in this study had a reporting 

system in place, operating room personnel participating in this study did not report all 

their sharps injuries. They received no or insufficient support from management after 

a sharps injury. No or insufficient communication existed between management and 

participants in this study after a sharps injury. The researcher proposed guidelines for 

support to operating room personnel after sharps injuries and to increase the 

reporting of these incidents. 

Key words 

[Support, sharps injuries, sharps, operating room personnel] 



2.1 INTRODUCTION 

Sharps are medical objects that may be contaminated by blood or potentially 

infectious bodily fluids that can penetrate the skin of a handler of these objects, 

causing percutaneous injuries, also known as sharps injuries, including needlestick 

injuries.1 These sharps usually include sharp-pointed medical and surgical 

instruments such as needles, scalpel blades, scissors, surgical and dental wires and 

broken glass ampoules or vials.2 A sharps injury may occur before, during or after a 

medical procedure performed by a health care worker. Hepatitis B and C, HIV and 

other potentially fatal blood-borne pathogens can be transmitted by a sharps 

injury.3,4,5, 6 7 These blood-borne infections have serious consequences, including 

long-term illness, disability and death3. 

The World Health Organisation8 reports that among the 35 million health care 

workers worldwide, about 3 million experience sharps injuries each year, especially 

in developing countries. Furthermore, Kieser-Muller9 states that there is a lack of 

data about the incidence and prevalence of sharps injuries in South Africa as well 

and that this lack of data presents an ongoing infection control and occupational 

health challenge to authorities in South Africa. As Botswana and South Africa have 

by far the highest HIV infection rates, it follows that southern Africa is facing an 

infection control crisis of enormous proportions.9 

Furthermore, according to Fisman et a/.,4 sharps injuries are known to generate 

staggering medical costs. Medical costs are also associated with future treatment of 

occupational^ acquired viral hepatitis and HIV/AIDS as well as costs to the health 

care system resulting from worker absence after injury. Costs resulting from injury-

associated anxiety and distress in health care workers must also be considered, but 

cannot be easily calculated.4 It was reported10 that aside from significant personal 

consequences experienced, follow-up testing, treatment and ongoing costs also 

represent expensive management issues. 

Currently it is an undoubted fact that there is a workplace related risk of acquiring 

HIV/AIDS. Although tremendous efforts are made to prevent needlestick and sharps 

injuries, the psychological aspects of these injuries have received little attention.11 

According to Balachandran12 as well as Offiah,13 the emotional impact of a 



needlestick injury can be severe and long lasting, even when a serious infection is 

not transmitted. Offiah13 found in his study in Mpumalanga that those victims of 

needlestick injuries experienced negative thoughts, emotions and feelings. He stated 

that the stigma of HIV also played a considerable role and that the victim feared 

rejection from society and family members. Memish et al5 report in their Saudi 

Arabian study that the main cause of anxiety expressed by health care workers is the 

risk of HIV transmission. Kieser-Muller9 states that the impact of the experience of a 

sharps injury may have far-reaching social and psychological consequences as the 

shock and devastation of an HIV-positive diagnosis is huge. 

Low et al.14 describe the operating room as a most hazardous working environment, 

where personnel are constantly exposed to sharps. Sharps injuries and exposure to 

blood or potentially infectious bodily fluids are the most prevalent occupational 

hazards. According to the Centres for Disease Control and Prevention,15 25% of 

sharps injuries occur in the operating room. The epidemiology of sharps injuries in 

the operating room is different from that of other locations in health care, as sutures 

and scalpel blades have been identified as the most frequent mechanisms of injury, 

followed by retractors, skin or bone hooks and sharp electrosurgical tips.15, 16 

According to the Viral Hepatitis Prevention Board,17 the hand is the most common 

site of sharps injury and blood contamination in the operating room. This board also 

states that surveys have repeatedly shown that the penetration of gloves by sharp 

instruments in the operating room may occur as frequently as one in three 

procedures. 

Another issue arising is that of underreporting or non-reporting behaviour by health 

care workers. In the literature, the mean rates of underreporting sharps injuries vary 

between 22 and 75%. Worldwide, the majority of statistics are calculated on data 

from officially reported incidents - a method that may not accurately portray the real 

incidence of sharps injuries.10 

International guidelines by the World Health Organisation8 guide health departments 

all over the world to advise health care centres to provide health care workers with 

policies and protocols on the prevention and management of sharps injuries. In 

November 2000, the US government passed the Needlestick Safety and Prevention 



Act to ensure that employers make safety devices available to all staff members and 

to provide guidelines for follow-up procedures after exposure to sharps injuries.7 

In South Africa, the majority of hospitals have a management protocol in place 

should a health care worker sustain a sharps injury.18 However, these protocols vary 

from institution to institution. It is clear from these policies and protocols that the 

psychological trauma associated with the incident receives less attention than the 

physical process to be followed after a sharps injury. It seems as if management 

only wants to save money and avoid legal claims that may follow from such an 

incident, by following the protocol. 

There is a huge gap in the literature as little scientific nursing research has been 

conducted on the personal experience of operating room personnel with a 

needlestick or sharps related injury in South Africa and none in the North-West. 

As a registered operating room nurse in a hospital in North-West, the researcher has 

witnessed numerous sharps injuries in the operating room, some that occurred in two 

other hospitals while she was being trained as an operating room nurse, and she is 

aware that some incidents remained unreported despite hospital policies enforcing 

reporting of them in writing. From the above problem statement the following 

questions arise: 

• What is the experience of an operating room staff member after a sharps injury? 

• Why do operating room staff members not report all sharps injuries? 

• What can be done to increase reporting of sharps injuries? 

• What guidelines can be proposed to support operating room personnel after a 

sharps injury? 

2.2 RESEARCH OBJECTIVES 

• To explore and describe the experiences of operating room personnel after 

sharps injuries. 

• To explore and describe the reasons why they do not always report sharps 

injuries according to their hospitals' policies. 



• To explore and describe what can be done to increase reporting of sharps 

injuries in operating room personnel. 

• To propose guidelines to support operating room personnel after a sharps 

injury. 

2.3 RESEARCH METHODOLOGY 

The research methodology includes sampling, data collection and data analysis. 

2.3.1 Sampling 

2.3.1.1 Population and setting 

The population included operating room personnel who had experienced previous 

sharps injuries while working in operating rooms of hospitals in Carletonville, 

Fochville and Potchefstroom areas in the southern district of the North-West in South 

Africa. Operating room personnel consisted of surgeons, anaesthetists, assistants 

and scrub nurses, floor nurses and nursing students assigned to the operating rooms 

of these hospitals. Management of the different hospitals in the target area was 

approached in order to get their permission to put flyers in the tearooms of the 

operating rooms in the above area, inviting operating room personnel who had 

experienced sharps injuries to participate in the study. The setting of the interviews 

varied according to the choice of each participant. The researcher, who was the only 

interviewer, attempted to seek as much privacy as possible for each interview. The 

researcher allowed enough time, approximately an hour, for each interview.19 

2.3.1.2 Sampling method 

Purposive sampling was used to select participants who complied with the set criteria 

for the research, namely: 

They were operating room personnel and had experienced a sharps injury in the 

operating room in hospitals in the southern district of the North-West in South Africa. 

They gave voluntary consent to participate in the study and were willing to share their 



experiences after a sharps injury as well as their reasons for not reporting the 

incident according to the hospital's policies, if applicable.20 

2.3.1.3 Sample size 

The sample size was determined by data saturation, i.e. when recurrent themes 

evolved from the data and additional sampling provided no new information.20 

Seventeen participants participated in this qualitative study conducted on operating 

room personnel who had experienced one or more sharps injuries in the operating 

room. A general surgeon, orthopaedic surgeon, dental surgeon, general practitioners 

performing surgical procedures in the operating room, their assistants (doctors), 

scrub nurses, anaesthetists and a nursing student assigned to the operating room 

participated in the study. Initially eighteen individuals participated in the study, but 

one participant's data got corrupted during data collecting due to a voice recording 

error and it could therefore not be included in the study. 

2.3.2 Data Collection 

Detailed data were gathered by the researcher by conducting semi-structured 

captured interviews with operating room personnel who had experienced sharps 

injuries. According to Brink,19 semi-structured interviews range between structured 

and unstructured interviews. In the semi-structured interviews the interviewer had a 

set of pre-determined, usually open-ended questions on an interview schedule, but 

these questions only guided the interviews and did not dictate them.21 With the 

research objectives in mind, the researcher asked the following questions during 

each interview: 

• Have you ever had a sharps injury? 

• How was it for you? 

• Did you report the incident? 

• If not, what made it difficult to report the incident? 

• If you did report the incident, what support did you receive? 



The researcher requested an expert researcher to evaluate the interview.21 The 

expert was satisfied that the researcher had sufficient verbal response skills as 

described by Okun.22 

2.3.3 Data Analysis 

As the data in this qualitative study were in the form of written words (captured 

interviews), their analysis involved an examination of words and not numbers, while 

the researcher became deeply immersed in the data after hours of reflecting on the 

possible meanings and relationships of these data.19 The interviews were transcribed 

verbatim by the researcher herself and field notes were compiled directly after each 

interview. The raw collected data were reduced to themes or categories and 

interpreted by the researcher using Tesch's eight steps of analysing textual data.23 

These emerging themes or categories were reduced to "families" of themes that 

consisted of a small, manageable set of themes to write into the final narrative.23 

A work protocol was developed by the researcher according to which data were 

analysed. The data and the protocol were given to a co-coder who worked 

independently of the researcher to check the reliability of the coding and to verify the 

emerging themes or categories from the data.19 The co-coder is an experienced 

researcher and data analyser. The researcher and the co-coder reached consensus 

on the identified main and sub-categories after several contact sessions in a meeting 

organised for that purpose. A literature control was conducted to compare the 

findings of the study with those of relevant, available literature on experiences after 

sharps injuries. The reader should note, however, that the available literature is not 

focused on operating room personnel or the operating room specifically, but on 

health care personnel in all health care settings where sharps are used. 

2.4 ETHICAL CONSIDERATIONS 

In order to conduct the research in an ethical manner, the researcher was guided by 

the ethical principles as defined by Brink et al.19and DENOSA in Brink et al.19 The 

three fundamental ethical principles defined by Brink19 are respect for persons, 

beneficence and justice. The human rights to be protected in research, based on 

these three principles, were the right to self-determination, the right to privacy, the 



right to anonymity and confidentiality, the right to fair treatment and protection from 

discomfort and harm. 

The research project was approved by the Research Committee of the School of 

Nursing Science as well as the Ethical Committee of the Faculty of Health Sciences 

of the North-West University and by obtaining their permission, the researcher 

ensured that the research was scientifically and ethically justified (See Appendix B). 

The researcher conducted the research project with integrity and in a scientifically 

honest manner. 

2.5 TRUSTWORTHINESS 

Rigour was ensured using Guba's model of trustworthiness, based on the 

identification of four aspects of trustworthiness as described in Krefting24, namely 

credibility, transferability, dependability and confirmability. 

