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ABSTRACT

The Kenya Occupational Safety and Health Act (GOK-OSHA) mandates employers to
ensure and maintain the highest standards of occupational safety and health (OSH) in
their workplaces. However, occupational incidents persist in public health facilities. This
research aimed to assess adequacy of various elements of work environments; OSH
awareness within the health workforce and Management; Management commitment;
and workers’ participation in OSH practices in public dispensaries and health centres
within Machakos County. Stratified and random sampling methods were adopted to
determine the health facilities and health workers to be included in the study. The study
was a cross-sectional survey conducted in January and February, 2018 and involved 21
health facilities, 42 members of the Health Management, and 107 health workers in
Machakos County. Linear dimensions and angles were measured, areas and air volumes
computed, data collected from respondents, and observations made in the workplaces.
Regression coefficients showed strong positive relationships between each of the
independent variables and OSH performance. The prediction factors were 0.6810,
p<0.05 for management commitment; 0.6680, p<0.05 for OSH awareness; and 0.6600,
p<0.05 for workers’ participation. The null hypothesis was rejected in the t-test. The
study concluded that lack of adequate OSH elements of work environment, OSH
awareness among health workers and Management, Management commitment, and
workers’ participation affected OSH performance in public health facilities. The Health
Management and workers should be trained specifically in OSH, and exercise their
mandates to improve OSH performance in the dispensaries and health centres.
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CHAPTER ONE

INTRODUCTION

1.1  Background to the Study

Occupational safety and health is a study domain which focuses on the prevention of
injuries and ill-health at work through the provision of suitable conditions of
employment to attain and maintain the highest level of health of all workers
(International Labour Organization [1LO], 2011 p.1). Protecting workers is a deliberate
ILO mandate to safeguard their safety and health from disregard, and to ensure that
occupational illness, injury, or both do not provide reason for making workers lose
their employment (1LO, 2010).

The global population of health workers was approximately 43 million in the year 2013
and is projected to be about 67.3 million by the year 2030 (World Health Organization
[WHOQ], 2016). These employees need protection from a variety of hazards (WHO,
2010) which they face at work quite often (Alli, 2008). Healthcare workers are at risk
of exposure to harmful physical, chemical and biological agents as well as violence,

lethargy, and musculoskeletal strains (European Union [EU], 2011).

Hazardous working conditions contribute considerably to morbidity and mortality
among health workers arising from occupational illness and injury (Ndejjo et al.,
2015). IllI-health and fatality result in loss of skilled health personnel (Occupational
Safety and Health Administration [OSHA], 2013a) and cause immense human
suffering and financial burden (EU, 2011) to families, communities, organizations, and
governments (ILO, 2010).

Healthcare settings post more lost-work-day cases each year, and the probability of
employees in healthcare suffering injury is higher than in other sectors (OSHA,
2013a). The incidence of occupational illnesses and injuries in hospitals of the United
States (US) was 68 cases per 1000 regular employees in the year 2011 (OSHA, 2013a).
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In the US, Healthcare-Associated Infections (HAIs) exceeding 1.7 million, and 99,000
related deaths occur annually (Klevens et al., 2007). HAIs are estimated to account for
approximately 10% of hospital admissions and up to 31% in countries with constrained
resources (Ministry of Health [MOH], 2010).

A literature review, Mossburg et al (2019), indicates that the annual prevalence of
occupational exposures among health workers in African states ranges between 31%
and 91%. MOH (2016a) shows that there has been steady rise of reported occupational
exposures to blood and body fluids within Kenyan health facilities from 286 in the
year 2011 to 516 in 2014 as shown in Figure 1.1.
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Figure 1. 1: Trend of Occupational Exposures to Blood and Body Fluids (2011 to 2014)
Source: MOH (2016a)
While implementation of OSH Policy is primary in the reduction of OSH problems
(Nshunju, 2012), this phenomenon is less common in health care settings than in other
sectors (Subhani, 2010). Relevant legislations are made but a majority of institutions
do not implement them adequately ((Ndejjo et al., 2015)



1.2 Study Area and Population

The study was conducted in Machakos County which is situated to the South of Eastern
region of the Republic of Kenya and East of Nairobi. Counties which share at least a
common boundary with Machakos are Embu, Muranga, and Kiambu to the North;
Nairobi and Kajiado to the West; Makueni County to the South; and Kitui County to
the East, as shown in Figure 1.2. The County covers an area of approximately 6208
Kmz. (Machakos County Integrated Development Plan [MCIDP], 2015).

