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OPERATIONAL DEFINITION OF TERMS

Compliance with Occupational safety standards: adherence during practices to set

Hazard control program:

Hazards:

Public health internationally approved guide lines for
workplace procedures that would prevent occupational
hazards (NIOSH, 2009).

They are measures designed to help reduce and
eliminate workplace hazards through safety standards,
insurance programs, training of workers and continuous
work supervision and monitoring. Workplace hazard
control and safety legislation, policy and existence of
other precautionary measures could be effective in
preventing injuries or accidents in workplace. Example
of hazard control measure, removal or substitution of
hazardous materials, also engineering control through
improvement in designs of equipment, administrative
control (policies, timing and work regulations, training,
provision of safety equipment’s’, emergency

preparedness and good administration (Cole, 2009).

Are dangerous objects, events, behaviour and
condition or situations that could interfere with the
accepted normal orderly progress of an activity or
pathway to activities. It might otherwise be said to be
dangerous situation and activities that could harm or
lead to adverse consequences when working under
certain work condition. At times, hazards could be
likened to situations that could contribute to actual
harm. These hazards could be categorized into
biological (bacteria, viruses, insects, plants etc.),

Chemicals, ergonomics, physical, psychosocial (stress,

XiX



violence) and equipment’s breakdown (Siegel et al.

2007).

Health effect (injury, illness and disability): as a consequence of exposure to

Occupational disease:

hazards and risks in workplace, might manifest in
distortion to normal physiological and anatomic
structure of the body or disturbances in mental
condition and reduction in life span. Health effect and
consequences from workplace hazards could be acute
and are felt immediately or might be delayed like
cancer that took time to manifest. Also, the hazards
could be controlled, but the consequences in most cases
are irreversible (Salud. 2009; Matsiko, 2010).

Diseases related to particular occupation or illnesses
known to have risen out of the exposure to substances
and dangerous conditions in workplace, diseases like
tuberculosis, bronchitis, asthma, pneumonia, dysentery,
HIV, hepatitis, etc. (NIOSH, 2009)

Occupational health hazards: Health risks or dangers that workers are exposed to

in their workplace which could endanger their life and
poses greater threat to their safety. The harm or health
effect, if not eliminated or intercepted could lead to
sickness, injury and disability. Sources of workplace
hazards; like exposure to pollution, noise, vibration,
practices and conditions that could lead to release of
uncontrolled energy, falling objects, spilling of
chemicals, intense pressure, high temperature, e. t. c.
(Glossary of Environment Statistics, Studies in
Methods, Series F, No. 67, United Nations, New York,
1997).
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Occupational Health:

Risks:

Safety Standards;

Work Environment:

Work Place:

Work Practices:

Occupational health entails measures taken to promote
and maintain optimum physical, mental and social
wellbeing of the generality of workers in various
workplaces. These measure may include risk reduction,
preventive and work adaptation (ILO Sep 25, 2001

agius.com www.agius.com/hew/resource/ohsilo.htm)

These are the probability that during a period of activity
that a hazard would occur and with delineable
consequences. Work conditions, behaviours, life styles
and situations with high vulnerability and experiences
that might lead to adverse health effect or situation with
greater tendency to property and equipment damage.
Exposure to hazards in workplace have great
consequences if not controlled or prevented, therefore it
demand constant surveillance and identification (Siegel
et al, 2007).

These are Specifications, codes of practices or code of
conduct developed by a recognized standard setting

organization to safe guard workers.

Physical location, equipment, materials, processes used
and the kinds of operations performed in the course of

an employee’s work.

A building or part of the building where one or more

employee carry out the task they are assigned to.

it includes all activities performed based on
organizational goal and standard operating procedures,
education and training to ensure good work practices in
a good environment and minimize the risk of exposure.
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Regular access to safety information and best practice
rules and regulation are vital in preventing workplace
health hazards (Osuala, 2007).
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ABSTRACT

Health facility is among the workplace that contain most hazardous wastes which
demands strict compliance to occupational safety and health standards. Occupational
exposure to health risks is very common especially with regards to health threats
from emerging diseases and health issues, this is further worsened by poor economy
and hazards mitigation strategies in health facilities, work overload, growing disease
burden and lack of job motivation. The current study was carried out in districts
health facilities (Kibagabaga in Gasabo District, Muhima in Nyarugenge District and
Masaka in Kicukiro District) in Kigali City, Rwanda. The study adopted a cross
sectional design involving both qualitative and quantitative data collection
approaches. The study was carried out in Kigali from July 2016 to December 2016,
among the health care workers in the three District health facilities in Kigali. The
objective was to assess the determinants of occupational hazards and health
outcomes, waste management practices and compliance to safety measures in the
three hospitals. From the study population of total of 631 consisting of various cadres
of health workers, 249 participants were selected using systematic sampling
technique, adopting probability proportional to size approach in allocating sample
units per cadre. While simple random sampling technique was used to select the
study participants for the study. Data were collected using semi structured
guestionnaire and interview / focus group guides. In addition, an observational
checklist was used and policy documents for safety in the workplace were reviewed
and to identify gap in the compliance and enforcement. Validity and Reliability of
the study instrument ensured through pretesting and adjustment of data collection
tool. A final reliability test scale of 7.2 was achieved. Data was analysed using
simple proportion percentages, confidence interval and chi-square test of association
between study variables statistically significant at 0.05 and lastly multinomial
regression analysis was carried out. Study findings: The most prevalent proportion of
occupational hazards cases was highest result: working accidents which account to
133 (56.1%, 95% C.I. = 49.55 — 62.54), Next is Slips and falls about 82 (34.6%, 95%
C.I. = 28.56 — 41.03) and Injury with Blood borne pathogen about 78 (32.9%, 95%
C.l. =26.97 — 39.29). Three variables was identified as influencing variables to
hazards cases through multinomial regression analysis; the respondents’ professional
categories (medical group) with (p- value = 0.016 < 0.05), Poor safety measures with
(p- value = 0.022 < 0.05) and Poor hospital hazards Elimination and control
measures with (p- value = 0.002 < 0.05). The most prevalent proportion of
occupational hazards health outcomes are Backache 142 (60%, 95% C.l. = 53.37 —
66.21) and Lung Disease 50 (21.1%, 95% C.l. = 16.08 — 26.85) respectively. About
four variables influences hazards health outcomes cases through multinomial
regression analysis in the study; hospital safety compliance responsibility (p —value
0.004>0.05), pre and post exposure safety practices (p —value 0.015>0.05) and
workers participation in hospital safety program (p —value 0.043>0.05), Factors that
are associated with Human level occupational hazards and health outcomes
determinant factors in multinomial regression analysis showed: institutional
associated factors with (p- value = 0.00 < 0.05), Safety measures opinion among
health care workers with (p- value = 0.00 < 0.05), Practices of post exposure safety
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compliance with (p- value = 0.047 < 0.05) and Masaka health facility with (p- value
= 0.005 < 0.05).Furthermore, institution factors were influenced by; Hospital safety
policy compliance (p- value = 0.05< 0.05), Safety practices with (p- value = 0.01 <
0.05),Workers participation in safety programs (p- value = 0.005 < 0.05) and Human
level factors (p- value = 0.000 < 0.05 through multinomial regression analysis. The
health facility waste management practices are influenced according to the
multinomial regression analysis by; hospital policy compliance responsibility
commitment (p- value = .001 < 0.05) and Human related factors (p- value = .045 <
0.05), Institution problems (p- value = 0.03 < 0.05) and the health facility strategies
for elimination of hazards significant (p- value = .009 < 0.05). The hospital waste
management program on inspection showed no evidence of medical waste reduction
facility plan, developed rules on recovery and disposal of the waste. Findings from
Compliance to safety regulations showed five variables on multinomial regression
analysis: Actions that Influence poor policy (p- value = .004 < 0.05), Health facility
waste practices (p- value = .002 < 0.05), Hospital management safety practices (p-
value = .003 < 0.05), Health facility safety programs (p- value = .022 < 0.05) and
workers participation in safety program (p- value = .042 < 0.05). Policy Gap
Analysis showed: health facility accreditation system is adopted to improve quality
of care. There were evidence of poor compliance to incident investigations; report
and follow up, training gap and absence of statistical records of hazards and health
outcomes. The focus group discussions are in support of most statistical findings in
the study. Therefore, the government, health care workers and hospital administrators
need to strongly address the gaps in policy, re-structuring and other corrective
measures in occupational hazards and safety as a way forward.
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CHAPTER ONE

INTRODUCTION

1.1 Background Information

Health workers are the bedrock for sustainable social and economic development of
any giving society at both local and global level and they play vital role to
functioning of a given health system. The majority of the health workers provide
health care services to the consumers, while the other staff carryout administrative
duties and the paramedical or allied staff are the supporting staff. But the unfortunate
fact is that, these workers while carrying out there job are exposed to wide range of
harmful and hazardous substances which could cause illness and injuries. In most
cases focus are on the care consumers rather than the care giver (Adamu &
Abdulahi2017).

The most effective way to control these health hazards among Hospital workers is to
comply with occupational health and safety standards in hospital and make safety as
a prime priority. Moreover, poor safety awareness, training and poor acceptance to

safety practice may worsen the situation even more (Melissa, 2014; Orme et al 2014)

The level of hospital safety climate and safe working environment largely depend on
legislation and compliance level of occupational safety policy and inspection of
workplace environment to ensure practice of health and safety standard. The
common health hazards found in health facilities are physical, biological, chemical,
thermal, toxic and stress related problems. Prolonged standing or sitting may cause a
lot of strain; injury may result from working accident, or falls. Health care workers
health and safety is vital ingredient to healthy and productive society (Mehraj et al.,
2011; Arocena, Nune & Villanueva, 2008)

It is increasingly recognized that health workers are subject to a variety of health
hazards. Several studies have indicated the need to identify major critical area that
have more likelihood of causing hazards, as well as strategies to avoid them, so that

the health of these workers are not affected. The sustainability of health care system



and productive outcome depends on the maintenance workers health, working
capacity, safe working environment and the development of work organizati.,on and
culture (Joan, 2010; Annalee et al., 2007).

Occupational exposure to health risks is common in the developing world especially
in relation to work overload, lack of task control and role ambiguity. There are other
factors including poor organization, unfair management practices, human and
economic factors. Various studies carried out among different categories of health
care workers, found exposure to blood or other body fluids common among the
occupational hazards in health institutions due to higher exposure rate. Several other
factors includes, personal behavioural factors and organizational managerial factors,
were found to be largely responsible for some of the reason people are suffering
health hazards (Annaleeet al., 2007; Jawaid et al., 2009).

Although there are both informal and formal health information’s on protection
mechanisms against hazards in Africa, the focus tends to be more on curative rather
than preventive in nature. While such curative protections are of course hugely
important, they are equally important to think, within the social protection paradigm,
about institutions and mechanisms which work to prevent illness and injury from
occurring. These are particularly so when it comes to the workplace because they are
where most personnel spend a significant proportion of their time (Houtman et al,
2007; NIOSH, 2009).

Enforcement and organizational trust through regular supervision and provision of
safety devices and training are more likely to reduce health risks in work place, if
effectively and judiciously carried out on regular basis in workplace. But in reality,
the cases are different. This calls for closer examination and investigation. Also if
sanctions are given to workers for non- compliance and engaging in high-risk
behaviour, it would serve as a deterrent to others who do not believe that their
employing organizations are concerned with their safety. Workers that believed that
management are committed to employee safety and health are less likely to take risks
and more likely to adhere to the employer’s safety contract (Ford &Tetrick, 2011;
Hambach et al., 2011).



Workers employed by an organization with a positive safety culture and works in an
environment with strict instructions on safe work procedures and commitment to
safety measures would not have hazards unlike those the organization does not mind
safety culture of employee. In a study, Garcia et al. (2004), he found that workers
exposed themselves to more risks and were less likely to comply with safety rules

when they rated the safety climate of their organization poorly.

In addition to trusting that there would be consequences for behaving unsafely,
workers need to have faith in the credibility of those communicating safety messages
in order to take proper precautions when working. Employees also needed to trust
that the organization provides reliable and relevant safety information in order to
access and use that knowledge. Perceiving that safety information’s are not readily
available is associated with lower safety efficacy and lower levels of compliance
(Real, 2008). In workplaces, new employees may start taking unsafe shortcuts while

performing job tasks because other more seasoned employees are doing so.

According to recent ILO (2008) estimates, the global number of work-hazards does
not seem to have changed significantly during the past 10 years. These are mainly
driven by the globalization process and by rapid industrialization in relatively poor
countries that are not capable of maintaining effective OSH systems. It has therefore
been argued that the need to focus on health and safety are paramount as ever, given
that “the traditional hazard and risk prevention and control tools are still effective but
needed to be completed by strategies designed to address the consequences of a

continuous adaptation to a rapidly changing world of work

Healthcare professionals, especially those working in surgical services,
environmental services and sterile processing, are exposed to a significant number of
chemicals including those used to clean and disinfect the healthcare environment and
those used to disinfect and sterilize surgical instruments and medical device. Other
hazards include blood-borne pathogen transmissions caused by sharps injuries, as
well as respiratory dangers associated with the inhalation of surgical smoke and other
particulates (Brunner & Suddarths, 2007).



Certain studies have suggested that signs of intense mental fatigue are slightly more
frequent among health workers in higher positions that are faced with decision
challenges, so it may possibly be due to workloads (CDC, 2012). Other studies
showed the allied health personnel’s are more exposed to excessive physical
workloads, (Annalee et al, 2007). Health workers are adversely affected by
biological, physical, chemical, and psychosocial occupational hazards they face in
their work place. In spite of global, national, regional, and local initiatives to develop
a skilled health workforce to deliver better health outcomes, efforts to reduce OSH
risks for health workers in developing countries are far from sufficient to protect
their health. Particularly for developing countries facing a health workforce shortage,
saving lives should not be accomplished by sacrificing providers’ own lives. Without
healthy, well-prepared, motivated workers, the Millennium Development Goals for
health cannot be achieved (PPE, 2012).

The need for up-to-date information on occupational hazards and health outcomes
and the associated factors among the health care workers in Sub Saharan Africa are
of critical importance for the purposes of identifying areas of required action and for
setting priorities for policy initiatives on improving health and safety at work,
especially in sub- Saharan African that are faced with emerging infectious diseases

epidemics.

1.2. Statement of Problem

The international labour organization (ILO) findings revealed that work-related
diseases and accidents account for economic losses are as high as 4% of worldwide
GDP (ILO, 2003). Healthcare workers operate in an environment that is considered
to be one of the most hazardous occupational settings; they equally encounter diverse
hazards due to their work related activities (Andersen et al.,2012). Occupational
health interventions in some countries especially Africa formed focal current issues.
In 2007, the World Health Organization (WHO) endorsed the global plan of action
on workers’ health 2008-2017 with the name of Sixtieth World Health Assembly

(WHA): and urged member states to work hard towards full coverage especially the



underserved, workers in informal sectors, small and medium-sized enterprises,

agriculture, migrant, and contractual workers.

Health workers are exposed to hazards as a result of inadequate safety knowledge, or
handling medical equipment or neglecting to follow simple procedure in
accomplishing task or management may not provide the right safety standards and
resources for employees. Poor health and safety practices lead to illness, accidents
and significant cost to the organization. Unsafe and unhealthy working conditions
affect service delivery quality and health worker productivity and retention. The
nature of health care work, handling patients or investigating client’s illness
condition, makes it absolutely vital that health and safety are priority. The extent to
which health organizations allocate their limited resources towards occupational
health and safety interventions (OHS interventions), including both worksite health
promotion and health and safety interventions, are driven by some combination of

legal, financial, and moral factors (Adema & Ladaique, 2009).

Study on occupational health hazards among health workers conducted by Ndejjo et
al. (2015) in Uganda; showed an increased number of cases of occupational hazards
and major gap in mitigation measures. A cross sectional survey, (KURT et al.. 2010)
found that majority of health care workers was aware of policies and procedures for
reporting accidents. Splashes from body fluids, needle stick injuries and cuts from
other objects were quite prevalent among health care workers. Also the study made
by Manyele, Ngonyani, and Eliakimu, (2008) in Tanzania showed that hazardous
activities were carried out by nurses and attendants, Chemicals uses caused skin
burns during handling, injection, cleaning, patient care, bedding, dressing of wounds,

medication and surgical operation.

A study done in Rwanda by Makanga et al. (2008), on HIV/AIDS among Surgical
Patients in Butare University Teaching Hospital, revealed prevalence of 6.6%,
HIV/AIDS as a real and significant problem in surgical practice and patients with
HIV admitted to a surgical department require special consideration if their surgical

management is to be effective.



Also, lyamuremye and Brysiewicz (2010), tries to explore secondary traumatic stress
in mental health nurses working in Kigali, Rwanda, study result indicated that
majority of respondents’ had a high T-score (extremely high risks). Another study on
perceived disability and contributing risk factors to work-related low back pain
amongst nurses in Rwanda, findings showed that Disability Index demonstrated a
mild to moderate disability due to work related low back pain in this group of nurses
Ndagijimana, (2011).

The present study is essential in providing information that could contribute to the
occupational safety and health in the three district health facilities (Muhima,
Kibagaba and kicukiro) in Kigali, by supplying information on the prevalence rate of
occupational health hazards in the health facilities. It would further generate
information on the mitigation strategies gaps which could be used for policy

adjustment and to analyzing the effects of program on safety performances.

1.3. Justification for study

Workers in the health facility are constantly exposed to disease provoking pathogens
especially blood borne pathogens in contaminated formites, radioactive toxic wastes.
Occupational safety health adherence helps to prevent risk of illness and death
associated with unusual exposure. Unfortunately, in most Sub Saharan African
Countries, there are problem of fewer health workers, this has led to over use of the
work force, this condition is even worsened by shortage of surgical and other hazards
prevention equipments especially in some high risk section of the health facility

(operating theatre, trauma unit, emergency unit, obstetrics to mention a few).

Recently, health care workers are experiencing increasing work related stress from
work overload and work pressure and this has at time while trying to meet with work
demand has made the vulnerable of needle stick injuries and cuts. Some of them
while trying to lift some heavy patient experiences pain or sprain. This have rapidly
increased the number of sickness among them and impact on job outcome. This
condition is also worsened by the neglect of occupational health and safety of health
care workers. But more worrisome is the absence of data or record of incidence of

case of commonly encountered health hazards and follow up management based
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occupational safety law. The record and reporting behaviour are other major issue in
Rwanda. Understanding the predisposing factors for occupational hazards among

healthcare workers is vital too.

Rwanda among other developing countries has not developed a good surveillance
system for occupational exposure to health hazards in health institutions, hence
limiting estimation of the exact magnitude of such hazards. There are little
information on rate of compliance with universal precautions among health care
workers especially in high risk sections, occupational risk are even higher due to
harsher working conditions, greater isolation and insecurity, poorer infrastructure,

inadequate equipment, and work overload (Matsiko, 2010),

Due to the demand for effectiveness of care, for decision making in health setting
and for policy adjustment and other stringent measures to help unburden Rwandan
health sector in area of occupational hazards and safety issues. Development of
standards and guidelines and the need for cost containment, health services research
has become much more prominent in recent years. There were few published
empirical studies on the work in OHS in this part of the continent. Result of the study
will generate more insight on gap that exists in meeting the occupational safety of
health personnel in Rwanda. Findings from this study and the methodology would be

useful literature for other researchers following the publication to fill the existing

gap.



1.4 Research Questions

1. What are the types of occupational hazards and health outcomes that the
health workers are exposed to in the health facilities in Kigali?

2. What are the proportions of health care workers that are exposed to
occupational health hazards and the health outcomes in the health facilities
Kigali Rwanda?

3. What are the medical waste management practices in the three selected health
facilities in Kigali, Rwanda?

4. What are the human factors influencing occupational health hazards among
the health care workers in the three selected health facilities in Kigali?

5. What are the institutional factors influencing occupational health hazards
among the health care workers in the three selected health facilities in Kigali?

6. What are the compliances to safety standards adopted by the hospital
management and the health care workers for the protection of health workers

based on policy guidelines in hospitals?
1.4. 1 Broad Objective

To determine the occupational health hazards, the associated factors and compliance

to occupational safety measures in three selected health facilities in Kigali, Rwanda.
1.4. 2. Specific Objectives

1. To determine the types of occupational hazards and health outcomes that the
health workers are exposed to in the health facilities in Kigali

2. To determine the proportion of health care workers that are exposed
occupational health hazards and the health outcomes in the health facilities
Kigali Rwanda

3. To determine the medical waste management practices in the health facilities
in Kigali, Rwanda.

4. To determine the human factors influencing occupational health hazards

among the health care workers in the health facilities in Kigali;



5. To determine the institutional factors influencing occupational health hazards
among the health care workers in the health facilities in Kigali;

6. To determine the compliances to safety standards adopted by the hospital
management and the health care workers for the protection of health workers

based on policy guidelines in hospitals.



CHAPTER TWO
LITERATUR REVIEW
2.1. Concept of Occupational health hazard

In this section, a critical review of the issues connected to occupational health
hazards are explored through conceptual, theoretically and empirically in line with
the specific study objectives in order to identify the knowledge gaps in the existing
research studies. Occupational safety health constitutes an area of lively discourse
across disciplines, but Complementarities in the methodological or empirical
findings have not yet been brought together. The determinants of occupational health
are multifaceted there are great need for further collaboration among researchers of
different disciplines on issues related to OSH. Conformity to safety regulations
entails compliance and obedience based on strong influences which might be diverse
and varied (Kassin, Fein, &Markus 2011).

This study explores the available medical, psychological, sociological and economic
literatures on the determinants and implications of OSH for individual workers,
economies and societies. Moreover, provides a useful guide to other researchers in
investigating issues, related to health and safety by employing an integrative
analysis. In addition, it serves as a useful source for the interested reader on
information on the issue of OSH, in both academic journals and official reports
commissioned by major public bodies (such as the WHO, the ILO and the EU). It
equally explores the response strategies and consequences on the health personnel
and some of the theoretical / empirical frameworks that are employed by researchers

in order to analyze issues of health and safety and to inform public policy.

Throughout history workplace hazards and occupational medicine have been shaped
by the forces that shape work itself, social evolution, changing modes of production,
shifting economic powers, and demographic changes in the workforce. These
changes are not unique to the present time; it has always been in existence.
Hippocrates emphasized the relation between environment (air and water) and health.

The impact of work on health could be traced to the Edwin Smith Surgical Papyrus,
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written approximately 1700 BC. The earliest occupational physicians served military
forces, and Galen was physician to Roman gladiators. Finger and wrist guards worn

by Bronze Age archers represent early personal protective equipment.

Healthcare personnel’s are exposed to chemical, physical, psychological and
biological agents or patients’ body fluids and supplies used for patient care as part of
their job especially the physicians, nurses, occupational therapists, pharmacist, as
well as auxiliary workers and laboratory staff in medical facilities. The implication of
these are the need for all healthcare workers to be trained on basic infection control
regardless of whether they deliver direct care to patients (Siegel et al, 2007). The
workplace environments have substances with positive and negative influences, the
place where most adults spend a substantial fraction of their time. Also optimum
work place temperature and humidity are necessary to provide thermal comfort in
cold weather. In like manner adequate ventilation and air movement enhances
productivity and reduces risk of airborne cross infection. Important in working
environment is the ergonomics / physical arrangement of work area and equipment
(especially, space, lighting, cleanliness,) which allow people to work with comfort

and safety.
2.2. Conceptual Framework / Theoretical review

A display of conceptualized framework on the major variables in the hypotheses
and framework of relationships between known variables in the problem statement

are shown clearly.

Occupational health needs arose in our rapid urbanizing and industrialised society,
with evidence of rising threats and unhealthy working conditions. To enhance
productivity and enable good wage, health of workers and good working condition
are of prime importance and a key motivational factor. Occupational exposure
could occur in different ways which include contact (direct and indirect)
transmission, droplet transmission, airborne transmission, through the skin and
mucus membranes, many pathogens might share more than one exposure route
(Eysenck, 2004).
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Factors associated with occupational hazards might include:

Agent: Biological chemical and Physical characteristics (e.g. biological, objects,

equipment’s, vapour pressure, pH level) and Process characteristics.

Ergonomic conditions: Bad ergonomic workstations and other adverse working
conditions, such as strenuous work postures, lifting of heavy loads, or repetitive
movements during the performance of job tasks could have many adverse
consequences on health. Musculoskeletal disorders constitute the most severe
manifestation of an unsuitable work environment, and are found to affect a

significant portion of the workforce.

Worker characteristics: this include the following; working time arrangements, Job
activities or work techniques mobile or stationary and adverse working time
arrangements. Also long and irregular workdays (excess of 10 hours per day of
48hours per week) and shift work have detrimental effects on both physical and
psychological health of the workers. Working long hours usually are likely to be
associated with increased risk of ischemic heart disease and myocardial infarction
(Tochikubo, lkeda, Miyajima, & Ishii, 1996; Liu & Tanaka, 2002; Artazcoz et al.,
2007) and hypertension (Nakanishi et al., 2001). Extended work hours might
interfere with the diurnal rhythm that results in decreased sleep, thus magnifying the
adverse effect of psychical tiredness forthwith (e.g. increased heart rate, elevated
blood pressure, lower cortical secretion) in relation to inadequate recuperation
(Dahlgren et al, 2006). Similar effects of disturbed biological rhythm are digestive
disorders and subsequent physiological disturbances among employees engaged in
erratic shifts and night work (Costa, 2003; Bjorvatn et al., 2007). Adverse working
time arrangements could be significant determinants of the sickness absence
behaviour of workers (Lusinyan & Bonato, 2007), the incidence of workplace
injuries (Currington, 1986; Wooden, 1990), musculoskeletal disorders (Wergeland et
al, 2003) and of the risk of exhaustion and burnout.

Environmental characteristics: concerns like workplace Indoor and outdoor,
temperature, violence might manifests in a number of ways like physical or mental

violence or bullying, (sexual/racial) harassment and discrimination. Although the
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extent of these phenomenon are likely to be underreported, data from the ESWC
indicated that about 2-3% of workers suffer from sexual harassment, and 9% are
exposed to bullying and victimization at work with a close associated incidence of
physical violence. Some identified adverse health effects associated with workplace
violence includes; psychopathologic, psychosomatic and behavioural symptoms
(Cassittoet al. 2003).

Social: Work relationship and social atmosphere of the workplace could have some
consequences on the worker. Especially atmosphere of constant fear and agitation, if
prolonged might upset the psychological wellbeing of workers and affect their work

performance and compliance.

Innate characteristics: personal health resources form an important component of the
person’s response mechanism, for instance, level of immunity, resistance and
susceptibility to disease, stress and workplace injuries. Sound Health is multi-
component that could demand optimum nutrition, rest, physical and psychological

aspects necessary for effective and efficient functioning.

Knowledge: entails training on health safety standards and job activities of
techniques in service to ensure expertise in procedures, handling of equipment and
proficiency in work activities. Absence of training increases risk and poor
compliance to set rule and safety regulations and techniques.

Economic and social implications: lack of health and safety measures at the
workplace (impact on GDP or labour market prospects).

Employers Value of life for employees: monetary value that employees place on

their lives might contribute to the likelihood of a fatal job accident.

Many work environments contain hazardous substances including chemicals, dust,
fumes, biological agents that might be inhaled, absorbed through the skin, splashed
into eyes, or are ingested mistakenly. Most common in workplace are injuries that
could arise from slips, trips and falls from height. Damaged and poorly repaired

safety equipment could cause injury, even routes and un-obstructive exits for safe
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movement of people and traffics. Musculoskeletal disorders relating to workplace
activities are common, especially from manual handling; heavy lifting might cause
repetitive strain injuries. Most electricity deaths are caused by contact with overhead
or underground power cables. Non-fatal shocks could cause severe and permanent
injury. Radiation risks are usually strictly controlled, but ionizing radiation risks
might arise from exposure to x-rays or radio-nuclides e.g. medical imaging, as well
as from radon gas from the ground. On the other hand, lack of control over the way
work is done might contribute to work overload (or under load); especially from lack
of support from managers; conflicting or ambiguous roles; poor relationships with

colleagues (including bullying), poor management of organizational change.

Occupational health and safety policy addresses the health, safety, and welfare of
workers to help foster a safe work environment, the promotion of physical and
mental well-being of workers in all occupations and the prevention of workplace-
related injury and illnesses. Policy compliance regulations requires; Management
commitment and assignment of safety responsibilities to worker, regular safety
communication system, hazard identification and control, incident investigation,

safety planning, rules, and work procedures and training.

Workplace safety compliances expectations might include the following; health and
safety committees /worker participation, injury and Illness Prevention Program
(IIPP), training on hazards and identification of hazards, reducing or eliminating
hazards, better regulation of health and safety, effective rest and recovery time,
workers’ compensation, return to work, Job rotation, adequate breaks, job analysis

and workspace redesign.
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The Individual factor in Occupational Safety and health

The Occupational safety and health is an individualistic factors which is a reflective
of the persons attitudes, beliefs, perception and values placed on safety and hazards
prevention .The health facility management attitude and approach to safety and
health and towards accident and disease prevention in workplace are shown in the
supervisory force, safety regulation enforcement and hazards mitigations strategies
put in place and the level of cooperation and employee involvement in safety and

participation in safety programs.

The health workers as individual are holistic being with physical, emotional, social,
mental and psychological aspects which could be affected when exposed to
hazards. Occupational safety and health aimed at promotion and maintenance of
optimum degree of physical, mental, psychological and social wellbeing of workers
in any given institution. The OSH work to prevent hazards, eliminate workplace
risks that may pose threat to the health wellbeing of workers, proper job placement,
and maintenance of hazards free environment and creation of stress free atmosphere

that allow workers to engage in productive services.

The individual is assumed to be responsible for his own health and wellbeing, he is
to invest in knowledge to gain enough information that is necessary for him to
attain higher level of safety and health. Safety culture entails an informed culture,
where all concerned individual are aware of the human, technology, environment
factors that can affect their safety and health in work place. Also important is
reporting culture which entails liberty to freely report errors, misses at workplace. It
IS obvious that safety measures are sometimes not static, but may take different
forms as to which to address a specific safety need. The individual willingness and
competences to draw right conclusion from safety information and the will to

carryout of reforms as the need arises are embedded in learning culture

Training, guidance and supervision are pre requisite for safety and health in
workplace. The motivation to perform job in safe manner is a function for
individual commitment concern for safety and expressed concern of the

management staff for safety, which gave rise to the practices outcome including
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compliance to regulations. There are other personal factors that could equally affect
safety compliances like personal behaviours and habits but these are not tolerated in

workplace under safety regulations

Occupational Health and Safety Training

The OSH training is purposeful effort directed towards helping people to acquire
specific knowledge and skills for improve knowledge in operating of equipment,
carrying out job procedures, keeping safety regulations and information on risk
aversion, containment and elimination. Health and safety training helps in ensuring
hazard prevention. An employer is obliged to train workers on health and safety and
correct use of equipment. The workplace health and safety committee is responsible
to provide advice on health and safety training programmes, examines safety
training documents to ensure its adequacy and attend to other training details like

logistics, timing, outcome evaluation.

Sometimes safety training are giving as induction course for new workers to help
fully orient them to the setting and the expectations. The training is used as a forum
to discuss safety rules, information about potential hazards and how to avoid them.
The workers during safety training are equally trained on certain routine practices
like pre exposure and post exposure to hazards precautionary measures and
responsibilities. During the training, the workers are made to know the institution
hazards reporting system, hazards investigation procedures and follow up

expectations.