2.6 RESULTS OF THE STUDY 
The results of this study were summarized in Table 2, as well as Diagram 1. 



TABLE 2: Experiences of operating room personnel after a sharps injury 

EXPERIENCES OF OPERATING ROOM (OR) PERSONNEL AFTER A SHARPS INJURY 

MECHANISMS OF PRACTICAL REASONS FOR NOT EMOTIONS IMPACT OF SHARPS SUPPORT RECEIVED COPING MECHANISMS 
SHARPS INJURIES IN MEASURES TAKEN BY REPORTING ALL EXPERIENCED BY OR INJURIES ON BY OR PERSONNEL OF OR PERSONNEL 
THE OR OR PERSONEEL AFTER SHARPS INJURIES IN PERSONNEL AFTER RELATIONSHIPS OF OR AFTER A SHARPS AFTER A SHARPS 

SHARPS INJURIES OR SHARPS INJURIES PERSONNEL INJURY INJURY 

Type of procedure From colleagues Risk profile of patient 

• surgical • Attention to wound site • Feeling too 
embarrassed 

• Anger/ 
biaming 

• Personal relationships ■ sufficient support • stereotyping 

• Anaesthetical • Reporting of incident • do not want to got for 
blood tests 

• Fear, anxiety, panic, 
shock 

• Family relationships • Insufficient support • Rationalisation 

Type of sharps involved • Blood tests • Do not want to use 
ARVs 

■ Depression • Relationships with 
colleagues 

From management Relying on strengths 

• Needles • Traumatic waiting 
period 

• Minimal perceived risk ■ Uncertainty & 
indecisiveness 

• Relationship with God • Sufficient support Unprofessional conduct 

• Blades • Antiretrovirai 
medication 

• Fear of penalty by 
management 

• Embarrassment • Relationships with 
patients 

• Insufficient support 

• Other sharps • Apathy & fatalism 

Site of injury 

Details of incident 

• What caused the 
incident 

• Contributing factors 



DIAGRAM 1. Experiences of operating room personnel after a sharps injury 
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2.7 DISCUSSION OF FINDINGS 

From the data analysis it became clear that sharps injuries had serious 

consequences in the lives of the operating room personnel participating in this study, 

as well as their loved ones, families, colleagues and patients. Most participants had 

had more than one sharps injury in the operating room over a period of time. Some 



participants reported up to four sharps injuries in the operating room, while two 

participants had had numerous incidents. None of these incidents, however, had 

been reported. The following themes emerged from the data analysis: 

2.7.1 Mechanisms of sharps injuries in the operating room 

When answering the question: "Have you ever had a sharps injury?" participants 

spontaneously supplied information on the mechanisms of the sharps injuries that 

they had sustained, namely the types of surgical procedures during which the sharps 

injuries had happened to them in the operating room, the types of sharps involved in 

the various incidents, the different sites of their injuries, the cause of these sharps 

injuries and the factors that had contributed to them. 

2.7.1.1 Types of surgical procedures 

Participants experienced sharps injuries during ophthalmic, obstetric, orthopaedic, 

dental, plastic, cardiothoracic and general surgical procedures in the operating room, 

as well as during administering anaesthetics for these surgical procedures. Sharps 

injuries in operating room personnel participating in this study happened before, 

during and after surgical procedures. 

According to the AORN Guidance Statement,16 exposure to blood-borne pathogens 

occurs during all phases of the peri-operative process. Procedures identified as 

posing the highest risk of sharps injury are thoracic trauma, burn, emergency 

orthopaedic, major vascular, intra-abdominal and gynaecological surgeries. 

2.7.1.2 Types of sharps involved 

Incidents in the operating room in this study were caused mostly by the following 

types of sharps: Needles, including syringe needles, dental needles, suturing 

needles; blades (scalpel blades, ophthalmic scalpel blades) and other sharps like 

sternal wires (used to close up the sternum after a thoracotomy) and drill bits (used in 

dental and orthopaedic surgery). Hollow bore as well as solid sharps were involved in 

the sharps injuries in this study. Several eye splashes were also reported involving 

blood, puss and even contaminated bodily fluids like water from a gastroscope while 

cleaning it. 



The AORN Guidance Statement16 confirms these findings, indicating that suture 

needles, followed by scalpel blades are involved in 77% of sharps injuries in the 

operating room. 

2.7.1.3 Site of sharps injuries 

The most common site of injury in this study was the hands of the participants. The 

thumb and fingers were involved in some of the injuries. Other sites were the 

buttocks, the thigh and the foot. Participants reporting that the most common body 

part injured during sharps injuries was the non-dominant hand of the victim confirm 

the AORN Guidance Statement's16 findings. Memish et a/.5 also found that the 

thumb, index and middle fingers were the most common sites involved in sharps 

injuries. 

2.7.1.4 Cause of sharps injuries 

• Who/what caused the incident 

Most of the incidents happened as a result of accidental self-injury with sharps in the 

operating room. Surgeons participating in this study often injured themselves while 

performing operations, usually while suturing the wound. One surgeon injured 

himself with a sternal wire while closing a thorax after a stabbed heart was repaired. 

Another injured himself while suturing the heart itself with a big suturing needle. 

Several scrub nurses injured themselves during operations when passing or handling 

sharp instruments, or at the end of procedures while removing blades from scalpels 

or needles from syringes. 

Other incidents were caused by negligent colleagues handling sharps carelessly or 

not adhering to universal precautions. Surgeons accidentally injured other doctors 

(their assistants) or their scrub nurses during operations, usually while suturing. An 

anaesthetist accidentally stuck a nursing student in the buttocks with a used syringe 

needle after administering a premed to a patient, while the victim was fastening the 

scrub nurse's gown in the scrub room. Another scrub nurse was injured in the thigh 

with a drill bit that was forgotten in a dental drill by the dental surgeon. In another 

incident a scrub nurse stepped onto a used suturing needle that was accidentally left 

on the floor by a colleague and missed by the cleaners during an operation the 



previous night. The needle passed through her shoe, penetrating her foot. A surgeon 

was also involved in a sharps injury where she got bumped by a floor nurse. 

Evidence that sharps injuries are often self-inflicted was reported by the AORN 

Guidance Statement16 and Berguer and Heller25 estimate that although most injuries 

are self-inflicted, up to 24% of sharps injuries are inflicted by a co-worker. Memish et 

a/.5 report that sharps left in inappropriate places after use, like the operating room's 

floor, cause sharps injuries. 

• Contributing factors to sharps injuries 

Factors contributing to these sharps injuries were reported as participants being in 

too much of a hurry, fast turnover rates, too little space in the operating room, 

emergency procedures and negligence by the participants themselves as well as 

their colleagues. Carelessness in the handling of sharps by operating room 

personnel and their colleagues also contributed to several sharps injuries in this 

study. 

The eye splashes reported in this study were all caused by negligence as the victims 

had not worn visors. It follows that universal precautions were not always adhered to 

and that this contributed to sharps injuries, as can be seen from the comment below. 

The literature confirms that health professionals sometimes do act negligently with 

sharps. In a study conducted by Stevens and Dickenson26 a nurse blamed doctors 

for not being careful with needles. Balachandran12 found that indiscipline on the part 

of medical staff results in sharps injuries. 

2.7.2 Practical measures following sharps injuries 

Information on the practical measures taken by participants after a sharps injury was 

given spontaneously by victims when asked: "Have you ever had a sharps injury?" 

and "How was it for you?" Participants gave information regarding the following 

steps they had taken directly after their sharps injuries: Attending to the wound, 

reporting the incident officially, taking blood tests, taking ARVs and their side effects, 

complying with ARVs and the traumatic period waiting for the blood results. 



The participants in this study took a series of practical measures following their 

sharps injuries. The measures taken were usually according to their hospital's 

infection control protocol or their sharps injury protocol. 

Similar procedures after sharps injuries are prescribed in literature. Saayman and 

Khan27 describe the procedure after a sharps injury according to the policy of the 

South African Department of Health, namely referral to a casualty officer, counselling, 

drawing of blood for HIV and hepatitis B testing, reporting of the incident and 

treatment with ARVs while awaiting blood results. This confirms the findings of this 

research regarding the practical measures that were followed after sharps injuries. 

2.7.2.1 Attending to the wound 

Directly after a sharps injury, the victims pressed, wrung or milked the blood from the 

wound. They also washed the injured area with an antiseptic solution, and covered 

the wound with a plaster. 

"I did all the things: I washed my hand, re-gloved, re-scrubbed, and re-gloved and 

everything..." 

Evidence of this was found in literature. Phipps et a/.28 report that the practices 

following exposure incidents include soaking the injured part in disinfectant and 

squeezing blood out of the wound. 

2.7.2.2 Reporting the sharps injury officially 

The next step in the process following a sharps injury is to report the incident 

officially. Reporting in this case involved filling in injury-on-duty forms and compiling 

written reports describing the incident. Then the injured person had to consult a 

health care professional, either a doctor or a professional nurse, designated by 

management to coordinate the incident. 

Reasons why they did not report all their sharps injuries will be explained later. 

2.7.2.3 Blood tests 

The participants then had to go to the laboratory appointed by their hospital in order 

to have blood drawn for several blood tests, including HIV and hepatitis B tests. They 



had to be counselled and written consent had to be obtained from them for the HIV 

tests to be done. 

2.7.2.4 Anti retro viral drugs 

After consultation with the health professional appointed to deal with sharps injuries, 

the participants had to take antiretroviral medication according to their hospitals' 

policies and protocols, as a prophylactic treatment against HIV/AIDS. 

It was recommended in a report by the Health Protection Agency for Infections29 in 

Wales that the victims of sharps injuries commence with ARVs within an hour of the 

incident. Furthermore, participants have to cope with the unpleasant side effects of 

the medication. 

• Side effects 

Participants gave information on the side effects of the ARVs when asked by the 

interviewer: "How was it for you?" Side effects reported in this study included 

headaches, nausea, vertigo, tiredness, abdominal pain and discomfort, body pains 

and even a bad taste in the mouth. Some of the participants had to be booked off 

from work as a result of severe symptoms. 

"It's horrible stuff. You don't want to get HIV, you take that every day of your life for 

the rest of your life." 

The Health Protection Agency Care for Infections29 confirms the findings regarding 

the side effects of the ARVs. They report that nausea and vomiting, diarrhoea, loss of 

energy and fatigue and headaches are the main side effects experienced. 

A participant in a study done by Stevens and Dickenson26 refused ARVs because of 

their unpleasant side effects. 

• Compliance 

Most participants did not complete the ARV course owing to these unbearable side 

effects. Only those participants that feared HIV most, usually after exposure to blood 

from an HIV-positive patient, were determined to complete their treatment, despite 

the side effects. 



Not complying with the full round of ARVs was confirmed by literature. In a survey 

published in Ireland by the Health Protection Agency for Infections29 it was reported 

that 90% of participants discontinued their ARVs within seven days of 

commencement, with the majority of these stopping within a day. 

2.7.2.5 Traumatic waiting period 

The waiting period, usually a very stressful and traumatic time for the injured person 

involved, followed the drawing of blood for HIV tests. Participants viewed these 

incidents as traumatic for different reasons. The sharps injuries were severely 

traumatic for pregnant and breastfeeding participants as they worried about the 

safety of their babies too. Another participant experienced severe emotional trauma 

when she had to stop breastfeeding her two-month-old baby after the incident. A 

nursing student that was assigned to the operating room as part of her training as an 

enrolled nurse was severely traumatised by the sharps injury she sustained. She 

was stuck in the buttocks with a used syringe needle by a careless doctor. She was 

also traumatised by the callous and unsympathetic attitude of this doctor, and the fact 

that her case was not dealt with confidentially by the authorities. Furthermore, she 

thought she was going to die. 

"You gave blood, ok and now for two weeks, that's the window period... for which 

you are panicked, I will tell you." 

"And then for me, it was traumatic, because... I think my child was two months. I 

was breastfeeding." 

According to Askarian and Malekmakan,30 most students are extremely concerned 

about the possibility of contracting HIV/AIDS and hepatitis B. 

When the blood results of the participants came back, it usually relieved the tension 

and negative emotions like anger, fear, anxiety and depression. 

In one instance, the blood results provoked an even more traumatic time in the life of 

the person involved, as she had tested positive a few weeks after the sharps injury. 

These sharps injuries were so upsetting and traumatic for participants that they 

experienced flashbacks of previous sharps injuries and times when they had acted 



negligently after minor incidents. Participants also suffered from insomnia and 

anxiety attacks at night. 

Similar findings are recorded by Giza,31 namely that an occupational exposure to 

blood-borne pathogens is traumatic and stressful. Kieser-Muller9 reports that the 

prospect of potentially contracting HIV through a needlestick injury is a traumatic 

incident. 

2.7.3 Reasons for not reporting all sharps injuries 

On answering the question: "Did you report the incident?" the following data were 

obtained: Some of the participants did not report all or some of their sharps injuries. 