MURANGA

KIAMBU

S

KAJIADO

TOWN
MAKUENI

Figure 1. 2: Map of Machakos County

Source: MCIDP (2015)
This study focused on health workers who are in constant and direct contact with
patients in the delivery of care in dispensaries and health centres. These are, nurses,
clinical officers, and laboratory staff. While doctors have similar interaction with
patients as the other aforementioned cadres of health workers, they are not deployed
in dispensaries and health centres (MOH, 2014b). They were, therefore, not part of the
study population.



At the time of the study, the population of nurses, clinical officers, and laboratory staff
in Machakos County was 1649 altogether. Of these health workers 800 were deployed
in the dispensaries and health centres while the rest were in hospitals, and management
positions (Machakos Health Information System [MHIS], 2017). The county had eight
sub-counties with the following distribution of public dispensaries and health centres
(Table 1.1).

Table 1.1: Public Dispensaries and Health Centres in Machakos County
Sub-County/Constituency Dispensaries Health Centers  Totals

Masinga 20 6 26
Yatta 18 1 19
Kangundo 7 2 9
Matungulu 12 5 17
Kathiani 7 2 9
AthiRiver/Mavoko 5 4 9
Machakos town 20 1 21
Mwala 13 6 19
Totals 102 27 129

Source: MOH (2016b)

1.3 Statement of the Problem

Implementation of OSH practices is less common in health care settings than in other
sectors (Subhani, 2010). The Kenya Occupational Safety and Health Act requires
organizations to ensure and maintain the highest safety and health standards in their
work environments. However, occupational incidents persist in the health sector
(KMOH and IntraHealth International, 2013) and the risk of occupational exposures
among the healthcare workers is still high (MOH, 2016a).

According to MOH (2016a), 94.7% of documented occupational exposures to blood
and body fluids across the Kenyan health facilities, between 2011 and 2014, were rated
high risks. This research aimed to establish some of the gaps existing in the work
environments and the prevailing safety and health management systems; and publish
the findings to serve as a source of knowledge.



1.4 Justification

Healthcare settings post more lost-work-day cases each year, and the probability of
employees in healthcare suffering injury is higher than in other sectors. In the year
2011, the incidence of occupational illnesses and injuries in hospitals of the United
States (US) was 68 per 1000 regular employees (OSHA, 2013a). Mossburg et al.
(2019) adduced that the annual prevalence of occupational exposures among health

workers in the African countries ranged between 31% and 91%.

Results of the risk assessment conducted in 97 health across Kenya (KMOH and
IntraHealth International, 2013) showed that 65.7% of occupational risks in
dispensaries and 66.9% in health centres were serious. These findings did not exempt
facilities in any County. Machakos County was selected for this survey by picking one
piece randomly from tokens with concealed number labels between 1 and 47, the code
numbers allocated to all counties in Kenya. Number 16, the code for Machakos

County, emerged.

This survey aimed to identify gaps in adequacy of work environments, OSH awareness
among the health workers and Management, Management commitment to implement
OSH practices, and workers’ participation in dispensaries and health centres within the
study area. OSH stakeholders will use the findings in developing and implementing
appropriate actions for ensuring and maintaining high safety and health status within

the health sector. The study will also form a basis for further research.

1.5  Null Hypothesis

Occupational Safety and Health Performance in the public dispensaries and health
centres is not affected by OSH awareness among the health workers and the

Management, Management commitment, or workers’ participation in OSH activities.