Other area of emphasis during training may be in the area of new emerging
condition of safety concern and safety responsibilities expected, also to warn them
in area or specific job area that have specific threats so that they have safety

consciousness while working in that area to avoid unnecessary risks.

The labour code in Rwanda require employer to provide free protective equipment
(PPE) like gloves, mask, eye protection goggle, gown special shoe to workers whose
work entails some form of hazard which the PPE stand to reduce the risk of exposure

to accident and illness. The employer has the mandate to train the workers on the
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proper use to avoid contamination and spread of infection (Articles 156-160 of the

Law regulating Labour in Rwanda, 2009).
Occupational Health and Safety Inspection and sensitization

Most often based on safety regulations, routine inspection are carried out to ensure
that the working environment is safe for workers and that the employers are
complying to the safety regulations and workplace practices compliances by
workers. The inspection are done using check list to ensure compliance, strict
assessment carried out on the all accidents and near misses and report system
check. Inspections are usually carried out by specially trained agents of the
department of Labour and their activities should follow strict and unbiased

procedure and visits are without prior notice.

The inspections are done in this order in most cases:

They start with situation that involves imminent danger in workplace

The next thing is to check the incidents resulting to fatalities or

hospitalization or disability

Follow up of employee complaint of unsafe and unhealthy working condition

High hazard and risk jobs like areas that come into contact with blood / blood
product and other body fluids (theatre, laboratory, maternity etc.), areas

where workers are exposed to chemical and radioactive wastes.

Then examine work environment and equipment

Note: information generated would be used for the implementation of reforms as the
need arises. The labour inspector informs and advises employers and workers
concerning the most effective means of safety regulation compliance. They also need
to report all the activities that are in non-compliance with the provision of the labour
code and the social security (Articles 156-160 of the Law regulating Labour in
Rwanda, 2009).

The health system OSH regulation requirement;

- Occupational health and safety policies
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- Safety education and training

- Protective equipment

- Safety representatives and committees

- Recording and maintaining incident data
- Safety roles of employees and employers

- Safe environment and healthy workers

(Articles 156-160; of the Law regulating Labour in Rwanda, 2009).

This is a framework of relationships between known variables that linked the
problem statement to the research questions and the theories related to the study.
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INDEPENDENT VARIABLE

Hazard types: Slips & Falls, Chemical splash, Blood
borne, Violence, work accidents, cuts, animal bites,

Health outcomes from hazards: backache, High
blood pressure, sprain, burns, stress, Asthma, burnout,
allergies, body pain, anxiety

Human Factors:

Habits / behavior (smoking/Alcohol), educational
level, Years of services, hours of work, working

Institutional Factors:

Management commitment / safety responsibilities,
safety communication system, equipment maintenance,
hazard identification, reporting and control, incident
investigation, safety planning, rules, and work
procedures, Safety regulation, Safety policy Strength

of safety training and safety related research

DEPENDENT VARIABLE

Employee / Employers’ work practices:

Worker participation in safety meetings, injury and
IlIness Prevention Program, workers training, hazards
eliminating hazards, rest and recovery time, workers’
*]1 compensation, return to work, Job rotation, adequate
breaks, job analysis and workspace redesign, stress
coping mechanism

Hospital waste management:

Waste collection and decontamination, label
system, separation and storage system, waste
transport system, waste management system
for contaminated waste. Waste disposal
system for solid, liquid and radio- active
wastes, Staff training, protection and medical
insurance coverage

v

Occupational Hazards
and Health outcomes
cases

Compliance practices
to workplace safety
policy / measures by

employers and
employees; safety
committees, injury and
IlIness Prevention
Program, training,

hazard identification /
reduction or elimination
and workspace
redesign. Compliance
in health facility waste
manaaement practices

Figure 2.1: Conceptual framework of occupational health hazards:

Source: Author: 2018
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Theoretical concept application

The perspectives of this dissertation work are based on the social ecological model.
As a general framework, the social ecological framework proposes that outcomes
such as behaviour, health and absence of health have multiple influences consisting
of individual characteristics and environmental factors. The social ecological model
focuses on three main levels of environmental influences that could interact with
individual characteristics. The first level revolves around the immediate primary
environment dominated by interpersonal interactions, the family, acquaintances and
work groups. At the second level, are institutions like family, school and work place?
Lastly; are the economic forces, cultural beliefs and societal forces seen in the larger
environment (Bronfenbrenner, 1977 in Elmarie, 2006)? Factors within and between

levels constantly interacts with each other.

Ecological models, evolved from behavioural sciences and public health, examines
the interactions between individuals and their physical and socio-cultural
environments. The model implies that individual behaviour is affected by and
impacts on the surrounding environment and on social interactions (Mc Leroy et al.,
1988; in Elmarie, 2006). In health care setting the institution owners have the
mandate to provide the basic safety training and equipment to ensure wellbeing of
worker and productive services that are free from hazard. The health care workers
have the duty to comply with safety standards and properly handle equipment’s to
make sure it does not harm them and related others. Certain studies have suggested
that intense mental fatigues are slightly more frequent among health worker of senior
cadres unlike the technicians or auxiliary workers, and from workloads (Shimizu &
Ciampone, 2004). Other studies equally showed that technicians are more exposed to

excessive physical care workloads they are constantly engaged in.

Maslow theory of need are of the opinion that an individual are motivated in life by
five general needs that contribute greatly to life endeavours, it have two sides; for
growth of life skill and adjustment on the other hand, unmet needs might lead to
deficiency of life adjustment. Three most common of these needs applied here; the

physiologic basic need are necessary for survival especially food, oxygen, shelter.
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Next is safety and security in life, including workplace security and safety, to help
avoid job stress / insecurity and hazards. Lastly, need for love, belonging and
acceptance which are booster for productive services in any given workplace.
(Elmarie, 2006)

Also according to stress theory, occupational stress from physical and psychological
threats in workplace might contribute to emotional anxiety, anger, violence and
aggressive behaviour in workplace, likewise psychological strain and with other

behavioural consequences. These

Stressors if not controlled might lead to non-compliance, negligence as stress is very
destructive to job commitment. Burnout is another persistent negative work related
state with associated physical, psychological features that could provoke distress,
reduced efficiency in service, decreased motivation and development of
dysfunctional attitudes to work, (Elmarie2006).

2.3. Health Hazards Prevalence rate among the health practitioners in Kigali

Rwanda

Assessment of exposure to hazardous substances at the workplace has shown that
exposure is rarely constant. In workplaces tasks, activities, work processes, and
locations change over time, resulting in occupational exposures that vary both within
workers over time and between workers in the same job (Johansson 1995). Exposure
parameter in an occupational group present only limited information on the
underlying exposure pattern among workers in this occupational group. The
phenomenon of exposure variability needs to be understood for a number of
purposes, including planning exposure measurements, assigning estimates of
exposure to subjects in a study, identifying determinants of exposure, evaluating
compliance with exposure limits, and establishing efficiency of control measures
(Wilson et al. (2006),
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2. 4. Different occupational hazards in workplace

Health workers are exposed to occupational diseases which are illnesses developed
from exposure to biological, chemical, physical and psycho- sociological factors that
are present in the work environment or are encountered in the course of their
employment. However, occupational diseases are preventable through occupation
safety health, hazards mitigation and risk reduction or aversion. Occupational
medicine are designed to take care of different health outcomes that might affect the
workers productivity and reduce disability, absenteeism and enhances the general

wellbeing (Encyclopedia Britannica, 2009)

Mechanical Hazards risks; injuries, fall, cuts, abrasions, concussions, contusions.
Ergonomic Disorders like muscular and skeletal disorders (MSDs), Cumulative-
trauma-Disorders (CTDs). Biological Hazards like bacterial infections that causes
Tetanus, Tuberculosis, Gonorrhoea, Virus (Hepatitis, HIV), Protozoan and Parasitic
infections including, Malaria, Hookworms, tapeworms, Fungi Tinea-infections,
Psittacosis. Chemical Hazards; inhalation, ingestion and skin absorption of Chemical

and gaseous gents:

Assessing aspects of the health situation of health workers in general, such as the
effect of various pathogenic behaviours (e.g. non- compliance to safety rules,
smoking, and lifestyle in work place etc.) and the health consequences. OHS hazards
are examined from a broad perspective; it relates workplace hazards with the direct
and indirect impact on bodily functions and contributes greatly to measure that are

taken towards protecting workers health from specific hazards.

Also occupational hygiene relates OHS activities that focus on the identification,
evaluation and control of physical, chemical, and biological hazards (Quinlan et al.,
2010).

Meanwhile, it might be good to understand and identify the effects of lack of OSH
on the economic activity of individuals and their quality of life. For instance find out
the extent work-related injuries or illnesses influences productivity. In like manner,

working time lost during a recovery period might also have some consequences for
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the stock of human capital and the subsequent earning capabilities (Woock, 2007).
On another note, individuals that experience injuries and diseases related to work
might face a higher probability of unemployment, experience early exit from the
labour market or face increased difficulties to re-enter into a suitable job (Pransky et
al., 2005). Newton et al. (2007) provides evidence that a significant portion of the
labour market work force remains idle following the occurrence of an accident or
iliness, these individuals do not fit into the same job that they performed prior to the
incident. Weil (2001) provides a summary of the aforementioned costs and argues
that the empirical estimates to date tend to underestimate their true magnitude since

the quantification of all the relevant costs is very difficult in practice.
Some consequences of (Lack of) Health and Safety at Work

Accidents at Work: Gyekye and Salminen (2006) argue that the probability of
work-related accidents has its roots in two major causes, first; from the internal or
innate dispositional characteristics of workers, secondly; the external causal factors
which include factors within the working environment. Dembeet al. (2004) made

mentioned of the broader social, economic and cultural context.

Occupational Diseases: Indicators of occupational diseases refer to diseases which
are approved by the national authorities and therefore suffer from problems of
comparability among countries. Musculoskeletal disorders (MSDs) are related to

physical, ergonomic and psychosocial factors,

such as vibrations from tools or machinery, painful or tiring positions at work,
repetitive motion, carrying or moving heavy loads, working with computers, high
work demand and fast pace of work, and other jobs involving physical exertion on
the body (Cady et al., 1979; Pickvance, 2005).

Psychosocial health problems: Factors of work organization such as job control, job
demand, work pace and hierarchical relations are involved in provoking or
aggravating psychosocial health problems, such as stress, anxiety and depression. So
the working environment of heat, noise, shift work, and precarious contracts

contribute to rising stress levels. Other important determinants of psychosocial health
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problems might include high speed work, occurrence of unforeseen interruptions at
work, lack of control over working methods, mismatch between skills and workload
and burnout. Wege et al. (2008) throws more light to work-related stress given the

high incidence of stress -related disorders reported around the world.

An emerging theme in the literature is the study of the interaction of physical
features of the work environment with other psychosocial elements. Leather et al.
(2003), further examined the relationship between ambient noise levels and job
stress, while Foppa and Noack (1996) show that stress at work is associated with
musculoskeletal pain. More research is required to detect the underlying links and
causalities associated with stress-related psychosocial problems and the relationship

with the work environment.

Sickness Absence: The causes of absenteeism are in general multi-faceted, and are
influenced not only by the health status of individuals, but also by the social
insurance system, the work environment, biological factors, attitudes and
commitment to work, macroeconomic conditions and other social and psychological
determinants. (Fenn & Ashby, 2004; Heywood et al, 2008; Pouliakas &
Theodoropoulos, 2010)

Institutional factors: Human factors:

Psychosocial environment Workers’ health

Enabling work atmospheres Safety Knowledge

Safety

Safety equipment provision Safety information

Compliance

Job placement / Supervision Safety training

Work pressure / burnout Personal attitude
Figure 2.2: Factors influencing Safety practices compliance Conceptual
explanations,

Source: the author; 2018
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Behaviour Theory suggests that we behave the way we do because we were
reinforced at a young age to do so through rewards and punishments. The
environment is the biggest factor in changing behaviour, not will. Behaviour are
learned by imitation, observations, beliefs, and expectation; the learners are not
passively manipulated by elements in the environment, but could use cognitive
processes to learn behaviour; observing and imitating models are a pervasive method
of human learning. It was further postulated that in a perfectly competitive labour
market an equilibrium wage distribution should arise whereby “matching” of the
preferences of workers and firms occurs. Thus, risk-averse workers would take up
jobs in firms which provide a safer working environment, whereas less risk-averse
workers would be more willing to be employed in jobs in which the marginal cost of

safety provision are dearer.

A number of empirical studies (discussed below) confirm the existence of CWDs,
thus raising the question about whether government intervention in the form of OSH
policies and regulations are likely to distort the efficiency of the incentives provided

by competitive markets.

2.5. Mitigation strategies to manage occupational health hazards and

emergencies in the workplace.

Risks exist in all work environments, the identification, assessment and control are
key strategies in occupational health and safety (OHS) practice. How employees and
important employers, recognizes and understands these risks that influences how
effectively they are controlled or managed. Understanding of OHS risks by the social
group in a specific work environment is based on the understanding of OHS. Note:
The employer and employee understanding of OHS risks in the context of the local
work environment have been little studies. Additionally, the way a common or a
different understanding of OHS risks (local understanding) are related to
participation in the identification and control of OHS risks, in particular in SBs given
the backdrop of social construction of occupational health risks and the lack of

productivity connection are barely understood.

Occupational safety health
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The occupational safety and health is concerned with the duty of protecting the
safety, health and welfare of people engaged in work. The scope of Rwanda OSH
national policy apply to all business enterprises, workers, employers and
stakeholders in all occupations and sector of the economy. The policy prescribes the
core rights and responsibilities of the employers and workers in promoting OSH for a
safer and healthy workplace. Promotes and nurtures safety culture with emphasis on
the participation of all and compels the employers to ensure workplace safety
through hazards mitigation and enforcement on safety compliance practices. The
OSH policy placed responsibility of the cost of workers accidents, injury and
diseases in workplace on employers, for medical treatment, compensation and

rehabilitation of affected workers.

A lot of people are engaged in one form of job or the other to earn their living, while
carrying out these several duties for economic and social benefits, it is good that the
workplace and nature of the work done does not in any way impinge on the health of
the workers. The work environment and activities are of laden with hazardous and
life threaten substances, which calls for the need to mitigate and manage the hazard
to ensure safety and promote health and wellbeing of workers (Marmot &Wilkinson,
2006). According to ILO, (2011), about 2.3 million people lose their life from
workplace hazards cases and further contributed to absenteeism from work. Globally,
concerted effort through policy regulations and other approaches were put forward to
address the issue and ensure the safety of workers and enhance productivity.

Safety regulatory standard policy were formed and set at the national, regional and
international level as a mandatory requirement by all stakeholders in the employment
industry to ensure shared responsibility in enforcing workplace safety and health.
The policy rule set at international and national level to establish minimum standard
requirement for safety and health protection of workers and with strict compliance
(Lekaetal, 2011; ILO, 2011). The enforcement of the OSH laws forms an important
part of the policy. The call on the developing countries to develop other strategies
that is deemed necessary and would contribute to the promotion and protection of the

workers in their workplace.
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When talking about occupational health and safety in the health facility, it is
concerned with employees’ health, safety and welfare as contained in OHS act. This
act when applied in the health facility, it mandates the board of public health facility
to ensure hazard free and zero risk workplace. The act also stipulates that the workers
have the responsibility to care for his health and wellbeing and for others too. The
health facilities in every country are on high service demand which weigh on the
service deliverers, therefore occupational safety and health is a priority for effective
and efficient service delivery. Workplace safety is vital ingredient to dedicated
service, quality assurance and quick recovery (Bert, 2011; U.S Labor Department,
2014).

The international labour code of 1994 on occupational health and safety provision in
Rwanda on the workers welfare, safety committee and inspection and other related
issue in the Act as contained in the national council of labour have been under

continuous review. The national OSH

Legislation was enacted with aim to provide national labour standards, job creation
and establish private and public sector platforms that contribute to the general
wellbeing of Rwanda population. The vision emphasised on the need to have an
effective and result oriented public administration that are able to deliver adequate
services based on felt needs and with adequate framework. Have a socio — economic
environment that provides decent jobs to overcome poverty and with a competitive
work force that is transparent and admissive to other job seekers. (Rwanda OSH
National Policy; October, 2014; Rwanda National OSH Profile, 2012).

The occupational safety and health act was enacted to address issues related to
hazards in workplace providing regulations and the safety responsibility of the
employer in an organization. It contains the prescribed duties for provision of
workplace safety through safe system of work, training, maintenance of work
environment and risk aversion and risk management. The act focuses on the personal
duties making all the stakeholders in public service to assume the responsibility for

enforcing OSH.
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National council for occupational safety and health have members from the
government, employers, representative of the employee and the occupational safety
and health expert. They sit and establish legislation on code of practices that would
demand strict compliance. This is to help enforce OSH in workplaces through
establishment of committee that drives the program in the organization. The specific
condition for the committee for each organization are set by the national council
especially terms of representation in the committee. The committee meet at specified
period to have deliberation on the modalities of operation and have the duty of
identifying workplace hazards, develop control measure, carry out incident
investigation, follow up and keep record of events. The officer in charge of
occupational safety and health in the organization need to meet the job position
specification through training and examination, when he met the criteria, he become
engaged. He attends to national meetings and updates the institution of events.
(Rwanda OSH National Policy, October 2014 and Rwanda National OSH Profile
2012).

Rwanda national policy on occupational safety and health guiding principles

I. Universal coverage — OSH legislation must cover workers and employers in
all sectors of the economy and in all forms of employment relationship

ii. Universal application of core rights and duties — the core rights and duties of
employers and workers in relation to OSH must be spelt out in regulation

iii. Prioritization of prevention and the promotion of a culture of prevention — all
accidents and health incidents that are preventable.

iv. Appropriate and fair compensation and rehabilitation benefits — the provision
of meaningful, accessible and equitable compensation and rehabilitation
to workers in all sectors of the economy and in all forms of employment
relationship.

V. Application of the “polluter pays’’ principle — employers bears the cost of
accidents and disease in their workplaces, including the cost of most
treatment, compensation and rehabilitation (Rwanda OSH National Policy
October 2014 and Rwanda National OSH Profile 2012).

28



OSH Inspection strategies

Inspection is among the approaches designed to overcome challenges to compliance

with OSH legislation by the government in workplace through the following actions:

Vi.

Vii.

Improving coordination among public interdepartmental inspectors

Developing responsibilities of OSH inspectors

Establishing OSH inspectors at District level

Developing prevention — oriented services — advice backed up with sanctions

Developing the use of professional procedures for targeted enterprises

Publishing Annual Report on inspection and results and analyses indicating
the level of compliance in the implementation of OSH

Stocktaking of OSH inspectors, improving their quality and quantity at
National and District levels inspectors function as OSH inspectors,
partners and tutors in compliance (Rwanda OSH National Policy October
2014 and Rwanda National OSH Profile 2012)

The National Legislation Framework

Occupational safety and health being a cross — cutting issue necessary for national

economic and social development, the OSH builds on other existing policy

frameworks. Like the health sector policy of 2005, the policy governing standards for

health services of 2009, national policy for community health of 2008, and the

national policy to fight against HIV /AIDS of 2005. Others are national nutrition

policy of 2005, policy on community based health insurance of 2004, the national

policy on Reproductive health of 2003, to mention a few.

The national government of Rwanda has put in place the national legislation

framework promoting occupational safety and health at workplaces:

Rwandan Constitution of 2003 as amended to date in its article 49 that
determines that every citizen is entitled to a healthy and satisfying OSH.
Law no 13/2009 of 27/05/2009 regulating labour in Rwanda in its article
90,92,93,94,95 and 96, on health and safety at workplace

29



c. Law 86/2013 of 11/09/2013 establishing the General statutes foe Public
Services in its articles 64, 65, 66,67,69,70 and especially article 68 provides
for health and safety at workplace.

d. Decree law of 22" August on the organization of social security as modified
and complemented by law no, 06/2003 of 22/03/2003 especially in its articles
13, 14 and 20.

e. Law n°37/2008 of 11/08/2008 on mining and quarry exploitation.

f. Law n°47/2012 of 14/01/2013 relating to regulation and inspection of food
and pharmaceuticals

g. Law n°24/2012 of 15/06/2012 relating to planning of land use and
development in Rwanda

h. Organic law no 01/2012/0OL of 02/05/2012 instituting the penal code;

i. Ordinance no 41/291 of September 1955 on exploitation of Hotels,
Restorants, Guest houses and Bars;

J.  Prime minister’s order no. 125/03 of 25/10/2010 determining the Mission,
Organization and Functioning of the National Labour Council especially in
its article 3;

k. Ministerial Order no. 07 of 13/07/2010 determining the modalities of the
functioning of the Labour Inspector especially in its articles 3 and 7;

I.  Ministerial Order no.02 of 17/05/2012 determining conditions for
occupational Safety and Health;

m. Ministerial Order no.01 of 17/05/2012 determining the modalities of
establishing and functioning of Occupational Safety and Committees
especially in its articles 3, 10, 11, 12 and 13;

n. Rwanda Building Control Regulations, May 2012’

0. Basic housing Construction instructions for protection against natural and
manmade disasters in rural areas, October, 2012. (Articles 156-160 of the
Law regulating Labour in Rwanda, 2009 and Rwanda OSH National Policy
October 2014 and Rwanda National OSH Profile 2012)

OSH Activities responsibilities in sectors
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The following institutions shall have specific OSH responsibilities as specified

below:

I.  The Ministry in charge of labour will continue to coordinate and guide the
implementation of programs and activities related to Occupational Safety
and Health.

ii. The Ministry in charge of health will ensure that OSH is taken into
consideration in Health Laws and Policies and develop OSH regulations
for Health Sector. It also has the responsibility of qualifying Occupational
accidents, diseases and fatalities and raising awareness on OSH among
Health sector workers and the population at large.

iii. The Ministry in charge of Natural Resources will ensure that OSH is
integrated in Mining Laws and Policies and develop OSH regulations for
Mining and Quarrying Sector. It will also raise awareness on OSH among
Mining and Quarrying Sector workers.

iv. The Ministry of infrastructures has the responsibility of ensuring that OSH is
mainstreamed into Laws and Policies governing Transport, Energy and
Construction and develop OSH regulations for Transport, Energy and
Construction Sectors. It will also ensure awareness raising among its
workers

v. The Ministry in charge of Industry and Trade will also ensure that OSH is
maintained into Laws and Policies governing Industry and Trade and
develop OSH regulations for Industry and Trade as well as Hospitality
Sectors.

vi. The Ministry of Agriculture will ensure that OSH is integrated into Laws and
Policies governing Agriculture and develop OSH regulations for
Agriculture Sector. It will also have the responsibility of raising
awareness on OSH among Agriculture Sector workers.

vii. The Ministry in charge of Disaster Management will ensure that OSH is
taken into consideration Laws and Policies governing Disaster

Management and develop OSH regulations for Disaster Management.
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viii.  The Ministry in charge of Justice will have a lead role in ensuring
consistent application of OSH governing laws and promote development
and application of protective and preventive legislations.

ix. The National Labour Council will continue to advocate and advice on
Occupational Safety and Health Legislations and Policies (Rwanda OSH
National Policy October 2014 and Rwanda National OSH Profile 2012)

Government Policy regulations guidelines on OSH in Rwanda health Sector

a. The employers’ duties and responsibilities to protect the health and safety of
their workers. To ensure sound health and safety of their employees and
people other than their employees and have good relationship and
collaboration with other employers working with them. Also have continuous
surveillance of work place safety and health of workers, work environment
and work practices. Provide personal protective equipment; ensure regular
and correct use of the equipment through training so as to ensure the workers
are protected against hazards. Among other duties are to provide first aid via
emergency box and medical care, installation of fire response mechanism,
sanitation system and welfare facilities like drinking water and resting and
eating place.

b. The duty to organize prevention mechanism officially based OSH
management principles and practices. Have policy with assigned
responsibilities for health and safety and with a trained professional officially
assigned to be in charge of health and safety. Develop specific safety rules
and regulations practice guide in a comprehensible language and adapted to
different settings. Ensure procedure manual and staff training on risk aversion
and assessment of hazards prevention strategies as well as employee
evaluation.

c. Have a professional and an expert fully trained to handle all the issues related
to workers safety and health.

d. The employees’ right and duties; they should take active step to protect
themselves and others through risk avoidance and declare to the colleagues

any impending danger or threat at work. To take reasonable step to protect
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themselves and others at work who is being supervised or workers working
under them. And regularly comply with safety regulations, seek information
on risk and hazards mitigation strategies or with draw them from danger and
be assigned to no hazardous task.

e. Specific categories of hazards and risks in workplace; biological hazards,
chemical, ergonomic, physical, psychosocial and other hazardous substances
like machineries and equipment’s.

f. Policy provision for the protection of workers in certain vulnerable conditions
like the pregnancy at workplace and lactating women at work

g. The hazard, accident and disease incident recording, notification and
investigations to determine causes. The employers’ duty to report back to the
OSH authorities morbidity and mortality cases of injury.

h. Have experts assigned with inspection and enforcement of the OSH

legislation and application of sanctions by court to defaulters
Some of the Response strategies designed include:

Occupational safety and health (OSH) Infrastructure: The extent to which
enterprises and States comply with and seek to enforce OSH regulations (e.g. the
number of binding and non-binding OSH regulations that are ratified; the number of /
proportion of workforce covered by OSH inspections) (ILO, 2006) also Investment
in OSH prevention activities by both enterprises and national authorities, such as
steps or measures taken to prevent or reduce occupational risks and to protect the

health and safety of employees.

Social Security Expenditure on OSH: Adema and Ladaique (2009) reports showed
that according to the OECD Social Expenditure Database (SOCX), gross public
social expenditure on average across the OECD increased from 16% of GDP in 1980
to 21% in 2005, with public pensions (7% of GDP) and public health expenditure
(6% of GDP) constituting the largest items

Occupational safety health (OSH) Regulations: discrepancies exists in the OSH
laws and regulations of various countries, especially with respect to the criteria
required for the receipt of sickness / disability benefits, the duration of benefit
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provision and the magnitude of social insurance compensation. The ILO has a central
role in providing recommendations and guidance for national OSH policies, it
publishes instruments showing varying levels of obligations for member countries.
These instruments are ratified before decision for implementation takes place. The
recommendations are for national governments to implement or use as a guiding
policy. A number of studies investigate the factors that underlie the decision to ratify
and adopt OSH-related ILO conventions. The length of ILO membership, national
income status and regional affiliation are shown to be associated with a higher
number of ratifications by member states (Wilson et al,, 2006). Horny et al, . (2009)
spoke on developing countries, for which OSH are seldom given priority status due
to financial constraints. They employ an empirical methodology that allows for the
fact that ratification behaviours that are influenced by unobserved characteristics

both of countries and of different conventions.

Occupational safety health (OSH) Prevention: A number of papers show that
firms that took more proactive stand toward the development of a comprehensive
workplace risk prevention system are more likely to have lower accident rates than
those that follow the minimum legal requirements. Hunt and Habeck (1993)
examined a sample of 220 firms in the US State of Michigan to establish the
relationship between certain workplace risk prevention parameters and indices for
the frequency and severity of accidents. The study suggests that the institutions
needed to generate and process internal information, investigate accidents and
incidents fully, foster programme for emergence of a “prevention culture”. Promote
programmes to enhance workplace ergonomics health promotion measures like
ergonomic management, anti-smoking campaigns, purchase of personal protection
equipment, stress management seminars, nutritional awareness as a comprehensive
and ongoing manner. Furthermore, in a study in Spain, Arocena et al. (2008)
construct a risk prevention index that quantifies the intensity of preventive effort by
the institution, using a sample of 213 industrial firms. These measures are based on
questions regarding six preventive dimensions, such as Measures designed to
eliminate risk at source, Training of workers, Communication and workers’
participation, Risk control measure, Actions taken in view of foreseeable changes,

Documentation and Emergency prevention, preparedness and response.
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The provision of OSH training to employees constitutes an additional strong
preventative action; that are associated with reduced workplace injuries and disease.
In a wide-ranging literature review of published reports drawn from the period 1980
to 1996, Cohen and Colligan (1998) found overwhelming evidence that showed the
merits of training contributing to increasing worker knowledge of job hazards, and in
effecting safer work practices and other positive actions in a wide array of worksites.
The study shows that factors such as the size of the training group, the length
[frequency of training, the method of instruction, the trainer credentials, and other
extra -training factors (e.g. goal setting, feedback, motivational incentives, and
managerial actions) are significant determinants of the success of the training

process.

OSH risks / Work conditions: Usually, the impact of work-related health risks on
the health and safety of employees based on the effect of the following; Physical
agents (e.g. noise, vibration, radiation, room temperature), Chemical agents (e.g.
asbestos, lead, benzene, pesticides), Ergonomic conditions (e.g. inconvenient work
postures, repetitive movements, lifting of heavy materials), Working time
arrangements (long and irregular workdays, shifts, night work) and Workplace

violence (bullying, harassment, discrimination).
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Figure 2.3: Factors influencing workplace hazards

Source: the author, 2018

Clearly, creating a healthy workplace that does no harm to the mental or physical
health, safety and well-being of workers are moral imperative (Quinlan, Bohle.
&Lamm, 2010). Some other studies have suggested that different risk prevention
strategies depends on the existence of conflicting or common understanding of OHS
risks between the employer and employees. Despite the reforms and all good
intensions in improving the conditions of health and safety in workplaces, regulatory
approaches have been criticized for their limited effectiveness in achieving their
intended purpose (Jager 2012). In terms of control, employee possesses relevant
experience and knowledge of hazards and their cause whereas employers possess the

resources capacities to take the necessary control actions (Malcarie, 2006).
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The need for up-to-date information on OSH are of critical importance for the
purposes of identifying areas of required action and for setting priorities for policy
initiatives on improving health and safety at work. According to recent ILO (2008)
estimates, the global number of work-related fatal and non-fatal accidents and
diseases does not seem to have changed significantly during the past 10 years. This is
mainly driven by the globalization process and by rapid industrialization in relatively
poor countries that are not capable of maintaining effective OSH systems. It has
therefore been argued that the need to focus on health and safety are as paramount as
ever, given that “the traditional hazard and risk prevention and control tools are still
effective but need to be completed by strategies designed to address the

consequences of a continuous adaptation to a rapidly changing world of work”.

2.6. Practice Compliance to international safety standards in health facilities

Occupational Safety and Health (OSH) has become a global concern for employers,
workers and national governments. Despite global efforts to address OSH concerns,
it was estimated that 2 million work related fatalities still occur every year (ILO,
2009). The Occupational Safety and Health Act (2007) laid strong emphases on
safety, health and welfare of workers and all persons lawfully present at workplace.
The Act specified that under the Directorate of Occupational Health and Safety
Services (DOHSS) the principal objective should be promotion and enforcement of
occupational safety and health regulations at workplaces. Notwithstanding, a lot of
accidents still occur at workplaces has continued to increase (Mutemi, 2005).
Assessment of compliance to safety standards in line with prevention of occupational
injuries and illnesses in workplace helps to keep tract with both the health outcomes

and the associated workplace environmental condition.

Occupational safety and health surveillance activities should be ongoing and
involves systematic collection, analysis, interpretation and dissemination of the
effective prevention strategies be employed (U.S. Department of Human Services,
2014). The surveillance audits should be based on special checklists and guidelines
that should be made available to all. The scope of the surveillance of the work

environment should be identification and evaluation of the environmental factors that
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might affect the workers’ health, assessment of conditions of occupational hygiene,
assessment of personal protective equipment, and assessment of exposure of workers
to hazardous agents and control systems designed to eliminate or reduce exposure
(Mutemi, 2005)..