Others did not report any of their incidents. 

When asked what made it difficult to report the incidents, reasons given by the 

participants for non-reporting and underreporting in this study included being too 

embarrassed to report the incident, not viewing the patient as being HIV positive after 

performing a risk profile, afraid of being penalised by management after yet another 

incident, and not wanting to go through the whole process after reporting the incident, 

including not wanting to take ARVs with their unpleasant side effects again. 

"First I didn't want to go through all the things of testing and everything..." 

Statements by Saayman and Khan27 confirm that not all sharps injuries are reported 

and that the mean rates of underreporting sharp injuries vary between 22 and 75% in 

the literature. Participants in a study done by Stevens and Dickenson26 did not report 

sharps injuries due to the HIV stigma and their distrust of ARVs. Phipps et a/.28 found 

that 3% of participants feared that reporting the incident would count against them in 

evaluation or promotion. 

2.7.4 Emotions 

Following their sharps injuries, the participants experienced several negative 

emotions, mostly very traumatic for the participants as well as their loved ones. 

These emotions included fear, anxiety, panic, shock, anger and blaming, 

embarrassment, depression, uncertainty and indecisiveness and even calmness, 

apathy and fatalism. 



These emotions had an impact on the participants' personal relationships: 

relationships with their family, colleagues, with God as well as their patients. 

"It affects your family. It affects everybody." 

The presence of emotional disturbances in subjects after exposure to HIV is 

confirmed by literature and, according to Giza,31 these emotions include fear, anger 

and sadness. Stevens and Dickenson26 comment that concern over needlestick 

injuries may embody HIV stigma, discrimination and fear. 

2.7.4.1 Anger and blaming 

After a sharps injury, operating room personnel experienced anger towards them

selves, as they blamed themselves for being incompetent and causing their own 

injuries. One participant, an orthopaedic surgeon, was so embarrassed after several 

insignificant sharps injuries, that he did not inform his colleagues about these 

incidents. He felt disappointed in himself and very angry with himself after a 

significant sharps injury occurred during a femoral procedure in the operating room. 

The participants also blamed their negligent and careless colleagues when causing 

the sharps injuries. They felt severe anger towards these colleagues. They also felt 

anger towards the patients involved, for being HIV positive and not consenting to HIV 

tests to be performed. Participants blamed God for allowing the sharps injuries to 

happen to them, as they felt that they did not deserve these traumatic incidents. They 

also experienced anger towards management, as they felt that they did not receive 

any support from management after their sharps injuries. 

Kieser-Muller9 had similar findings, with one participant in her study also feeling 

anger and blaming the patient, as the incident was not his (the participant's) fault, 

and because the person causing the incident did not apologise to him. 

2.7.4.2 Shock, anxiety, fear and panic 

Participants experienced shock, fear, anxiety and panic when they realised that a 

sharps injury had occurred and when informed that the patient involved was HIV 

positive. They panicked severely, especially after their first sharps injury. They 

experienced severe anxiety and fear during the waiting period, while anticipating 

blood results after the blood was drawn for HIV tests. They were also anxious about 



the reaction of their loved ones when they had to inform them of their sharps injuries. 

Pregnant and breastfeeding participants experienced a panicked feeling as well as a 

"double fear" - not only for themselves, but also when they realised that their babies 

were also at risk of contracting HIV/AIDS. One participant was severely shocked 

when she was informed by telephone by a nursing manager that she had tested HIV 

positive two weeks after her sharps injury. Participants experienced insomnia after 

their sharps injuries as a result of their anxiety and fear. They also suffered from 

severe anxiety and panic attacks at night during the waiting period. 

"It's mostly anger and then... this anxiety, this fear. Shit! I don't want to get HIV! I 

don't want HIV!" 

Most participants had an intense fear of contracting HIV/AIDS after their sharps 

injuries, especially during the first few days after the blood was drawn for HIV tests. 

They had all experienced the suffering of patients with HIV/AIDS - as health 

professionals they were all familiar with the devastating illness and this knowledge 

fuelled their fear. Two participants not only feared HIV/AIDS, but they also feared that 

they could contract deadly hepatitis B as a result of their sharps injuries. One 

participant feared hepatitis B even more than HIV/AIDS. 

Fisman et al.4 indicate that several authors have commented on the high degree of 

worker distress and anxiety that follow sharps injuries. Kieser-Muller9 classifies worry, 

anxiety, stress, trauma and fear as "apprehension", which she defines as "the 

anticipation of adversity or misfortune; suspicion or fear of future trouble or evil". 

According to Memish et al.,5 the main cause of anxiety expressed by health care 

workers is the risk of HIV transmission. 

2.7.4.3 Depression 

Participants suffered from severe depression after their sharps injuries while awaiting 

blood results and during the window period. They were depressed about informing 

their spouses about the incidents and about the condoms that they had to use in their 

intimate relationships in order to protect their spouses from potentially contracting 

HIV. One participant was so depressed after his sharps injuries that he experienced 

a lack of libido. Other participants were depressed as a result of being uncertain 

about the HIV status of the patient, and after being informed that they themselves 



had tested HIV positive. Another participant was very depressed when she had to 

stop breastfeeding her baby after the incident. 

"But you're so depressed; you don't feel like to have any sex, ok..." 

Similar findings are reported by Sohn et al.11 as well as Kieser-Muller,9 who found in 

their studies that health care workers reported higher levels of anxiety and 

depression after experiences of sharps injuries. 

2.7.4.4 Uncertainty and indecisiveness 

Directly after their sharps injuries, the participants felt uncertain about their future, as 

well as the future of their loved ones (especially spouses and children) should they 

contract HIV/AIDS. They were not certain as to how they would cope with the 

situation after testing HIV positive. This feeling of uncertainty was fuelled by the 

unknown HIV status of the patients involved. The trauma and shock of the incident 

transformed these (usually) professional people into uncertain and indecisive people, 

not certain of the protocol they had to follow after the incident, whether to use ARVs 

or not, which ARVs to use and the correct dosage. 

Kieser-Muller9 confirms this uncertainty with the "not knowing" being a prominent 

theme of her study with respondents fearing contracting HIV/AIDS 

2.7.4.5 Apathy and fatalism 

Some participants, on the other hand, were numbed by the shock and seemed to be 

apathetic and fatalistic about their sharps injuries. They did not worry at all after the 

incidents, as they rationalised that there was minimal risk involved in their specific 

incidents. After recurrent sharps injuries in a hospital in a high HIV and hepatitis B 

prevalence area, a participant became fatalistic and felt that he had become immune 

to HIV and hepatitis B. 

"You had splash in your eye, you had little needlestick, little... or it burned a little bit, 

you see. But I don't report that. So I started to become fatalist" 

This finding could not be confirmed by the available literature and is therefore a 

unique finding in this study. 



2.7.5 Impact on relationships 

The above negative emotions had a negative impact on all the relationships of the 

participants. 

2.7.5.1 Impact on personal relationships 

These sharps injuries and their consequences had an impact on the personal 

relationships of the participants with their spouses. Sharps injuries created a lot of 

conflict between the participants and their spouses. Some participants feared the 

reaction of their spouses when they had to inform them of the incident. Others were 

actually accused by their partners of having extra-marital affairs. They felt that their 

spouses did not understand what they were going through. Some spouses did not 

deal with the situation well when being informed about their wife's sharps injury. One 

husband wanted to go to the hospital and physically assault the doctor who was 

responsible for his wife's sharps injury. They also experienced worry about and fear 

of contracting HIV or transferring it to their partners and it created tension in their 

marital relationships. They also had to bear the inconvenience of using condoms 

during intimate sexual activities. Some participants even avoided intimate contact 

with their partners as a result of fearing transmitting HIV to them and developing 

AIDS. Few participants experienced their spouses as very supportive and 

understanding after a sharps injury at work. 

It was reported by Kieser-Muller9 that injured health care workers had to modify their 

sexual habits after sharps injuries. 

2.7.5.2 Impact on relationships with family 

The families of the participants were also affected after their sharps injuries. Single 

mothers experienced severe anxiety about their children's future should they contract 

HIV or even die from AIDS. Pregnant and breastfeeding mothers were very worried 

about the safety of their babies. Those breastfeeding at the time of the incident had 

to stop breastfeeding their babies for two reasons: Fear for transmitting HIV to them 

and as a result of them using ARVs. They were upset and felt that they let the babies 

down. Their relationship with their children and grandchildren were affected. Even 



teenagers were affected when their mother had a serious sharps injury. She was so 

fearful that she could transmit HIV to them that she bought gloves in case she got a 

bleeding injury and they had to help her. A grandmother avoided too close contact 

with her grandchildren for the same reason after her sharps injury in the operating 

room. 

Some participants, however, were not supported by family members at all. One 

participant's mother accused her of 'roaming around' shortly after the birth of her 

baby. Another participant could not tell her parents or her in-laws about her traumatic 

experience for fear of their reactions. She and her husband had to carry the burden 

of anxiety and fear alone. 

This finding is confirmed by Kieser-Muller,9 who found that the impact on the family of 

the injured health care worker is profound. A respondent in her study felt that his 

biggest mistake was telling his mother of his sharps injury, as she overreacted. His 

father's response was also very bad and he felt that his father did not understand 

everything clearly. 

2.7.5.3 Impact on relationship with God 

Sharps injuries affected the participants' relationship with God. Directly after a sharps 

injury and especially during the waiting period, participants received varying amounts 

of support from their spouses, families, colleagues and hospital management. 

Therefore some of them had to rely more on God, their religion and their faith to carry 

them through the traumatic period after a sharps injury. For some participants their 

sharps injuries brought them closer to God. They prayed a lot after their sharps 

injuries. Their religion carried them through the whole process after their sharps 

injuries. One scrub nurse even counselled herself from the Bible. 

"You wait... and you pray..." 

Others, however, questioned God after the incident as part of a grieving process they 

went through. One surgeon asked God why He had allowed this incident to happen 

to him. He also asked God what he had done wrong to deserve such an awful fate. 

He felt that he lived a good, healthy life without being promiscuous or being into 

drugs, only helping other people and then God allowed this terrible thing to happen to 



him. He prayed a lot. Thus his relationship with God played a positive role, helping 

him to cope with the traumatic incident. 

"...you question God, ok. You question everything. What did I do wrong? Why? 

Why it's me and why it's my turn?" 

Another scrub nurse suffered from severe depression after she was informed that her 

HIV test came back positive. She suffered from insomnia. At night she listened to 

gospel music to help her cope. She cried a lot while listening to the music and 

confessed that she did not once think how great God was. She also questioned God 

and could not understand why God had allowed this terrible thing to happen to her. 

After her last HIV test turned out to be negative, she thanked God profusely. 

No evidence of the impact on the victims' relationship with God could be found in the 

available literature and this is therefore a unique finding in this study. 

2.7.5.4 Impact on relationship with colleagues 

The sharps injuries did have an impact on the participants' relationships with their 

colleagues: both positive and negative. Most participants received good informal 

support from their colleagues in the operating room directly after the incident, which 

had a positive effect on their relationships with one another. They grew closer as they 

enquired about the victim's wellbeing and understood when the victim felt bad as a 

result of the traumatic nature of the incidents, or when suffering from the side effects 

of the ARVs. Colleagues in the operating room, especially the nurses, are a very 

close-knit community and support one another in times of need. They also had to 

forgive one another after a sharps injury, as they had to work together the following 

day. Some participants mentioned that the laboratory sister supported them very well 

emotionally after their sharps injuries. 

Unfortunately, the operating room personnel in this study also blamed their 

colleagues of being negligent and experienced extreme anger at the people who 

caused the sharps incidents. Nurses usually blamed the doctors of being negligent 

and careless with their sharps. One scrub nurse experienced extreme anger and 

blamed another colleague of carelessness after a suturing needle was negligently left 

on the floor of the operating room and it passed through her shoe into her foot the 

next day as she walked into the operating room. Although participants experienced 



good support from their colleagues after a sharps injury, some felt that the support 

was limited to the day of the incident. 

