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TABLE 
PREVALENCE OF HEPATITIS B INFECTION IN 155 MUNICIPAL AND 31 HOSPITAL WASTE 

COLLECTERS, R l O DE JANEIRO 

Municipal Hospital 
Antibody "fi %~~ H %~ 

Anti-HBc + anti-HBs 18 
Anti-HBc 1 
Anti-HBs 3 
Total 22 

the present study, and thus it is not 
possible to know if the prevalence of 
hepatitis B in these workers is higher 
than in the general population. 
However, there is no doubt that these 
values can be considered high. The 
high level of accidents with sharp 
materials among these workers and 
the risks of infectious disease trans
mission3 argue that they should be 
vaccinated against hepatitis B. 
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Healthcare Workers' 
Perceptions of 
Occupational Exposure 

To the Editor: 
Healthcare workers (HCWs) are 

at risk for occupational exposure to 
bloodborne pathogens.13 Despite 

11.6 4 12.9 
0.6 — — 
1.9 — — 

14.2 4 12.9 

documentation of this risk and the 
establishment of mandatory national 
standards for preventive practice, 
HCWs have low adherence to 
Universal Precautions.45 To under
stand this phenomenon, we conduct
ed focus-group interviews with partic
ipants from high-risk occupational 
groups: students, residents, operating 
room (OR) staff and surgeons, and 
emergency department (ED) staff 
and physicians. Forty-eight individu
als participated in 10 focus groups 
between February and March 1996. 
Each group was asked to describe fac
tors that affected their risk of expo
sure, and how they responded to 
occupational risk. Discussions were 
transcribed and thematically ana
lyzed, and the results were assessed 
for trustworthiness using accepted 
methods.6 

The participants included 27 
women and 21 men. Three of the 
focus groups were comprised of sur
geons, four of nurses (OR and ED), 
and one each of medical residents, 
emergency physicians, and medical 
students. Participants' clinical experi
ence ranged from less than 1 year to 
more than 10 years, and less than 10% 
reported a personal history of occu
pational exposure. The Table summa
rizes the categories of risk factors 
identified by participants. In this 
report, we highlight unexpected find
ings, using representative quotations, 
regarding risk factors for exposure 
and efforts to decrease occupational 
risk. 

Only medical students and resi
dents identified intimidation as a fac
tor that led to increased risk of expo
sure. Intimidation by other residents 
and attending physicians led them to 
feel hurried or forced into actions that 
increased the risk of injury. A student 
reported, "I think there is a lot of 

pressure not to say, 'Excuse me, I 
don't feel comfortable'." Despite a 
decade of educational and preventive 
efforts, surgeons and some residents 
still described exposure as an 
unavoidable job hazard. One partici
pant said, "If your number's up, your 
number's up." 

Surprisingly, some participants 
in all groups felt their risk was influ
enced by the behavior of other work
ers, not their own behavior. A sur
geon reported, "Most of the sticks 
I've had were not sticks I inflicted on 
myself." An OR nurse echoed, "It's 
usually somebody else's fault that you 
got stuck; it's not your own fault that 
you got stuck." And a resident said, "I 
got stuck with a needle, and it wasn't 
even something I did; I thought it was 
someone else's carelessness." 

Only surgeons and trainees indi
cated that one method they used to 
reduce occupational risk was to avoid 
invasive procedures and high-risk 
patients. They also indicated that they 
modeled preventive practices of 
senior staff. One reported, "Surgeons 
are inherently hero worshippers who 
focus on individuals and pattern them
selves after individuals." Only nurses 
identified organizational strategies, 
such as safety guidelines and policies, 
as mechanisms for reducing expo
sure. They often cited that mandatory 
policies were the reason they used 
personal protective equipment. They 
noted, however, that policies were not 
uniformly applied or reinforced. "The 
big thing with policies is that they 
have to be enforced, and they have to 
be enforced 100% of the time for 100% 
of the people. And they're not." 
Another nurse noted, "Policies around 
here are like rain; you hear them, and 
then they're gone." 