Some Gaps in the existing law on OSH in Rwanda

Low institutional capacity for enforcing the OSH Policy implementation

Poor regulations for the most hazardous sectors in OSH

Limited human resources capacity on OSH affairs

Limited resources for OSH Policy and strategy implementation

Inadequate capacity for OSH inspection and enforcement

Lack of updated and disaggregated data on OSH

Lack of clear mechanisms for ensuring compliances and inspections

Low level of preventive culture among institutions

Inadequate mechanism for collecting, analysing and reporting and disseminating

OSH data and information

Low level of Accidents reporting, recording and investigating

Poor mechanisms for OSH activities coordination;

2.7. Factors that would help improve the workers practices in developing

countries

The health System processes and structures such as rules and roles serve to maintain
systems stability whereas roles of persons occupying a particular social position help
to maintain system balance. Functionalist sociology assumes that these interactions
are there to make thing work in health care setting. Information influences what
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happens when people change their behavior in order to be correct. In situations
where we are unsure of real motive of the situation, we are left to determine the level
of information people have in relation to subject matter and as a guide for their
behaviours. Normative influence stems from a desire to avoid punishments (such as
going along with the rules or regulations which you don’t even understand) and gain
rewards or avoids harm of punishment. Normative conformity involves changing
one's behaviour in order to fit in institutional regulations. Conformity is something

that happens regularly in our social worlds, (Kassin, Fein, & Markus, 2011).

Sometimes we are aware of our behaviour, but in many cases it happens without
much thought or awareness on our parts. Some of the best-know experiments on the
psychology of conformity deal with people going along with the group, even when
they know the group was wrong. According to Perloff (2003), persuasion could be a
vital tool in convincing other people to change their attitudes or behaviours regarding
an issue through the transmission of a message in an atmosphere of free choice
(training on safety standards in health institutions). Persuasion are symbolic, utilizing
words, images, sounds, etc., It involves a deliberate attempt to influence others to
comply to set rules (Breckler, Olson, & Wiggins, 2006).

In psychology, compliance refers to changing one's behaviour due to the request or
direction of another person, the individual acted in some way because others asked
him or her to do so, (Breckler, Olson, & Wiggins, 2006). People are more likely to
comply when they believe that they share something in common with the person
making the request. Each theory to social work practice providing a synthesis of
classical and contemporary theory for scholarly analysis and application to

professional, intellectual, and social action.
2.8. Knowledge Gap

Though data sources on health and safety at work are readily available, there are still
not many studies conducted in this area, many existing studies are either incomplete,
obscure and with topics that are not really capturing the main issues (HSE, 2004)..
There are need for harmonization and international comparability of well-designed
study. Also, there should be ease of comparability in terms of methodology and
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quality moreover, a lot could be done to cub the differences in social laws and
administrative regulation practices as a way forward. There are equally need to
properly identify the multiple factors in the aetiology of occupational hazards and
pay closer attention to risks aggravated by job insecurity and poor training of
workers in the workplace. May be an interdisciplinary approach might help to throw
more light in identification of key issues and /or reforms that could help strengthen

worker safety.

Other areas of research gap are; hazards effects on reproductive health, cultural
barrier to safety health and low level of skills possessed by workers (ILO, 2008).
Policy amendments are equally urgently needed to address workers welfare, training
and rehabilitation of disabled and injured workers and design of reintegration
opportunities (EASHW, 2002). More research would help to identify the economic
and non- economic relationships to occupational hazards. In most cases, research
gaps in Africa are tailored to low government interest, poor data and information
management system and records, these are often worsened by weak regulations and

enforcement system (evidence Ebola crisis).
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Figure: 2.4: Occupational health “cycle of neglect” in developing countries

Source: the author 2017

Study in occupational hazards if timely would give room for better understanding of

issues related to hazards, response processes and the measure of its consequences.

In a study carried out by Muthuviknesh and Kumar (June, 2014) on” the effect of
occupational health and safety management on work environment” Study design was
prospective qualitative research method, while the objective was to analyze the effect
of occupational safety management on work environment and health. Structured
interview and questionnaire was the instrument employed in data collection. Non-
probability sampling techniques were used to draw the sample for the study and the
analysis was based on percentages. The reference system contained references that

date back to twenty years. | believe that the study design was appropriate but the

Instrument used would have included focused group discussion. Also basing the

analysis on percentages was not appropriate for strong scientific based evidence.
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Another study conducted by Amanda. (2011), workforce survey of occupational
exposure and effects in New Zealand, with the aim to determine the prevalence and
distribution of occupational exposure and workplace practices. Over 10,000
participants were used in the study, through telephone interview method of data
collection. Finding show exposure to physical hazards, dust, chemical. The study
showed clear relationship between exposure to hazards and health illness effect. But |
still believe that if several options for occupational exposure are pursued, for instance
several workforce surveys, workforce observation surveys, and workforce
measurement and registrations for exposed persons might provides broader and

better evidence.

Study conducted by Ndejjo et al.,. (2015) on occupational health hazards among
health workers in Uganda; they assessed the occupational health hazards faced by
healthcare workers and the mitigation measures. The method employed was cross-
sectional quantitative study approach and 200 study participants were randomly
selected and used in the study. The references contain majority of references that
date ten years with few in the twenty. The study used only questionnaire, | believe
focused group, reports and may be observation, and if added to the questionnaire
would have generated more sound information. However, the statistical instrument

(adjusted odd ratio) used for the predictors in the analysis was adequate.

Lastly, the study conducted by Burdorf (2004) on Identification of determinants of
exposure: consequences for measurement and control strategies. Had few outdated
references, methodology of approach was not clearly defined. But more than one
instrument design was used to collect data which was good and analysis was good

too.

Conclusively, in my review, | realized a strong gap given by the absence of study in
the occupational hazards in Sub Saharan Africa. This study therefore, is timely and
will fill the research gap, but more research is still needed to be able to have a full
coverage of the topics that still needed to be researched on. For instance, study on the
effect of the hazards on job performance, also consequences of the hazards and

worsening effect on human resources shortage, assessment of the effectiveness of
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safety training as measures countering occupational health hazards in workplace, just
to mention a few. An investigation to assess the consequences of hazards exposure
and illness outcome may be helpful, also the barriers to effective communication of

safety standard and practices are equally useful.
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CHAPTER THREE
MATERIAL AND METHODS
3.1. Study Site

The Kigali city is the one of the five provinces in Rwanda and covers a total area of
730 square kilometres. It has an estimated total population of almost a million giving
a population density of 1,165.8/km2. Kigali city has three major Districts namely
Nyarugenge, Gasabo and Kicukiro, These districts have government district hospitals
that were selected as a study site. The selected hospitals included; Muhima Hospital
in Nyarugenge District, Kibagabaga Hospital in Gasabo District and Masaka
Hospital in Kicukiro District. The district hospitals served population that are mostly
middle and low income from Kigali city and its immediate environs. The population
are on the national social health insurance scheme mutuelle de santé whereby the

patient pays ten percent of the total cost of services received.

Figure 3.1: The Map of Kigali City showing the three Districts
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Kibagabaga District Hospital is located in the Gasabo District and receives an
average of 230 patients every day and has 120 beds. It sees 1700 referral cases and
refers around 900 cases to teaching hospitals each year. It is staffed by 5 specialists,
11 general physicians, 54 nurses, 27 midwives and 89 employees. Departments:
Obstetrics and Gynaecology, Internal medicine, Paediatrics, Ophthalmology. The

hospital also supervises 6 health centres and a prison.

Masaka District hospital is located in Kicukiro district, in Masaka sector, it served
about 355195 populations and with 148 bed capacity. It receives patient in out
patient’s clinic of about 110 per day, 3,304 per month and with 787 in patients. It is
staffed by one specialist, 12 general physicians, 103 nurses, 29 midwives and other
92 employees. The clinical department offers emergency, OPD, NCDs, Internal
medicine, Obstetrics and Gynaecology, Paediatrics, Surgery, Neonatology
ambulance. Allied department offers the following services: Dental, Ophthalmology,
GBV, Medical imaging, and mental health, Physiotherapy, lastly Laboratory and
Nutrition.

Muhima District hospital is located in Nyarugenge district, in Muhima sector, it
served about 326478 populations and with 184 bed capacity. This hospital receives
an average of 201 patients every day and oversees about eleven health centres, and
clinic at the Rwanda central prison in Kigali. Muhima is the training site for all
medical schools and schools of nursing and midwifery in Rwanda. It has total of 13
departments including: OPD, and NCDs, just as in Masaka mentioned above apart
from Ophthalmology. It is staffed by 5 specialist, 17 general physicians, 45 nurses,

52 midwives and other 59 employees.
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Table 3.1: the sum of 631 health care workers from the selected health facilities
in the districts in Kigali city

THE SUM OF 631 HEALTH CARE WORKERS FROM THE SELECTED HEALTH FACILITIES IN THE DISTRICTS IN KIGALI CITY
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3.2. Study Design

This study adopted cross-sectional design utilising gquantitative and qualitative

approaches.
3.3.1. Target Population

The target population consisted of varying cadres of workers in Kigali District health
facilities. These workers are potentially exposed to several hazards in their various

work places.
3.3.2 Study Population

Study Population constituted 631 workers in the three health facilities in Kigali city.
These comprised: Hospital management / leadership Staff, Medical Doctors, Nurses
(AOQ / First degree &A1 / diploma level), Midwives, Laboratory Scientist (A0 &Al),
Dentist (A0 &Al), Radiologist (A0 &Al), Anaesthetist (A0 &Al) and the
Pharmacists (A0 &A1), Medical support staff included in the study: Potters,
Cleaners, Morticians, workers in sterilization unit and those in Pharmacy, and
Radiology unit. List of these selected health facilities and the numbers of various
categories of the health care workers are show on the table on the study site above.
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Note: AO stand for First degree qualification while Al are with higher diploma
3.4. Study Variables
3.4.1. Dependent Variable

In this study, the dependent variables were the different occupational health hazards
suffered by health care workers as they carry out their duties. These hazards might
arise from factors in the working environment, or from different individual level
determinant factors including personal characteristics, problems with compliance to
safety standards, may be from safety enforcement, regulations and supervision.
Another dependent variable was compliance to national health and safety policy by
the health care workers, hospital management / leadership and waste (managers with
regards to enforcement, regulations, training, supervisions and evaluation and

compliance to occupational safety rules by workers and employers).
3.4.2. Independent Variables

Independent variables in this study included: Personal characteristics, habits
(smoking, Alcohol), age, gender, educational level, duration of service, hour of work
per day and number of days per week, engaging in other work or job and safety rules
operating in the work department and types of job and work environment. Workers
level of awareness of the occupational health and safety programs in the work place.

Workers opinion about the safety measures in their workplace.

Types of mitigation strategies adopted in the health facilities to manage occupational
health hazards in your work place. The individual - level determinant factors
influencing occupational health hazards and the health facility — level determinant

factors influencing occupational health hazards
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3.4.3. Inclusion Criteria for the selection of study participants:

The following are examples of the health care workers that were included in the

study:

Heath care workers in the designated working stations for more than one year (1
year) that have jobs that make them have direct contact with patients’ with
communicable diseases or might be exposed or handle contaminated specimen (e.g.,

blood, urine, stool and other bodily fluids, hospital wastes and other formites).

Also those who handle chemicals, radio- active materials and hospital equipments

during their routine clinical duties and the hospital management and leadership staff.
Health care workers who were willing to participate in the study

Health care workers who gave written informed consent to participate

3.4.4. Exclusion criteria for the selection of study participants:

Heath care workers who were newly employed health care workers for period less

than one year (< 1lyear) and those working outside the scope of the study
Health care workers who were not willing to participate in the study

Health care workers who failed to give written informed consent to participate
3.5. Sample size

The sample will be calculated using Slovene’s formula for calculation of sample size

with the formula. This gives us 249 as the sample size as shown below:

]"II- —_ n
1+N(8)*
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n = sample size N = Population
e = marginal of error, e = 0.05
n=631/(1+631*0. 05% n=249

To work out sample size for each stratum in the health facilities, stratification
sampling by weight was used to calculate specific sample sizes. Sample size for

medical Doctors in Muhima District Hospital;
Note: Nh=nNn/N
N1=249 (22)/631=9

Table 3:2.The distribution of study participants within the various selected

health facilities

study sample (249)
Health care workers in the various selected health facilities in the districts in Kigali city
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3.5.1. Sampling Technique

The three selected district health facilities in Kigali city were chosen purposively

because they are the only existing district health facilities and have categories of
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health workers who are able to supply information vital for the study based on their
experience and ease of accessibility. Stratified sampling technique was used to select
the various categories of health care workers due to their heterogeneity. Systematic
random technique was used to determine the participants based on the list of the
health workers in the nominal role records and based on the availability of the health
care workers in the three selected health facilities in the Districts in Kigali city.
Systematic sampling technique was used to determine the intervals on the workers
names represented by numbers from each professional group and then simple random
sampling technique by balloting without replacement was later used draw the study
participants from each stratum. However, in some categories of the participants with
very small numbers, the total population was selected. The resulting sample makes

up the final sample that was used for the study.
3.6. Instruments for data collection

In this study both primary and secondary data were collected. Primary data were
collected using semi-structured questionnaires, key informant interview guides,
focused group discussion guide and observational checklist. Secondary data were
collected from policy documents reviews. The study instrument were designed based
on information from existing literature which was deemed necessary to help supply

information on the research question and within the scope of the study.
3.6.1. Primary source of data: Questionnaire

The primary study instrument adopted was a self- administered semi-structured
questionnaire for separate groups of study participants. The questionnaire was
divided into three parts. One part covered demographic profile of respondent seeking
participant characteristics; the second part was designed to seek information related
to the safety awareness, persons and health facility level influencing factors and the
third part covering assessing types of health hazards and safety compliances: Further
information was sought through focus group discussion, key informants interviewed
and observation to help improve the quality of the generated information for better

understanding of the problem.
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3.6.3 Focused group discussion

The research was conducted on purposively selected participants of different cadres
of the health care workers; from three selected health facilities in Kigali. This was in
order to get their perceptions and opinions about the determinants of occupational
health hazards and compliance to safety in workplace. A total of eleven health care

workers were engaged in the discussion.

3.6.4. Key informant interviews were carried out on occupational health and
safety officers, chairperson of the health facility and the person in charge of
hygiene and hospital waste management. Data collected qualitatively helped in

providing complementary information to the quantitative data.
Health facility Inspection / Observation:

Observation checklists were used to collect data on workplace environment in
relation to safety mitigation strategies put in place. The observations of interest
included; presence or absence of fire extinguishers, waste storage and collection
systems adopted, level of noise and air pollution, ventilation provisions, hygiene

standard and equipment maintenance.
3.6.5. Secondary source of data

This study used policy document on occupational health and safety regulations for
health facility. Empirical studies continue to inform this study that, secondary
sources of literature provide a contextual understanding of the subject being studied
and can lead to a preliminary, non-binding foundation of the researcher’s hypotheses
(Ickowitz , 2012).

3.7. Validity and Reliability of the Instruments

The validity of instruments was measured using Content Validity Index. Two
assessors /experts in the field of study were used to rate the content in the
questionnaire. These experts also assisted in assessing the phrasing of the questions
to avoid ambiguity. The researcher viewed each statement with the help of experts
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and assessed the extent to which the questions were related to the topic of the study.
The researcher compiled the responses from the two experts and computed the
Content Validity Index (CVI). The estimation for validity was 0.75 and above,
meaning that any value below it would make the instruments invalid (Mohesen and
Reg (2011).

Table below shows a summary of the experts’ ratings.

— NumberofInstrument declaredvalid

Totalnumberafitems

Table 3.3: Determination of Reliability and Validity of the Instruments

Variables Relevant Irrelevant Total
items items
Profiles of the respondents and SMEs 9 2 11

identification;
Level of awareness on concept of workplace
occupational health and safety

6 1 7
Workers opinion of safety measures in their
workplace

9 1 10
Individual Level  factors  influencing
workplace occupational hazards

9 3 12
The health facility related factors associated
with workplace occupational hazards

9 1 10
Waste management assessment guide 8 0 8
The focus group discussion / guide of 7 1 8
interview;
Total 57 9 66

CVI=57/66 = 0.86

The CVI of 0.86 was greater than 0.75, hence the instruments was considered valid.
Pilot Test
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To ensure reliability of the instruments, data collection instruments were pre-tested.
Pilot test of the survey questionnaire was done using the sum of 16 different cadres
of health care workers purposively selected from a similar population at Sante Da La
Criux Hospital (a private hospital in Kigali) to help test and ensure the validity of the
instrument. After piloting, necessary changes were made to the questionnaire to
make sure it well adapted to the study participants and final approval of the
instrument. The study instrument was further translated to the local language

(Kinyarwanda) to ease data collection.
The reliability statistics

Cronbach’s Alpha: Number of items was 66 and test result was .723 (Mohesen and
Reg (2011)

The pre-test results indicated that the questionnaire was reliable because the
reliability statistics was greater than 0.5. In case RS is less than 0.5, the instrument

would be unreliable on standard.
3.8. Data collection

The actual data collection lasted for two months with the help of two research
assistants after training and update of the data collection method. The data collection
process was carried out on daily basis and in each of the selected health facility. The
researcher went with all the necessary administrative and authorization documents
(letter of introduction). At the end of each data collection day, the researcher and the
research assistants met at designated venue to share the day’s experience and also to
receive the completed questionnaires. The researcher went through the completed
guestionnaires noting any the problems that ranges from incomplete and poorly filled
data. Such anomalies were followed up in subsequent visits and rectified and
completed by the participants. In some instances where the data collection tool was
not returned, the research assistant and the researcher have to personally visit the
departmental head to look for the tool and request for the completion of the data. At
the end of the data collection, completed and checked questionnaires were sorted,

arranged and secured by the researcher and ready for analysis. The data collected
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were kept safely by the researcher to ensure that there is no damage or loss before
data entry. Records of the data size and details was maintained and used to cross
check the data during data entry and development of plan for data analysis. Generally

data checks were carried out at regular basis to ensure accurate and valid report.

3.9. Data Analysis

The data generated from the study was coded and entered into the computer
programs EPI data and exported to SPSS (version 21), the data were cleaned for
consistency and quality control. The analysis was guided with the data plan designed
in line with the study objectives. Data analysis for the variable of respondent
background characteristics, the researcher used descriptive statistics to determine the
profile of the respondents in frequency and percentage distribution and 95%
confidence interval presented in frequencies tables, graphs and charts. The variables
were weighted using average score rating and the variables were further put into
categories of three. Test for the degree of association between independent and
dependent variables were done using Pearson chi-squared tests to assess whether
there was a significant difference for each independent variable at the level 0.05

significance.

Also regression analysis was equally used for testing association between variables.
It assesses the extent to which it becomes easier to know the predictive value for the
dependent variable from a known case’s value of the independent variable. A
measure of association throws light on the relationship between variables under
study. This measure of association relates to how much better this prediction variable
is and is and often ranges between -1 and 1. Where the sign represents the direction
of correlation (negative or positive relationship) and the distance away from 0
represents the degree or extent of correlation. The further the number away from 0,
the higher or more perfect the relationship in between variables. Measure or observe
pairs of variables would help to determine how the 2 variables behave together.
Lastly, results of qualitative data were used to support the quantitative findings and

regression analyses were used for conclusion and recommendation.
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The Dependent variable includes; the workplace hazards experienced, Occupational
hazard health outcomes, compliance to safety standards and practices and waste
management practices. The independent variable comprised the Participants profile,
awareness / opinion on occupational hazards and safety, prevention strategies,
individual and health facility factors influencing workplace hazards and waste

management system.

To determine the relationships and causal effects between variables, factor analysis

and regression analysis were used.

Description Interpretation

Strongly Agree Very High level
Agree High

Neutral Moderate
Disagree low

Strongly Disagree Very Low

3.10. Ethical Consideration

In all health research; ethical consideration are very crucial and an important aspect
that focuses on the study participants. Strong considerations are given to the extent to
which the study participants are giving freedom to choose whether to participate or
not. The researcher observed ethical standards in professional practices during the
research study by doing the following: Ensuring accuracy in data collection and
processing, using systematic procedures to ensure that data collected and information
processed were accurate.

The researcher in this study strictly ensures that the information’s obtained from the
respondents were handled with utmost confidentiality. And that the results of the
study were reported in a generalized manner and for the purpose of this study only.

The participants were given full information about the procedures, expectations and
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the role they would play as well as the purpose of the study. They were given time to

carefully deliberate on whether to participate or not.

All the study participants remained anonymous; hence their individual identities
were not disclosed. The questionnaires were designed in a way that the initials of
respondents were only used. The reporting was done in a generalized manner.
However, consent to participate in the research was obtained from each study
participants, also authorization to conduct the study was obtained from Jomo
Kenyatta University of Agriculture and Technology, Kigali Campus, from the
Rwandan National ethical board and from the minister of health in Rwanda. The
researcher ensured that all respondents own their own consent to participate in the

study by signing the consent form.

The researcher ensured that participants are respected and respect given to all their
decisions including decision not to participant and the less powerful groups of
participants were protected. The researcher ensured that no harm was allowed to the
respondents in the course of the study. Utmost consideration were given to the
welfare of the respondents including; mental, physical health safety. The researcher
took all the necessary steps to avoid injury of the respondents and persons who was
involved in the research. The researcher avoided questions or issues that would cause
embarrassment, guilty, discomfort, or risks, where such questions were inevitable.
They were asked in a less sensitive manner with due respect and the respondents

were informed accordingly at the outset of the study.

Study participants were allowed to decline to answer any particular questions or sets
of questions they don’t want to answer and to withdraw from the study at any time,

or decline to have their responses recorded and access to the findings summary.

3.11. Response rate

At the end of the data collection it was observed that out of the sum 249 (100%)
study respondents, 237 survey questionnaires were filled and returned from the study
participants from the three selected health facilities as shown below in table. This

represented 95.18% response rate which the study considered sufficient for analysis.
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The researcher’s hand delivered and collected questionnaires increased the response

rate.

Table 3.4: Response rate

Distribution of survey respondents (n=249) Frequency Percentages (%)

Muhima health facility 82 32.9
Kibagabaga health facility 69 27.7
Masaka health facility 86 34.5
Total 237 95.1
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CHAPTER FOUR
RESULTS
4.1 Demographic Characteristics of the Study Participants

Profiles of the respondent in this study were described according to age, education
level and professional categories. Data was collected from total of 237 participants,
consequently; out of the 237 participants, 100 (42.2%, 95% CIl. =35.83 — 48.76)
males and 137 (57.8%, 95% CI. =51.24 — 64.17) were female. In addition, 103(43
5%, 95% CI1=37.06 — 50.03) of participants had 3 to 6 years working experience in
the health facility. Majority of the study participants 109 (43.8%. 95% Cl= 37.51 —
50.18) had worked for 3 to 6 years. The predominant age category of the study
participants were those in the age cohort of 30 - 39 accounting for 129(57.8%) of the
total participants. Person’s age 18 - 29 years were 73 (30.8%). With regards to risks
behaviour such as smoking and alcohol use, about 235 (99.2%) were smokers while
214(90.3%), consumes alcohol.(table 4.1).
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Table 4.1: Background Characteristics of the study participants (n = 237)

Proportion  Proportion 95% Confidence

Item Variables of Yes of Yes Intervals

Health Facility used in the study

Masaka in Kicukiro District 86 36.3 (30.16 —42.76)
Muhima in Nyarugenge District 82 34.6 (28.56 —41.03)
Kibagabaga in Gasabo District 69 29.1 (23.41-35.35)
Respondent Gender

Male 100 42.2 (35.83 -48.76)
Female 137 57.8 (51.24-64.17)
Respondent Age group

Age group 18 - 29 years 73 30.8 (24.99 - 37.10)
Age group 30 - 39 years 129 54.4 (47.86 —60.89)
Age group 40 - 49 years 30 12.7 (08.71-17.57)
Age group 50 years and above 5 02.1 (00.69 —04.85)
Whether respondent takes

alcohol

No 214 90.3 (85.79 —93.75)
Yes 23 9.7 (06.25-14.20)
Whether respondent smokes

Cigarette

No 235 99.2 (96.99 —99.90)
Yes 2 0.008 (00.10-03.01)
Respondent duration of work

experience

Had for less than 3 years 62 26.2 (20.68 —32.24)
Had worked for between 3 and

Byears 103 43.5 (37.06 —50.03)
Had worked for 7 to 9 years 45 19 (14.19-24.57)
Had worked for 10 years and

above 27 114 (07.64 —16.14)

Furthermore, description of the study respondent educational background showed
that about, 103 (43.5%, 95% CI1=37.06 — 50.03) of participants possessed diploma
certificate, 57 (24.1%, 95% CI. =18.75 — 30.01) had secondary level education while
3 (01.3%, 95% CI. = 00.26 — 03.65), had no formal education.(figure.4.1)
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Figure 4.1: The study participants educational background characteristics

A total of 168 (70.9%, 95% C.1=64.65 - 76.59) study participants carries out their
duties in the night, while 69 (29.1% 95% C.l.= 2.41 — 5.5) do not. Also about 156
(65.8%, 95% C.l. = 59.40 - 71.84) of respondents were not aware of the existence of
occupational health and safety program while 155(65.4% 95% C.I. =58.97 — 71.44)
respondents does not know the person in-charge of occupational health and safety in
their health facility. Majority of the respondents 149(62.9% 95% C.I. =56.38 —
69.04) works for average of 5 days in a week. (table 4.2).
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Table 4.2: Other background characteristics information of the study

respondents

ltem Variables Proportion o 95% Confidence
of Yes Intervals

Whether you do Night shift

Yes 168 70.9 (64.65 - 76.59)

No 69 29.1 (23.41 — 35.35)

The existence of safety program in the health facility

No 156 65.8 (59.40 - 71.84)

Yes 81 34.2 (28.16 - 40.59)

Whether there is a person in-charge of safety in the health

facility

No 155 65.4 (58.97 — 71.44)

Yes 84 34.6 (29.36 — 41.89)

Average number of days worked per week

5 Days 149 62.9 (56.38 — 69.04)

6 Days 76 321 (26.17 — M38.41)

7 Days 12 5.1 (02.64 — 08.68)

The study participants Professional categories

Out of 237 study participants 72 (30.4%) were Nurses; 52 (21.9%) were Potters and

Cleaners, while 35 (14.8%) were Midwives. Meanwhile, the least proportion of

professional categories that participated in the study were the Laundry staff
accounting for 3 (1.3%) as well as Morticians 3 (1.3%). (Figure 4.2).
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Figure.4.2: The study participants Professional categories (n = 237)

Background information of study participants with regard to number of hours
of service worked per day and history of having another job outside the present

commitment.

Majority of the study respondent work for average 9 hours per day 171 (72.2%, 95%
C.1=65.98 — 77.76). The number of the study participants that does not have another
jobs outside their work in the health facility were 230 (97%, 95% C. 1=94.01 —
98.80). (Figure 4.3).
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Figure 4.3: The study participants’ response with regard to number of hours

worked per week

Information from study participant on knowledge of the concept of occupational
health safety program in workplace, about 135 (57%) of the respondent agree that
work safety action is an important component. In like manner, 157 (66.2%) of the
respondents are aware that health facility safety is an important component too. In all
other component variables of health safety program in workplace the respondent
agreed and are aware of the occupational health and safety program in work place.

(Table 4.3).
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Table 4.3: The responses on the level of awareness of what occupational health

and safety program in the work place (n = 237)

Question items on the Component Disagree Neutral Agree
concept of what occupational health

safety program in workplace meant Freq./ % Freq./ % Freq./ %
Work  safety  actions /

responsibility 35 (14.8) 67 (28.3) 135 (57)
Health facility safety 23 9.7y 57 (24.1) 157 (66.2)

Employee orientation/ training 33 (13.9) 42 (17.7) 162 (68.4)
Work space inspection/

supervision 12 (5.1) 52 (21.9) 173 (73))
First Aid 12 (5.1) 60 (25.3) 162 (68.4)
Health and Safety Promotion 25 (10.5) 50 (21.1) 162 (68.4)
Reporting and investigation

accidents/incidents 29 (12.2) 51 (215) 157 (66.2)

Attempt to categorise the respondents level of knowledge and awareness of
occupational health and safety in workplace showed that about 99 (41.85%) have

high knowledge and awareness. (figure 4.4).

The respondents categories of level of knowledge of occupationa
health and safety in workplace

99/41.8% = Poor knowledge of

workplacehazards

mModerate knowledge of
workplacehazards

High knowledge of workplace
hazards

Figure 4.4: The respondent level of knowledge of occupational health and safety
in workplace
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The study findings from study participants about their opinion of workplace hazards

and safety measures showed thatabout 73 (30.8%) agrees that workplace contains

harmful chemicals, gases and contaminated products. About 83 (35%) responses

agree that tasks are performed either in prolonged standing or sitting position.

Another 80 (33.8%) responses agrees that safety awareness can be enhanced by

training and communication, while about 71 (30%) responses strongly disagrees that
Also

washing hands after work can prevent diarrheal diseases as a safety measures.

about 63 (26.6%) agrees that wearing apron can reduce physical damage to your

body as a safety measure. (Table 4.4).

Table 4.4: The study participants about their opinion of workplace hazards and

safety measures

Strongly
Disagree

Disagree

Undecided

Agree

Strongly
Agree

Question on respondents’
opinion of workplace hazards
and safety measures
Workplace contains harmful
chemical, gases and
contaminated blood products
Task are performed either in
prolonged standing or sitting
position

Workplace exposure to
condition like tuberculosis,
HIV &AIDS infection,
asthma, hepatitis,

Safety awareness can be
enhanced by training and
communication

Wearing glove / boots can
reduce damage to hands and
foot

Wearing apron can reduce
physical damage to your
body

Wearing mask can reduce
damage to respiratory organs

Washing hands after work
can prevent diarrheal
diseases

Record of accident frequency
and severity rates

Prop.

55

31

64

43

68

63

58

71

46

%

23.2

13.1

27

18.1

28.7

26.6

245

30

194
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p.