A scrub nurse participating in this study was booked off from work for two weeks, and 

felt that not being at work isolated her from her colleagues. They had a severely 

busy period in their operating room at that stage. When she returned to work, there 

was no time for support from her colleagues. One general practitioner did not want to 

discuss his sharps injury with his colleagues, as he wanted to keep it private owing to 

the stigma attached to HIV/AIDS. Another doctor, performing orthopaedic surgery, 

felt embarrassed by his sharps injuries and did not want to tell his colleagues about 

them. 

Similar findings are published in literature. Stevens arid Dickenson26 acknowledge 

that concern over sharps injuries may embody HIV stigma, discrimination and fear 

while Kieser-Muller9 reports on the lack of social support to health care workers after 

a sharps injury. 

2.7.5.5 Impact on relationship with patients 

Unfortunately the sharps injuries had little positive impact on the participants' 

relationship with their patients. Participants blamed the patients for being HIV 

positive. They were also angry at those patients who refused to give consent for HIV 

tests after the sharps injuries. They felt that while helping these patients, the least 

that they could expect was cooperation from them after a sharps injury. The 

uncertainty about these patients' HIV status created a lot of stress for the 

participants. 

Furthermore, some of the participants made themselves guilty of unprofessional 

conduct when dealing with these patients. Some performed HIV blood tests on these 

patients without informing them or obtaining consent for these tests beforehand. Two 

participants even paid privately for the blood tests in order to shorten the waiting 

period. One scrub nurse obtained consent from her still drowsy patient shortly after 

his operation with the help of her friend, a doctor. Several scrub nurses counselled 

the patients involved in their sharps injuries themselves in order to have quicker 

access to their blood results. An anaesthetist was even prepared to leave her patient 

alone in the operating room after her sharps injury. 



These findings are confirmed by literature. Stevens and Dickenson claim that 

sharps injuries link staff and patients through the risk of occupational exposure to 

HIV. Kieser-Muller9 reports that a respondent in her study changed her view of 

patients after a sharps injury. She felt that she judged a patient even before she 

knew his HIV/AIDS status. 

2.7.6 Support received by operating room personnel after a sharps 
injury 

2.7.6.1 Support from colleagues 

The support from colleagues has already been discussed above under the heading: 

"Impact on relationships with colleagues". 

2.7.6.2 Support from management 

Participants had certain expectations from management and their support, but all the 

participants in this study, except one, felt that they did not receive sufficient support 

from management. Some participants reported that they had received no support 

from management at all. They felt that management was nowhere when needed and 

that management blamed them for the sharps injuries that had occurred. They felt 

anger and disappointment towards management, as management only gave physical 

support, focusing only on the protocol to be followed, neglecting their emotional 

needs after such a traumatic incident. They felt that management was only 

concerned with absence from work and not concerned about them as human beings. 

Some even doubted that management was informed about their incidents. 

They had certain expectations from management regarding support and provision of 

counselling after their sharps injuries that were not met by management. They 

expected management to contact them after their incidents were reported, or enquire 

about their experience and wellbeing. They expected communication from 

management's side, but there was none. Participants also expected confidentiality on 

the side of management when dealing with their sharps injuries. One participant had 

a very traumatic encounter with management, as her sharps injury was not treated 

confidentially. 



The lack of confidentiality is also reported in the literature. A participant in a study 

done by Stevens and Dickenson26 told the interviewer that she refused to go through 

the process as there was no privacy and that nurses gossiped. 

Most participants did not receive any counselling following their sharps injuries. As 

professional health workers themselves, some of the participants refused the 

counselling provided by management, as they as health professionals knew all the 

facts about HIV/AIDS. The doctors, in particular, felt that the counselling provided by 

nurses was insufficient. 

"There's no counselling, I mean. You get to just take the pills." 

It is thus clear that the participants viewed management as unsympathetic after their 

sharps injuries. This attitude from management contributed to underreporting of 

sharps injuries. 

No evidence of the support from management or the lack thereof could be found in 

the available literature, which makes this a unique finding in this study. 

2.7.7 Coping mechanisms 

2.7.7.1 Risk profile 

Almost all participants, especially the doctors, compiled an on-the-spot risk profile 

immediately after their sharps injuries. According to these risk profiles, they either 

worried or not, reported the incidents or not, used ARVs or not and decided on the 

treatment to be followed. 

"And the risk of her having any... contagious thing that could be transmitted to me, 

through... uh, it was a suture needle, not a hollow-bore model. So, I did a quick risk 

a... assessment of the situation... patient not likely to have HIV or Hep B or any .. .of 

the other one's. I mean that one would have been concerned about. Her age was 

wrong, her sex was wrong, her colour was wrong. I did a risk profile. It was not a 

hollow-bore needle like a drip needle. 'Cause that's about contact... And I just 

thought the risk is so minimal." 



• Stereotyping 

The participants used stereotyping when compiling these risk profiles in order to cope 

with their sharps injuries. They stereotyped elderly and obese patients as HIV 

negative. They also viewed white patients as HIV negative. They viewed certain 

patients as "having the look". 

"Ok, en toe, hulle se mos jy moenie kyk hoe lyk die pasient nie. Elke pasient het 

'n.. Jy moet, uh.. .elkeen.. .behandel soos 'n.. .positiewe pasient, maar sy het net daai 

look gehad'..." 

"But I wasn't worried at all, for the simple reason, that this woman... was sixty 

five.. .she ... was extremely... obese.. .BMI of sixty three." 

• Rationalisation 

According these risk profiles, they rationalised the risk of contacting HIV/AIDS from 

the patients involved in their sharps injuries as very insignificant. 

"What are the chances? One over three hundred and uh... when I washed it like 

that, I washed it for four minutes and all." 

2.7.7.2 Relying on sources of strength 

Participants relied on several sources of strength. Some relied heavily on the 

emotional support given by their peers in the operating room as well as from the 

laboratory sister. Some participants experienced the lab sister as more helpful and 

supportive than other colleagues or management. 

Participants relied on their religion and faith to carry them through their traumatic 

sharps injuries, especially during the waiting period. They prayed constantly to God 

for them not to test HIV positive after their incidents. They also had good faith that 

they would not contract HIV/AIDS after these incidents. One participant played 

gospel music at night while she cried as a result of a severe depression after she 

tested HIV positive. Others counselled themselves from the Bible. It is thus clear that 

support from colleagues and religion played positive roles in coping with sharps 

injuries by operating room personnel in this study. 



2.7.7.3 Unprofessional conduct 

In trying to cope with their traumatic sharps injuries, some participants made 

themselves guilty of unprofessional practices. Several scrub nurses talked to 

patients and asked them about their HIV statuses. They also negotiated consent for 

the HIV tests to be performed. In order to save time and shorten the process, they 

counselled the patients themselves before the blood tests were performed. Others 

took blood from the patients and did not inform the patients or obtain their consent. 

One participant obtained consent from her still drowsy patient, who had not 

recovered from his anaesthesia shortly after his operation. Two participants even 

paid privately for tests in order to shorten the waiting period. Others wanted to leave 

the patient alone on the operating table after they realised that a sharps injury had 

occurred, as they could not cope with the shock of the traumatic incident. 

It follows that participants in this study used unprofessional conduct as a coping 

mechanism after their sharps injuries. 

No evidence was found to confirm the findings of this research on coping 

mechanisms. In a study done by Kieser-Muller,9 coping mechanisms such as 

repression, suppression and denial were used by participants. 

It is important, however, that it be brought to the reader's attention that not all of the 

findings supported by literature are applicable to operating room personnel or the 

operating room context specifically, but to health care workers in general after sharps 

injuries. 

2.8 CONCLUSIONS 

Seven categories emerged from the data analysis: Mechanisms of sharps injuries in 

the operating room, practical measures taken by operating room personnel after a 

sharps injury, reasons for not reporting all sharps injuries, emotions experienced by 

operating room personnel after a sharps injury, impact of sharps injuries on 

relationships of operating room personnel, the support received by operating room 

personnel after a sharps injury and coping mechanisms of operating room personnel 

after a sharps injury. Several conclusions were drawn by the researcher from these 

categories. 



2.8.1 Experiences of operating room personnel after a sharps injury 

From data obtained from operating room personnel after asking them how the sharps 

injury was for them, the first four categories emerged, namely mechanisms of sharps 

injuries, the practical measures taken directly after the incidents, emotions 

experienced by the operating room personnel after their sharps injuries and the 

impact these incidents had on their relationships with their loved ones, their 

colleagues, their patients as well as God. 

The following conclusions can be drawn from their experiences: 

• All hospitals in this study had a sharps injury policy and protocol in place. Some 

called it a "needlestick policy/protocol". These policies/protocols, however, are 

not uniform. Neither are they implemented or executed in the same manner by 

management. This makes comparisons of the policies/protocols almost 

impossible. In two cases the ARVs were not accessible directly after the sharps 

injury. Problems occurred in both cases after hours. 

• Not all participants were familiar with their hospital's policy/protocol. 

• These policies/protocols focus on the physical process or practical measures to 

be taken after sharps injuries and not on emotional needs of operating room 

personnel after a sharps injury. 

• Sharps injuries are traumatic events in the lives of the participants and may lead 

to negative emotions by operating room personnel. These emotions include 

shock, panic, anxiety, fear, anger and blaming, depression, embarrassment, 

uncertainty, apathy or fatalism. 

• For most participants their sharps injuries in the operating room were very 

traumatic, especially their first incident and the waiting period for HIV blood 

results. 

• Sharps injuries in operating room personnel have an effect on their relationships 

with their loved ones, family members, colleagues, management, patients and 

God. 

• One participant experienced a lack of confidentiality after officially reporting a 

sharps injury. She heard the counsellor gossiping about her incident. 



• Participants felt that the counselling available was not sufficient or was provided 

by inferior staff members. They felt that they as nurses and doctors already 

knew the baseline facts provided on HIV by the counsellors. 

• Participants experienced side effects ranging from mild to severe after using 

ARVs. Participants were not informed by management of the severity of the 

side effects to be expected from ARVs either. 

2.8.2 Reasons for not reporting all sharps injuries by operating 

room personnel 

After asking the question: "What made it difficult for you to report the incident?" the 

reasons for non-reporting and underreporting of the sharps injuries by the operating 

room personnel participating in this study could be identified. The following 

conclusions can be drawn: 

• Although all hospitals in this study had a reporting system in place, operating 

room personnel participating in this study did not report all their sharps injuries. 

• Participants felt too embarrassed by their sharps injuries to report them 

officially. 

• Participants felt blamed by management after a sharps injury and were 

sometimes threatened with some kind of penalty after reporting sharps injuries. 

• The side effects of the ARVs they would have to use after a sharps injury 

discouraged participants from reporting all sharps injuries, as well as having to 

go through the whole tedious process after reporting a sharps injury. 

• Fear of rejection by partners or colleagues owing to the stigma attached to 

HIV/AIDS prevented participants from reporting all sharps injuries. 

2.8.3 Support received by operating room personnel after a sharps 
injury 

The participants in this study answered the question: "What support did you receive 

from management?" It can be concluded by the researcher that: 
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Operating room personnel participating in this study received no or insufficient 

support from management after a sharps injury. Most participants felt that 

management was not involved at all. 

Management was viewed as unsympathetic in their communication. A participant 

was informed rudely by management by telephone that she had tested HIV positive. 

Participants felt that management was blaming them for their sharps injuries. 

No or bad communication existed between management and operating room 

personnel participating in this study after a sharps injury. Only one participant 

received feedback from management. 

Counselling provided was viewed as inferior by participants. Some participants did 

not receive any counselling at all after their sharps injuries in the operating room. 

2.8.4 Guidelines proposed for effective support of operating room 
personnel after a sharps injury 

In congruence with the objectives of this study, guidelines for effective support for 

operating room personnel after a sharps injury in hospitals of the southern district of 

North-West have been proposed. The purpose of these guidelines is also to improve 

non-reporting and underreporting of sharps injuries in this area. These guidelines 

were developed from the conclusions drawn by the researcher, based on the 

experiences of participating operating room personnel after a sharps injury. 