Our purpose was to use qualita
tive methods to identify factors that 
would help us to create effective 
intervention programs for decreasing 
occupational exposure. This study 
corroborated findings of earlier stud
ies, underscoring the trustworthi
ness of the data, but also identified 
risk factors that had not previously 
been detailed or included in studies 
of occupational risk. The most note
worthy of these factors were intimi
dation and the attribution of occupa
tional risk to others. The perception 
that one's risk of occupational expo
sure depended on someone else's 
carelessness, not on one's own 
behavior, was shared by different 
groups of HCWs. This phenomenon 

Abbreviations: anti-HBc, anti-hepatitis B core antigen; anti-HBs, anti-hepatitis B surface antigen; CIyr,, 95% confidence interval; OR, 
odds ratio. 
OR, 0.9; CI,5,0.24-3.05; P-.9246. 
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TABLE 
RISK FACTORS FOR OCCUPATIONAL EXPOSURE IDENTIFIED BY HEALTHCARE WORKERS 

Risk Factor Representative Quotations 

Mechanism of injury "Hollow-bore needles pose the greatest risk." (surgeon) 
"I know two people who have been stuck, both with suture needles, not hollow-bore needles. It's 

better [to get stuck with a suture needle]." (student) 
Intimidation "Sometimes you're forced into doing things you really don't want to do [that put you at risk] because 

you don't want to look weak." (resident) 
"The intern was hurrying me up, basically telling me how weak I was, not going fast enough. He 

ordered me to change needles on a blood culture, and in the process, I got stuck." (resident 
recalling exposure while a student) 

Professional risk "I don't think there's any way for a cardiac surgeon to modify the way he or she does the procedure 

to increase the distance between them and the blood." (surgeon) 
"It's sort of the risk I'm taking as a healthcare worker." (resident) 

Patient factors "If I'm working with a gang leader or an IV drug user, I am definitely more aware that that person is 

giving me a risk." (nurse) 
"That little old lady could have raging hepatitis C, but it's still harder to get gowned up for that little 

old lady." (emergency room physician) 
Procedural experience "I think it is people who are inexperienced [who get exposed]." (resident) 

"People that have never done it [a procedure] are more likely to make mistakes [that lead to 
exposure]." (resident) 

Situational factors "It [concern about exposure] isn't because I don't use Universal Precautions; it's when I'm tired. 

Most people are usually tired when it happens." (resident) 
"The reason for an exposure is you're moving too fast." (nurse) 

Lack of personal protective equipment "If you have two layers of rubber [gloves] on, it does protect you as opposed to one." (surgeon) 

"I got squirted in the face once. I hadn't put on my glasses yet." (student) 

of attributing blame to others has 
been desorbed previously in psychol
ogy literature.7 Although successful 
outcomes often are attributed to 
one's own behavior, failures are more 
likely attributed to "outside" causes. 
For example, an injury such as a 
needlestick is attributed to the situa
tion or other people, circumstances 
outside of the individual's control. A 
worrisome finding is that, despite 
substantial educational and public 
message efforts, some medical 
trainees still perceive that occupa
tional risk is unavoidable. 

Our findings suggest that risk 
factors for occupational exposure 
and responses to risk can be unique 
to specific groups of health profes
sionals. Thus, tailoring training pro
grams to the target group may help 
to design programs that are more 
effective in reducing occupational 
exposure to bloodborne pathogens. 
For example, knowing that intimida
tion is a perceived risk factor and 
that role modeling is a cultural norm 
for learning preventive precautions 
among trainees suggests that this 
factor and teaching technique be 
specifically included in an interven
tion program. In contrast, nursing 

professionals are less likely to find 
these to be pertinent issues. 
Intervention programs that empha
size organizational strategies are 
more likely to be effective for them. 

Qualitative research methods 
can provide information about percep
tions and practices that otherwise can 
be difficult to obtain.8 They cannot 
answer questions of magnitude or 
prevalence of risk factors, nor do they 
readily allow generalization of find
ings to other settings. This study sug
gests factors that, with additional 
research, may provide important 
insights in efforts to design interven
tions for specific groups of at-risk 
health professionals. Attention to 
these factors may allow training pro
grams to be tailored appropriately to 
the target group and may result in 
effective programs for reducing occu
pational exposure to bloodborne 
pathogens. 
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