47

37

45

45

50

41

48

47

57

%

19.8

15.6

19

19

211
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The respondent responses on health facility safety prevention strategies

The results showed about 205 (86.5%, 95% C.1=81.48 - 90.58) and 186 (78.5%, 96%
C.l. =72.69 - 83.54) of the respondents confirms the existence of Health insurance
system for workers and safety rules and policy in the health facility respectively.
Furthermore, 174 (73.4%, 96% C.I. =67.31 - 78.93) and 172 (72.6%, 95% C.I =66.42
- 78.15) response of the respondents showed that hazards and accidents are
investigated and reporting and Equipment procurement and maintenance system are
prevention measures adopted in the health facility. Other important observation from
the responses that was negative were in respect to Research capacity building on
workplace safety related issues from about 137 (57.8%, 95% C.I = 51.25 - 64.17)
respondents, another similar question with higher value of negative remark about
hazard prevention strategies in the health facility was In respect to health and safety
monitoring and audit which has about 114 (48.1%, 95% C.I =41.59 - 54.66) and
regular workers Health and safety training which was 109 (46%, 95% C.I = 39.52 -
52.56).(table 4.5).
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Table 4.5: Distribution of respondent’s responses with regards to health facility

safety prevention strategies

95% 95%
Health facility safety Confidence Confidence
prevention strategies in place  Yes % Intervals No % Intervals
Health insurance system for 205 86.5 (81.48-90.58) 32 135
workers (09.42 - 18.52)
Safety rules and policy inthe 186 78,5 (72.69-83.54) 51 21.5
health facility (16.46 - 27.30)
Hazard / accident 174 734 (67.31-78.93) 63 26.6
investigation and reporting (21.07 - 32.69)
Equipment procurement and 172 72,6 (66.42-78.15) 65 27.4
maintenance system (21.85 - 33.58)
First Aid medical services 170 717 (65.53-77.37) 67 28.3 (22.63 - 34.46)
Health hazards 147 62 (55.52-68.23) 90 38 (31.77 - 44.48)
communication and
surveillance system
Dealing with hazardous 142 59.9 (53.37-66.21) 95 40.1 (33.79 - 46.63)
hospital wastes
Incorporating safety- 138 58.2 (51.67-64.58) 99 41.8 (35.42-48.33)

engineered protection

mechanisms in several units

Workers pre- and post- job 129 544 (47.85-60.89) 108 456 (39.11-52.14)
placement screening,

treatment and control

Regular workers Health and 128 54 (47.43-60.48) 109 46 (39.52 - 52.56)
safety training

Health and safety monitoring 123 519 (45.34-58.41) 114  48.1 (41.59-54.66)
and audit

Research capacity buildingon 100 422 (35.83-48.76) 137 57.8 (51.25-64.17)
workplace safety related

issues

The respondent’s responses on health facility safety activities (n-237)

The study findings with regards to health facility safety activities showed that about
199 (84%, 955 C. 1=78.66 - 88.40) of the respondents’ responses accepts the practice
of regular equipment maintenance and Workplace inspection / supervision about177
478.7%, 95%, C. I. = 68.65 — 80.01). Also, about 168 (70.9%, 95% C. I. = 64.65 -
76.59) confirmed the practices of Job training and placement and promotion of safety
awareness and safety program 156 (65.8%95%C. I. = 65.40 — 71.84). Furthermore, a
good number of study participants, about 117 (49.4%, 95% C. 1=42.83 — 55.92)
respondents’ gave negative remark showing that the health facility does not enforce

health and safety regulations in workplace. (table 4.6).
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Table 4.6: Study findings with regards to health facility safety activities

95% 95%
Health facility safety Confidence Confidence
activities Yes % Intervals No % Intervals
Regular equipment (78.66 -
maintenance 199 84 88.40) 38 16 (11.60-21.34)
Workplace inspection / (68.65 -
supervision 177 747 80.01) 60 25.3 (19.91-31.35)
(64.65 -
Job training and placement 168 70.9 76.59) 69 29.1 (23.41-35.35)
Promotion of safety
(59.40 -
awareness and safety program 155 558 71 ga) 81 342 (28.16-4059)
Provision of work safety
guidelines and safety (38.10 - (29.36 - 41.
information 153 64.6 70.64) 84 354 89)
Providing medical and first (55.09 -
aid facilities 146 616 67.83) 91 384 (32.17-44.91)
Investigating Reporting and
investigating all (52.52 -
accidents/incidents 140 59.1 65.39) 97 409 (34.61-47.48)
Enforcing health and safety (44.08 - 57. 11 (42.83 -
regulations 120 50.6 17) 7 49.4 55.92)

The Hazard control measure adopted in the health facility

About 138 (58.2%) study participants’ agree that health facility have program for

eliminating risk of hazards among workers through risk containment, engineering

and safety training, also 106 (44.7%) respondents agree that the health facility has

time deadlines set for the correction of potential hazards in workplace. Another,

important findings are with regards to response outcome that showed that about 123

(51.9%) hospital workers are well informed of the controls measures for hazards in

work place, Employer makes every effort to keep away unnecessary stress in the

workplace 108 (45.6%) and there are supervisors' assigned responsibilities to ensure
hazard controls in the workplace 106 (44.7%). Though about 90 (38%) of the

respondents’ are undecided and are not sure as to whether their health facility are

able to track and follow up implementation of controls measures to completion.

(table 4.7).
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Table 4.7: The study participants’ response outcomes with regards to hazards

control measure in the health facilities

S.D D U A S.A
Question on Prop. % Prop. % Prop. % Prop. %  Prop. %
hazard control
measures in

health facility

Eliminating risk 17 7.2 14 5.9 34 14.3 138 58.2 34 14.3
of hazards among

workers through

risk containment,

engineering and

safety training

Ability to correct 13 55 34 14.3 52 219 106 447 32 13.5
a potential hazard

Time deadlines set 12 5.1 21 8.9 62 26.2 109 46 33 13.9
for the correction

of potential

hazards

Hospital workers 23 9.7 19 8 75 31.6 96 40.5 24 10.1
are provided with

safety information

All the 26 11 28 11.8 92 38.8 70 29.5 21 8.9
occupational

safety health

standards in

hospital are in

place

Employer makes 12 5.1 21 8.9 72 304 108 45.6 24 10.1
every effort to

keep away

unnecessary stress

in the workplace

Hospital workers 8 3.4 20 8.4 57 241 123 519 29 12.2
are well informed

of the controls

measures for

hazards

There are 18 7.6 18 7.6 73 30.8 106  44.7 22 9.3
supervisors'

assigned

responsibilities to

ensure hazard

controls

Implementation of 15 6.3 24 10.1 90 38 89 37.6 19 8
controls is tracked

to completion

Key; S.D- Strongly Disagree, D- Disagree, U-Undecided, A- agree, S.A- Strongly
Agree
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The respondent’s responses on types of hazards report system used in the health

facility

The study findings on the types of hazards cases report system showed that incident
or near misses cases is the top of 205 (86.5% 95% C.I= 81.48 — 90.58) cases of
injuries of illnesses about 200 (84.4%, 95% C.I= 79.13 — 88.76) respectively.
However, the least of cases reported based on respondent’ response was cases of
mental health problem accounting for 167 (70.5%, 95%.C.I= 64.21 - 76.19). (table
4.8).

Table4.8: Findings on the hazards cases report system that is practiced in the
health facility

YES NO
Question on hazards 95% 95%
cases report system in Confidence Confidence
health facility Prop. % Interval Prop. % Interval
Injuries or illnesses 200 844 (79.13-88.76) 37 156 (11.24-20.87)

Incidents or near misses 205  86.5 (81.48-9058) 32 135 (09.42 - 18.52)
Property loss or damage 198 835 (78.19-88.03) 39 16,5 (11.97-21.80)
Environmental damage 179 755 (69.54 - 80.86) 58 245  (19.14 - 30.46)
Disability and loss 180 755 (69.99-81.25) 57 241  (18.75-30.01)
Mental health problem 167 705 (64.21-76.19) 70 295 (23.81-35.79)

4.2 The proportion of occupational health hazards cases among the health care

workers in health facilities in Kigali Rwanda.

The most prevalent occupational hazards that were identified by the study
participants based on diagnosis and treatment in the last two previous year, was
working accidents and slips and falls accounting for about 133 (56.1%, 95% C. |.=
49.55 — 62.54) and 82 (34.6%, 95% C. 1.=28.56 — 41.03). In like manner, blood
borne pathogen cases was about 78 (32.9%, 95% C. .= 26.97 — 39.29). However, it
was observed that occupational hazard cases with the least frequency was Violence
and molestation 8 (3.4%, 95% C. 1= 01.47 —06.54). (table 4.9).

70



Table4.9: Proportion of occupational hazards cases among health worker in the
health facility (2015 — 2016)

Question on Proportion of Yes 95% No 95%
Occupational hazards casesin  Prop Confidence  Prop Confidence
health facility . % Interval . % Interval
56. (49.55- 438 (37.46 -
Working accidents 133 1 62.54) 104 8 50.45)
34. (28.56 - (58.97 -
Slips and Falls 82 6 41.03) 155 654 71.44)
Injury with Blood borne 32, (26.97 - (60.71 -
pathogen 78 9 39.29) 159 67.1 73.03)
21. (16.08 - (73.15 -
Hazardous waste 50 1 26.85) 187 789 83.92)
17. (12.71- (77.27 -
Confined space 41 3 22.73) 196 82.7 87.29)
(05.23 - (87.28 -
Chemical splash 20 84 12.73) 217 916 94.77)
(01.47 - (93.46 -
Violence and molestation 8 3.4 06.54) 229 96.6 98.53)

Tracing the relationship between the proportion of hazards case that occur in the
three health facility with chi-square at 0.05 significant differences (P-value). There
was a positive association with regards to regards to Slips and falls, with (p — value
=0.001 < 0.05) and with Confined space with findings that showed (p — value = .01 <
0.05). (table 4.10).
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Table4.10: The relationship between the Proportion of Occupational hazards

cases as it occurred in the three health facility

Proportion of KIBAGABAGA MASAKA MUHIMA
Occupational hazards Y Y Y Chi-

cases as itoccurred inthe e N e N e N squar D P,
three health facility s % o0 % s % o % s % o % e F  Value
29 1 6 43 4 48 4 26 149 0.00
Slips and falls, 24 293 46 7 8 22 8 9 0 8 1 5 27a 2 1
4 26 5 37 3 34 4 30 4 38 156 0.45
Working accidents 2 316 28 .9 0 .6 6 .6 1 .8 0 .5 6a 2 7
Injury with Blood 2 30 3 39 5 34 2 32 5 35 .606 0.73
borne pathogen 2 282 48 2 1 7 5 6 5 1 6 2 a 2 8
Hazardous wastes 1 29 1 26 7 39 2 46 5 31 4.49 0.10
contamination 4 28 5% .9 3 .0 3 .0 3 .0 8 .0 Oa 2 6
22. 31 1 24 7 38 2 53 5 30 8.40 0.01
Confined space 9 0 61 .1 0 .4 6 .8 2 .7 9 .1 d4a 2 5
Violence and 37. 29 50 8 35 12 8 34 174 0.41
molestation 3 5 67 .3 4 .0 2 .8 1 .5 0 .9 b5a 2 8

Furthermore, other variables that appear in the study to have statistical association

with the proportion of hazards cases in the health facility with chi-square text at 0.05

(P-value) significant levels were Hospital hazards elimination and control measures

with (p — value = 0.002 < 0.05) and Workers opinion of workplace safety measures

with (p — value = 0.000 < 0.05) respectively.

Another variable statistically significant was Categories of Health care professionals
with (p — value = 0.001 < 0.05) and Health Facility Safety Responsibility with (p —
value = 0.026 < 0.05). (table 4.11).

72



Table4.11: The Chi-square test on relationship between categories of the proportion of hazard cases and other influencing

variables in the study.

Categories of Proportion of occupational hazard cases

Influencing item variables

Low Proportion Moderate Prop. High Prop.
Yes Prop. % Yes Prop. % Yes %
Prop.

Chi -
square

d.f P-value Interpretation

The proportion of hazards cases among health workers and hazards mitigation strategies

16.558a 4

5.256a 4 0.262 Not significant

5.889a 4 0.208 Not significant

0.002  Significant

Hazard Poor hazards
mitigation mitigation strategies 23 34.8 25 287 16 19
strategies  Moderate hazards
mitigation strategies 28 42.4 38 437 45 53.6
High hazards
mitigation strategies 15 22.7 24 276 23 274
The proportion of hazards cases among health workers and health facility safety activities
Health Poor health facility
facility safety activities 29 36.3 17 215 18 231
safety Moderate health
activities  facility safety
activities 35 43.8 39 494 37 474
High level health
facility safety
activities 16 20 23  29.1 23 295
The proportion of hazards cases among health workers and hospital hazards elimination and control measures
Hospital Poor hospital
hazards hazards control 21 375 16 184 27 28.7
elimination Moderate level
and control hospital hazards
measures control 14 25 49 56.3 48 511
High level 21 375 22 253 19 20.2
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hospital hazards

control
The proportion of hazards cases among health workers and workers opinion of workplace safety measures
Workers Poor level
opinion of opinion 36 45.6 16 208 12 1438
workplace Moderate level
safety opinion 25 316 a4 571 42 519 A4 40
measures High level
opinion 18 22.8 17 221 27 33.3

The proportion of hazards cases among health workers and Categories of health care professionals

Health care Medical

professionals Pro_fessmnals 30 191 83 529 44 28 149692 2 0.001
Allied / Para
medicals 34 425 28 35 18 225

The proportion of hazards cases among health workers and health facility safety responsibilities

Health Poor level safety

Facility responsibility 23 24 26 42.6 15 18.8

Safety Moderate level

Responsibility  safety
responsibility 46 479 24 393 41 513 1079 4 0026
High level
safety
responsibility 27 28.1 11 18 24 30

Significant

Significant

Significant

Further statistical analysis to determine the real factor that influence the hazards cases in the study findings from multinomial analysis

showed two variables that are statistically significant. The respondents’ professional categories comprising the medical group with (p-

value = 0.016 < 0.05) and Poor safety measures with (p- value = 0.022 < 0.05) respectively. Also statistically significant is Poor hospital

hazards Elimination and control with (p- value = 0.002 < 0.05). (table 4.12).
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Table 4.12: Result of Multinomial analysis on the relationship between the proportion of hazards cases among health workers in

the health facility and other study variables

Parameter Estimates
The Proportion of hazards cases among workers in the health facility

95% Confidence Interval for

(2015 to 2016 Exp(B)
Std. Error Wald df Exp (B) Lower Upper
B Bound Bound
Low prop. of hazards
cases Intercept -0.175 0.624 0.079 1 0.779
Low safety Compliance responsibility 0.14 0.467 0.09 1 0.764 1.151 0.46 2.875
Moderate safety Compliance responsibility  0.986 0.522 3.568 1 0.059 2.681 0.964 7.459
Medical professionals -0.996 0.413 5.814 1 0.016 0.369 0.164 0.83
Poor safety measures 1.13 0.492 5.276 1 0.022 3.096 1.18 8.122
Moderate safety measures opinion 0.631 0.522 1.458 1 0.227 1.879 0.675 5.232
Poor hospital hazards Elimination and
control -0.044 0.481 0.008 1 0.927 0.957 0.373 2.457
Moderate hospital hazards Elimination and
control 0.024 0.496 0.002 1 0.961 1.025 0.387 2.711
Moderate prop. of
hazards cases Intercept 0.675 0.529 1.632 1 0.201
Low safety Compliance responsibility -0.079 0.378 0.044 1 0.834 0.924 0.44 1.938
Moderate safety Compliance responsibility  0.333 0.469 0.505 1 0.477 1.396 0.556 3.501
Medical professionals 0.16 0.378 0.18 1 0.671 1.174 0.559 2.463
Poor safety measures opinion -0.11 0.427 0.066 1 0.797 0.896 0.388 2.069
Moderate safety measures opinion 0.694 0.4 3.003 1 0.083 2.001 0.913 4.385
Poor hospital hazards Elimination and
control -1.422 0.454 9.825 1 0.002 0.241 0.099 0.587
Moderate hospital hazards Elimination and
control -0.128 0.397 0.104 1 0.747 0.88 0.404 1.917

a The reference category is: High proportion of hazards cases among workers.

b This parameter is set to zero because it is redundant.
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The proportion of occupational hazards health outcomes among the health care

workers in health facilities in Kigali Rwanda.

The study findings on the most prevalent occupational hazards health outcomes as
was identified by the study participants based on diagnosis and treatment in the years
2015 to 2016 showed that backache accounting for about 142 (60%, 95% C. |.=
53.37 - 66.21) and lung disease 50 (21.1%, 95% C. I.= 16.08 - 26.85). In like
manner, Cancer cases was about 13 (5.5%, 95% C. I. =02.95 - 09.19) and Asthma 12
(5.1%, 95% C. I= 02.64 - 08.68) had the least prevalence as observed in the study.
(table 4.13).

Table4.13: Proportion of occupational hazards health outcomes among health
worker in the health facility (2015 — 2016)

Question on Proportion Yes No

of Occupational health 95%
hazard outcome cases in 95% Confidence Confidence
health facility Prop. % Intervals Prop. % Intervals
Backache 142 60  (53.37-66.21) 95 40.1 (33.79 - 46.63)
Lung disease 50 21.1 (16.08 - 26.85) 187 789 (73.15-83.92)
Over time with Stress 38 16 (11.60-21.34) 199 84  (78.66 - 88.39)
High blood pressure 36 15.2 (10.87 - 20.40) 201  84.8 (79.59-89.13)
AIDS 14 59 (03.27-09.71) 223 941 (90.29-96.73)
Cancer 13 55 (02.95-09.19) 224 945 (90.80-97.05)
Asthma 12 51 (02.64 - 08.68) 225 949 (91.32-97.36)

Findings from the chi-square test of association between the occupational hazards
health outcomes and the institutional associated factors based on respondents’
responses showed A significant relationship with Asthma with (p — value = 0.03<
0.05) (table 4.14).
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Table4.14: The chi-square test of association between ooccupational health
hazard outcome cases in health facility and human associated factors (0.05

significant levels).

Human associated factors
Medium Higher

Occupational health  Low grade grade grade

hazard outcome human human human

cases in health factor factor factor
facility Yes % Yes % Yes % Chi-square df P -value
Backache 35 246 38 26.8 69 486 2.843a 2 0.241
High blood Pressure 13 36.1 8 222 15 417 2.689a 2 0.261
Over time with stress 12 31.6 8 211 18 47.4 1.894a 2 0.388
Asthma 7 583 2 16.7 3 25 7.026a 2 0.03
Cancer 2 538 2 154 4 30.8 b5.766a 2 0.056
AIDS 5 35.7 4 286 5 35.7 .833a 2 0.659
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To assess relationships between occupational hazards health outcomes in the hospital and the health care workers using Chi-square and
0.05 statistical significant, the response findings showed that there is a significant relationship with backache with (p- values =.005<0.05)

among the Workers in the Health facility. (table 4.15).

Table4.15: The relationships between Occupational hazards health outcomes and the health care workers in the health facilities
(0.05 significant levels)

High
blood
Backac pressu Asthm Lung Over Time
he AIDS re, a Disease Cancer with stress

Respondent Chisqg Yes/ Chisq Yes/ Chisq Yes/ Chisq Chisq Chisqg Yes/ Chisq
Profession Yes/% uare % uare % uare % uare Yes/% uare Yes/ % uare % uare

15 10. 0 0. 3 0 2 4. 4
Medical Doctor 6 00 8.3 0.00 0 00. 00 10.5

43 7 12 4 22 4 30.8 10
Nurse 30.3 3136 5.0 19.34 33.3 9.435 33.3 15.21 44.0 15.15 30.8 1399 26.3 14.20

25 17. Oa 1 Ta 8 a 1 la 4 8. 3a 8a 3 3a
Midwife 6 5.0 22.2 8.3 0 1 7.7 7.9

5 3. 0 0. 1 0 1 2. 0
Dentist 5 00 2.8 0.00 0 0 0.00 0.0
Laboratory
Technician / 1 0 o 0 0 0 0. df 0
Scientist 0.7 d.f 00 d.f 0.00 df 0.00 df 00 0 000 df 0.0 df
Pharmacist /
Pharmacy 0 0. 14 0 0. 14 0 14 0 14 1 2. 14 14 0 14
Technician 00 00 0.00 0.00 0 0 0.00 0.0
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Anaesthetists / 8 0 oO. 0 0 1 2
theatre worker 5.6 00 0.00 0.00 2.0 7.7 5.3
4
30 1 6 4 10 20. 12
Potter / Cleaner 21.1 7.1 16.7 33.3 00 30.8 31.6
2 0
P- 0 P- 1 P - 0 P- 1 P- P- 0 P-
Mortician 1.4 value 0.00 value 2.8 value 0.00 value 2.00 value 0.00 value 0.0 value
0
Workers in the 6 A4 2 2 0 3 3
sterilizing Unit 2 14. 3 5.6 0.00 6.0 0.00 7.9
2 1
1 1 1 1 3
Maintenance Staff 1.4 7.1 2.8 8.3 2.0 7.7 7.9
Occupational health 0.005 0.152 0.368 0.45 0.435
/ waste management 1 1 0.802 1 0.364 1 1 0
Staff 321 7.1 2.8 8.3 2.0 7.7 0.0
1
0 0 1 0
Radiology Staff 0.7 0.00 0.00 00.00 2.0 0 0.00 0.0
1
1 1 1 2 1 7. 1
Laundry Staff 0.7 7.1 2.8 8.3 4.0 7 2.6

Also the study findings on the relationships between occupational hazards cases among health workers in the hospital using Chi-square test
at 0.05 statistical significant, findings show that there is a significant relationship with Slips and falls with (p- values =.002<0.05) and
Confined space with (p- values =.004<0.05) among the health care workers in the Health facility. (table 4.16).
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Table4.16: The relationships between Occupational hazards cases and the

health care workers in the health facilities (0.05 significant levels).

Maintenance 5 05 3 0.0 3 0.1
Staff 38 09 37 2 38 28
Occupational

00 2 03 15. 00 12. 03
44 48 52 O 61 5 72

Occupational Injury Hazardo Violence
hazards cases with us waste and
in health Working  Slips and blood contami  Confined Chemical molestati
facility accident falls borne nation space splash on
Ch Ch Ch Ch Ch Ch Ch
isq Ye isq Ye isq VYe isqg Ye isq Ye isq Ye isq
Respondent Yes wuvar s/ uvar s/ uvar s/ uar s/ uvar s/ uar s/ uar
Profession /% e % e % e % e % e % e % e
3
Medical 10 3 6 6. 2 0 0
Doctor 7.5 3.7 7.7 0 4.9 0.0 0.0
38 22 19 11 7 5 3
28. 13. 25. 26. 24. 20. 22 24, 17. 15. 25. 22, 37. 15.
Nurse 6 8 4 .0 1 0 5
22 85 05 12 38 98 08
21 5a 12 Oa 17 7a 4 3a 8 Ta Oa L 7a
15. 14. 21. 8. 19. 1 12.
Midwife 8 6 8 0 5 5.0 5
0
5 0 3 0. 1 1 0
Dentist 3.8 0.0 3.8 0 2.4 5.0 0.0
Laboratory 0
Technician / 4 d 1 d 3 0. 1 df O 0
Scientist 30 f 12 f 38 df 0 df 24 00 df 00 df
Pharmacist / 0
Pharmacy 1 1 1 0. 1 0 0
Technician 0.8 1.2 1.3 0 2.4 0.0 0.0
4
Anaesthetists /| 7 14 3 14 5 14 8. 14 1 14 0 14 0 14
theatre worker 5.3 3.7 6.4 0 2.4 0.0 0.0
31 27 13 19 9 6 2
Potter / 23. 32. 16. 38 22, 30. 25
Cleaner 3 9 7 .0 0 0 0
P P P 1 P P P P
1 val 3 val 1 val 2. wval 1 val 1 val 0 val
Mortician 08 wue 37 ue 13 wue O ue 24 wue 50 wue 00 wue
3 2
Workers inthe 6 5 5 6. 4 10. 0
sterilizing Unit 4.5 6.1 6.4 0 9.8 0 0.0
2 3 1
4,
0

health / waste 0
management 1 0 0 0. 1 0 0
Staff 0.8 0.0 0.0 0 2.4 0.0 0.0
1
Radiology 1 1 0 1. 1 0 0
Staff 0.8 1.2 0.0 2 2.4 0.0 0.0
2 1
2 1 2 4. 2 1 12.
Laundry Staff 1.5 1.2 2.6 0 4.9 5.0 5
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Furthermore, test association between health institutional factors and proportion of
occupational hazards health outcomes with chi —square test of statistical association
at level of 0.05 (p —value) the outcome findings show that Backache and High blood
Pressure appear to have statistical association with (p — value = 0.045 < 0.05) and (p
—value = 0.01 < 0.05) respectively. (table 4.17).

Table 4.17: The Chi-square test on relationship between categories of the

proportion of hazard cases and other influencing variables in the study.

Health institution associated factors

Medium _

Occupational hazard health hLow grade grade human  Higher grade

- uman factor factor human factor

outcome cases in health
facility Yes % Yes % Yes % Chi-square  df P -value

Backache 26 183 60 423 56 394 6.180a 2 0.045
High blood Pressure 10 278 19 5238 7 19.4 8.099a 2 0.017
Over time with stress 9 237 14 368 15 39.5 .028a 2 0.986
Asthma 4 333 6 50 2 17.7 2.999a 2 0.223
Cancer 4 308 5 385 4 30.8 .718a 2 0.698
AIDS 3 214 5 357 6 429 .036a 2 0.982

Further analysis with multinomial regression analysis on influencing variables to
proportion of the health outcomes cases in the study showed that hospital safety
compliance responsibility was significant (p —value 0.004>0.05), also significant was
the pre and post exposure safety practices(p —value 0.015>0.05) and workers

participation in hospital safety program (p —value 0.043>0.05), (table 4.18).
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Table 4.18: The result of multinomial regression analysis on influencing

variables to proportion of the health outcomes cases in the study

Parameter Estimates

Occupational hazards health outcomes

Low
occupationa
| hazard
health
outcome

Moderate
occupationa
| hazard
health
outcomes

Intercept
[institution
problems=1.00]
[institution
problems=2.00]
[Health facility
waste=1.00]

[Health facility
waste=2.00]

[Policy compliance=1.00]
[Policy compliance=2.00]
[Compliance
responsibility=1.00]
[Compliance
responsibility=2.00]
[Practice PEP=1.00]
[Practice PEP=2.00]
[Workers
participation=1.00]
[Workers
participation=2.00]
Intercept
[institution
problems=1.00]
[institution
problems=2.00]
[Health facility
waste=1.00]

[Health facility
waste=2.00]

[Policy compliance=1.00]
[Policy compliance=2.00]
[Compliance
responsibility=1.00]
[Compliance
responsibility=2.00]
[Practice PEP=1.00]
[Practice PEP=2.00]
[Workers
participation=1.00]
[Workers
participation=2.00]

B

-0.395
-0.144

0.817
-0.27
-0.598
-0.073
0.237
-1.524
0.332
1.244
1.156
1.266
-0.642

-0.232
0.042

0.48
-0.533
0.064
-0.319
-0.222
-0.316
0.116
0.304
0.981
0.991

0.148

Std.
Error

0.542
0.505

0.469
0.536
0.464

0.49

0.43
0.528
0.501
0.526
0.476
0.624
0.456

0.489
0.455

0.417
0.497
0.407

0.44
0.389
0.424
0.474
0.482
0.401
0.598

0.391

df

[EEY

1

Sig.

0.466
0.775

0.081
0.615
0.198
0.881
0.582
0.004
0.508
0.018
0.015
0.043
0.159

0.635
0.926

0.251
0.283
0.876
0.469
0.569
0.457
0.806
0.529
0.014
0.097

0.706

Exp(B)

0.866
2.265
0.764

0.55
0.929
1.268
0.218
1.394

3.47
3.178
3.545

0.526

1.043
1.615
0.587
1.066
0.727
0.801
0.729
1.123
1.355
2.667
2.694

1.159

95% Confidence
Interval for
Exp(B)
Lower  Upper
Bound Bound

0.322 2.327
0.903 5.679
0.267 2.185
0.221 1.366
0.356 2.426
0.545 2.945
0.077 0.612
0.522 3.723
1.237 9.737
1.251 8.071
1.043 12.055
0.215 1.287
0.427 2.546
0.713 3.661
0.221 1.554

0.48 2.366
0.307 1.723
0.374 1.717
0.317 1.676
0.444 2.843
0.527 3.483
1.216 5.847
0.835 8.692
0.539 2.495

a The reference category is: High Proportion of occupational hazard health outcomes.
b This parameter is set to zero because it is redundant.
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4.3 Different types of occupational hazards cases that exist in the health facilities

in Kigali Rwanda.

The participants in the study tried to identify different types of occupational hazards
that occur in the health facilities with the following outcome results; working
accident and injury with blood borne topping the list with about 204 (86.1%, 95% C.
I. = 81.01 —90.22) and 138 (58.2%, 95% C. I. = 51.67 — 64.58) respectively. While
confined space and assault and abuse occupy the bottom position with the least
responses of about 64 (27%, 95% C. I. = 21.46 — 33.13) and 63 (26.6%, 95% C. I. =
21.07 - 32.69). (table 4.19).

Table 4.19: Different types of occupational hazards cases that exist in the health

facilities in Kigali Rwanda

Question on Yes No

Types of

Occupational

hazards cases 95% 95%
experienced in Prop Confidence  Prop Confidence
health facility : % Intervals : % Intervals
Working

accidents 204 86.1 (81.01-90.22) 33 13.9 (09.78 - 18.99)
Injury with Blood

borne 138 58.2 (51.67-64.58) 99  41.8 (35.42-48.33)
Insect and animal

bites 95 40.1 (33.79-46.63) 142 599 (53.37-66.21)
Contagious

Waste hazards 91 384 (32.17-4491) 146 61.6 (55.09-67.83)
Fire outbreaks

with burns 76 321 (26.17-38.42) 161 67.9 (61.58-73.83)
Violence and
assault 71 30 (24.20-36.23) 166 70 (63.77 - 75.80)

Chemicals splash 70 295 (23.81-35.79) 167 705 (64.21-76.19)
Confined spaces 64 27 (21.46-33.13) 173 73  (66.87-78.54)
Assault and

abuses 63 26.6 (21.07-32.69) 174 73.4 (67.31-78.93)
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Different types of occupational hazards cases that exist in the health facilities in

Kigali Rwanda.

The participants in the study tried to identify different types of occupational hazards
that occur in the health facilities with the following outcome results; Cuts and tissue
damage and neck pain, body pain and back pain topping the list with about 189
(79.7%, 95% C. I. = 74.06 - 84.67), 175 (73.8%, 95% C. |. = 67.77 - 79.32), 166
(70%, 95% C. I. = 63.77 - 75.80) and 151 (63.7%, 95% C. I. = 57.24 - 69.84)
respectively. While Burn out from work pressure occupy the bottom position with
the least responses of about 52 (21.9%, 95% C. I. = 16.84 - 27.76) response. (table
4.20).

Table 4.20: The different types of occupational hazards health outcomes cases

that exist in the health facilities in Kigali Rwanda.

Question on Types of
Occupational
hazards health

outcomes Yes 95%

experienced in Pro Confidence No 95% Confidence
health facility p. % Intervals Prop. % Intervals

Cuts and tissue

damage 189  79.7 (74.06 - 84.67) 48 20.3  (15.33-25.94)
Neck pain 175 738 (67.77 - 79.32) 62 26.2  (20.68-32.24)
Body pain 166 70 (63.77 - 75.80) 71 30 (24.20 - 30.23)
Back pain 151  63.7 (57.24 - 69.84) 86 36.3  (30.16 - 42.76)
Stress / Psychosocial

problems 142 59.9 (53.37 - 66.21) 95 40.1  (33.79 - 46.63)
Injuries, cuts and

fracture 139 58.6 (52.09 - 64.99) 98 41.4  (35.01-47.91)
Blood borne infection 138  58.2 (51.67 - 64.58) 99 41.8  (35.42-48. 33)
Sprain 132 557 (49.12 - 62.12) 105 443  (37.88-62.54)
Allergic reaction to

skin, eye 114 481 (41.59 - 54.66) 123 51.9  (45.34-58.41)
Air burn infection 104 43.9 (37.46 - 50.45) 133 56.1  (49.55 - 62.54)
Asthma and

Tuberculosis 98 41.4 (35.01 - 47.91) 139 58.6  (52.09 - 64.00)
Allergic reaction to

the body 93 39.2 (32.98 - 45.77) 144 60.8  (54.23-67.02)
Allergic reaction and

poisoning 91 38.4 (32.17 - 44.91) 146 61.6  (55.09 - 67.83)
Burn out from work (72.24 -83.16)
pressure 52 21.9 (16.84 - 27.76) 185 78.1
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4.4 The human level associated factors to occupational hazards and health

outcomes in the health facilities in Kigali;

The study findings indicated that out of 237 study participants about 124 (52.3%)
and 119 (50.2%) agrees that negligence of safety procedure, hygiene rules and
carelessness and Poor knowledge on use of protective and safety equipment are part
of human associated influencing occupational hazards and health outcomes. Lastly,
about 87(36.7%) and 51 (24.1%) participants responses agree that lacks of job
motivation and Multiple job place to improve earning are among the human
associated factors influencing occupational hazards and health outcomes in the study.
(table 4.21).