These guidelines are meant to be implemented by infection control committees and 

management of participating hospitals in the area after sharps injuries to their 

operating room personnel. They must be used in conjunction with existing sharps 

injury policies and protocols in order to support operating room personnel after these 

traumatic incidents more effectively. The rationale of these guidelines is that when 

operating room personnel feel supported by management after these incidents, the 

reporting of the incidents will improve. 

The focus of these guidelines is on improved support to the victims after sharps 

injuries in the operating room and provision of emotional support in addition to the 

physical process to be followed after such injuries as prescribed by the existing 

policies and protocols. 
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A sharps injury committee should be appointed by hospital management to 

effectively manage and coordinate sharps injuries in the hospital, including the 

operating room. This committee should work in conjunction with the infection control 

committee and the quality control committee and be accountable to hospital 

management after sharps injuries have occurred in the operating room. Personnel 

from the operating room should be included in this committee. 

The sharps injury committee should facilitate the physical process to be followed 

after a sharps injury, while focusing on the emotional impact of traumatic sharps 

injuries. The committee should be accessible, supportive and sympathetic when 

dealing with sharps injuries and a member should be available 24 hours of the day in 

case of a sharps injury. 

The mechanism and details of each sharps injury should be investigated by this 

committee. A thorough risk assessment should be made directly after each incident 

by a suitably qualified, competent health care professional, appointed by 

management, advised by the committee. In smaller hospitals, a part-time consultant 

can be used. 

Each case, however, should be thoroughly assessed and each participant treated 

according to his/her own set of unique needs. It is thus important that each victim be 

interviewed after a sharps injury by a professional equally or better qualified than the 

injured person himself/herself. An HIV counsellor is not the answer, as the operating 

room personnel participating in this study viewed them as unnecessary since they as 

doctors and nurses already have the knowledge and skills required. A suitably 

qualified person, such as an independent psychologist, should be used. Such a 

counsellor should be available to victims of sharps injuries at all times, even after 

hours and at night, as these injuries during emergency cases at night are even more 

traumatic. 

Where sharps have been handled negligently by operating room personnel, 

additional training focused on skills improvement and safe handling of sharps should 

be made available to those individuals identified by the sharps injury committee. 

The victim should get the opportunity to express his/her needs as well as fear, anger, 

shock, depression, embarrassment and all other negative emotions without fear of 

being penalised or judged by the counsellor or management. The victim should trust 



and have faith in the system and be assured of strict confidentiality by the counsellor, 

the sharps injury committee as well as management when dealing with their incident. 

Only then will an atmosphere conducive to reporting of all sharps injuries in the 

operating room be created. 

Support should be expanded to the victim's spouse/partner and couple therapy must 

be available to facilitate the process of informing the spouse/partner of the sharps 

injury and its potential consequences, including potentially contracting diseases like 

HIV/AIDS or hepatitis B. Family therapy must be available, especially where children 

or parents are involved. 

Support groups of operating room personnel that have sustained sharps injuries 

before should be facilitated and encouraged by the committee. Sharing of traumatic 

experiences may be very therapeutic to victims of sharps injuries. Stigmatisation of 

HIV/AIDS can be discussed and overcome by these victims when being able to share 

traumatic experiences as well as the fear of contracting the disease. 

Furthermore, the victim should be excused from his/her duties directly after the 

incident or after the procedure during which the incident happened, in order to report 

the incident officially and be supported both physically and emotionally by the sharps 

injury committee. 

The victim should also be empowered by being encouraged to rely on his/her 

sources of strengths like religion and faith in God, as well as the good support from 

colleagues and peers experienced in the operating room. 

Unprofessional conduct directly after the incident should not be penalised by 

management as it usually occurs as a result of severe shock and trauma. It should 

be discussed with the victim and feelings of embarrassment or guilt must be worked 

through. 

The victim should be informed about the side effects of the ARVs to be expected, 

including headaches, nausea, abdominal discomfort, tiredness, malaise and potential 

interaction with other prescribed drugs. 

If severe side effects are experienced, victims should be allowed by management to 

take sick leave without being blamed by management for their absence from work. 



Good, effective communication should be maintained with the victims of these sharps 

injuries in the operating room after they have reported the incidents officially. A call 

to hear how the person is coping after the incident will assure victims that 

management is aware of and interested in them, and not only concerned about 

absence from work (missing labour hours). 

More frequent sessions should be scheduled for emotional support by a psychologist 

than only the prescribed times when blood must be drawn for subsequent blood 

tests. More sessions during the traumatic waiting time for blood results and the 

window period should be scheduled in order to provide additional emotional support 

should the need be expressed by victims of sharps injuries. 

2.9 CONCLUDING REMARKS 

The researcher is of the opinion that a significant problem in nursing practice in the 

operating room has been investigated. Sharps injuries pose an enormous 

occupational hazard to all operating room personnel, especially to our nurses 

assigned to the operating room. The objectives of this study were met in this 

research. Appropriate literature was examined, although little data have been 

published on the experience and support to operating room personnel. Almost all 

existing literature focuses on sharps injuries in general or on health care workers in 

all health care settings and not the operating room specifically. It is likely that this 

research will promote further investigation into sharps injuries in the operating room 

and specifically the support received by operating room personnel after such 

traumatic incidents at work. 
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THREE 

CONCLUSIONS, RECOMMENDATIONS, LIMITATIONS 
AND GUIDELINES FOR SUPPORT TO OPERATING ROOM 

PERSONNEL AFTER A SHARPS INJURY 

3.1 INTRODUCTION 

In the article the research findings were discussed. These consisted of the 

experiences of the participants after a sharps injury in the operating room. The 

findings were supported by direct quotes from the participants during the interviews. 

Relevant literature confirmed the findings from this research study. From these 

experiences the researcher identified the need of sharps injury victims for support 

after these injuries in order to propose guidelines to improve the official reporting of 

these incidents and to support the victims of sharps injuries that happened in the 

operating room. 

3.2 CONCLUSIONS 

The research objectives of this study were to explore and describe the experiences 

of operating room personnel after sharps injuries, to explore and describe the 

reasons why they do not always report these incidents, to explore what could be 

done to increase reporting of sharps incidents in operating rooms by personnel and 

lastly, to propose guidelines to support operating room personnel after a sharps 

injury. 

In order to achieve these objectives, the researcher gathered data by conducting 

semi-structured interviews with participants, analysed data with the help of an 

experienced co-coder and related the data to relevant literature. Seven categories 

emerged from the data analysis: Mechanisms of sharps injuries in the operating 



room, practical measures taken by operating room personnel after a sharps injury, 

reasons for not reporting all sharps injuries, emotions experienced by operating room 

personnel after a sharps injury, impact of sharps injuries on relationships of operating 

room personnel, the support received by operating room personnel after a sharps 

injury and coping mechanisms of operating room personnel after a sharps injury. 

Several conclusions were drawn by the researcher from these categories. 

3.2.1 Experiences of operating room personnel 
after a sharps injury 

From data obtained from operating room personnel after asking them how the sharps 

injury was for them, the first four categories emerged, namely mechanisms of sharps 

injuries, the practical measures taken directly after the incidents, emotions 

experienced by the operating room personnel after their sharps injuries and the 

impact these incidents had on their relationships with their loved ones, their 

colleagues, their patients as well as God. 

The following conclusions can be drawn from their experiences: 

• All hospitals in this study had a sharps injury policy and protocol in place. Some 

called it a "needlestick policy/protocol". These policies/protocols, however, are 

not uniform. Neither are they implemented or executed in the same mariner by 

management. This makes comparisons of the policies/protocols almost 

impossible. In two cases the ARVs were not accessible directly after the sharps 

injury. Problems occurred in both cases after hours. 

• Not all participants were familiar with their hospital's policy/protocol. 

• These policies/protocols focus on the physical process or practical measures to 

be taken after sharps injuries to be followed by operating room and not on 

emotional needs of operating room personnel after a sharps injury. 

• Sharps injuries are traumatic events in the lives of the participants and may lead 

to negative emotions by operating room personnel. These emotions include 

shock, panic, anxiety, fear, anger and blaming, depression, embarrassment, 

uncertainty, apathy or fatalism. 



• For most participants their sharps injuries in the operating room were very 

traumatic, especially their first incident and the waiting period for HIV blood 

results. 

• Sharps injuries in operating room personnel have an effect on their relationships 

with their loved ones, family members, colleagues, management, patients and 

God. 

• One participant experienced a lack of confidentiality after officially reporting a 

sharps injury. She heard the counsellor gossiping about her incident. 

• Participants felt that the counselling available was not sufficient or was provided 

by inferior staff members. They felt that they as nurses and doctors already 

knew the baseline facts provided on HIV by the counsellors. 

• Participants experienced side effects ranging from mild to severe after using 

ARVs. Participants were not informed by management of the severity of the 

side effects to be expected from ARVs either. 

3.2.2 Reasons for not reporting all sharps injuries by operating 
room personnel 

After asking the question: "What made it difficult for you to report the incident?" the 

reasons for non-reporting and underreporting of the sharps injuries by the operating 

room personnel participating in this study could be identified. The following 

conclusions can be drawn: 

• Although all hospitals in this study had a reporting system in place, operating 

room personnel participating in this study did not report all their sharps injuries. 

• Participants felt too embarrassed by their sharps injuries to report them 

officially. 

• Participants felt blamed by management after a sharps injury and were 

sometimes threatened with some kind of penalty after reporting sharps injuries. 

• The side effects of the ARVs they would have to use after a sharps injury 

discouraged participants from reporting all sharps injuries, as well as having to 

go through the whole tedious process after reporting a sharps injury. 



• Fear of rejection by partners or colleagues owing to the stigma attached to 

HIV/AIDS prevented participants from reporting all sharps injuries. 

3.2.3 Support received by operating room 
personnel after a sharps injury 

The participants in this study answered the question: "What support did you receive 

from management?" It can be concluded by the researcher that: 

• Most participants received good support from their colleagues/peers in the 

operating room. A few participants felt isolated and others did not want to 

discuss their sharps injuries with colleagues owing to the stigma attached to 

HIV and fear of rejection by their colleagues and friends. 

• Some participants received good support from the laboratory sister. 

• Operating room personnel participating in this study received no or insufficient 

support from management after a sharps injury. Most participants felt that 

management was not involved at all. 

• Management was viewed as unsympathetic when communicating with 

operating room personnel after sharps injuries. A participant was informed 

rudely by management by telephone that she had tested HIV positive. 

• Participants felt that management was blaming them for their sharps injuries 

and they feared some kind of penalty from management after sharps injuries. 

• No or bad communication existed between management and operating room 

personnel participating in this study after a sharps injury. Only one participant 

received feedback from management. 

• Counselling provided after these incidents was viewed as inferior by 

participants. Some participants did not receive any counselling at all after their 

sharps injuries in the operating room. 

3.3 LIMITATIONS OF THE STUDY 

As it was a qualitative study, the research findings were contextual and cannot be 

generalised to operating room personnel in other parts of South Africa or the world. 



Neither can they be generalised to personnel assigned to hospital departments other 

than the operating room, even if in the same area of the North-West. Furthermore, a 

relatively small sample of 17 was included in the study. 

The management of only some private hospitals in the area gave permission to the 

researcher to invite their operating room personnel to participate in the study. 

Therefore the research findings cannot be generalised to operating room personnel 

of the provincial hospitals in the same area. 

Lastly, the interview data were the only source of information gathered from the 

participants on which the findings were based. Other data gathering methods could 

have enriched the data as well as the research findings, for example analysis of the 

written incident reports after the sharps injuries. This would, however, create 

numerous ethical dilemmas to the researcher owing to the confidentiality of these 

reports. 