Table4.21: The human level associated factors to occupational hazards and
health outcomes (n-237)

Strongly Disagree

Disagree Undecided Agree Strongly Agree
Human factors
associated with Yes % Yes % Yes Yes
Occupational hazards  Pro Pro Prop Yes Prop
and health outcome p. p. . % Prop. % : %

Negligence of safety

procedures, hygiene

rules and carelessness 15 63 25 105 35 1438 124  52.3 38 16
Poor knowledge on

use of protective and

safety equipment 12 51 22 9.3 38 16 119 50.2 46 194

Poor job training, skill

and experience 12 51 26 11 62 26.2 94 39.7 43 18.1
Sensitivity Body

sensitivity and

reaction to some

medical devices 19 8 33 139 96 405 69 29.1 20 8.4
Distraction with other 11.
personal issues 28 8 33 139 75 316 88 371 13 55
Lack of job 12.
motivation 29 2 45 19 57 241 87 36.7 19 8
Absence of insurance 14.
cover 35 5 61 25.7 60 25.3 64 27 17 7.2
Multiple job place to 13.
improve earning 31 1 68 28.7 63 26.6 57 24.1 18 7.6
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Progressing further in analysis, to assess relationships between study variables using
Chi-square at 0.05 statistical significant, result finding showed that there is a
significant relationship between the human associated factors and Occupational
health and safety practices (p- values =.000<0.05). Also significant are Practice of
post exposure safety compliance (p- values = .000 <0.05) and Workers opinion of
workplace hazards with (p- values = .000 <0.05) and (p- values = .008 <0.05)
respectively. In addition to variables that are significant include; Respondents' level
of completed education and Workers participation in workplace safety programs with
findings that showed (p- values = .001<0.05) and (p- values = .000<0.05). (table
4.22).

Table4.22: The relationship between the human associated factors and other

study variables at level of 0.05 significant).n = 237

Human related associated

factors
Low Moderate High
Proportion  Prop. Prop.
Influencing item variables Yes % Yes % Ye % Chi- d. P- |Interpret
Prop. Prop. sPr squar f val ation
op e ue
The relationship between human associated factors and gender of the respondent
Gender 30. Not
Male 25 253 30 3 44 444 09 .
.023a 2 significa
29. 89 nt
Female 36 26.1 41 7 61 442
Human associated factors and Occupational health and safety practices
Occupati  Poor OHS 37.
onal practices 25 21.2 25 3 11 212
health Moderate OHS 29. 21.31 4 0 Significa
and practices 26 22 20 9 25 481 9a nt
safety High OSH 32.
practices  practices 67 56.8 22 8 16 3038
The relationship between human associated factors and practice of post exposure safety compliance
Practice  Poor PEP 25.
of post practices 27 37 26 8 8 10.7
exposure  Moderate PEP 25. 3 29.26 40 Significa
safety practices 10 13.7 23 8 8 50.7 6a nt
complian  High PEP 44, 2
ce practices 36 49.3 40 9 9 38.7

The relationship between human associated factors and Respondents' level of awareness of workplace
hazards
Respond  Poor awareness of

ents' workplace 1 27 Not
level of hazards 5 8 16 19 30 30.3 6.877 4 0.1 sianifica
awarenes  Poor awareness of a 43 9 t

s of workplace 1 20 38. :
workplac  hazards 1 4 32 1 28 28.3
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e hazards

Workers
opinion
of
workplac
e hazards

Poor awareness of

41.4

0.0
08

Significa

13.906a 4
nt

The relationship between human associated factors and Respondents' level of completed education

Respond
ents'
level of
complete
d
education

1 0.0
0 01

Significa

29.232a
nt

workplace 2 51 42,
hazards 8 9 36 9 41
The relationship between human associated factors and workers opinion of workplace hazards

Poor opinion of

workplace 3 39 24. 1 13

hazards 1 2 19 7 1 6

Moderate opinion

of workplace 1 24 29. 2 35

hazards 9 1 23 9 9 8

Poor opinion of

workplace 2 36 45, 4 50.

hazards 9 7 35 5 1 6

No formal 33. 66.

education 1 3 2 7 0 0

Primary 23. 52.

education 9 7 20 6 9 237

Secondary 35. 2

Education 14 25 20 7 2 393
217. 5

Diploma 29 9 25 24 0 48.1
14. 10. 2

Degree level 4 3 3 7 1 75

12.
Post graduate 4 50 1 5 3 375

The relationship between human associated factors and level of workers participation in workplace
safety programs

Workers
participat
ion in
workplac
e safety
programs

Poor safety 2 2
participation 4 414 7 29
Moderate

safety 3
participation 8§ 138 1 333
High safety 2 3
participation 6 448 5 376

10 116
32 372
44 51.

Significa

21.330a 4 0
nt

In addition, further statistical analysis was carried out to determine the real factor

among the study variables that influence the human associated factors in

occupational hazards in the study. Meanwhile, the study findings from multinomial

analysis showed four variables that are statistically significant. The institutional

associated factors with (p- value = 0.00 < 0.05) and Safety measures opinion among

health care workers with (p- value = 0.00 < 0.05) were statistically significant

respectively. Also statistically significant is the Practices of post exposure safety

compliance with (p- value = 0.047 < 0.05).and Masaka health facility with (p- value
= 0.005 < 0.05). (table 4.23).
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Table 4.23: Result of Multinomial analysis on the relationship between the
human associated factors occupational hazards and health outcomes among

health workers in the health facility and other study variables

Parameter Estimates

Human associated factors? B Std. df Sig. Exp(B) 95% Confidence
Error Interval for
Exp(B)

Lower  Upper
Bound  Bound

low Intercept -1.102 1.341 1 411

grade [Factors influence 029 562 1 959 1.029 342  3.098

£ urtnan policy=1.00]

actor  [ractors influence policy -845 552 1 126 430 145 1.268
=2.00]
[institution problems=1.00] 3.108 .604 1 .000 22.384 6.846 73.185
[institution problems=2.00] 1.076 .568 1 .058 2933 .963  8.926
[Practice PEP=1.00] .330 672 1 623 1391 373 5.188
[Practice PEP=2.00] .986 .616 1 110 2.679 .801  8.967
[Safety measures 2.143 .609 1 .000 8.521 2.583 28.109
opinion=1.00]
[Safety measures .902 .581 1 120 2.466 .790 7.694
opinion=2.00]
[Safety programs=1.00] -135 .675 1 .842 874 233 3.279
[Safety programs=2.00] 543 .602 1 .367 1.720 529 5.598
[Facility=Kibagabaga] -.995 .562 1 .077 .370 123 1.113
[Facility=Masaka] -1.491 .532 1 .005 225 .079 .639

Medium  Intercept -1.029 1491 1 490

grade — eotors influence policy 195 506 1 699 1216 451  3.277

human =1.00]

factor  reactors influence policy -407 445 1 361 666 278 1594
=2.00]
[institution problems=1.00] .336 574 1 .559 1.399 454 4.306
[institution problems=2.00] .960 408 1 .019 2.613 1.174 5.812
[Practice PEP=1.00] -1.074 541 1 .047 341 118 .986
[Practice PEP=2.00] -.666 428 1 120 514 222 1.189
[Safety measures 313 501 1 532 1.368 512 3.652
opinion=1.00]
[Safety measures -.077 460 1 .867 .926 375 2.282
opinion=2.00]
[Safety programs=1.00] .093 .520 1 .858 1.097 .396 3.038
[Safety programs=2.00] 190 454 1 .676 1.209 496 2.945
[Facility=Kibagabaga] -.326 463 1 481 721 291 1.789
[Facility=Masaka] -.826 463 1 .075 438 A77 1.085

a. The reference category is: Higher grade human factor.
b. This parameter is set to zero because it is redundant.
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4.5 Health institution associated factors influencing occupational hazards and

health outcomes among health care workers in the health facilities in Kigali

The Study findings on health institution associated factors influencing occupational
hazards and health outcomes; indicated that out of 237 responses about 120 (48.2%)
agrees that among these influencing factors to be constant work over load and
extended work time due to shortage of staff. Another, 103(41.4%) agrees that poor
infrastructures, housekeeping and hygiene are among the health facility level
influencing factor. Also about 93 (37.3%) agrees equally that poor safety information
communication and hazard reporting system and insufficient job safety training 86

(34.5%) are among the health facility level influencing factor. (table 4.24).

Table 4.24: Distribution of participants’ responses on Health institution
associated factors influencing occupational hazards and health outcomes among
health care workers in the health facilities in Kigali

Strongly . Strongly
Disagree Disagree Undecided Agree Agree
Institution factors associated Y
with Occupational hazards and es Ye Ye
health outcome Yes % Pr % Yes S S
Pro 0 Pro Pr Pr
p. p. p. % op. % op. %
Constant work over load and
extended work time due to 2 10
shortage of staff 16 68 2 93 52 219 9 46 38 16
Strict housekeeping and 11. 4 38.
personal hygiene 28 8 5 19 51 215 92 8 21 8.9
Unclear procedure rules and 4 17
absence of job supervision 26 11 2 7 8 346 71 30 16 6.8
Poor equipment’s maintenance 16. 5 24 23.
system 40 9 9 9 70 295 56 6 12 5.9
Absence of Fire emergency 14. 5 2L
drills and safety equipment's 34 3 0 1 70 295 71 30 12 51
Poor safety information
communication and hazard 3 36.
reporting 19 8 8 16 71 30 86 3 23 9.7
4 19 33.
Insufficient job safety training 16 68 7 8 80 338 79 3 15 6.3
5 21
Breakdown of safety policy 20 84 2 9 78 329 71 30 16 6.8
Un responsive health 5 22 27.
management team 19 8 4 8 84 354 65 4 15 6.3
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Further analysis while trying to trace association between study variables at level of
significance of 0.05 level of p- value using chi-square test, there was an observed
association the institution associated factors and Occupational health and safety
practices (p- value = 0.000<0.05) and Practice of post exposure safety compliance
(p- value = 0.000<0.05). Also another positive association was observed with
Workers participation in safety activities (p- value = 0.000<0.05) and Hospital
hazards elimination and control measures (p- value = 0.008<0.05) level of
significant. There is equally an observed statistical association between the
institution associated factors with Human associated factors with the (p-value =
0.000<0.05) and Health facility safety activities (p- value = 0.000 <0.05) level of
significant respectively. (table 4.25).

Table 4.25: Distribution of the relationship between categories of Institution
associated factors with occupational hazards and health outcomes and other

variables at level of 0.05 significant difference of p-value

Health institution related associated

factors
Low Moderate High
Proportion  Prop. Prop.
Influencing item variables ~ Yes % Yes % Ye % Chi- d. P- Interpretat
Prop. Prop. S squar f wval ion
Pro e ue
p.
Relationship between health institution related factors and occupational health and safety practice
Occupati  Poor safety 28. 43.
onal practices 34 8 29 3 5 96
health Moderate -
and safety 25. 28. 46. 2%:0 4 0 S'g”'tf'ca“
safety practices 30 4 19 4 24 2
practices  High safety 45, 28. 44,
practices 54 8 19 4 23 2

Relationship between health institution related factors and Practice of post exposure safety compliance
Practice ~ Poor PEP

of post safety 52. 22. 13.
exposure  compliance 38 1 20 5 10 3
safety Moderate PEP L
complian safety 15. 31';2 4 0 Slgnltflcan
ce compliance 11 1 32 36 30 40

High PEP

safety 32. 41. 46.

compliance 24 9 37 6 35 7
Relationship between health institution related factors and Hazards report system in the health facility
Hazards  Poor hazards 30. 22. 33.
report report system 37 3 16 9 15 3 3'2198 4 %g signl\ilfci)::ant
systemin Moderate 37 30. 26 37. 10 22.
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the
health
facility

level hazards

report system
High level

hazards report

system

39.

48 3

44,

28 40 20 4

Relationship between health institution related factors and workers participation in safety activities

Workers
participat
ion in
safety
activities

Poor level
workers
participation
in safety
Moderate
level workers
participation
in safety
High level
workers
participation
in safety

62.
36 1
11 19
11 19

23. 11.
22 7 10 6
55.87 40 Significan
41, 26. 9Qa t

39 9 23 7

34. 61.
32 4 53 6

Relationship between health institution related factors and hospital hazards elimination and control

measures
Hospital
hazards
eliminati
on and
control
measures

Human
associate
d factors

Health
facility
safety
activities

Poor hazards

control 32. 16. 38.
measures 18 1 14 1 36 3
Moderate
hazards e
control 23. 41. 25. l:;.a88 4 %g Slgnltflcan
measures 13 2 36 4 24 5
High level
hazards
control 44, 42. 36.
measures 25 6 37 5 34 2
Relationship between health institution related factors and human associated factors
Poor level
human
associated 62. 12.
factors 38 3 9 7 21 20
Moderate
level human 53.25 40 Significan
associated 21. 45, 26. 3a t
factors 13 3 32 1 28 7
High level
human
associated 16. 42. 53.
factors 10 4 30 3 56 3
Relationship between health institution related factors and health facility safety activities
Poor health
facility safety 51. 17. 16.
activities 41 3 14 7 13 7
Moderate
health facility 31.16 40 Significan
safety 34. 33. 8a t
activities 20 25 27 2 26 3
High health
facility safety 23. 48.
activities 19 8 38 1 39 50
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Another statistical analysis with multinomial analysis was carried out to determine
the real factor among the study variables that influence the institution associated
factors in occupational hazards and health outcomes with the high categories of the
variables placed in constant state as a reference. Findings showed four variables that
are statistically significant. The Policy compliance (p- value = 0.05< 0.05), Safety
practices with (p- value = 0.01 < 0.05) and Workers participation in safety programs
(p- value = 0.005 < 0.05) were statistically significant respectively. Also statistically

significant is Human associated factors (p- value = 0.000 < 0.05). (table 4.26).

Table 4.26: Result of Multinomial analysis on the relationship between the
Institutions associated factors occupational hazards and health outcomes among
health workers in the health facility and other study variables

Institution associated factors to occupational 95% Confidence Interval for Exp
hazards (B)
B Std. d Sig. Exp (B) Lower Upper
Erro f Bound Bound
r
Low Intercept - 113 1 0
grade 4.26 1
Instituti  [Policy compliance=1.00] 062 056 1 0.27 1.871 0.614 5.699
on factor 7 8
[Policy compliance=2.00] 105 054 1 0.05 2.877  0.998 8.293
7
[Human factor=1.00] 242 058 1 0 11336 3595 35743
8 6
[Human factor=2.00] 020 057 1 0.72 1.226 0.4 3.762
4 2 1
[Safety practices=1.00] 096 076 1 0.20 2.635 0589 11.783
9 4 5
[Safety practices=2.00] 194 076 1 0.01 7.009 1561  31.475
7 6 1
[Workers 230 081 1 0.00 10.014 2.021 49.619
participation=1.00] 4 7 5
[Workers 089 061 1 0.15 2.439  0.725 8.203
participation=2.00] 1 9
[Safety programs=1.00] 070 077 1 0.36 2.023  0.447 9.156
5
[Safety programs=2.00] -05 063 1 043 0.607 0.174 2.115
7 3
[Safety measures 0.18 058 1 0.75 1.201 0.385 3.747
opinion=1.00] 3 1 2
[Safety measures 059 058 1 031 1.817 0.574 5.753
opinion=2.00] 7 8
Medium Intercept - 075 1 0.00
grade 1.99 7 9
institutio  [Policy compliance=1.00] - 055 1 014 0.441 0.148 1.316
n factor 0.82 7 2
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[Policy compliance=2.00] 061 041 1 0.13 1.857 0.818 4.215

9 8 9

[Related factor=1.00] 080 055 1 014 2.239  0.749 6.695
6 9 9

[Related factor=2.00] 089 040 1 0.02 2451  1.105 5.438
7 7 7

[Safety practices=1.00] - 046 1 0.08 0.444  0.177 1.112
0.81 9 3

[Safety practices=2.00] - 051 1 082 0.892 0.324 2.457
0.12 7 5

[Workers 111 067 1 0.09 3.04 0812 11.388

participation=1.00] 2 4 9

[Workers 101 039 1 001 2762  1.263 6.04

participation=2.00] 6 9 1

[Safety programs=1.00] 051 065 1 042 1.681  0.468 6.035
9 2 6

[Safety programs=2.00] 037 045 1 040 1.452  0.601 3.509
3 8

[Safety measures 092 050 1 0.06 2512  0.937 6.734

opinion=1.00] 1 3 7

[Safety measures 058 045 1 0.20 1.788 0.728 4.391

opinion=2.00] 1 9 5

a The reference category is: Higher grade institution factor.

b This parameter is set to zero because it is
redundant.

4.6 The Medical waste management practices in the health facilities in Kigali,
Rwanda.

The study participants responses with regards to how the hospital wastes were
handled showed the following responses outcome; about 183 (77.2%, 95% C.I. =
71.34 - 82.40) confirmed that appropriate measures of protection are taken against
accidents, also about 171 (72.2%, 95% C.1=65.98 - 77.76) respondents are aware that
there are chemical, physical and biological substances and agents in the workplace
which could harm them. About 166 (70%, 95% C.I= 63.77 - 75.80) confirmed that
the waste management workers gets safety instructions and training and another 149
(62.9%, 95% C.1=56.38 - 69.04) accepted that the hospital management provides
regular supervision of work practices. On the other hand about 119 (50.2%, 95%
C.1=43.67 - 56.75) did not accept that the hospital management provides adequate
personal protective clothing, another 129 (54.4%, 95% C.1=47.86 - 60.89) did not
accept that the health institution conduct research to address emerging health issue
(table 4.27).
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Table 4.27: The study participants ‘responses with regards to Medical waste

management practices in the health facilities (n= 237)

Question on Health 95%

facility waste Confide

management practices nce No 95%

in relation with Yes Interval Pro Confidence
occupational hazards Prop. % s p. % Intervals
Are there appropriate

measures of protection (71.34 - (17.60 -
taken against accidents 183 77.2 82.40) 54 22.8 28.66)
Are there chemical,

physical and biological

substances and agents (65.98 - (22.24 -
under 171 72.2 77.76) 66 27.8 34.02)
Do the waste

management workers

gets safety instructions (63.77 - (24.20 -
and training 166 70 75.80) 71 30 36.23)
Do the hospital

management provides

regular supervision of (56.38 - (30.96 -
work practices 149 629 69.04) 88 37.1 43.62)
Respects to hours of

work and rest breaks (49.97 - (37.06 -
observed in work place 134 56.5 62.94) 103 43,5 50.03)
Do they provide first aid

for emergency and (45.76 - (41.17 -
accidents 124 52.3 58.83) 113 47.7 54.24)
Do hospital management

provides adequate

personal protective (43.25 - (43.67 -
clothing 118 49.8 56.33) 119 50.2 56.75)
Whether they conduct

research to keep track

and address emerging (39.11 - (47.86 -
health issue 108 456 52.14) 129 544 60.89)

In addition, Further analysis was carried out to trace association between study
variables at level of significance of 0.05 level of p- value using chi-square test, there

was an observed association with the health facility waste management practices and

health facility hazard mitigation strategies with (p- value = 0.000<0.05) and Health
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facility safety activities (p- value = 0.000<0.05) level of significant. Also positive
association exist with Hospital hazards elimination and control measures (p- value =
0.005<0.05) and Hazards cases reporting system (p- value = 0.013<0.05) level of
significant. Found statistically significant is the Participant level of knowledge and
awareness of workplace hazards (p- value = 0.001<0.05) and Post exposure safety
compliance practices with (p- value = 0.001<0.05). Other variables with positive
association are Occupational health and safety practices (p- value = 0.04<0.05) and
the Health facility safety responsibility (p-value = 0.000<0.05) level of significant
respectively. (table 4.28).

Table 4.28: Distribution of the relationship between the health facility waste
management practices and other variables at level of 0.05 significant difference

of p-value (A)

Categories of Health facility waste management practices

Low Moderate High
Proportion Prop. Prop.
Influencing item variables Yes % Yes % Ye % Chi- d P- Interpret
Prop. Prop. S squar f val ation
Pro e ue

Relationship between health facility waste management practices and hazard mitigation strategies in the health

facility

Hazard Poor Hazard

mitigatio  mitigation

n strategies 36 545 25 28.7 14 16.7

strategies  Moderate Hazard Signific
mitigation 28.469a 4 0 ant
strategies 18 273 42 483 37 44
High level Hazard
mitigation
strategies 12 182 20 23 33 393

Relationship between health facility waste management practices and health facility safety activities

Health Poor safety

facility activities

S&nt‘?tyf 46 575 17 215 12 154

activiues  Moderate safety A
activities 41660a 4 0 5'%?]':"3

24 30 39 494 34 436

High safety
activities

10 125 23 29.1 32 41

The relationship between health facility waste management practices and hospital hazards elimination and control

Hospital
hazards
eliminati
on and
control

Poor hospital
hazard control
14 25 23 26.4

38 404 Signific

14.762a 4
ant

Moderate hospital 0.0
hazard control 18 321 38 43.7 41 436 05
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measures

Signific
ant

High hospital
hazard control 24 429 26 29.9 15 16

The relationship between health facility waste management practices and different types of hazards cases reporting

system

Hazards

cases Poor hazards

reporting  reporting system 50 41 19 27.1 6 133

system

Y Moderate hazards 12.586a 4 0'?? !
reporting system 43 352 31 443 23 511

High hazards
reporting system 29 238 20 286 16 356

The relationship between health facility waste management practices and workers opinion of work place safety

Workers Poor workers
opinion opinion of work

of work place safety 32 405 23 299 20 247

place Moderate workers

safety opinion of work 7275 4 2'2
place safety 27 342 29 377 41 506

High workers
opinion of work
place safety 20 253 25 325 20 247

Not

significa

nt

Relationship between health facility waste management practices and Participant level of knowledge and awareness

of workplace hazards

Partic. Poor Knowl. 17 315 18 214 40 40.4

Knowl. Moderate 0.0
of Knowledge 14 259 46 548 37 374 1828la 4y
workplac

e hazards  High knowledge 23 426 20 238 22 22.2
Relationship between health facility waste management practices and Post exposure safety compliance

Post Poor post exposure

exposure  safety compliance 37 50.7 22 247 16 213

safety Moderate post

compl. exposure safety 0.0
practices  compliance 21 28.8 42 472 34 453 18.306a 4 01

High post exposure
safety compliance 15 20.5 25 281 25 333

Signific
ant

Signific
ant

The relationship between health facility waste management practices and occupational health and safety practices

Occupati  Poor safety

onal practices 46 39 14 209 15 2838
health 0.0
and Moderate safety 9.790a 4 :
afet practices 38 322 36 537 23 442 44
Y High safety
practices :
practices 34 28.8 17 254 14 26.9

The relationship between health facility waste management practices and health facility safety responsibility

Health Poor hospital
facility safety
safety responsibility 47 49 22 361 6 7.5
responsib  Moderate hospital
ility safety 36.359a 4 0
responsibility 28 29.2 26 426 43 53.8
High hospital
safety
responsibility 21 219 13 213 31 38.8
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In addition, there are other variables that are statistically significant in association
with the health facility waste management practices, they includes; Human
associated factors with (p- value = 0.031<0.05) and institution associated factors
with (p- value = 0.00<0.05). Also significant association exist with  Factors
influencing OSH Policy (p- value = 0.039<0.05) and Level of workers participation
in safety programs with (p- value = 0.000<0.05). (table 4.29).

Table 4.29: Distribution of the relationship between the health facility waste
management practices and other variables at level of 0.05 significant difference

of p-value (B)

Categories of Health facility waste management practices

Low Moderate High
Proportion Prop. Prop.
Influencing item variables Yes % Yes % Ye % Chi- d. P- Interpret
Prop. Prop. s squar f val ation
Pro e ue

p.
The relationship between health facility waste management practices and health institution associated factors
Health Poor institution

institutio  factors 35 515 22 301 18 18.8
n Moderate institution 23.509 4 0 Signific
associate  factors 22 324 25 342 50 52.1 a ant
dfactors  High institution
factors 11 162 26 356 28 29.2
The relationship between health facility waste management practices and factors influencing OSH Policy
Factors Low policy factors 29 446 24 329 22 222
influenci  Moderate policy .
ngOSH  factors 20 308 28 384 49 495 1006, 00 Signific
- - . 2a 39 ant
Policy High policy
factors 16 246 21 288 28 283
The relationship between health facility waste management practices and level of workers participation in safety
programs
Level of Poor workers
workers participation in
participat ~ safety programs 41 707 21 226 13 15.1
ionin Moderate workers Sianific
safety participation in 56.862a 4 0 %nt
programs  safety programs 11 19 46 495 40 46.5
High workers
participation in
safety programs 6 103 26 28 33 384
The relationship between health facility waste management practices and human associated factors
38. 37.
Low human assoc. factors 29 7 18 24 28 3
Moderate human assoc. 21. 44, 10.66 4 0.0
Human factors 21 6 33 34 43 3 3a 31
associate 16. 30. 52.
dfactors  High human assoc. factors 11 9 20 8 34 3
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Summary of health facility inspection showed

Three District health facilities are located in an industrial area. The environmental
management System is a joint program involving the district and the sector head,
there is a documented evidence of environmental Protection Permits. The hospital
waste management program details on inspection and interview showed that: hospital
waste management are not fully in line with policy rule, there are no evidence of
health waste management reduction facility plan and updated document (in case of
changes in production technology every five years). The waste management
companies have no real program and develop rules on recovery and disposal of the

waste.

The hospital waste collected were stored in plastic bin without proper colour mark,
same colour are used each week, collection, transportation and disposal are not
regular and not in line with policy guide line. The hospital incinerators in three health
facilities in the study are not functioning, so the contaminated wastes are transported
to another site for disposal (increasing chances of cross infection. There were no
provision made in the health facilities for managing and handling liquid wastes,
blood and blood products, placenta and other human wastes. The process of waste
collection, sorting, marking, storage and transportation are not in line with policy
regulation, hence no real structured way. The chemical wastes were disposed in the
drainage and no proper form of disposal. The Potters and seen wearing protective
apron, boots, gloves and mask while on duty, especially while emptying the bin at
the end of the shift per day.

The policy and procedures for medical waste management decontamination are not
available in the storage area, though the storage area are kept clean, but still there are
rodents around and the location is not near the patients kitchen. The stored wastes
are usually cleared within two days of collection but there were no mark or label
hinting on the nature of the waste. There were regular water supply for cleaning and
hand washing. There was no form of training aid posted as guide for the hospital

waste management staff and no first aid facility to handle emergencies. No file
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record of update of storage area personnel training and hazard prevention strategies

or injury and emergency response procedure. (table 4.30).

Table 4.30: Health facility inspection report

Inspection
component

Observation

Recommendation

Location of the

Hospital

Environmental
Management

Environmental
protection permits

Health
environment

facility

Waste management

Solid waste

Kibagabaga was located at the
heart of the community it served

Muhima Hospital was located at
business hub of the city

Masaka was located at the heart of
the serving community
The drainages were clean, flowers
and tree not outgrown.

The floor were kept clean without
litters
Had an environmental protection
permit

Architectural design and
engineering details were adequate
in relation to  ventilation,
drainages, fire equipments, trees
and connecting pathway to
different units

Registered and with contract, there
were no waste reduction plan or
updates, no existing rule on
disposal of waste.

Waste sorting is not carried out
waste segregation

No color-coded waste container,
but containers are free from
leaking

Daily emptying of waste

Use of mask and gloves while
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Muhima hospital may need to
be relocated to a better area
with space

May need to find a more
appropriate refuse storage
sight and a better laundry
facility

Restructure  and  rebuild
hospital incinerator and liquid
wastes collection and
disposal unit

Improvement on  hospital
temporal waste storage site
and improved liquid / human
tissue waste management

Refer to international
guidelines for refuse
reduction, sorting,
segregation,  storage and

transportation regulations



Liquid wastes
Documentation

Wastes handlers

Training

collecting waste

Wastes are stored in a separate
container away from wards that
sometimes overfills and sometimes
litters,

No clearly marked bag for
infectious wastes seen

The wastes are collected for
disposal in two days.

There are good lighting and water
supply in the storage area

Liquid wastes are allowed to drain
through the gutters and the central
decontaminant tank is spoilt, so the
liquid wastes now drains into
surrounding hospital
neighborhoods.

No policy and procedure for
medical wastes management seen,
nor operation manuals for holding
and storage of wastes

No record of training of wastes
handlers and they are recruited on
contract basis with some short and
long term duration staff. But they
are supervised, and supervisors
have poor knowledge of risks and
risk reduction.

Redesign the Liquid wastes
management in the hospital
to avoid contamination to
surrounding neighborhood.

Review policy guides for
handling medical wastes and
enforce the practices

Regular training, appraisal
and supervision on the job
practices with documentation
evidence

Furthermore, to determine the main variables that influences the health facility waste

management system, A multi-nominal regression analysis of variables that influences

the health facility waste management system showed that there are four variables

with an observed statistical relationship between health facility waste management

system, they include; hospital policy Compliance responsibility commitment (p-
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value = .001 < 0.05) and Human related factors (p- value = .045 < 0.05). Also
statistically significant are the Institution problems (p- value = 0.03 < 0.05) and the
health facility strategies for elimination of hazards significant is health facility
influencing factors (p- value = .009 < 0.05). (table 4.31).

Table 4.31: Distribution of multi-nominal regression analysis of variables

influencing waste management system

95% Confidence Interval for

Parameter Estimates Exp(B)
Std. Lower Upper
Health Facility Waste Practices B Error Wald df.  Sig. Exp (B) Bound Bound
Poor 11.90
hospit  Intercept -3.053 0.885 3 1 0.001
al Human Related factor=1 1.154 0.575  4.033 1 0.045 3.172 1.028 9.783
waste
practi
ces Human Related factor=2. 0.598 0536  1.242 1 0.265 1.818 0.635 5.203
Institution problems=1. 0.172 0.628  0.075 1 0.784 1.188 0.347 4.069
Institution problems=2. 0.121 0.528  0.052 1 0.819 1.128 0.401 3.178
10.48
Compliance responsibility=1. 1.976 0.61 8 1 0.001 7.214 2.182 23.852
Compliance responsibility=2. 1.655 0.64  6.689 1 0.01 5.234 1.493 18.344
Practice PEP=1 -0.478 0.632 0571 1 0.45 0.62 0.18 2.141
Practice PEP=2. -0.768 0577 1771 1 0.183 0.464 0.15 1.438
Workers participation=1. 1.404 0.781  3.232 1 0.072 4.071 0.881 18.81
Workers participation=2. 0.492 0.561  0.769 1 0.38 1.636 0.545 4.91
Safety programs=1. 1.24 0.751  2.728 1 0.099 3.455 0.793 15.044
Safety programs=2. 0.109 0.55  0.039 1 0.843 1.115 0.379 3.28
Elimination hazards=1. -0.913 06 2312 1 0.128 0.401 0.124 1.302
Elimination hazards=2. 0.232 0.558  0.173 1 0.677 1.261 0.423 3.763
Mode Intercept 0.61 0.571 1.143 1 0.285
rate Human Related factor=1. 0.533 0519  1.055 1 0.304 1.703 0.616 4.707
level ~ Human Related factor=2. 0.452 0.417 1178 1 0.278 1.572 0.695 3.558
hospit  Institution problems=1. -0.05 0.553  0.008 1 0.928 0.951 0.322 2.809
al Institution problems=2. -0.897 0.414 4707 1 0.03 0.408 0.181 0.917
waste
practi
ces Compliance responsibility=1. -0.106 0.438  0.059 1 0.808 0.899 0.381 2121
Compliance responsibility=2. 0.166 0.461 0.13 1 0.719 1.181 0.478 2.917
Practice PEP=1. -0.344 0.535  0.414 1 0.52 0.709 0.248 2.022
Practice PEP=2. -0.039 0.42  0.009 1 0.926 0.962 0.422 2.193
Workers participation=1. -0.279 0.742 0.141 1 0.707 0.757 0.177 3.238
Workers participation=2. 0.256 0.398  0.413 1 0.52 1.291 0.592 2.815
Safety programs=1. 0.9 0.671 1.8 1 0.18 2.46 0.66 9.164
Safety programs=2 0.446 0.411 1.18 1 0.277 1.562 0.699 3.493
Elimination hazards=1 -1.271 0.487  6.826 1 0.009 0.28 0.108 0.728
Elimination hazards=2. -0.513 0.444  1.333 1 0.248 0.599 0.251 1.43

a The reference category is: High level hospital waste practices.
b This parameter is set to zero because it is redundant.
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4.7 Hospital management practices on safety policy in relation with

occupational hazards

The study findings on the participants’ responses on compliance to occupational
safety practices in workplace, showed that about 199 (84%, 95% C.l.= 78.66 - 88.40)
responses shows acceptance that Health and safety is the joint responsibility of
management and worker, about 194(81.9%, 95% C.l1.= 76.35 - 86.55) confirms Use
of personal protection and safety equipment’s meanwhile about 87 (36.7%, 95%
C.1.= 30.56 - 43.19) decline to that they have a reporting system for unsafe acts and
unsafe conditions and another 87 (36.7%, 95% C.l.= 30.56 - 43.19) also decline that

they report any workplace related diseases or illness. (table 4.32).

Table4.32: The proportion of the Participants responses on Hospital
management practices on safety policy in relation with occupational hazards (n
=237)

Question on Hospital
management practices on
safety policy in relation

with occupational Yes 95% Confidence  NO 95% Confidence
hazards Prop. % Intervals Prop. % Intervals

Health and safety is the
joint responsibility of

management and worker 199 84 (78.66 -88.40) 38 16 (11.60-21.34)
Use of personal protection

and safety equipment’s 194 819 (76.35-86.55) 43 18.1 (13.45-23.65)
Knowledge of job

procedures and doing it 192 81 (75.43-85.80) 45 19 (14.19-2457)
Reporting system for sharp

injury or falls 180 75.9 (69.99 - 81.25) 57 241 (18.75-30.01)
Participating in joint health

and safety programs 171 72.2 (65.98 - 77.76) 66 27.8 (22.24-34.02)

Reporting system for
unsafe acts and unsafe

conditions 150 63.3 (56.81-69.44) 87 36.7 (30.56-43.19)
Reporting any workplace
related diseases or illness 150 63.3 (56.81-69.44) 87 36.7 (30.56-43.19)
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Compliances to safety standards adopted for the protection of health workers

based on policy guidelines in hospitals

The study participants’ responses on the level of compliance to safety standards
adopted for the protection of health workers based on policy guidelines in hospitals
in workplace. Findings showed that about 218 (92%, 95% C.l.= 87.76 - 95.10) are
both practicing hand washing after any direct contact with Patient and Safe collection
and disposal of sharps equipment’s and safe collection and disposal of sharps
respectively. Another 204 (86.1%, 95% C.l.= 81.00 - 90.22) and198 (83.3%, 95%
C.1.= 78.20 -88.03) confirmed from their responses that their health facility always
cleaning up spills of blood and other body fluids and dispose of used personal
protective equipment safely and comply with disposal of used personal protective

equipment safely. (table 4.33).

Table 4.33: The responses of the participants on the level of ccompliances to
safety standards adopted for the protection of health workers based on policy

guidelines in hospitals

Question on Health facility Yes No

Compliance to Occupational Prop 95% Confidence  Prop 95% Confidence
safety Practices in Workplace . % Intervals . % Intervals

Hand washing after any direct

contact with patients 218 92 (87.76-95.10) 19 8 (04.89-12.24)
Safe collection and disposal of

sharps 218 92 (87.76-95.10) 19 8 (04.89-12.24)
Does your health facility

always cleaning up spills of 86. 13.

blood and other body fluids 204 1 (81.00-90.22) 33 9 (09.78 - 18.99)
Do you comply with dispose of

used personal protective 83. 16.

equipment safely 198 5 (78.20-88.03) 39 5 (11.97-21.80)
Use of Gloves for contact with

body fluids, non-intact skin and 83. 16.

mucous 197 1 (77.73-87.66) 40 9 (12.34-2227)
The health workers always

cover all cuts and abrasions 81 18.

sustained during work 194 9 (76.35-86.55) 43 1 (13.45-23.65)
Any case / cases of needle stick

and sharps injuries in the health 79. 20.

facility? 188 3 (73.60 - 84.30) 49 7 (15.70 - 26.39)
Wearing mask, eye protection

or gown when handling blood 75. 24,

and other body fluid 180 9 (69.99-81.25) 57 1 (18.75-30.01)
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The Compliance to post exposure universal precautions

Furthermore, findings from the study participants with regards to compliance to post

exposure universal precautions showed that about 207 (87.3%, 95% C.1=82.43 -

91.29) accepts that the workers in their health facility are practicing careful handling

and disposing of sharp instruments during and after procedures. Also about 201
(84.8%, 95% C.1=79.59 - 89.13) of the respondents gave approval of practice of

immediate washing of hands and other skin surfaces after contact with blood. On the
other hand, about 111(46.8%, 95% C.1=40.35 - 53.40) respondents’ responses

showed noncompliance to the re- evaluation of exposed health care workers within

72 hours. (table 4.34).

Table 4.34: Distribution of study Participants responses on Compliance to post

exposure universal precautions (n = 237)

Question on Health facility Complianceto  Yes 95% Confidence  No 95% Confidence
post exposure universal precautions Prop. % Intervals Prop. % Intervals
Carefully handling and disposing of used

sharp instruments 207  87.3 (82.43-91.29) 30 127 (08.71-17.57)
Immediate washing of hands and other

skin surfaces after contact with blood 201  84.8 (79.59-89.13) 36 152 (10.87 - 20.40)
Avre there guidelines outlining all

procedures? 192 81 (75.43-85.80) 45 19 (14.19 - 24.57)
Any provision of post-exposure

prophylactic medication for high-risk

employees 168 709 (64.65-76.59) 69 29.1 (23.41-35.35)
Any Support and counseling programs for

workers exposed to hazards 163 68.8 62.46-74.62) 74 312 (25.38-37.54)
People who are at substantial risk for blood

borne infections may need pre exposure

prophylaxis 155 654 (58.97 - 71.44) 82 346 (28.56-41.03)
Avre the workers Immunized against

diseases like hepatitis, tuberculosis when

working in risk area 153 645 (58.10-70.64) 84 354 (29.36 -41.89)
Health care personnel’s working in risk

areas advised to use safety precautionary

measure, 148 624 (55.97 - 68.63) 89 37.6 (31.37-44.05)
Use of Droplet Precautions until patients

have received 48 hours of appropriate

therapy chemo-prophylaxis 142 599 (53.37-66.21) 95  40.1 (33.79-46.63)
Use of contact Precautions when dealing

with contagious cases 137 57.8 (51.24-64.17) 100 42.2 (35.83-48.76)
Post-exposure activities, especially after

additional information about the exposure 136 57.4 (50.81- 63.76) 101 426 (36.24-49.18)
Re- evaluation of exposed health care

workers is 72 hours 126 53.2 (46.59 - 59.65) 111  46.8 (40.35-53.40)
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The level of Employee Participation on Occupational health and safety programs in
the health facility

The study findings on the proportion respondents’ responses on the level of
employee participation on occupational health and safety programs in the health
facility, the result showed that about 161 (67.9%, 95% C.l.= 61.58 - 73.82) of study
participants agree that their health facility have an existing health and safety
committee. Another 148 (62.4%, 95% C.1=55.97 - 68.63) confirms that there are
work supervisors that participate in the identification and elimination of workplace
hazards. However, about 131 (55.3%, 95% C.1=48.70 - 61.71) responses showed that
the hospital does not carry out any investigations/analyses performed for all
accidents resulting in injury, regardless of how minor they may be and reported.
Also, about 144 (60.8%, 95% C.l. = 54.23 - 67.02) participants responses did not
accept the fact that the health facility offer any health and safety incentive programs
another 129 (54.4%, 95% C.1. = 47.85 - 60.89) participants did not accept that the
health facility safety committee (s) meet consistently at a regularly Scheduled time.
(table 4.35).
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Table 4.35: The Distribution of Participants responses with regards to

Employee Participation on occupational health and safety (n = 237)

Employee Participation on
Occupational health and safety

Yes
Prop.

%

95%
Confidence
Intervals

No
Prop.

%

95% Confidence
Intervals

Does health facility have a Health
and Safety committee?
Are there work supervisors that
participate in the identification and
elimination of workplace hazards
Are there specific, written,
mission statements, goals,
contracts language or other
document describing functions,
duties and authorities of health and
safety committee

Do the work supervisors
participate in developing or
revising health and safety
practices and/or policies
Avre there formal procedures for
employees to report health and
safety

Are any employees subject to
medical surveillance or monitoring
for specific hazards (e.g. noise)?
Are employees allowed to
conduct health and safety
activities like training, meetings
and accident investigation on work
time?

Do workers have clear
communication channels for
getting health and safety
information

Is there a formal "feedback"
system for responding to
employees' concerns
Are the committee's agendas and
minutes distributed to all
employees,
Are there special procedures for
handling immediate health and
safety

Does the health facility safety
committee (s) meet consistently at
a regularly Scheduled time
Are investigations/analyses
performed for all accidents
resulting in injury, regardless of
how minor they may be and
reported

Does the hospital offer any health
and safety incentive programs

161

148

148

129

128

128

125

121

119

118

118

108

106

93

67.9

62.4

62.4

54.4

54

54

52.7

51.1

50.2

49.8

49.8

45.6

44.7

39.2

(61.58 - 73.82)

(55.97 - 68.63)

(55.97 - 68.63)

(47.86 - 60.89)

(47.43 - 60.48)

(47.43 - 60.48)

(46.18 - 59.24)

(44.50 - 57.58)

(43.67 - 56.75)

(43.25 - 56.33)

(43.25 - 56.33)

(39.11 - 52.14)

(38.29 51.29)

(32.98 - 45.77)

76

89

89

108

109

109

112

116

118

119

119

129

131

144

32.1

37.6

37.6

45.6

46

46

47.3

48.9

49.8

50.2

50.2

54.4

55.3

60.8

(26.17 - 38.42)

(31.37 - 44.05)

(31.37 - 44.05)

(39.11 - 52.14)

(39.52 - 52.56)

(39.52 - 52.56)

(40.76 - 53.82)

(42.42 - 55.49)

(43.25 - 56.33)

(43.67 - 56.75)

(43.67 - 56.75)

(47.85 - 60.89)

(48.70 - 61.71)

(54.23 - 67.02)
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The Hospital Management and leadership Commitment to safety Policy

Guideline

The hospital management level of leadership commitment to safety policy
guidelines was among the variables assessed and the resulting responses from the
participants accepting that there is a hospital Health and Safety Program me are re-
evaluated and/or updated on regular basis as few as 54 (22.8%), n annual health and
safety budget designated for safety control measures. Also very few participants 56
(23.6%) agree that there is health and safety signed policy statement that specifically
m mention importance of employees. About 72 (30.4%) responses were neutral
about the health and safety a formal part of hospital supervisors 'performances
evaluation. On another note, about 62 (26.2%) responses disagree to the fact that
full-time employees have health and safety as their primary responsibility. (table
4.36).

Table 4.36: The proportion of the participant’s responses on hospital
management and leadership Commitment to occupational safety Policy

Guideline

Strongly Disagree Disagree Strong

ly

Undecided Agree Agree

Questions on Hospital
Management and leadership
Commitment to safety Policy

Guideline Yes Prop.

%

Yes
Pro

p.

%

Yes
Pro

p.

%

Yes
Pro

p.

%

Yes
Pro

p.

%

Your hospital Health and Safety Program
me are re-evaluated and/or updated on
regular basis

There is health and safety signed policy
statement that specifically mention
importance of employees

Does management set formal, annual
health and safety goals, communicated
via bulletin to employee and other safety
staff

There is an annual health and safety
budget designated for control measure as
opposed to operating expenses

Health and safety is a formal part of
managers' performance evaluations

Is health and safety a formal part of
hospital supervisors ‘performances
evaluation

Full-time employees have health and
safety as their primary responsibility as
safety professionals

38

22

28

33

28

32

26

16

9.3

11.8

13.9

11.8

13.5

11

50

53

61

53

51

43

62

21.1

22.4

25.7

22.4

215

18.1

26.2

69

74

76

95

69

72

59

29.1

31.2

32.1

40.1

29.1

304

24.9

54

56

42

37

60

59

62

22.8

23.6

17.7

15.6

253

24.9

26.2

26

32

30

19

29

31

28

11

135

12.7

12.2

13.1

11.8
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The study participants’ opinion on the factors resulting to poor policy

enforcement

Findings from this assessment produced the following result based on the respondent
responses on factors resulting to poor policy enforcement; about 105 (44.3 %)
believe that there are poor timing of work scheduled and carelessness. Another 107
(45.1%) respondent agreed that the problem may be in relation to poor policy
enforcement, while about 103 (43.5% ) of the respondents agree that it may be
associated with Unsafe working environment and occupational hygiene practices 121
(51.1%). (table 4.37).

Table 4.37: The participants’ opinion on Factor resulting to Poor policy

enforcement
Strongly . Undecide Strongly
Disagree Disagree d Agree Agree
Questions on Factor resulting to Ye Ye
Poor policy enforcement Yes 0 S 0% S Yes Yes
Pro Pr Pr Pro Pro
p. op. op. % p. % p. %
Poor policy implementation and 14. 24.
regulation 40 169 35 8 57 1 82 346 23 97
Forgetfulness of the right 15. 27.
procedures and distractions 28 118 36 2 66 8 93 39.2 14 59
Poor timing of work scheduled 21. 21.
and carelessness 19 8 50 1 52 9 105 443 11 46
24,
Unsafe working environment 19 8 38 16 57 1 103 435 20 84
21.
Poor policy enforcement system 15 6.3 45 19 52 9 107 45.1 18 7.6
13. 19.

Occupational hygiene practices 16 6.8 31 1 46 4 121 511 23 97
Others specify?

The description of the study participants’ responses on whether they are satisfied
with the occupational safety practices in their health facility.

The findings showed that 66 (26 5 %, 95% C.I= 21.13 — 32.45) of the study
participants were neutral on their opinion, about 63 (25.3%, 95% C.I= 20.02 — 31.18)
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of the study participants were somewhat dissatisfied and 54 (21.7%, 95% C.I= 16.73
-27.33) study participants were somewhat satisfied. (table 4.38).

Table 4.38: Distribution of participants’ responses on whether they are satisfied

with the occupational safety practices in their health facility

Freq./ % 95%
Are you satisfied with the occupational safety Confidence
practices in your health Intervals
1. Very satisfied 16 185 (13.85 - 23.86)
2. Somewhat satisfied 54 917 (16.73 -27.33)
3. Neither dissatisfied nor satisfied 66 6.5 (21.13 - 32.45)
4. Somewhat dissatisfied 63 95 3 (20.02 — 31.18)
5. Very dissatisfied 20 8.0 (4.98 -12.13)

Some top management administrative staff of the three health facilities were
interviewed with a check list and the responses obtained were shown below. The
questions tried to see information about the top management’s staff expectations for
employees, the hospital environmental status check, co-chair of the safety committee

and directly received the quarterly safety committee minutes.

The responses from the top management staff of the three health facilities in the
study showed that 6 (66.7%, 95% C. 1=29.93 — 92.51) agreed that the top hospital
management implements a written policy supporting and mandating the safety and
health management system same proportion showed that Top hospital management
assigns responsibility and accountability for the implementation and maintenance of

the program.

Meanwhile, responses with regards to whether that Hospital management ensures

effective communication for workers health and safety goals and expectations was
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about 6 (66.7%, 95% C. 1=29.93 — 92.51). On the other hand only 3 out of the 9
hospital management (33.3%, 95% C. 1.=07.49 — 70.07) responses showed that

everyone in the hospital knows who has been assigned responsibility for the program

and Hospital management recognizes employee contributions to worker safety and

health at the hospital. Also Hospital management routinely demonstrates visible

commitment to the program. (table 4.39).

Table 4.39: Distribution of Top hospital management responses on safety

leadership compliance

Management Leadership (n = 9) Yes 95% No 95% Confidence
Confidence Interval
Interval
There is a written policy supporting 6 (66.7) (29.93 3 (07.49-70.1)
the safety and health management 92.5) (33.3)
system.
The management defines effective 4 (44.4) (13.69 5 (21.20 — 86.3)
worker health and safety goals and 78.8) (55.6)
expectations.
They assign responsibility and are 6 (66.7) (29.93 3 (07.49-70.1)
accountable for the work and 92.5) (33.3)
maintenances too.
Ensures effective communication 6 (66.7) (29.93 3 (07.49-70.1)
for workers health and safety goals 92.5) (33.3)
and expectations.
Everyone in the hospital knows 3(33.3) (07.49 6 (29.93 -92.5)
who has been assigned 70.1) (66.7)
responsibility for the program.
Allocates appropriate  resources 4 (44.4) (13.69 5 (21.20 - 86.3)
(funds and time) to accomplish 78.8) (55.6)
goals and manage the program.
Recognizes employee contributions 3 (33.3) (07.49- 6 (29.93 - 92.5)
to worker safety and health at the 70.1) (66.7)
hospital.
Routinely  demonstrates  visible 3(33.3) (07.49 6 (29.93-92.5)
commitment to the safety program. 70.1) (66.7)

In the area of hazard identification in the hospital, the responses from the top

management staff of the three health facilities in the study showed that 6 (66.7%,
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95% C.1.=29.93 — 92.51) on the Inspection of the hospital physical environment to

identify conditions that poses or could pose a worker safety or health concern, also

Identifies hazards associated with emergencies and non-routine operations and lastly

that Management informs employees of hazards in their work areas.. Response on

whether they regularly review written materials such as OSHA logs, workers'
complain claims 2, (22.2%, 95% C. 1=02.81 — 60.01), Another 3 (33.3%, 95%

C.1=07.49 — 70.07) agree that they regularly review written materials on results of

workplace inspections and others probably do not. (table 4.40).

Table 4.40: Distribution of hazards identification in the hospital

Hazards identification in the hospital (n=9)  Yes 95% No 95%
Confidence Confidence
Interval Interval

Regularly review of written materials suchas 2(22.2) (02.81-60.0) 7(77.8)  (39.99-97.2)

OSHA logs and workers' complain claims,

Review of written materials on results of 3(33.3) (07.49 70.01) 6(66.7)  (29.93 -92.5)

workplace inspections,

Review of incident investigation reports, and 4(44.4) (13.69-78.8) 5(55.6) (21.20—86.3)

manufacturers’ literature to help identify

hazards.

Inspection of hospital physical environment 6 (29.93-925) 3(33.3) (07.49-70.1)

to identify conditions that poses threat to (66.7)

workers safety.

Ask employees about hazards and safety 5 (21.20-86.3) 4 (44.4) (13.69-78.8)

concerns in their work areas during rounds. (55.6)

Investigates incidents to identify any 5(55.6) (21.20-86.3) 4(44.4) (13.69-78.8)

previously unrecognized hazards.

Conducts all inspections and exposure 4 (13.69-78.8) 5(55.6) (21.20-86.3)

assessments required by OSHA. (44.4)

Identifies hazards  associated with 6 (29.93-92.5)  3(33.3) (07.49-70.1)

emergencies and non-routine operations. (66.7)

Informs employees of hazards in their work 6 (29.93-925) 3(33.3) (07.49-70.1)

areas. (66.7)

Review all contractor job plans for safety 5 (21.20-86.3)  4(44.4)  (13.69-78.8)

and hazards, prevention, and control. (55.6)

Receives contractor’s complaints on likely 5 (21.20-86.3) 4(44.4) (13.69-78.8)

hazards provoking situations for mitigation (55.6)

purposes.

Informs all contractors of the hazards they 4 (13.69-78.8) 5(55.6) (21.20 -

may encounter during their work on site. (44.4) 86.3)
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Presentation of outcome and influencing variables attributes to Health Facility

Occupational Safety Responsibility and compliances

Further analysis was carried out to trace association between study variables and
health facility occupational safety responsibility and compliances at level of
significance of 0.05 level of p- value using chi-square test, there was an observed
association with about seven (5) study variables including; the health facility Hazards
cases reporting system with (p- value = 0.001<0.05) and Practice of post exposure
safety compliance (p- value = 0.000<0.05) level of significant. Also positive
association exist with Occupational health and safety practices (p- value =
0.000<0.05) level of significant. Found statistically significant is the Health facility
waste practices (p- value = 0.000<0.05) and Health institution associated factors (p-

value = 0.01<0.05). (table 4.41).

Table 4.41: The outcome of test association of Health Facility Occupational

Safety Responsibility and compliances and other study variables

Health Facility Occupational Safety Responsibility and compliances

Low Moderate High
Proportion Prop. Prop.
Influencing item variables Yes % Yes % Y % Chi - d P- Interpretati
Prop. Prop. es square f wvalu on
P e
ro
p

The relationship between the health facility safety responsibility and compliances and hazards reporting system
Hazards Poor Hazards
cases reporting system 62
reporting Moderate level 12,363 0.01
system of hazards N 4 5

reporting system 28 23 22 314 11 244

High hazards

reporting system 32 262 29 414 19 422
The relationship between the health facility safety responsibility and compliances and practice of post exposure
safety compliance

50.8 19 271 15 333

Significant

Practice of  Poor practice of

post PEP 41 56.2 32 36 23 307

exposure Moderate level 28. 18.622 4 0.00 Significant
safety practice of PEP 20 27 25 1 16 213 a 1

complianc  High level

e

practice of PEP 12 164 32 36 36 48

The relationship between the health facility safety responsibility and occupational health and safety practices

occupatio
nal health
and safety
practices

Poor
occupational

safety practices 68 57.6 14 209 14 26.9 38.668

Poor .a 4 0 Significant
occupational

safety practices 25 212 27 403 9 173

Poor 25 212 26 388 29 558
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occupational
safety practices
The relationship between the health facility safety responsibility and occupational hazards mitigation strategies
Occupatio  Poor hazards
nal mitigation 37. 3
hazards strategies 31 47 33 9 2 381
mitigation ~ Moderate
strategies hazards

mitigation 31, 26. 1 76202 4 0'710 Sign'\i'f?f:am
strategies 21 8 23 4 7 202

high level

hazards

mitigation 21, 35. 3

strategies 14 2 31 6 5 417

The relationship between the health facility safety responsibility and Health institution associated factors
Health Low health

institution institution 47. 34. 3
associated  factors 32 1 25 2 9 406
factors Moderate health 13171
institution 35. 20. 2 .a 4 0.01 Significant
factors 24 3 15 5 2 229
High health
institution 17. 45. 3
factors 12 6 33 2 5 365
The relationship between the health facility safety responsibility and Health facility waste practices
Health facility 62. 28. 2
waste practices 47 7 28 9 1 323
Health Health facility 29. 26. 1 36.359 4 0 Sianificant
facility waste practices 22 3 26 8 3 20 a g
waste Health facility 44, 3
practices waste practices 6 8 43 3 1 477

The relationship between the health facility safety responsibility and Hospital hazards elimination and control
measures
Poor Hospital

hazards control 42. 35. 4
measure 24 9 31 6 1 436
Hospital Moderate
hazards hospital hazards 19. 3 9.120a 4 O'é) 5 sign’\ilf?zant
eliminatio  control measure 14 25 17 5 0 319
nand High hospital
control hazards control 32. 44. 2
measure measure 18 1 39 8 3 245
The relationship between the health facility safety responsibility and Human associated factors
Human Poor level 44, 29. 4
associated  human factors 27 3 21 6 8 457
factors Moderate level 31. 25. 2 84253 4 0.07 Not
human factors 19 1 18 4 4 229 ' 7 significant
High level 24, 45. 3
human factors 15 6 32 1 3 314

In attempt to further determine the real variables in the study that influences the
Levels of Compliance in the health facility to occupational safety responsibility and
other study variables, A multi-nominal regression analysis of variables showed that
there was an observed statistical relationship with five (5) variables in the study;
positive association exist with Actions that Influence poor Policy (p- value = .004 <
0.05) and Health facility waste practices (p- value = .002 < 0.05). Also significant is
the Hospital management safety practices (p- value = .003 < 0.05) and Health facility
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safety programs (p- value = .022 < 0.05). Lastly, workers participation in safety
program (p- value = .042 < 0.05). (table 4.42).

Table 4.42: The multinomial distribution of study variables that influence the

health facility safety policy compliance responsibility

Parameter Estimates

Factors influencing the health facility safety 95% Confidence Interval for Exp(B)

compliance responsibility B Std. d Sig. Exp(B  Lower Upper
Error f ) Bound Bound
Poor level Intercept -2.25 0643 1 0
practices of Action Influence Policy=1. -0.52 1279 1 0.683 0.593 0.048 7.273
safety policy Action Influence Policy=2. 1.315 0453 1 0.004 3726 1532 9.057
compliance Institution problems=1. -0.15 0592 1 0801 0.861 0.27 2.749
responsibilitie  Institution problems=2 -0.42 0462 1 036 0.656 0.265 1.62
S Health facility waste=1. 1.957 0.637 1 0.002 7.08 2032 24.661
Health facility waste=2. 0.128 0443 1 0.773 1136 0.477 2.707
Safety practices=1. 1.556 053 1 0.003 4738 1675 13.399
Safety practices=2. -0.12 0587 1 0.844 0.891 0.282 2.817
Practice PEP=1. -0.21 0579 1 0.717 0.811 0.261 2.523
Practice PEP=2. -0.14 0483 1 0.777 0.872 0.339 2.245
Safety programs=1. 0.925 0573 1 0106 2521 0.821 7.745
Safety programs=2. 1.053 0458 1 0.022 2866 1.168 7.032
Workers participation=1. 1.737 0854 1 0.042 5682 1065 30.323
Workers participation=2. -0.35 0438 1 0426 0.706 0.299 1.664
Moderate Intercept -2.26 0.649 1 0.001
level practices = Action influence Policy=1 1.166 0879 1 0.185 3.208 0.573 17.966
of safety Action influence Policy =2. 0.428 0464 1 0.357 1534 0.617 3.811
Policy Institution problems=1. 0.036 057 1 095 1037 0.339 3.168
compliance Institution problems=2. -0.57 0486 1 0.242 0567 0.219 1.469
responsibilitie = Health facility waste=1. 1.927 0653 1 0.003 6.868 1.909 24.703
s Health facility waste=2. 0.18 0456 1 0.694 1197 0.489 2.928
Safety practices=1. 1.056 057 1 0.064 2873 0.94 8.784
Safety practices=2. 1.012 0573 1 0.077 2752 0.895 8.457
Practice PEP=1. -0.1 0611 1 0.871 0.905 0.273 3
Practice PEP=2. 0.082 0476 1 0.864 1.085 0.426 2.761
Safety programs=1. 0.788 0559 1 0.159 22 0735 6.58
Safety programs=2. 0.479 0465 1 0303 1.615 0.649 4,017
Workers participation=1. 1.234 0873 1 0.158 3.433 0.62 19.02
Workers participation=2. 0.239 0451 1 0.597 1.27 0.524 3.075

a The reference category is: High level practices of safety Policy responsibilities.
b This parameter is set to zero because it is redundant.

Occupational Health and safety Policy Gap Analysis

The Government of Rwanda has adopted the health facility accreditation system as
one of the many strategies to improve quality of care. This is to help institutionalize
continuous quality improvement in the day-to-day operations. Therefore, to foster
continuous quality in Health facilities, the Ministry of Health has elaborated policies,
procedures and guidelines to be followed in service delivery. With the following

objectives:
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- Contribute to the improvement of efficiency and effectiveness in service
delivery;

- Increase a harmonized approach to service delivery, hence improving patient
care, quality of services and safety.

- Encourage team work- especially when the policies are crosscutting services.

- Provide guidance tools for orientation of staff and support organizational
informed decision making.

In conclusion the following policy gaps were identified form which

recommendations were given;

The ILO and WHO safety and hazards control in workplace were not strictly adhered
to based practices and incident investigations, report and follow up evidence
Unfortunately, there are absence of evidence based practices and report Training gap/
information sharing and training evaluation records were not seen No Smoking of
Tobacco Products on Hospital Premises and Taking Alcohol, Abuse of Drugs and
Other Substances in District Hospitals But not fully enforced, reported and
communicated to attract the desired behaviour change Workplace environmental
safety are not fully enforced (Poor equipment maintenance, engineering, poor supply
of PPE) these are necessary to prevent hazards .The fire extinguisher though exist but
no form of training, fire drill, communication system and emergency intervention
plan. No safety guidelines for activities in various departments, Absence of job

supervision and evaluation update or incident report.

The forum for dealing with challenges in waste management does not exist and great
burden of manual handling and lifting but storage and disposal mechanism are not in

line with the policy guide especially for hazardous chemicals.

Safety committee and responsibilities though recently inaugurated, but without real
safety activities. No regular meeting, No record of meetings, No investigation on

safety related issues, No record of cases.

Occupational Health and safety Policy Gap Analysis

The Government of Rwanda has adopted the health facility accreditation system as
one of the many strategies to improve quality of care. This is to help institutionalize

continuous quality improvement in the day-to-day operations. Therefore, to foster
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continuous quality in Health facilities, the Ministry of Health has elaborated policies,
procedures and guidelines to be followed in service delivery. With the following

objectives:

- Contribute to the improvement of efficiency and effectiveness in service
delivery;

- Increase a harmonized approach to service delivery, hence improving patient
care, quality of services and safety.

- Encourage team work- especially when the policies are crosscutting services.

- Provide guidance tools for orientation of staff and support organizational
informed decision making.

In conclusion the following policy gaps were identified form which

recommendations were given;

The ILO and WHO safety and hazards control in workplace were not strictly adhered
to based practices and incident investigations, report and follow up evidence
Unfortunately, there are absence of evidence based practices and report Training gap/
information sharing and training evaluation records were not seen No Smoking of
Tobacco Products on Hospital Premises and Taking Alcohol, Abuse of Drugs and
Other Substances in District Hospitals But not fully enforced, reported and
communicated to attract the desired behaviour change Workplace environmental
safety are not fully enforced (Poor equipment maintenance, engineering, poor supply
of PPE) these are necessary to prevent hazards .The fire extinguisher though exist but
no form of training, fire drill, communication system and emergency intervention
plan. No safety guidelines for activities in various departments, Absence of job

supervision and evaluation update or incident report.

The forum for dealing with challenges in waste management does not exist and great
burden of manual handling and lifting but storage and disposal mechanism are not in

line with the policy guide especially for hazardous chemicals.