3.4 RECOMMENDATIONS 

The following recommendations are made for future nursing practice, nursing 

education and nursing research: 

3.4.1 Nursing practice 

The findings of this research can be used in the practice of operating room 

personnel, including scrub nurses, floor nurses, anaesthetic nurses, nursing 

managers and infection control nurses. The focus of management of sharps injuries 

in the operating room should be on both physical and emotional needs of the victim. 

3.4.2 Nursing education 

Although training in the operating room does focus on avoidance of sharps injuries, 

operating room personnel should be made more aware that these incidents actually 

do happen in practice. They should therefore be made aware of their hospital's 

policies and protocols on sharps injuries during orientation and during in-service 

training sessions. They must also know the procedure to be followed in the case of 

sharps injuries occurring to them after hours and during emergency procedures. The 



formal training of operating room nurses as well as their informal in-service training 

programmes should focus on the prevention and handling of sharps injuries in the 

operating room. Management and coordination of sharps injuries in the operating 

room should receive more attention. 

3.4.3 Nursing research 

Further research on the emotional impact of sharps injuries sustained in the 

operating room as well as other health care settings will enrich the existing 

framework of knowledge. The findings of this study as well as the effectiveness of the 

proposed guidelines must be evaluated in future research. 

3.5 GUIDELINES PROPOSED FOR SUPPORT OF OPERATING 
ROOM PERSONNEL IN THE NORTH-WEST AFTER A SHARPS 
INJURY 

In congruence with the objectives of this study, guidelines for effective support for 

operating room personnel after a sharps injury in hospitals of the southern district of 

North-West have been proposed. These guidelines should also improve non-

reporting and underreporting of sharps injuries in this area. They were developed 

from the conclusions drawn by the researcher, based on the experiences of 

participating operating room personnel after a sharps injury. 

These guidelines are meant to be implemented by infection control committees and 

management of participating hospitals in the area after sharps injuries to their 

operating room personnel. They must be used in conjunction with existing sharps 

injury policies and protocols in order to support operating room personnel after these 

traumatic incidents more effectively. The rationale of these guidelines is that when 

operating room personnel feel supported by management after these incidents, the 

reporting of the incidents will improve. 

The focus of these guidelines is on improved support to the victims after sharps 

injuries in the operating room and provision of emotional support in addition to the 

physical process to be followed after such injuries as prescribed by the existing 

policies and protocols. 



• A sharps injury committee should be appointed by hospital management to 

effectively manage and coordinate sharps injuries in the hospital, including the 

operating room. This committee should work in conjunction with the infection 

control committee and the quality control committee and be accountable to 

hospital management after sharps injuries have occurred in the operating room. 

Personnel from the operating room should be included in this committee. 

• The sharps injury committee should facilitate the physical process to be 

followed after a sharps injury, while focusing on the emotional impact of 

traumatic sharps injuries. The committee should be accessible, supportive and 

sympathetic when dealing with sharps injuries and a member should be 

available 24 hours of the day in case of a sharp injury. 

• The mechanism and details of each sharps injury should be investigated by this 

committee. A thorough risk assessment should be made directly after each 

incident by a suitably qualified, competent health care professional, appointed 

by management, advised by the committee. In smaller hospitals, a part-time 

consultant can be used. 

• Each case, however, should be thoroughly assessed and each participant 

treated according to his/her own set of unique needs. It is thus important that 

each victim be interviewed after a sharps injury by a professional equally or 

better qualified than the injured person himself/herself. An HIV counsellor is not 

the answer, as the operating room personnel participating in this study viewed 

them as unnecessary since they as doctors and nurses already have the 

knowledge and skills required. A suitably qualified person, such as a 

psychologist, should be used. Such a counsellor must be available to victims of 

sharps injuries at all times, even after hours and at night, as these injuries 

during emergency cases at night are even more traumatic. 

• Where operating room personnel handle sharps negligently, additional training 

focused on skills improvement and safe handling of sharps should be made 

available to those individuals identified by the sharps injury committee. 

• The victim should get the opportunity to express his/her needs as well as fear, 

anger, shock, depression, embarrassment and all other negative emotions 

without fear of being penalised or judged by the counsellor or management. 
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The victim should be able to trust and have faith in the system and be assured 

of strict confidentiality by the counsellor, the sharps injury committee as well as 

management when dealing with their incident. Only then will an atmosphere 

conducive to reporting of all sharps injuries in the operating room be created. 

• Support should be expanded to the victim's spouse/partner and couple therapy 

should be available to facilitate the process of informing the spouse/partner of 

the sharps injury and its potential consequences, including potentially 

contracting diseases like HIV/AIDS or hepatitis B. Family therapy should be 

available, especially where children or parents are involved. 

• Support groups of operating room personnel that have sustained sharps injuries 

before should be facilitated and encouraged by the committee. Sharing of 

traumatic experiences may be very therapeutic to victims of sharps injuries. 

Stigmatisation of HIV/AIDS can be discussed and overcome by these victims 

when being able to share traumatic experiences as well as the fear of 

contracting the disease. 

• Furthermore, the victim should be excused from his/her duties directly after the 

incident or after the procedure during which the incident happened, in order to 

report the incident officially and be supported both physically and emotionally by 

the sharps injury committee. 

• The victim should also be empowered by being encouraged to rely on his/her 

sources of strength like religion and faith in God, as well as the good support 

from colleagues and peers experienced in the operating room. 

• Unprofessional conduct directly after the incident should not be penalised by 

management as it usually occurs as a result of severe shock and trauma. It 

should be discussed with the victim and feelings of embarrassment or guilt must 

be worked through. 

• The victim must be informed about the side effects of the ARVs to be expected, 

including headaches, nausea, abdominal discomfort, tiredness, malaise and 

potential interaction with other prescribed drugs. 



• If severe side effects are experienced, victims should be allowed by 

management to take sick leave without being blamed by management for the 

absence from work. 

• Good, effective communication should be maintained with the victims of these 

sharps injuries in the operating room after they have reported the incidents 

officially. A call to hear how the person is coping after the incident will assure 

victims that management is aware of and interested in them, and not only 

concerned about absence from work (missing labour hours). 

• More frequent sessions should be scheduled for emotional support by a 

psychologist than only the prescribed times when blood must be drawn for 

subsequent blood tests. More sessions during the traumatic waiting time for 

blood results and the window period should be scheduled in order to provide 

additional emotional support should the need be expressed by victims of sharps 

injuries. 

3.6 CONCLUSIONS BY RESEARCHER 

The researcher is of the opinion that a significant problem in nursing practice in the 

operating room has been investigated. Sharps injuries pose an enormous 

occupational hazard to all operating room personnel, especially to our nurses 

assigned to the operating room. The objectives of this study were met in this 

research. Appropriate literature was examined, although little data have been 

published on the experience and support to operating room personnel. Almost all 

existing literature focuses on sharps injuries in general or on health care workers in 

all health care settings and not the operating room specifically. It is likely that this 

research will promote further investigation into sharps injuries in the operating room 

and specifically the support received by operating room personnel after such 

traumatic incidents at work. 



REFERENCES 
1. ALAM, M. 2002. Knowledge, attitude and practices among health care 

workers on needle-stick injuries. Annals of Saudi medicine, 22(5-6):396-

399. 

2. ANON. 1998. Guidelines of behaviour for health care workers aimed at 

reducing HIV infections. Journal for drug addiction and alcoholism, 21 (4). 16 

p. http://www. unicri.it/ min.san.bolletino/bulletin/1998-4e/leg2.htm Date of 

access: 19 June 2006. 

3. AORN GUIDANCE STATEMENT. 2005. Sharps injury prevention in the 

perioperative setting. Standards, recommended practices, and guidelines: 

199-203. http://www.aorn.org/about/positions/pdf/SECTI-2e-sharpssafety.pdf  

Date of access: 28 Jan 2007. 

4. ASKARIAN, M. & MALEKMAKAN, L. 2006. The prevalence of needlestick 

injuries in medical, dental, nursing and midwifery students at the university 

teaching hospitals of Shiraz, Iran. Indian journal of medical sciences, 

60(6):227-232, June. 

5. AYRANCI, U. & KOSGEROGLU, N. 2004. Needle-stick and sharps injuries 

among nurses in the healthcare sector in a city of western Turkey. Journal of 

hospital infection, 58:216-223, Jan. 

6. BALACHANDRAN, S. 2002. Nurses and the occupational risk of blood-

borne infections. Indian journal of medical ethics, 10(4):1, Oct-Dec. 

http://www. issuesinmedicalethics.org/104di088.html Date of access: 1 June 

2007. 

7. BOTES, A. 1995. 'n Model vir navorsing in Verpleegkunde. Johannesburg: 

Randse Afrikaanse Universiteit. 

8. BRINK, H., VAN DER WALT, C. & VAN RENSBURG. 2006. Fundamentals 

of research methodology for health care professionals. 2nd ed. Cape Town: 

Juta. 

http://www
http://unicri.it/
http://www.aorn.org/about/positions/pdf/SECTI-2e-sharpssafety.pdf
http://www
http://issuesinmedicalethics.org/104di088.html


9. BRYCE, E.A., FORD, J., CHASE, L, TAYLOR, C. & SCHARF, S. 1999. 

Sharps injuries: defining prevention priorities. American journal of infection 

control, 27(5):447-452, October. 

10. BURNS, N. & GROVE, S.K. 2005. The practice of nursing research: 

conduct, critique, and utilization. 5th ed. St. Louis, Mo.: Elsevier Saunders. 

11. CASSINA, P.C. 1999. The real incidence of percutaneous injuries in the 

operating room - a prospective study. Swiss surgery, 5:27-29. 

http://www.jr2.ox.ac.uk/ bandolier/booth/needlestick/opstaff.html Date of 

access: 4 Feb 2007. 

12. CENTRES FOR DISEASE CONTROL AND PREVENTION (CDC). 2005. 

Overview: Risks and prevention of sharps injuries in healthcare personnel. 

http://www.cdc.gov/sharpssafety/index.html. Date of access: 17 Feb 2007. 

13. CIPLADOC. 2000. A user's guide: occupational exposure to HIV-prevention 

&treatment(5p.) 

http://www.cipladoc.com/publications/aidsupdate/usersguide/ ug.htm Date of 

access: 19 June 2006. 

14. CRESWELL, J.W. 1994. Research design: qualitative and quantitative 

approaches. Belmont, Calif.: Sage. 

15. CULLEN, B.L., GENASI, F., SYMINGTON, I., BAGG, J., Mc CREADDIE, 

M., TAYLOR, A., HENRY, M., HUTCHINSON, S.J. & GOLDBERG, D.J. 

2006. Potential for reported needlestick prevention among healthcare 

workers through safety device usage and improvement of guideline 

adherence: expert panel assessment. Journal of hospital infection, 63:445-

451. Available: Science Direct. 

16. DEVOS, A.S., STRYDOM, H., FOUCHE, C.B. & DELPORT, C.S.L. 2005. 

Research at grass roots - for the social sciences and human service 

professions. 3rd ed. Pretoria: Van Schaik. 

17. EASTMAN, L. 2000. Blood borne pathogen standard amendments focus on 

sharps injuries. Chemical health & safety: 30-33, Jan/Feb. 

http://www.jr2.ox.ac.uk/
http://www.cdc.gov/sharpssafety/index.html
http://www.cipladoc.com/publications/aidsupdate/usersguide/


18. EDGE, J.M., JANSE VAN RENSBURG, E. & MOSTERT, E. 2000. Ethic-

legal aspects of the protocol for needlestick injuries. South African medical 

journal, 90(12):1182-1184, Dec. 

19. FEITSMA, A. 2005. Experiences and support needs of poverty-stricken 

people living with HIV in the Potchefstroom district in the North-West 

Province. Potchefstroom: North-West University. (Mini-dissertation - MCur) 

102 p. 

20. FISMAN, D.N., MITTLEMAN, M.A., SOROCK, G.S. & HARRIS, A.D. 

2002. Willingness to pay to avoid sharps-related injuries: a study in injured 

health care workers. American journal of infection control, 30(5):283-287. 