Safety committee and responsibilities though recently inaugurated, but without real
safety activities. No regular meeting, No record of meetings, No investigation on

safety related issues, No record of cases. (table 4.43).
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Table 4.43: Summary of Policy Implementation and Compliance Gap Analysis

Strategic objectives  Achievement Existing Gap/ Challenges Action plan
status
Policy provides The three health ILO and WHO clearly The safety and hygiene

operational guidance
on Negative Incident
Reporting,

Incident
Investigation,

Reporting and
Handling of
Accidents/Injuries
While on Duty,

No Smoking of
Tobacco Products on
Hospital Premises

and Taking Alcohol,
Abuse of Drugs and
Other Substances in
District Hospitals

Manual Handling
(Lifting of Loads),

Storage and Labeling

Facilities in Kigali
,have adopted the
policy, they have
hospital health and
hygiene committee
who have the
mandate to address
incident cases

Only a fraction of
incident cases were

investigated to
ensure quality
assurance, equity in
services and risk
reduction

Injection safety
strategies, pre-

exposure and post
exposure treatment
and mitigation
strategies are fully
in practice
Smoking
information
warning exist.

and

Also restriction for
health personnel to
avoid risk to self
and others

Not yet addressed
due to poor finance

Strict purchase

provides a guideline frame
work on how to handle
safety and hazards related
events in workplace

Unfortunately, there are
absence of evidence based
practices and incident report

There are few incident
investigations carried out
but no report of the
activities or ILO and WHO
clearly provides a guideline
frame work on how to
handle safety and hazards
related events in workplace

Unfortunately, there are
absence of evidence based
practices and report
Training gap/ information
sharing and evaluation

But not fully enforced,
reported and communicated
to attract the desired
behavior change

Participant ~ response  of
confirms the burden of
manual handling and lifting

But storage and disposal

committee need to be
fully functioning in
line with guideline and
with evidence based
result. Inaugurating the
safety committee is not
enough but a functional
and active committee,
with an evidence based
documented proof of
activities.

Regular  review of
incident cases put
down strategies for

prevention of future
occurrence and regular
report and updated
information and
research in relation to
occupational health and
safety.

Regular safety and
hygiene incident
review and evaluation
to identify gap, for
improvement

Enforcing policy and

disease prevention
especially to prevent
secondary smoking
effect

The need to ensure
evidence based
insurance cover for
treatment and hazard
mitigation strategies.

May need to consult
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on Flammable
Products, Storage of
Hazardous Materials

and Dangerous
Goods, Purchase of
Hazardous Materials
and Dangerous
Goods

Radio and Other
Noise Making
Devices in Hospital
Settings

Fire  Extinguishers
Use

Monitoring Data on
Incidents, Injuries
and other Events

Hazards and Risk

reduction

Handling Storage and
Disposal of Clinical
and other Waste

Safety committee and
responsibilities

operation
mechanism  exist
and proper labeling

Strict control
measures are fully
in place and
enforced

Fire mitigation
strategies are

designed , but not
yet fully addressed

Great majority of
the health practices
are carried out
without regards to
the guidelines..
Little activity

Contract manager
with little
experience

There are evidence
of existence of the
safety and hygiene

committee in the
three health
institution

mechanism are not in line

with the policy guide
especially for hazardous
chemicals

No report of incident

The fire extinguisher though
exist but no form of
training, fire drill,
communication system and
emergency intervention plan
Weak monitoring,
investigation, follow up and
absence of incident reports

Workplace  environmental
safety are not enforced, Poor
equipment maintenance,
engineering, poor supply of
PPE that are necessary to
prevent hazards

No safety guidelines for
activities in various
departments, Absence of job
supervision and evaluation
update. The forum for
dealing with challenges in
waste management

Recently inaugurated,
without real safety
activities.

No regular meeting,

No record of meetings, No
investigation on  safety
related issues, No record of
cases,

experts to help out to
reduce the
environmental and
human contamination

Need to keep
surveillance and
improved

communication

Experts services may
be employed to
mitigate incidents

Improvement through:
Training, investing and
improvement reporting
and research

Fund
improved
communication, proper
job placement, training,
job supervision and
motivation

Programs for improved
waste management

mobilization,

Workers involvement
in decision making and
a lot of other safety
issues.
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4.8. Focus group discussion on Occupational health hazards, associated factors

and compliance to safety standards

Focus group discussion thematic analysis

Summary of the focus group discussion on Occupational health hazards and health
outcomes among health workers, the determinants and compliance to safety

standards in the health facilities in Kigali

Site: Kigali Moderator: J.B. N.

Total Men:4Women:7 Note-taker: D.N. & A. K. B.

participants: 11
Date: 27/8/2016
Start time: 2:52 PM End time: 4:55 PM

Focus group discussion are frequently used and are widely considered a vital tool
used to reveal feelings, ideas, perceptions, viewpoints, exchange of ideas, and
thinking on a specific issue. Some important information among the determinants of
occupational hazards and health outcome and compliance to safety was identified
from the focused group discussion and was put forward below:

1. Occupational Health Problems in health facility:

Health facility is a high risk working place, where people are made to work

under pressure in attempt to attend to emergency cases and they are easily
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exposed to hazards. The health workers are engaged in prolonged task and

works which may be overtime hours and night shifts.

Also in some departments where the staff are only one person recruited in the

position, he is made to work without break for any form of leave.

In some cases the potters and cleaners are made to carry out tasks that are

supposed to be handled by more staff making them vulnerable.

Staff shortage in some department has put job pressure and inability to

engage new staff on proper job orientation and training before

commencement on duty

2.Determinants and factors associated with Occupational hazards in health

facilities and the health outcome.

Human factors associated with occupational health hazards and the health
outcomes in the health facility;

Normally, the midwives, Doctors, Anaesthetist and a lot others are
carrying out their work in high risk working environment where they are
exposed to infectious diseases like HIV/AIDS, tuberculosis, hepatitis B &
C; even if they observe the precautionary measures but are sometimes
vulnerable to accidents and hazards and are to take the post-exposure
prophylaxis regimen during a period of one month.

Health institution factors associated with occupational health hazards and
the health outcomes in the health facility;

Sometimes, there are delays in collection of the waste from hospital and
the cleaners are made to assist in packing the collected wastes in sacs for
easy evacuation making them vulnerable to hazards. The health facility
incinerator are spoilt and yet to be repaired and the newly procured one is

yet to be put into use. The transportation of the generated wastes to the
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disposal site is delayed for logistic reason and the storage site emits

dangerous gas and breeds rodents.

The normal working hours are eight hours per day, 180 hours per month,
but the health workers in some departments are made to work for about
200 hours per month, and even 210 hours per month without any form of
compensation. In some instances some of the staff are denied their off

duty right too.

In like manner, it is becoming difficult for some of the health workers to
have their annual leave due to work pressure and staff shortage and no

staffs is available to stand in for you when on leave.

In the area of job motivation, little is done to encourage and support the
workers who are working so hard, even some of the financial benefits are

withheld for long period.

- Work place risks and risk aversion and risk management; Though
personal protection equipment are provided in high risk units but there is
a lot that need to be done to ensure accident free and risk reduction. If
work demand continue to mount and with few staff to take shift duty
especially in places like operating theatre, vulnerability is high. There are
some health workers who unfortunately became infected with
tuberculosis, HIV and Hepatitis B while discharging their duty. They
were not well taken care of by the institution and the family of these

health workers were not even visited or supported in any way.

3. Types of occupational hazards commonly experienced in the health

facility and the categories of health workers affected

- Categories of occupational health hazards commonly experienced by
health workers in the health facilities included working accidents,

chemical reactions, slippery floor, and prolonged job position (sitting or
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standing and bending) exposure to blood borne pathogens, injury and
cuts.

- Categories of occupational health outcomes commonly experienced by
health workers in the health facilities; burnout from work pressure and
stress, high blood pressure, slips and falls, AIDS, respiratory infection,

allergies, insect bites, backache and body pain etc.

. Waste management practices in the health facilities and challenges they

face

- Provision of safety protection equipment; The safety equipment’s like
gloves, boots, mask and gown are provided but sometimes the provisions
are not enough to cover all the activities when they run out of supply

- Pre job placement training on health and safety; some time the newly
recruited staff are not given proper job orientation and adequate health
and safety information to match the job placement. This has made these
staff to be vulnerable to hazards. Many staff is yet to receive the right
safety training in the workplace.

- Training on occupational health and safety in waste management; the
potters and cleaners are not trained on health and safety measures but
some guideline are provided. Only the staff in-charge of occupational
health and hygiene are trained and they are yet to train others

- Job supervision, monitoring and job evaluation; the potters and cleaners
carry out their task without supervision or proper follow up though there
are monthly evaluation done and job appraisal carried out in different
departments but no specific on job assigned supervisors especially for the
potters and cleaners (the head of the team)

- Staff job comfort, motivation and protection from hazard; the staff are not
motivated in any way and are engaged in strenuous work without
adequate rest hour or leave. At times it takes a long time to replace broken
or spoilt equipment

- Health insurance and disability coverage; No form of disability cover but

there are health insurance through Mutuelle de sante’
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5. The Compliance practices to health and safety by the health workers

with regards to the following:

- Compliance health and safety rules: In all the health facilities in the
study, there is occupational safety and hygiene committee newly
formed and is yet to be fully functioning. The health facility
administrators / managers listen to the workers suggestions related to
how we work money hours and other relevant issues and report to

high level, but the employees do not participate in safety meetings

Also procurement procedures for equipment related to hygiene / waste

management are not flexible.

- Enforcement on the Use of PPE; Information on the use of protective
equipment are available but not enforced and sometimes staff
experience shortage of the equipment and have to improvise while
carrying out duties.

- Enforcement of Fire precaution; there are provisions made for fire
drill in the health facility but the staff are not trained on how to
respond to fire outbreak emergencies in the health facility

- Enforcement on the use of Pre and Post exposure prophylaxis; There
are no procedure for pre exposure to hazard except the protective
equipment.  Staffs that experience working accident are not
investigated, but are treated but not followed up or reported and
recorded as required. General  procedure for post exposure
prophylaxis for blood contact are enforced

- Occupational Hazards experience report system: Accident incident
reporting system are not in operation as required by international
guide line. There is no record of hazards incidents in the three health
facilities though there are cases that are well known but are not well
investigated, followed up to see what could be learned and averted in

future.
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- Occupational Hazards records and documentation and research; No
updated hazard incident report and recorded cases in the health
facility. Also no information about occupational research.

- Occupational hazards that needs to be reported and notified; there are

no response on recent notifiable occupational hazards cases

Analysis for the study dependent variables

There are three main dependent variables in this study:

Levels of Compliance to Safety regulations,
Waste management practices

The health hazard cases and health outcomes in the health facility.

To determine the main variables that influences the levels of Compliance to

Safety regulations, A multi-nominal regression analysis showed that there
are five main variables that influences Compliance to Safety regulations
in this study: First is the actions that Influence poor policy (p- value =
.004 < 0.05), Secondly, Health facility waste practices (p- value = .002 <
0.05), Thirdly, Hospital management safety practices (p- value = .003 <
0.05), Fourthly, Health facility safety programs (p- value = .022 < 0.05)
and the last workers participation in safety program (p- value = .042 <
0.05).

The health facility waste management practices on the multi-nominal

regression analysis of influencing variables showed that there were four
variables with an observed statistical relationship as follows: the hospital
policy compliance responsibility commitment (p- value = .001 < 0.05)
and Human related factors (p- value = .045 < 0.05), Institution problems
(p- value = 0.03 < 0.05) and the health facility strategies for elimination
of hazards significant (p- value =.009 < 0.05).

iii. The main variables that influence the proportions of occupational health

hazards cases among the health care workers in the health facility through
multi-nominal regression analysis showed that there were about three

main influencing variables in this study that showed an observed
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statistical relationship, they include: The respondents’ professional
categories (medical group) with (p- value = 0.016 < 0.05), Poor safety
measures with (p- value = 0.022 < 0.05) and Poor hospital hazards
Elimination and control measures with (p- value = 0.002 < 0.05).

iv. While the main variables that influence the proportions of occupational
hazards health outcomes cases among the health care workers in the
health facility through multi-nominal regression analysis showed that
there were about three main influencing variables in this study that
showed an observed statistical relationship, they include hospital safety
compliance responsibility (p —value 0.004>0.05), pre and post exposure
safety practices (p —value 0.015>0.05) and workers participation in

hospital safety program (p —value 0.043>0.05),

Conclusion for the dependent variable

Based on the study findings as stated above, it is obvious that both the employers
and the employees in the health facilities are strongly implicated with poor
compliance to health and safety regulations. The findings supports the policy gap
review that showed that the ILO and WHO safety and hazards control in
workplace were not strictly adhered to based practices and incident
investigations, report and follow up evidence. Unfortunately, there is absence of
evidence based practices and report Training gap / information sharing and
training evaluation records were not seen. Even focus group discussion findings
showed that they received directions and waste handling during the morning staff
meeting. Also new staffs are engaged in activities without prior training but he /
she is given briefing on the job. There are some occupational hazards incidents
cases that are not reported because they know that there is no feedback rather

they gave only leave.

With regards to waste management practices study findings revealed a strong
pitfall on the employers, this is equally in line with the hospital inspection report
that showed; The waste management companies have no real program and

develop rules on recovery and disposal of the waste. The hospital incinerators in
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three health facilities in the study are not functioning, so the contaminated wastes
are transported to another site for disposal increasing chances of cross infection.
The process of waste collection, sorting, marking, storage and transportation are

not in line with policy regulation, hence no real structured way.

The study findings on the determinants of the occupational health hazards cases
in the health facility actually showed that major fault was from employers apart
from post exposure safety compliance that was traced to the employees. Findings
from focus group discussion on occupational health hazards related issues
revealed issues related to work overtime, night shift and absence of leave, (work
200 hours per month, and even 210 hours per month.). In most cases due to
shortage of staff. Also there are some incident cases of trauma which are not
really given good attention and follow up by the administrators. So in this regards
the government and hospital administrators have vital role to play as a way

forward.
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CHAPTER FIVE

DISCUSSION, CONCLUSION AND RECOMMENDATION

5.1 Discussion

This is a cross sectional study conducted at the three district health facilities in Kigali
Rwanda among 237 health workers to determine the occupational health hazards
cases and health outcomes suffered, the Human and Institutions factors influencing
these hazards, hospital waste management practices and the compliance practices to
safety measures in health facilities in Kigali. The compliance to safety practices was
assessed through review of the operating work place occupational safety policy to
identify the strength and weakness and put forward recommendation. In like manner
hospital inspection was carried out to determine the workplace environment for
safety mitigation strategies and waste management practices. Information was
obtained from hospital management top ranked staff to help boost information gap
from questionnaire and the focus group discussion. The study findings are discussed
below:

Study findings showed that gender ratio of the study participants; according to male
to female was 100:137. The predominant age category of the study participants were
those in the age cohort of 30-39. Majority of the study participants 103 (43.5%, 95%
CI=37.06 — 50.03) possessed diploma certificates, while about 103 (43.5%. 95%
CI=37.06 — 50.03) had worked for 3-6 years

A high number of study participant, 99 (41.8%) have high level of awareness on
occupational health and safety. This findings is in line with McGrowder D. Etal
(2010) study on Knowledge, Awareness and Compliance with Universal Precautions
among Health Care Workers at the University Hospital of the West Indies, Jamaica
More respondents (92.9%) who were employed in the health sector for 16 years and
over reported high levels of awareness of universal precautions than those who were

employed for less than five years (p<0.0001).
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5.1.1 Proportion of occupational hazards cases and health outcomes among the

health care workers in health facilities in Kigali Rwanda

Findings on the prevalence of occupational health hazards cases showed that working
accident with the highest proportion frequency of 204 (86.1%, 95% CI=81.01 -
90.22). Also findings on the prevalence of occupational hazards health outcomes
cases showed that back ache 142 (60%, 95% Cl= 53.37 - 66.21) was the most
prevalent of the occupational hazards health outcomes in the study, this is similar to
another study on occupational hazards among clinical dental staff, with findings that
showed backache as most frequently experienced hazard in 47% of the subjects
(Fasunloro & Owotade, 2004). In like manner the study conducted by De Castro. A.
B eat al (2009) study on Occupational Health and Safety Issues among Nurses in the
Philippines, findings from reporting behaviour, and safety concerns showed that
approximately 40% of nurses had experienced at least one injury or illness in the past
year, and 80% had experienced back pain. Most who had an injury did not report it.

The top ranking concerns were stress and overwork.

Another important finding was on occupational health hazards related to Injury with
blood borne pathogens 78 (32.9%, 95% CI1=26.97 - 39.29), this is in line with study
on perception and prevalence of work-related health hazards among health care
workers in public health facilities in southern India. The study showed result that
among the 81.5% who reported exposure to biological hazard, 93.9% had direct skin
contact with infectious materials. Among HCWs reporting needle stick injury, 70.5%
had at least one in the previous three months (Arasi at al 2015). In another study by
Lee, on occupational transmission of blood borne diseases to healthcare workers in
developing countries: they observed that majority of occupational acquired blood

borne diseases by HCWs were as a result of needle stick injuries (Lee 2009)

Further occupational health hazards cases revealed in the study were slips and falls
82 (32.9%, 95% CI=28.56 - 41.03), Other studies with similar findings showing
high incidence of musculoskeletal hazards among health care workers included study
by (Texel 2005, Adegoke, Akodu & Oyeyemi 2008, Muralidhar, et al., 2010). This

also equally corresponds to study by Arasi whose findings showed that ergonomic
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hazards included lifting heavy objects (42%) and standing for long hours (37%).
Psychological hazards included negative feelings (20.3%) and verbal or physical
abuse during work (20.5%), (Arasi at al., 2015).

Another occupational hazard health outcome that occurred with significant
proportion among study participants was stress related to over work and over time,
(stressful work experience) 38 (16%, 95% Cl= 11.60 - 21.34). This is just like study
conducted in China on relationship between burnout and occupational stress among
nurses that discovered occupational stress among HCWSs has been argued to be

responsible for high level of job burnout (Wu et al., 2007).

A multi-nominal regression analysis of variables that influence the health hazards
cases in the health facility showed that there was an observed statistical relationship
with three variables was identified as influencing variables to hazards cases through
multinomial regression analysis; The respondents’ professional categories (medical
group) with (p- value = 0.016 < 0.05), Poor safety measures with (p- value = 0.022 <
0.05) and Poor hospital hazards Elimination and control measures with (p- value =
0.002 < 0.05). Finding s from study by Nsubuga, and Jaakkola (2005) Needle stick
injuries among nurses in sub-Saharan Africa showed that 57% of the nurses and
midwives had experienced at least one needle stick injury in the last year. Only 18%
had not experienced any such injury in their entire career. The rate of needle stick
injuries was 4.2 per person-year. Multiple logistic regression analysis showed that
the most important risk factor for needle stick injuries was lack of training on such
injuries (OR 5.72, 95% CI 3.41-9.62). Manyele V et al. (2008) on current status of
occupational health and safety (OHS) in Tanzanian hospitals and identify key areas
for intervention Most of the supervisors were holders of certificates (54.4%). Only
42.9% (6/14) of the hospitals had at least a supervisor with post-graduate degree.
Needle stick injuries accounted for the largest part of the most common accidents
(52.9%); followed by splash of blood from patients (21.7%); burn injury from
chemicals (10.6%); and slippery floors (5.9%).
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5.1.2 Types of occupational hazards and health outcomes that the health care
workers in the study were exposed to as identified by the study participants in

the health facilities in Kigali;

The most common health hazards cases which the health care workers are exposed to
that are similar to other study findings includes: Working accidents 204 (86.1%, 95%
C.1.=81.01 - 90.22), Chemicals splash 70 (29.5%, 95% C.l.= 23.81 - 35.79), assault
and abuse 63 (26.6%, 95% C.l.= 21.07 - 32.69). Study conducted by Hryhorczuket
al., 2004) in Tanzania the main occupational hazards to which health workers are
exposed may be classified as infection, accident, radiation, exposure to noxious
chemicals, drug addiction and psychological problems, and assault. Also the study
findings by Shashi which revealed that potential biological hazards are infections
through exposure to aerosols, spills and splashes during various activities, fungal
infection due to wet clothes and environment and infections through hospital fomites,

which is health facility associated factors (Shashi, Ramakrishna, and Bobby 2014).

The occupational hazards health outcome cases which the health care workers are
exposed to that are similar to other study findings includes Cuts and tissue damage
189 (79.7%, 95% C.1.= 74.06 - 84.67), and Injuries, cuts and fracture 139 (58.6%,
95% C.l.= 52.09 - 64.99 ), Also findings from study by Nsubuga, and Jaakkola
(2005) Needle stick injuries among nurses in sub-Saharan Africa showed that 57% of
the nurses and midwives had experienced at least one needle stick injury in the last
year. Only 18% had not experienced any such injury in their entire career. The rate of
needle stick injuries was 4.2 per person-year. Multiple logistic regression analysis
showed that the most important risk factor for needle stick injuries was lack of
training on such injuries (OR 5.72, 95% CI 3.41-9.62).

5.1.3 The Human level factors influencing occupational hazards and health

outcome cases among the health care workers in the health facilities in Kigali;

The results on the human level associated factors with occupational hazards and
health outcomes on multinomial regression analysis at the level of 0.05 level of
significant, showed that the following variables have strong positive association:
institutional associated factors with (p- value = 0.00 < 0.05), Safety measures
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opinion among health care workers with (p- value = 0.00 < 0.05), Practices of post
exposure safety compliance with (p- value = 0.047 < 0.05) and Masaka health
facility with (p- value = 0.005 < 0.05). This finding varies with the findings of the
study by Annalee Y. etal, (2007) on determinants of Healthcare Workers’
Compliance with Infection Control Procedures A strong correlation was found

between both environmental and organizational factors and self-reported compliance

5.1.4 Institutions level factors influencing occupational hazards and health

outcomes among health care workers in the health facilities in Kigali.

The results on institutions level associated factors with occupational hazards and
health outcomes assessed on multinomial regression analysis showed four variables
to be positively statistically associated with the institutions factors as follows:
Hospital safety policy compliance (p- value = 0.05< 0.05), Safety practices with (p-
value = 0.01 < 0.05), Workers participation in safety programs (p- value = 0.005 <
0.05) and Human level factors (p- value = 0.000 < 0.05).

5.1.5 Medical waste management practices in the health facilities in Kigali,

Rwanda

Furthermore, the study findings in relation to medical waste management practices in
the health facilities showed that about 119 (50.2%, 95% C.l1=43.67 - 56.75) study
participants response showed that hospital management do not provides adequate
personal protective clothing and equipment for practices. The findings are similar
with another study that established gap in hazard prevention strategies with regards
to provision of personal protective equipment (PPE) to health care worker
(Matanock, Arwady, Ayscue, Forrester, Gaddis et al., 2014). On further multinomial
regression analysis of variables that is associated with positive statistical association
to medical waste management practices at 0.05 level significant includes: hospital
policy compliance responsibility commitment (p- value = .001 < 0.05) and Human
related factors (p- value = .045 < 0.05), Institution problems (p- value = 0.03 < 0.05)
and the health facility strategies for elimination of hazards significant (p- value =
.009 < 0.05). The findings are similar to study by Ndejjo et al. (2015) study in

Kampala study about 50.0% of respondents reported experiencing an occupational
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health hazard, 39.5% experienced biological hazards while 31.5% experienced non-
biological hazards. Predictors for experiencing hazards included not wearing the
necessary personal protective equipment (PPE), working overtime, job related
pressures, and working in multiple health facilities. Both study found human
associated factors and institutions associated factors as a predictor factors to

occupational health hazards associated with waste management.

The hospital waste management program on inspection showed no evidence of health
waste management reduction facility plan and updated document (in case of changes
in production technology every five years). The waste management companies have
no real program for develop rules on recovery and disposal of the waste. The
hospital waste collected were stored in plastic bin without proper colour mark, same
colour are used each week, collection, transportation and disposal are not regular and

not in line with policy guide line.

The hospital incinerators in the three health facilities in the study area are not
functioning, so the contaminated wastes are transported to another site for disposal
(increasing chances of cross infection. There were some provision made in some
health facilities for managing and handling liquid wastes, blood and blood products,
placenta and other human wastes. The process of waste collection, sorting, marking,
storage and transportation are not in line with policy regulation, hence no real
structured way. The chemical wastes were disposed in the drainage and no proper
form of disposal. The Potters and cleaners were seen wearing protective apron, boots,
gloves and mask while on duty, especially while emptying the bin at the end of the
shift per day.

The policy and procedures for medical waste management decontamination are not
available in the storage area, though the storage area are kept clean, but still there are
rodents around and the location is not near the patients kitchen. There was no form
of training aid posted as guide for the hospital waste management staff and no first
aid facility to handle emergencies. No file record of update of storage area personnel
training and hazard prevention strategies or injury and emergency response

procedure
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5.1.6 Compliances to safety standards adopted for the protection of health

workers based on policy guidelines in hospitals

The Compliance to workplace Occupational Health and Safety policy formed an
important prerequisite for productivity due to broad scope of the concept. The study
found that high number of study participants are practicing hand washing after any
direct contact with Patient and safe collection and disposal of sharps equipment’s.
Another high frequencies of the participants confirmed use of gloves for contact with
body fluids, non-intact skin and mucous andcorrect disposal of used personal
protective equipment safely. In the area of compliance to universal post exposure
precautions, with regards to careful handling and disposing of sharp instruments
during and after procedures. Another high percentage of workers, 211 (84.7%, 95%
C.I= 79.66 — 88.97) gave approval of practice of immediate washing of hands and
other skin surfaces after contact with blood. On the other hand, about 117 (47%, 95%
C.I= 40.66 — 53.39) respondents’ responses showed noncompliance to the re-
evaluation of exposed health care workers within 72 hours. Study by Baets De. Et al
(2007) on the Access to occupational post-exposure prophylaxis for primary health
care workers in rural Africa: Respondents who received in-service PEP training had
significantly higher mean knowledge and confidence scores but no different mean
attitude scores than those who did not. The mean total score for those who received
the adapted PEP training (10.7 of 12) was significantly higher (P = .008) than for
those who did not (8.8 of 12).

The study findings on Hospital Occupational health and safety committee Policy
compliance and employee participation result showed an average level of compliance
and slightly above average responses that confirms the existence of written
statements, goals, contracts languages other document describing functions, duties
and authorities of health and safety committee. While below average of the study
participants agrees that there are formal procedures for employees to report health
and safety hazards, problems, issues or concerns. However, about 144 (50.8%, 95%
C.1=54.23 - 67.02) responses showed that the hospital does not offer any health and
safety incentive programs and about 129 (54.4%, 95% C.1=47.85 - 60.89) disagreed

that the hospital safety committee does not meet consistently at a regular schedule
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time and place. Also, about 131 (55.3%, 95% C.l.= 48.70 - 61.71) responses
disagreed that there are no investigations/analyses performed for all accidents

resulting in injury, regardless of how minor they may be and reported

The most significant determinant variables in the study that influences the workers
Compliance to safety regulations included the health facility Hazards cases reporting
system with (p- value = 0.001<0.05) and Practice of post exposure safety compliance
(p- value = 0.000<0.05) level of significant. Also positive association exist with
Occupational health and safety practices (p- value = 0.000<0.05) level of significant.
Found statistically significant is the Health facility waste practices (p- value =
0.000<0.05) and Health institution associated factors (p- value = 0.01<0.05). This
finding is in line with Mailu. (2016) study was to establish employees’ perception on
occupational health and safety at Eapcc, further determine the extent to which
workers had complied with the OSHA 2007 stipulations. The regression results show
that there was significant relationship between occupation health concerns and
employees performance (r = - 0.925, p=0.001) and a negative but significant
relationship between occupational safety concerns and performance of employees (r=
- 0.777, P=0.002). Another study in Nairobi; by Nzuve & Ayubu.(2012), on the
Extent of Compliance with Occupational Safety and Health Regulations at
Registered Workplaces in Nairobi. The Overall, the extent of compliance with the
Act at workplace stood at 64.49%. Organizations still have an abysmal 35.5% level
of non-compliance that should be addressed to minimize the dire consequences of

non-compliance.

Findings from the Occupational Health and safety Policy Gap Analysis showed: The
Government of Rwanda adopted the health facility accreditation system as one of the
many strategies to improve quality of care, to foster continuous quality in Health
facilities and with elaborated policies, procedures and guidelines to be followed in
service delivery. There were evidence of poor compliance to incident investigations,
report and follow up. Training gap/ information sharing and training evaluation
records were not seen. Workplace environmental safety are not fully enforced (Poor
equipment maintenance, engineering, poor supply of PPE) these are necessary to

prevent hazards. There were absence of safety guidelines for activities in various
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departments and job supervision and evaluation update or incident report. The forum
for dealing with challenges in waste management does not exist and great burden of
manual handling and lifting Safety committee and responsibilities though recently
inaugurated, but without real safety activities. No regular meeting, No record of

meetings, No investigation on safety related issues, No record of cases.

The top hospital management cadre showing their level commitment that ensured a
safe workplace for the employees tries to identifies the chairperson of Safety and
members that manages safety and hazards related issues, through design and
implementation of the applicable safety national safety policy program. The
responses from the top management staff of the three health facilities in the study
showed that 6 (66.7%, 95% C.1.=29.93 — 92.51) agreed that the top hospital
management implements a written policy supporting and mandating the safety and
health management system same proportion showed that Top hospital management
assigns responsibility and accountability for the implementation and maintenance of
the program. Also about 6 (66.7%, 95% C.1.=29.93 — 92.51) responses showed that
Hospital management effectively communicates its worker health and safety goals
and expectations to all those working for or on behalf of the organization. On the
other hand only 3 out of the 9 hospital management (33.3%, 95% C.I= 07.49 —
70.07) responses showed that everyone in the hospital knows who has been assigned
responsibility for the program and Hospital management recognizes employee
contributions to worker safety and health at the hospital. Also Hospital management

routinely demonstrates visible commitment to the program.

The ILO and WHO safety and hazards control in workplace were not strictly
adhered to based practices and incident investigations, report and follow up evidence,
Unfortunately, there are absence of evidence based practices and report. Training
gap / information sharing and training evaluation records were not seen. Workplace
environmental safety are not fully enforced (Poor equipment maintenance,
engineering, poor supply of PPE) these are necessary to prevent hazards. Though
there are some safety guidelines for activities in some departments, but there

communications are not fully empowered when you consider the responses of some
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health care workers Absence of job supervision and evaluation update or incident

report.

The forum for dealing with challenges in waste management does not exist and great
burden of manual handling and lifting, even storage and disposal mechanism are not
in line with the policy guide especially for hazardous chemicals. Safety committee
and responsibilities though recently inaugurated, but without real safety activities.
No regular meeting, No record of meetings, absence of investigation on safety
related issues, No record of cases, There are no documented statistics of the hazards
cases and health outcomes among workers and it is similar with the other sectors in
Rwanda. This is a call for concern and need to be strengthened by the national

council of occupational health and safety in Rwanda.

Finally, multi-nominal regression analysis on the variables that influences
Compliance to Safety regulations in the study showed that there was an observed
statistical association with Actions that Influence poor policy (p- value = .004 <
0.05), Health facility waste practices (p- value = .002 < 0.05), Hospital management
safety practices (p- value = .003 < 0.05), Health facility safety programs (p- value =
.022 < 0.05) and workers participation in safety program (p- value = .042 < 0.05).

Focus group discussion findings brought out other determinant issues related to work
overtime (work 200 hours per month, and even 210 hours per month.), night shift and
absence of leave due to shortage of staff. Another issue was poor investigation,
follow up and report of workplace incident cases. Sometimes, cleaners are compelled
to engage in wastes collection and to pack them in sacs, in that time the wastes
release the repellent gases, because the hospital have no incinerator. Also work
demand and pressure of work seems to provoke increases risk of occupational
hazards and at times due to shortage of staff, when one person does a work to be
handled by many others. Others determinants include poor incentives and
motivation, poor supply of personal protection equipment and absence of routine test

for hepatitis and related diseases.

Institution Compliance health and safety; showed low level of compliance to

training, work supervision, provision of safety information and practices guides and
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staff involvement in safety programs. There are no guidelines on risk aversions and
procurement procedures for equipment replacement related to hygiene / waste
management. This is not in line with the national policy provision in Rwanda. In
some cases new staffs are recruited to fill the gap created by staff that left without
prior notice, these new staff are  deployed without prior training..This particular
practices is not in compliance with the policy prescription for the health facilities.
Future Action Plan: follow up on the hospital waste management companies to
ensure they provide quality services unlike the current poor services and to assign a
staff to oversee their activities since they already knows about health facilities and
their types of wastes. The need to improve on workplace hazards accidents and
incident report. The treatment and follow up and compensation for risk exposure and

other staff victims

Key lesson from the study

There are many short falls with compliances to workplace safety for both the
employers and the employees which affect their health negatively and the quality of

care.

Occupational health and safety study like this would most likely provide moral, legal

and economic benefits to the society, when proper lesson are drawn.

Adherence to set standards and guidelines in workplace not only promotes safety but

prevents disability, economic loss, meet job demand and with quality assurance.

This study revealed major underlying employee and employers’ factors like non
motivation of workers, negligence, incident reporting / documentation gap, weak

regulations and safety enforcement system.

It equally throws light on the prevalence of health hazards occurrence among
different categories of health workers and short falls on hazard prevention and safety

practices which provide data that are useful for various purposes
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Key issues and /or reforms that could help strengthen worker safety lies on hospital
management policy commitment and ensuring employee participation in safety

program
5.2 Conclusion

1. Proportion of occupational hazards cases and health outcomes among the health

care workers in health facilities in Kigali Rwanda

The occupational hazards cases with highest prevalence in the study was working
accident and Slips and falls and blood borne diseases respectively and the
occupational hazards health outcome with highest prevalence in the study was back

ache and Lung diseases.

2. Types of occupational hazards and health outcomes that the health care workers in
the study were exposed to as identified by the study participants in the health

facilities in Kigali;

The most common health hazards cases which the health care workers are exposed to
includes: Working accidents, chemical splash assault and accidents while the
occupational hazards health outcome cases that the health care workers are exposed

includes Cuts and tissue damage and Injuries, cuts and fracture.

3. The Human level factors influencing occupational hazards and health outcome
cases among the health care workers in the health facilities in Kigali;

The Human factors in the determinant of occupational hazards and health outcomes
are ssafety measures opinion among health care workers, Practices of post exposure

safety compliance and some specific health facility factors (Masaka).
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4. Institutions level factors influencing occupational hazards and health outcomes

among health care workers in the health facilities in Kigali.

Furthermore, the institution associated factors in the determinant of occupational
hazards and health outcomes are the OSH Policy compliance, Safety practices,

Workers participation in safety programs and Human associated factors.

5. Medical waste management practices in the health facilities in Kigali, Rwanda

The Medical waste management practices were: influenced by poor hospital policy
Compliance responsibility commitment, Human related factors, the Institution
associated problems and the health facility strategies for elimination of hazards. Also
there are no evidence of medical waste management reduction facility plan and
updated document or real program for developed rules on recovery and disposal of
the waste. No file record of update of storage area personnel training and hazard

prevention strategies or injury and emergency response procedure.

6. Compliances to safety standards adopted for the protection of health workers

based on policy guidelines in hospitals

This study observed low compliance level with occupational health and safety policy
in relation to employee participation in safety program, post exposure safety
compliance, hospital management leadership commitment, Strategies for Hazards

prevention in hospital, Health Facility Safety Programs and hazards reports systems

The top hospital management cadre admits they implements a written policy
supporting and mandating the safety and health management system and assigns
responsibility and accountability for the implementation and maintenance of the
program. Also effectively communicates its workers on health and safety goals and

expectations to all those working for or on behalf of the organization.
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5.3 Recommendations

1. Proportion of occupational hazards cases and health outcomes among the health

care workers in health facilities in Kigali Rwanda

The need for risk reduction and aversion through hazards mitigation strategies,

proper job placement and safety education

2. Types of occupational hazards and health outcomes that the health care workers in
the study were exposed to as identified by the study participants in the health

facilities in Kigali;

The health facilities administrators should strive to improve on the safety
communication, safety guidelines, job supervision and risk aversion and hazards

reporting and investigations.

3. The Human level factors influencing occupational hazards and health outcome
cases among the health care workers in the health facilities in Kigali;

To ensure regular workers training on safety, improved communication on safety
information especially during induction of new workers and strict enforcement of the

safety compliances in field of practices.

4. Institutions level factors influencing occupational hazards and health outcomes

among health care workers in the health facilities in Kigali.

The health facilities administrators should engage in Human capacity development
through safety education, accident investigations and documentation, promotion of

safety practices and involvement of workers in safety programs.

5. Medical waste management practices in the health facilities in Kigali, Rwanda.

To ensure regular training of staff in waste management department on safety,
enforce strict adherence to medical waste management practices in waste reduction,
storage, decontamination, recycling, and disposal. To ensure that safety protective

equipments’ are provided.
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7. Compliances to safety standards adopted for the protection of health workers

based on policy guidelines in hospitals

There is need to strengthen policy enforcement system for the employers, to increase
workers participation in safety programs and strengthen pre and post exposure
compliance to safety. The health facilities incinerators must be made functional and
regular hazards incident investigations, follow up and improved surveillance very

important..
5.4 Suggestion for further studies

There are needs for harmonization and international comparability of well-designed
study and properly identify the multiple factors in the aetiology of occupational
hazards with closer attention to risks aggravated by job insecurity and poor training

of workers in the workplace.

May be an interdisciplinary approach might help to throw more light in
identification of key issues and /or reforms that could help strengthen worker safety.
More research would help to identify the economic and non- economic relationships

to occupational hazards.

Also study on the effect of the hazards on job performance and consequences of the
hazards and worsening effect on human resources shortage. Others could carry out
study on the assessment of the effectiveness of safety training as measures

countering occupational health hazards in workplace.

An investigation to assess the consequences of hazards exposure and illness outcome
may be helpful. Lastly, study on the barriers to effective communication of safety

standard and practices in workplace.
5.5 Contribution of the current study to learning

- This study revealed major underlying employee and employers’ factors like

poor involvement of workers in safety programs and non motivation of
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workers, negligence, incident reporting / documentation gap, weak

regulations and safety enforcement system.

It equally throws light on the prevalence of occupational hazards and health
outcomes among the health care workers and the factors that influenced it,
these could be used for policy reforms or could provide data that are useful
for various purposes and for risk reduction in work place.

Key issues and / or reforms that could help strengthen worker safety lies on
policy commitment and ensuring employee

hospital management

participation in safety program and improved hazards mitigations.

Model for dealing with Occupational Health Hazards in health facility

Suggested Employee Suggested Employee
action action
Outcome leadership management
Employee — safety commitment
(fulltime < > 7
Health services ——
delivery: Safety Communication /
Policv enforcement
Moral  obligation =  Safety Practices ¢
& job commitment | — PEP Compliance :
and understanding *  Promotion of Good  workplace  design,
safety enabling environment
— " Decreased Hazards /Hazards mitigations
l incidence & cost
Effectivee A
Personal = Less d isability Staff training and
dev_elopme_znt _ and ——— =  Containment of motivation
easily adjusting to communicable
work dynamism diseases
= Less litigations and ¢
l sanction
Predictive & futuristic
Strength in safety < > through research
compliance ‘
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APPENDICES

Appendix I: Consent Form for Interview of Participants

JOMO KENYATTA UNIVERSITY OF AGRICULTURE AND
TECHNOLOGY, KIGALI CAMPUS

CONSENT FORM FOR Interview of Participants:

Title: Occupational Health Hazard: Associated Factors and Compliance to

Occupational Safety Measures in the Health Facilities in Kigali, Rwanda

Supervisor; Prof: SIMON KARANJA

Hello, you are all welcome’ I am Nwankwo Mercy, a PHD student of JOMO
Kenyatta University of Agriculture and Technology, Kigali Campus. | need to ask

some questions to enable me gather information on health issues.

This interaction is to enable me assess what you know about occupational hazards

and evaluate compliance to safety international standard measures in your practices.

Information you give in response to the several questions options are in connection

with occupational hazards.

Feel free to respond to these questions and be assured that your secrets are kept
without disclosure to anyone except by your permission. The privacy and
confidentiality of the information supplied are guaranteed. Also you are free to stop
at any time you want in the study and no penalty will be given to you and every other

benefit given to other participants will be given to you.
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There is no risk to your health from participating in this study. All of the questions
will be about health and what you know and about health hazards in work places.
Sometimes answering questions like this can be difficult. If the questions are
upsetting or if you do not want to answer a question for any reason, you do not have

fo.

I hope that the answers will help us discover factors associated with occupational
hazards and the compliance to safety regulations in the health institutions to help
limit hazards in work places. If you have any questions or concerns about what you
are asked, you are free to ask at any time during the discussion or in private at

another time.

Contact Nwankwo Mercy
Phone +250785701775 or email:mercynjkuat@gmail.com
Do you agree to participate in this study? Yes (PROCEED) No (STOP)

[I have explained this research study to the subject

Interviewer/Witness to Assent Procedures Date
(To be signed by interviewer after subject has verbally assented).
Participant:

| agree to participate. ...----=-=-=-m==smememememmm oo e
(Participants’ Signature.) Date

If the participant refuses:

I am sorry you will not be able to participate in this discussion. Thank you for your
time.

From the survey consent form
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Appendix I1: Questionnaire

Quantitative component Study Questionnaire:

May | use this opportunity to plead to you that you supply the necessary information
concerning what you know about health safety measures and occupational health
hazards. This information will help the government to improve on occupational
health safety measures and improved working condition in the country, the answer
you give here will be respected. Your name will not be required, thanks for the

assistance.

Identification: Put Initials -----------=-=-mmmmmmemm oo

District: i. (Nyarugenge) [J ,ii. (Kicukiro), [ iii. (Gasabo) [

Name of the health facility:

Date:

Answer these questions as it applied to you: You can opt for more than one

response from these questions.

Study participants Socio-demographic characteristics;

A. Age: (Years)

B. Gender: Male [J Female [J

Respondent’s Profession Tick your profession

Medical officer

Specialist

Nurse

Midwife in maternity unit

Dentist

Laboratory Scientist / Technician
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Pharmacist / Pharmacy Technician

Anaesthetists / theatre worker

Cleaner / potter

Mortician

Workers in the sterilizing Unit

Maintenance Staff

Hospital Management Staff

Occupational Safety Staff

Respondent Background Characteristics

YES

NO

Sex:

Male

Female

District Name / Health Facility:
Nyarugenge (Muhima)

Gasabo (Kibagabaga

Kicukiro (Masaka)

Age group of the study Participants
18 to 29years

30 to 39years

40 to 49

50 years and above

Duration in service / Length of years of service

Less than 3 years
Between 3 and 6 years
Between 7 to 9 years

10 Years and above
Participants Education:
None
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Primary

Secondary

Diploma / Certificate
Degree

Post Graduate

History of habits
Whether smoking or not

Whether taking alcohol or not

A. Existence of occupational health and safety in the health Facility

Existence of occupational health and safety in the health YES

Facility

No

Health Facility have Occupational health and safety chief

Health Facility have Occupational health and safety

programs

C. Questions on study participants work history

Study Participant work history Yes
Participants doing Other Jobs

Working Night shift

Number of days worked per week:

5 days

6 days

7 days

Number of hours worked per day
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7 hours
8 hours
9 hours
10 hours
11 hours
12 hours

D: Questions on awareness of occupational health and safety program in the

work place that must be enforced

Disagre Neutra Agre

Awareness of occupational health safety program e | e

elements

1. Work safety responsibility

2. Health facility safety

3. Employee orientation/ training

4. Work space inspection/ supervision
5. First Aid

6. Health and Safety Promotion

7. Reporting and investigation accidents/incidents
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E. Questions on workers opinion of safety measures in their workplace

Workers opinion of safety Strongly Disagree Undecided Agree Strongly

measures in their disagree Freq. Freg. agree
workplace
1. Workplace contains

harmful chemical,
gases and
contaminated blood
products:

Task are performed
either in prolonged
standing or sitting
position

Exposure to
condition like
tuberculosis, HIV
&AIDS infection,
asthma, hepatitis,
heart disorders are
common in
workplace

Safety awareness can
be enhanced by
training and
communication

Wearing glove /
boots can reduce
damage to hands and
foot

Wearing apron can
reduce physical
damage to your body

Wearing mask can
reduce damage to
respiratory organs

Washing hands after
work can prevent
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diarrheal diseases

Record of accident
frequency and
severity rates

F. Questions on the health facility safety prevention strategies

Health facility safety prevention strategies in place

Yes

No

10.

11.

12.

Safety rules and policy in the health facility
Hazard / accident investigation and reporting
Regular workers Health and safety training
Health and safety monitoring and audit

Health hazards communication and surveillance
system

Equipment procurement and maintenance
system

Incorporating safety-engineered protection
mechanisms in several units

First Aid medical services
Health insurance system for workers

Workers pre- and post- job placement screening,
treatment and control of non-socomial infection

Research capacity building on workplace safety
related issues

Dealing with hazardous hospital wastes
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G. Questions on the health facility safety activities

Health facility safety activities Yes

No

1. Promotion of safety awareness and safety
program

2. Regular equipment maintenance
3. Workplace inspection / supervision

4. Provision of work safety guidelines and safety
information

5. Job training and placement
6. Providing medical and first aid facilities

7. Reporting and investigating all accidents /
incidents

8. Enforcing health and safety regulations

Questions on the hazards elimination and control measure in the health facilities

Hazards elimination
and control measure in
the health facilities Strongly Disagree | Disagree

Undecided | Agree

Strongly Agree

Question on hazard control
measures in health facility

Eliminating risk of hazards
among workers through
risk containment,
engineering and safety
training

Ability to correct a
potential hazard

Time deadlines set for the
correction of potential
hazards
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Hospital workers are
provided with safety
information

All the occupational safety
health standards in hospital
are in place

Employer makes every
effort to keep away
unnecessary stress in the
workplace

Hospital workers are well
informed of the controls
measures for hazards
There are supervisors'
assigned responsibilities to
ensure hazard controls
Implementation of controls
is tracked to completion

H. Questions on the types of hazards report system used in the health facility

Types of hazards report system used in the Yes No

1. Injuries or illnesses
2. Incidents or near misses
3. Property loss or damage
4. Environmental damage
5. Disability and loss

6. Mental health problem
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4. The proportion of occupational health hazards cases

Proportion of occupational hazards cases among health worker in the health
facility (2015 — 2016)

Question on Proportion of Occupational hazards

cases in health facility

Working accidents

Slips and Falls

Injury with Blood borne pathogen
Hazardous waste

Confined space

Chemical splash

Violence and molestation

Table: Proportion of occupational hazards health outcomes among health worker in
the health facility (2015 — 2016)

Question on Proportion of Occupational
health hazard outcome cases in health
facility Yes No

Backache

Lung disease

Over time with Stress
High blood pressure
AIDS

Cancer

Asthma
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5. Types of occupational hazards cases known by the health care workers

Questions on Types of occupational health hazards cases known by the health care

workers

The Different types of occupational hazards cases that exist in the health facilities in

Kigali Rwanda.

Question on Types of Occupational hazards cases

experienced in health facility Yes No

Working accidents

Injury with Blood borne
Insect and animal bites
Contagious Waste hazards
Fire outbreaks with burns
Violence and assault
Chemicals splash
Confined spaces

Assault and abuses

The Different types of occupational hazards health outcome cases that exist in the
health facilities in Kigali Rwanda.
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Question on Types of Occupational hazards

health outcomes experienced in health facility Yes

No

Cuts and tissue damage
Neck pain
Body pain
Back pain

Stress / Psychosocial problems
Injuries, cuts and fracture

Blood borne infection

Sprain

Allergic reaction to skin, eye
Air burn infection

Asthma and Tuberculosis
Allergic reaction to the body
Allergic reaction and poisoning

Burn out from work pressure
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3. Individual level related factors influencing occupational health hazards °

Questions on Individual related factors influencing occupational health hazards

Stro
ngly
Disa Disa Undec Ag

gree gree ided ree

Person- level factors influencing

occupational health hazards

Strongly
Agree

1.

Negligence of safety procedure,

hygiene rules and carelessness

Poor knowledge on use of

protective and safety equipment

Poor job training, skill and

experience

Body sensitivity and reaction to

some medical devices

Distraction with other personal

issues

Lack of job motivation

Absence of insurance cover

Workers pre- existing disease

Multiple job place to improve

earning
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4. Health facility related factors influencing occupational health hazards.

Questions on Health facility related factors influencing occupational health

hazards.

Stron
gly
Disag Disag Undeci Agr Strongly
ree ree ded ee Agree

Health facility determinant factors

1. Constant work over load and extended

work time due to shortage of staff

2. Poor infrastructures, housekeeping and

hygiene

3. Unclear procedure rules and absence of

job supervision

4. Poor equipment’s maintenance system

5. Absence of Fire emergency drills and

safety equipment’s

6. Poor safety information
communication and hazard reporting

system

7. Insufficient job safety training

8. Breakdown of safety policy

9. Un responsive health management

team
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5.

Medical waste management practices in the health facilities

Questions on Medical waste management practices in the health facilities.

Yes No

Questions on waste management

1.

Are the chemical, physical and biological substances and
agents under their control are without risk to health

Are there appropriate measures of protection taken
against accidents

Do the waste management workers gets safety instructions
and training from managers and occupational safety staff

Do the hospital management provides regular supervision
of work practices, and enforces the application and use of
occupational safety and health measures

Do hospital management provides adequate personal
protective clothing and equipment

Respects to hours of work and rest breaks observed in
work place

Do they Provide first aid for emergency and accidents

Whether they conduct research to keep track and address
emerging health issues
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Health facility inspection

Inspection component Observation

Recommendation

Location of the Hospital

Environmental Management practices
Environmental protection permits and
practices

Health facility environment safety design
Waste management practices:

Solid waste
Liquid wastes

Radio active waste

Documentation practices

Wastes handlers practices

Evidence of workers safety training
Evidence of safety communication and
report system
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6. Compliance to Occupational safety Practices in Workplace
Questions on Compliance to Occupational safety Practices in Workplace
Yes No

Compliance to Occupational safety Practices in

Workplace

1. Hand washing after any direct contact with Patient
2. Safe collection and disposal of sharps

3. Use of Gloves for contact with body fluids, non-

intact skin and mucous

4. Wearing a mask, eye protection and a gown if blood

or other body fluid

5. Do you always covering all cuts and abrasions

sustained during work

6. Do you comply with dispose of used personal

protective equipment safely
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Questions on Compliance to post exposure universal precautions

Yes

Compliance to post exposure universal precautions

No

1.

2.

10.

Are there guidelines outlining all procedures

Immediately washing hands and other skin surfaces after

contact with blood

Careful handling and disposing of sharp instruments during

and after

Any Support and counselling programs for workers
exposed to hazards

Any provision of post-exposure prophylactic medication
for high-risk job

Are you Immunized against diseases like hepatitis,

tuberculosis early

Exposed health care personnel's should be advised to use

precautions,
Re- evaluation of exposed health care workers in 72 hours

People who are at substantial risk for blood borne

infections may nee

Use of Droplet Precautions until patients have received 48

hours of appropriate therapy chemo-prophylaxis
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Hospital Occupational Health and Safety Policy Compliance Questions

Hospital Occupational health and safety policy and employee Yes No

Participation on Occupational health and safety

1. Does health facility have a Health and Safety committee

2. Are there specific written, statement, goals, contracts
language or other document describing functions, duties

and authorities of health and safety committee

3. Does the committee meet consistently at a regular

schedule time and place

4. Are the committee's agendas and minutes distributed to
all employees, or posted in a way that makes them

accessible to all employees

5. Are there formal procedures for employees to report

health and safety hazards, problems, issues or concerns

6. Isthere a formal "feedback" system for responding to

employees' concerns

7. Are there special procedures for handling immediate
health and safety problems (other than emergency

response), e.g. stopping an unsafe job,?

8. Does the hospital offer any health and safety incentive

programs

9. Are employees allowed to conduct health and safety

activities like training, meetings and accident
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investigation on work time?

10. Are there work supervisors that participate in the
identification and elimination of workplace hazards

11. Do the work supervisors participate in developing or
revising health and safety practices and/or policies

12. Do workers have clear communication channels for

getting health and safety information

13. Are investigations/analyses performed for all accidents
resulting in injury, regardless of how minor they may be

and reported

14. Are any employees subject to medical surveillance or

monitoring for specific hazards (e.g. noise)?

Hospital management and leadership Commitment to occupational safety Policy

Guideline

Management and leadership Commitment to occupational safety Policy Guideline
Result of  Respondent Strongly Disagree Undecided Agree Strongly
Management and Disagree Agree
leadership Commitment to

safety Policy Guideline

1. Your hospital Health
and Safety
Programme are re-
evaluated and/or
updated on regular
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basis

Does management
set formal, annual
health and safety

goals for the hospital

. There is health and

safety signed policy
statement that

specifically m

. There is an annual

health and safety
budget designated

for control me

Performance of
Health and safety is
a formal part of
managers'

performance

Is health and safety a
formal part of
hospital supervisors

‘performance

Full-time employees
have health and
safety as their
primary

responsibility
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Study participants’ opinion on Factor resulting to Poor policy enforcement

Respondent Opinion on Strongly Disagree Undecided Agree Strongly
Factor resulting to Poor Disagree Agree

policy enforcement(n=249)

1. Poor policy
implementation and

regulation

2. Forgetfulness of the
right procedures and
distractions

3. Poor timing of work
scheduled and

carelessness

4. Unsafe working

environment

5. Poor policy

enforcement system

6. Occupational

hygiene practices
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Questionnaires for the hospital Management

Top hospital management responses on safety leadership compliance

Management Leadership (n = 9) Yes | No
There is a written policy supporting the safety and health
management system.
The management defines effective worker health and safety goals
and expectations.
They assign responsibility and are accountable for the work and
maintenances too.
Ensures effective communication for workers health and safety
goals and expectations.
Everyone in the hospital knows who has been assigned
responsibility for the program.
Allocates appropriate resources (funds and time) to accomplish
goals and manage the program.
Recognizes employee contributions to worker safety and health at
the hospital.
Routinely demonstrates visible commitment to the safety program.
Hazard Identification
Hazards identification in the hospital (n = 9) Yes | No

Regularly review of written materials such as OSHA logs and workers'

complain claims,

Review of written materials on results of workplace inspections,

Review of incident investigation reports, and manufacturers’ literature to

help identify hazards.

Inspection of hospital physical environment to identify conditions that poses

threat to workers safety.
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Ask employees about hazards and safety concerns in their work areas during

rounds.

Investigates incidents to identify any previously unrecognized hazards.

Conducts all inspections and exposure assessments required by OSHA.

Identifies hazards associated with emergencies and non-routine operations.

Informs employees of hazards in their work areas.

Review all contractor job plans for safety and hazards, prevention, and

control.

Receives contractor’s complaints on likely hazards provoking situations for

mitigation purposes.

Informs all contractors of the hazards they may encounter during their work

on site.

Policy Implementation and Compliance Gap Analysis

status Challenges

Strategic objectives Achievement Existing Gap/ Action plan

Policy provides operational
guidance on Negative Incident
Reporting,

Incident Investigation,

Reporting and Handling of
Accidents/Injuries While on Duty,
No Smoking of Tobacco Products
on Hospital Premises and Taking
Alcohol, Abuse of Drugs and Other
Substances in District Hospitals
Manual Handling (Lifting of
Loads),

Storage  and Labeling  on
Flammable Products, Storage of
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Hazardous Materials and
Dangerous Goods, Purchase of
Hazardous Materials and
Dangerous Goods

Radio and Other Noise Making
Devices in Hospital Settings

Fire Extinguishers Use

Monitoring Data on Incidents,
Injuries and other Events

Hazards and Risk reduction
Handling Storage and Disposal of
Clinical and other Waste

Safety committee and

responsibilities

Focus group discussion

Site: Kigali Moderator:
Number of Men: Women: Note-
participants: taker:
Date:

Start time: End time:
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Question Theme

Question and probe

Q1. Theme:

Health Problems in workplace

Q2 Theme:

Determinants of Occupational

health problems

Q3 Theme:

Institution Compliance

and safety

health

“Why do you think health problems occur in

your workplace?

Probe question: What is the standard for working

hours?

“What do you think contributes to the health
problems in your workplace?

Probe question: “Why do people get infected
with HIV while they use personal protective

equipments?”

Probe question: “Except that you are not giving
time of break / rest in between job, anything

else?

Probe question: “Do you have regular supply of
personal protective equipments: gloves, mask,

boots and glass?”’

Probe question: “What do you put on when you

have washed your uniform?”

Probe question: “If we estimate, what
percentage of incident cases have you had in
your respective health facilities?

“Tell me how occupational hazards and safety

issues are handled in you workplace?”
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Q4. Theme:

Work place risks

Still on Compliance health and

safety
Q5. Theme:

Workplace incidents /

occupational hazards that needs

to be reported and notified.

Q6.Theme:

Accident incident
system
Q.7. Theme:

Future Action Plan

reporting

“Are there thing you consider very bad and

threat to your job?”

“What about participating in safety committee
meetings and post exposure safety practices”
Probe question: “Are there guidelines /

instructions that are hung somewhere?”

Probe question: are there guidelines about
precautions which are hung somewhere at your

working place?

“What do you know about incident report in

workplace?”
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Appendix I11: Ethical Approval to conduct Research

NATIONAL ETHICS COMMITTEE / COMITE NATIONAL D’ETHIQUE

Telephone: (250) 2 55 10 78 84 Ministry of Health
E-mail: info@rnecrwanda.org P.0. Box. 84
Web site: www.rnecrwanda.org Kigali, Rwanda,

FWA Assurance No. 00001973
IRB 00001497 of IORG0001100

30ctober,2015
No.341/RNEC/2015

Nwankwo Mercy Chinenye
Principal Investigator

Your Project title “Occupation health and mitigation strategies in health facilities in
Kigali,Rwanda"” has been evaluated by the Rwanda National Ethics committee.

Involved in the decision
No { Reason)
Name Institute Yes | Absent | Withdrawn from
the proceeding

Dr.Jean-Baptiste MAZARATI | Biomedical Services | x

(BIOS)
Prof. Eugéne RUTEMBESA | University of Rwanda X
Dr.Laetitia NYIRAZINYOYE | University of X

Rwanda(school of public

Health)
Prof.Alexandre University of Rwanda X
LYAMBABAJE
Ms.Frangoise UWINGABIYE | Lawyer at Musanze X
Dr. Egide KAYITARE University of Rwanda X
Sr.Domitilla Kabgayi Nursing and|X
MUKANTABANA Midwife school
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Mr. David K. TUMUSIIME Kigali Health institute X

Dr. Lisine TUYISENGE Kigali Teaching Hospital X

Dr. Claude MUVUNYI Biomedical Services X
(BIOS)

After reviewing your protocol during the RNEC meeting ofoctober10,2015where quorum
was met, and revisions made on the advice of the RNEC submitted on3 November,2015,
Approval letter has been granted to your study.

Please note that approval of the protocol and consent form is valid for 12 months.
You are responsible for fulfilling the following requirements:

1. Changes, amendments, and addenda to the protocol or consent form must be
submitted to the committee for review and approval, prior to activation of the
changes.

2. Only approved consent forms are to be used in the enrollment of participants

3. All consent forms signed by subjects should be retained on file. The RNEC may
conduct audits of all study records, and consent documentation may be part of such
audits.

4. A continuing review application must be submitted to the RNEC in a timely fashion
and before expiry of this approval.

5. Failure to submit a continuing review application will result in termination of the
study.

6. Notify the Rwanda National Ethics committee once the study is finished.

Sincerely,

Dr. Jean- Baptiste MAZARATI Approval Date:..21.44.)%2.4.
Chairperson, Rwanda National Ethics Committee. Expiration Date:2, )M(’Le a.

Date of Approval 3November,2015
Expiration date:2November, 2016

Rwanda Nationa! Ethics Committes

194




Appendix 1V: Authorization Letter to Conduct Research

REPUBLIC OF RWANDA Kigali, 25 DEC20%
N20/ 5° 2L/  DGPHFIS/2015

P.O. BOX 84 KIGALI

/NWANKWO MERCY CHINENYE
Jomo Kenyatta University of Agriculture and Technology
KIGALI Campus
PHONE: (+250) 785701775

Email: mercynjkuat@gmail.com
DearNwankwo Mercy Chinenye,
RE: Your request for authorization to conduct research in health facilities

With reference to your letter requesting for the authorization to conduct a study entitled
“Occupational Health Hazard: Associated Factors and Mitigation Strategies in Health Facilities in
Kigali, Rwanda”, the RBC Collaboration Approval Note N° 65/RBC/NCDs/2015, and the RNEC
Ethical Clearance N° 341/RNEC/2015;

I am pleased to inform you that you are authorised to go ahead and conduct your research in the
sampled health facilities in Kigali.

However, you are also hereby requested to keep in touch with the Division in charge of Non-
Communicable Diseases in RBC and the Clinical Services Directorate General in the Ministry of
Health for appropriate implementation of the study.

Sincerely,

o ‘
Dr. Agnes BINAGWAHE/\' 2
Minister of Health

Cec:
— Acting Director General of Rwanda Biomedical Center (RBC)
— Director General of Clinical and Public Health Services
KIGALI
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Appendix V: Approval Letter from Ministry of Education Rwanda

REPUBLIC OF RWANDA Kigali, 44} 0x{. 30 6...
N°.022.4...../12.00/2016

- -
MINISTRY OF EDUCATION
P.0.BOX 622 KIGALI

Nwankwo Mercy Chinenye,
Ph.D student in Public Health
Jomo Kenyatta University of Agriculture and Technology-Kigali Campus

Email: mercynjkuat@gmail.com

Dear Ms. Mercy Chinenye,

RE: Approval to Conduct Research in Rwanda under the Project Title: “Occupational
Health and Mitigation Strategies in Health Facilities in Kigali, Rwanda”

I am pleased to attach a copy of research clearance, which has been granted to you to conduct
research on the above title.

I wish to remind you that the research clearance number should be cited in your final research
report. The research should be carried out under affiliation of Jomo Kenyatta University of
Agriculture and Technology-Kigali Campus, under supervision of Dr. Hilda Vasathakaalam,
Lecturer at JKUAT-Kigali Campus.

You are requested to submit the progress report after six months and final report after completion
of your research activities to the Ministry of Education of Rwanda.

I wish you success in your research.
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Yours sincerely,

i goach | !
Marie Christine GASINGIRWA, Ph.D
Director General of Science, Technology and Research
Ce.
- Hon. Minister of Education
- Hon. Minister of State in Charge of Primary and Secondary Education
- Permanent Secretary, Ministry of Education
- Dr. Hilda Vasathakaalam, Lecturer at JKUAT-Kigali Campus
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