21. FORTUNATO, N. 2000. Berry & Kohn's operating room technique. 9th ed. 

St. Louis: Mosby. 

22. GEORGE, J.B. 2002. Nursing theories: the base for professional nursing 

practice. 5th ed. Upper Saddle River, N.J.: Prentice Hall. 

23. GILLEN, M., DAVIS, M., Mc NARY, J., BOYD, A., LEWIS, J., CURREN, 

C, YOUNG, C.A., SCHULLER, M. & CONE, J. 2002. Sharps injury 

recordkeeping activities and safety product use in California health care 

facilities: pilot study results from the sharps injury control program. American 

journal of infection control, 30(5):269-276. 

24. GIZA, A. 2004. Psychosocial consequences of medical staff occupational 

exposures. HIV/AIDS review, 3(1):36-38. 

25. GOULD, D., WILSON-BARNETT, J. & REAM, E. 1996. Nurses'infection-

control practice: hand decontamination, the use of gloves and sharp 

instruments. International journal of nursing studies, 33(2):143-160. 

26. GRIMMOND, T., RINGS, T., TAYLOR, C, CREECH, R., KAMPEN, R., 

KABLE, W., MEAD, P., MACKIE, P. & PANDUR, R. 2003. Sharps injury 

reduction using Sharpsmart - a reusable sharps management system. 

Journal of hospital infection, 54:232-238. Available: Science Direct. Date of 

access: 19 June 2006 

27. HEPTONSTALL, J., TURNBULL, S., HENDERSON, D., MORGAN, D., 

HARLING, K. & SCOTT, G. 1999. Sharps injury! A review of controversial 



areas in the management of sharps accidents. Journal of hospital infection, 

43:S219-S223. 

28. INSTITUTE OF OCCUPATIONAL SAFETY AND HEALTH, CLA, 

TAIWAN. 2005. More protection against infection from needleprick injury 

and blood exposure. http://www.iosh.gov.tw.iosheng/data/news/200509.html 

Date of access: 19 June 2006. 

29. INTERNATIONAL LABOUR ORGANIZATION. 1999. International hazard 

datasheets on occupation- nurse, operating room. (5 p). 

http://www.ilo.org/public/ 

english/protection/safework/cis/products/hdo/htm/nurse_op... Date of 

access: 19 June 2006. 

30. KARSTAEDT, A.S. & PANTANOWITZ, L. 2001. Occupational exposure of 

interns to blood in an area of high HIV seroprevalence. South African 

medical journal, 91 (1 ):57-61. 

31. KEY, J. 1997. Research design in occupational education. 

http://www.okstate. 

edu/ag/agedcm4h/academic/aged5980a/5980/newpage21.htm Date of 

access: 14 May 2004. 

32. KHURI-BULOS, N., TOUKAN, A., MAHAFZAH, A., ADHAM, M.A., FAORI, 

I., KHADER, LA. & ROUMEILEH, Z.I. 1997. Epidemiology of needle-stick 

and sharp injuries at a university hospital in a developing country: a 3-year 

prospective study at the Jordan University Hospital, 1993 through 1995. 

American journal of infection control, 25(4):322-329. 

33. KIESER-MULLER, C. 2005. Needle stick injury and the personal experience 

of health care workers. Pretoria: University of Pretoria. (Mini-dissertation -

MA) 81 p. 

34. KLOPPER, H.C. 2006. The qualitative proposal. Potchefstroom: School of 

Nursing Science, North-West University. 24 p. 

35. KREFTING, L. 1991. Rigor in qualitative research: the assessment of 

trustworthiness. American journal of occupational therapy, 45(3): 1-17, 

March. 

http://www.iosh.gov.tw.iosheng/data/news/200509.html
http://www.ilo.org/public/
http://www.okstate


36. LINCOLN, Y.S. & GUBA, E.G. 1985. Naturalistic inquiry. Newbury Park, 

Calif.: Sage. 

37. LOUDON, M.A. & STONEBRIDGE, P.A. 1998. Minimising the risk of 

penetrating injury to surgical staff in the operating theatre: towards sharp-free 

surgery. Journal of the Royal College of Surgeons, Edinburgh, 43:6-8, 

February. 

38. LOW, S.H., LUI, J. & WONG, M.C. 2006. Developing an OSH 

improvement project in the operating theatre of a hospital: 1-9. 

39. MARSHALL, C. & ROSSMAN, G.B. 1995. Designing qualitative research. 

2nd ed. Thousand Oaks, Calif.: Sage. 

40. MEMISH, Z.A., ALMUNEEF, M. & DILLON, J. 2002. Epidemiology of 

needlestick and sharps injuries in a tertiary care centre in Saudi Arabia. 

American journal of infection control, 30(4):234-241, June. 

41. MOUTON, J. & MARAIS H.C. 1992. Basiese begrippe: metodologie van die 

geesteswetenskappe. Pretoria.: RGN. 310 p. 

42. NHS SCOTLAND. 2002. Needlestick injuries: sharpen your awareness. 

(65 p). http://www.show.scot.nhs.uk/sehd/publications/Nisa/nisa-04.htm  

Date of access: 7 Oct 2007. 

43. OFFIAH, F.O. 2004. Thoughts and feelings of doctors about HIV risks 

through needle stick injuries in a rural hospital. Pretoria: MEDUNSA. 

(Dissertation - MFamMed) 217 p. 

44. OKUN, B.F. 2002. Effective helping: interviewing and counselling 

techniques. 6th ed. Pacific Grove, Calif.: Books/Cole Thomson Learning. 

45. PATEL, N. & TIGNOR, G.H. 1997. Device-specific sharps injury and usage 

rates: an analysis by hospital department. American journal of infection 

control, 25(2):77-84, April. 

46. PHAM, N. 2005. Workplace health and safety and the Australian/New 

Zealand Standard for the removal of scalpel blades from scalpel handles. 

Workplace Health and Safety - Australian healthcare context 1-4, July. 

http://www.show.scot.nhs.uk/sehd/publications/Nisa/nisa-04.htm


47. PHIPPS, W., HONGHONG, W., MIN, Y., BURGESS, J., PELLICO, L, 

WATKINS, C.W., GUOPING, H. & WILLIAMS, A. 2002. Risk of medical 

sharps injuries among Chinese nurses. American journal of infection control, 

30(5):277-282, August. 

48. POLIT, D.F. & BECK, C.T. 2006. Essentials of nursing research. Methods, 

appraisal and utilization. 6th ed. Philadelphia, Pa.: Lippincott. 

49. POLIT, D.F. & HUNGLER, B.P. 1997. Essentials of nursing research. 

Methods, appraisal and utilisation. 4th ed. Philadelphia, Pa.: Lippincott. 

50. RAPITI, E., PRUSS-USTIN, A. & HUTIN, Y. 2005. Sharps injuries: 

assessing the burden of disease from sharps injuries to health care workers 

at national and local levels. Geneva, World Health Organisation. (WHO 

Environmental Burden of Disease Series, No.11.) 

51. SAAYMAN, J.J. & KHAN, R.B. 2003. Analysis of needlestick injuries at 

Pietersburg Hospital. SA pharmaceutical journal, 24-26, Jan/Feb. 

52. SCHMID, K., SCHWAGER, C. & DREXLER, H. 2007. Needlestick injuries 

and other occupational exposures to body fluids amongst employees and 

medical students of a German university: incidence and follow-up. Journal 

of hospital infection, 65:124-130. Available: Science Direct. 

53. SHAH, S.F., BENER, A., AL-KAABI, S., AL KHAL, A.L. & SAMSON, S. 

2006. The epidemiology of needle stick injuries among health care workers 

in a newly developed country. Safety science, 44:387-394. Available: 

Science Direct. 

54. SHARTS-HOPKO, N.C. 2002. Assessing rigor in qualitative research. 

Journal of the association of nurses in AIDS care, 13(4):84-86, July/August. 

55. SHIAO, J.S.-C, Mc LAWS, M.-L, HUANG, K.-Y., KO, W.-C. & GUO, Y.L. 

1999. Prevalence of nonreporting behaviour of sharps injuries in Taiwanese 

health care workers. American journal of infection control, 27(3):254-257, 

June. 

56. SMITH, D.R., MIHASHI, M., ADACHI, Y., NAKASHIMA, Y. & ISHITAKE, 

T. 2006. Epidemiology of needlestick and sharps injuries among nurses in a 



Japanese teaching hospital. Journal of hospital infection, 64:44-49. 

Available: Science Direct. 

57. SOHN, J.-W., KIM, B.-G., KIM, S.-H. & HAN, C. 2006. Mental health of 

healthcare workers who experience needlestick and sharps injuries. Journal 

of occupational health, 48:474-479. 

58. STRINGER, B. 2002. Effectiveness of the hands free technique and 

operating theatre injuries. Occupational and environmental medicine, 

59:703-707. 

http://www.jr2.ox.ac.uk/bandolier/booth/needlestick/handfre.html. Date of 

access: 4 Feb 2007. 

59. SWALLOW, A.D. 2006. Cutting down on sharps injuries: a collaborative 

and participative approach is helpful in reducing the transmission of 

bloodbome pathogens and other sharps-related injuries. OR Insider. 6, Nov. 

60. UGWU, J.I. 2001. Personnel health service infection control policies and 

practices regarding accidental needlestick injuries in selected South African 

hospitals. Pretoria: University of Pretoria. (Dissertation - MMed) 

http://star.nrf.ac.za/scripts/ starfinder.exe/2612/nexus.txt Date of access: 25 

April 2007. 

61. VAN DER WALT, E.J. 2003. Quoting sources. Potchefstroom: 

Potchefstroom University for Christian Higher Education. 

62. VIRAL HEPATITIS PREVENTION BOARD. 2005. Meeting, Rome. Viral 

Hepatitis Prevention Board, Newsletter, 14(1). http://www.vhpb.org/files/html/  

Meetings_and_publications/Viral_Hepatitis_Newsletters/vhv Date of access: 

2 September 2006. 

63. WALES HEALTH PROTECTION AGENCY. Centre for Infections, National 

Public Health Service for Wales, CDSC Northern Ireland. 2005. Eye of the 

needle. Surveillance of significant occupational exposure to bloodbome 

viruses in healthcare workers, seven-year report. Jan 2005. 28 p. 

http://www.hpa.org.uk/infections/ topics_az/bbv/pdf/eye_of_the_needle.pdf 

Date of access: 9 September 2006. 

64. WHO see WORLD HEALTH ORGANISATION 

http://www.jr2.ox.ac.uk/bandolier/booth/needlestick/handfre.html
http://star.nrf.ac.za/scripts/
http://www.vhpb.org/files/html/
http://www.hpa.org.uk/infections/


65. WORLD HEALTH ORGANISATION (WHO). 2003. Health care workers 

safety. Geneva, World Health Organisation. 

66. YANG, Y.-H., WU, M.-T., HO, C.-K., CHUANG, H.-Y., CHEN, L, YANG, 

C.-Y., HUANG, H.-Y. & WU, T.-N. 2004. Needlestick/sharps injuries 

among vocational school nursing students in southern Taiwan. American 

journal of infection control, 32(8):431-435, December. 



APPENDIXE A 

APPENDIX A 

PO Box 846 
Fochville 
2515 
23 April 07 

Dear Sir/Madam 

Re. research project on sharps injuries 

I am Christelle van Heerden, a master's nursing student at North West University in 
Potchefstroom. I would like to obtain your consent to invite your operating room 
personnel to participate in my research project on sharps injuries in operating room 
personnel. The title of my study is: "Support for operating room personnel after a sharps 
injury." I have already received permission from North West University's Ethical 
Committee to commence with my research project. The title of my proposed study has 
also been registered with the faculty Board. Attached you will find copies of the letters 
of approval from the university's ethical committee as well as the Faculty Board of 
Health Sciences at the North West University. 

Sharps injuries, also known as needle-stick injuries, are by far the most common cause of 
accidental occupational exposure to blood-borne infections, especially HIV, Hepatitis B 
and Hepatitis C in health care workers. Needlestick/sharps injuries pose an enormous 
occupational health and infection control challenge to management of health care 
facilities worldwide and nationally. The operating room is a fast-paced high risk zone 
where little or no qualitative research has been conducted on sharps injuries and where 
under-reporting of sharps related injuries are common. 

I request permission to put a flyer in the tea rooms of your operating room, inviting all 
operating room personnel of hospitals in the Carletonville, Fochville and Potchefstroom 
areas to share their experience of a sharps injury with me in an interview in the 
participant's own time and at a venue of his/her choice. All information will be handled 
confidentially. Your hospital's name and that of the participants will not be mentioned or 
published in the research report. 

The objectives of my research project are the following: 

1. To explore and describe the experiences of operating room personnel after sharps 
injuries. 

2. To explore and describe the reasons why they do not always report sharps injuries 
according to their hospitals' policies. 

3. To explore and describe what can be done to increase reporting of sharps injuries 
in operating room personnel. 



4. To propose guidelines to support operating room personnel after a sharps 
injury. 

Thank you, 
Chnstelle van Heerden 
0832843311 
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NORTH-WEST UNIVERSITY 
YUNIDESITI YA BOKONE-BOPH1RIMA 
NOORDV/ES-UNIVERSITEIT 

Prof MP Koen 
Bussie 520 

Etiekkomitee 
Tel (018)299 2564 
Fate (01S) 297 S30S 
E-pos Estelle.LeRoux@prwu.ac.za 

18 Apr i l 2007 

Geagte prof Koen 

G O E D K E U R I N G V I R E K S P E R I M E N T E R I N G M E T M E N S E ( K W A L I T A T I E W E N A V O R S I N G ) 

Htermee wens ek u in kennis te stel dat u projek Support for operating room personnel after a sharps 
injury" goedgekeur is met nommer 07K04. 

Gebruik asseblief die nommer genoem in paragraaf 1 ' " ^ ^ w t e ^ T Z t e ^ r Z 

wat daarutt voortgesprtiit he t 

verkryword. 

Sterkte met al u werksaamhede. 

Vriendelike groete 

E S T E L L E L E R O U X 
S E K R E T A R I A A T 

• P ^ a K X a O O l . » • * » - . .»~XUE?!mffiBS&r. « - = (013) 299-2799 - ^ / — u . a , , , 
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APPENDIXE C 

HEALTH 

DEPARTMENT; 
HEALTH 
NORTH WEST PROVINCE 

2 F oof Ti'elo Building 
Dr Alb >rt L-.-thuli Drive 
Ma i l i ng . :;745 
Privah Bat X206S 
MMM*ATr-IO. 3735 

Directorate: Policy, 
Planning & Research 

Tel: (018) 387 574716 
Tol: (018) 387 5629 
Fax: (018) 387 5617 
5fualakar>e@riwj3g .gov.2a 

To : Ms; C .Van Heerden 
School of Nursing Science 
faculty of Health Sciences 
North West University 

From: Mr K.Rabanye 
Director: Policy, Planning & Research 
North West Department of Health 

■tJate: Ist October 2007 

Subject Ajiproval for Research Project: Support for operating room personnel after 
Dharp injury 

:iipproval is granted to conduct the above study in North West Province. Kindly make 
elevarri arangements with the management for suitable dates and times. The NWDoH 
m\\ be furnished with final research report before publication by 

C.Van Harden 

With kind regards 

Submission date for the final report 

K.Rabanye (Mr) 
I 'irector Policy, Planning & Research 
North West Dept of Health 

t-'WiVsLl win. o nt^tnnnnr^t 

ZOO/ZOO© sNiKmna « jonoj iT9Si868T0 T/d tf-9l iOOZ OT/tO 
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M E M O R A N D U M 

AAN 

VAN 

INSAKE 

DATUM 

SR. C VAN HEERDEN 

VERPLEEG BESTUURDER 

NAVORSING 

08 M El 2007 

I fiermee erken ek ontvangs van die dokument in verband met navorsing oratrem 
Naaldprik beserings. 

U kan die ingeslote navraag in die teater plaas waarmee u personeel vra wat so *n 
ervaring gehad hei 6m dit met u te deel. 

Sterkte met u navorsing ek vertrou dat dit 'n groot sukses sal wees. 

ua 
MEV. A. ACKERMAN 
VERPLEEGBESTUURDER 

Afskrifaan: Mev. M. Strydom 
Sr. D. Nienaber 
Sr. I. Snyman 
Persoonlike leer 

Memo. U 



APPENDIXE E 

HAVE YOU EVER EXPERIENCED A SHARPS 
RELATED/ NEEDLESTICK INJURY IN THE 

OPERATING ROOM (THEATER)? 
PLEASE SHARE YOUR EXPERIENCE WITH ME BY PARTICIPATING IN MY 
M.CUR RESEARCH PROJECT ON THE SUPPORT TO OPERATING ROOM 
PERSONNEL AFTER A SHARPS INJURY. 

ALL INFORMATION WILL BE KEPT STRICTLY CONFIDENTIAL. 

ALL YOU HAVE TO DO IS TO CONTACT ME TO ARRANGE A ONCE-OFF 
INTERVIEW AT A TIME AND A PLACE OF YOUR CHOICE. 

YOUR PARTICIPATION WILL BE VALUED. 

Christelle van Heerden 
0832843311 

HET JY AL OOIT 'N NAALDPRIK/SKERP 
VOORWERPBESERING IN DIE OPERASIESAAL 
(TEATER) ONDERVIND? 

DEEL ASB JOU ERVARING MET MY AS DEEL VAN MY M. CUR 
NAVORSINGSPROJEK I.V.M. DIE ONDERSTEUMING AAN OPERASIESAAL 
PERSONEEL NA 'N SKERP VOORWERPBESERING. 

ALLE INLIGTING SAL STRENG KONFIDENSIEEL HANTEER WORD. 

AL WAT JY MOET DOEN IS OM MY TE KONTAK OM N EENMALIGE 
ONDERHOUD TE REEL OP N TYD EN 'N PLEK VAN JOU EIE KEUSE. 

JOU DEELNAME SAL HOOGS WAARDEER WORD. 

Christelle van Heerden 
0832843311 



APPENDIXE F 

Informed consent form 

Research title: 

Support for operating room personnel after a sharps injury 

The researcher: 

I have given the participant the relevant information on this research project and according to 
my opinion, the participant understands the benefits, obligations and risks involved. 

Researcher Date 

The participant: 

I, the undersigned, give voluntary consent to participate in the above mentioned research 
project by participating in a captured interview with the researcher. I am aware of the benefits, 
obligations and risks involved in this project. My participation is voluntary and I am aware 
that I may refuse to participate or withdraw from the project at any stage without any penalty. 

Participant Date 



APPENDIX G 

WORK PROTOCOL FOR DATA ANALYSIS 

PO BOX 846 
Fochville 
2515 
23 July 2007 

Dear Dr Du Plessis, 

Re Work protocol for data analysis 

Thank you for agreeing to be the co-coder for my study's data analysis. The objectives of my 
study are the following: 

• To explore and describe the experiences of operating room personnel after sharps 
injuries. 

• To explore and describe the reasons why they do not always report sharps injuries 
according to their hospitals' policies. 

• To explore and describe what can be done to increase reporting of sharps injuries in 
operating room personnel. 

• To propose guidelines to support operating room personnel after a sharps injury. 

The following questions were asked to the participants during semi-structured interviews: 
• Have you ever had a sharps injury? 
• How was it for you? 
• Did you report the incident? 
• If not, what made it difficult to report the incident? 
• If you did report the incident, what support did you receive? 

I will send you the transcripts of my interviews as they are completed. The data analysis will 
be conducted according to the eight steps of Tesch as described in Creswell (1994:155). 

• Get a sense of the whole by reading through all of the transcriptions meticulously. • 
Make notes of surfacing ideas as they come to mind. 

• Pick any transcribed interview and go through it while asking oneself what it is all 
about. Consider the underlying meaning of the document and write thoughts in the 
margin. 

• Repeat this task with several other participants' interviews and then make a list of all 
topics. Cluster together several topics, which must be formed into columns that might 
be organised into major topics, unique topics and leftovers. 



• Take this list back to the data and abbreviate the topics as codes. Then write the codes 
next to the appropriate segments of the text. Try out this preliminary organising scheme 
in order to identify new emerging categories and codes. 

• Identify the most descriptive wording for the topics and turn these into categories. 
Try to reduce the total list of categories by grouping relating topics together. Indicate 
interrelationships by drawing lines between categories. 

• Finally decide on the abbreviation for each category and alphabetize these codes. 
• Assemble the data belonging to each category in one place and then do a preliminary 

analysis. 
• Recode existing data if necessary. 

Will it be possible for us to meet on 6, 20 and 27 August 2007 and then decide on a date for 
our consensus meeting? I will appreciate if you can confirm the dates via e-mail. 

Thank you, 

Christelle van Heerden 
M Cur Nursing Student 



APPENDIX H 

PART OF A TRANSCRIPTION OF AN INTERVIEW WITH A 
PARTICIPANT 

R: Have you ever experienced a needlestick injury? 

P: Yes. I think (laugh) twice, if not, if not thrice. 

R: How was it for you? 

P: You know what, for the first time it was... the first time... hm... ja. I think it was the first 
time. It was actually a blade that went eh, eh, eh, from my patient through me, ne. And then 
for me, it was traumatic, because... I think my child was two months. I was breastfeeding. 

R: Oh... 

P: And then, the way I was treated- it was bad news, I'm telling you. I felt like I, I, I, I don't 
know, because after we, we, we were operating. After cutting the needles and doctor just told 
me to go and wring, put on plaster and to come back to the table... for... you know mos, I 
was still learning. I was not yet trained then. And then I felt like... I didn't know what was 
right and what was wrong. I just wring my, my, my, my hand and, and, and come back to the 
operating table. For then, while we were busy working, I asked the doctor: 'Now how are we 
going to, to, to take blood from the patient to check? I don't have a problem- you can take 
blood from me. But now my problem is- I am breastfeeding, ne'... And then... he said no, 
he's not gonna do that. We must come back. The patient is under anesthesia and he will do 
that when the patient is... he must get the full consent from the patient. Not now, uh, uh, he 
can not uh, uh, uh subscribe the patient's rights... I'm also got rights here. See to it that your 
patient's rights are not overruling my rights, because I also have to, I'm knocking off at I 
think it was 'round about two, three. Look, I must go back home. I had to breastfeed. And I 
want to know the paper from this patient, whether I should stop breastfeeding or what. And 
then he just left me like that and he left. And while I was stranded, going up and down, not 
knowing who to call, I saw doctor V crossing and I went to call him and I explained to him: 
Know what, this is the situation- the doctor cut me with the blade and he didn't... And then 
no wonder why he grabbed me to come. He asked me nicely, can I be your volunteer. And I 
thought- no problem. You know what, you helped me a lot. Ok, he, he went to the patient 
and explained to the patient what happened; and even though the patient was still drowsy. 
But the patient give us the consent that we can go ahead and we must bring him the results... 
My dear, I had to sit in hospital 'til five o'clock. My mother is busy trying to call me, 



because the child is crying. Where am I, I'm just a, a... I've just had a new, fresh-borne child 
the next thing, the next thing I'm roaming around, maybe. 

R: Haai... 

P: While I'm at hospital, because now, I had to wait for the results. Doctor V said: "You 
don't go home before you have the results and then you must also get treatment, ne." I had to 
stay again for, for, for whoever was on call for the pharmacist come and give me the eh, eh, 
eh... 

R: Tablets, the prophylaxis. 

P: The prophylaxis. So then, while I was still waiting there, sitting in casualty until six o' 
clock, I... waited and waited and then eventually, ok, the pharmacy lady came and they gave 
me treatment. But fortunately, the results were negative. But the doctor said: 'Don't stop 
taking treatment. You might never know... whether ...' 