1.6

Research Objectives

1.6.1 Main Objective

To determine factors affecting Occupational Safety and Health performance in public

dispensaries and health centres within Machakos County, Kenya

1.6.2

1.7

Specific Objectives

= To assess the extent to which elements of work environments in the public
dispensaries and health centres within Machakos County are compliant with
OSH standards

= To determine the extent to which the health workers and Health
Management in Machakos County are aware of occupational safety and
health

= To establish the extent to which the Health Management within Machakos
County is committed to implement Occupational Safety and Health
practices in public dispensaries and health centres

= To assess the extent to which health workers in public dispensaries and
health centres within Machakos County participate in occupational safety
and health activities

Research Questions

i. To what extent are OSH elements of the work environments in the public

dispensaries and health centres within Machakos County compliant with
OSH standards?

. To what extent are the health workers in public dispensaries and health

centres and Health Management in Machakos County aware of occupational

safety and health?

iii. To what extent is the Health Management in Machakos County committed to

6



implement Occupational Safety and Health practices in public dispensaries

and health centres?

iv. Towhat extent do the health workers in public dispensaries and health centres
within Machakos County participate in occupational safety and health

activities?

1.8  Conceptual Framework

It was conceptualized that the extent of OSH awareness among the health workers and
management; Management commitment to implement OSH practices; and workers’
participation in OSH activities affect occupational safety and health performance in
health facilities. The Kenya Occupational Safety and Health Act (GOK-OSHA, 2007),
the Health Sector OSH Policy (MOH, 2014a), and other relevant laws and standards
were the intervening variables between the independent and dependent variables. The

conceptual relationship among the study variables is outlined in Figure 1.4:



Independent Variables

OSH Awareness among
Health workers and

Management:

¢ OSH trainings attended

e OSH refresher seminars held

o Work task OSH guidelines
provided

e OSH information communicated

¢ OSH inspections and audits
conducted

Health Management
Commitment to OSH:

e Funds provided for OSH
activities

e OSH Performance targets set

¢ OSH agenda in Management
meetings

¢ Management Inspections of
work environments

o Visible OSH concern &
commitment by Management

Workers’ Participation in
OSH Activities:

e Workers consulted on OSH

e OSH meetings held by SHC /
OSH person

o OSH responsibilities provided

¢ Reports of hazards by workers

¢ Refusals to work in unsafe
environment

Intervening Variables Dependent Variable

OSH Standards:

e GOK-0OSHA, 2007

¢ Health Sector OSH
Policy

o Other relevant laws
and standards

OSH Performance:

Level of-

e OSH Awareness

e Management
commitment

e Worker’ participation

Figure 1. 3: Conceptual Framework

1.9  Scope of the Study

This research focused on assessing the adequacy of various elements of work

environments; and determining OSH awareness within the health workers and
8



Management, Management commitment, and workers’ participation in the OSH
practices. Only public dispensaries, health centres, and health workers in the sampled
facilities within in Machakos County were studied. The survey also included only the
Sub-County Health Management Teams who were responsible for the sampled health

facilities and all members of the County Health Management Team.

1.10 Ethical Considerations

Permission to conduct the research was obtained from the Institute of Energy and
Environmental Technology of Jomo Kenyatta University (Appendix 6). Written
clearance was also obtained from the Machakos County Commissioner and the County
Director of Health Services before engaging any health facility, health worker, or

member of the Health Management for the research (Appendices 7 and 8 respectively).

Informed consent was obtained from each participant before commencing the
interview. Participants were explained the importance of the research and assured of
their anonymity, and confidentiality of the information given. They were further
informed they free choose either to participate or not to participate, and to withdraw

from the study at any stage; and they were to suffer no harm at all for their decision.



CHAPTER TWO
LITERATURE REVIEW

2.1  Theoretical Principles
2.1.1 Occupational Safety and Health Management System

An occupational safety and health management system (OSHMS) refers to the
establishment of strategies for the enhancement of safety and health at work to prevent
and control occupational injury and illness (Alberta, 2011). The application of
OSHMS mainly centers on availing, in the workplace, a reliable means of performance
assessment and improvement in injury and illness avoidance through an active hazards

and risks management (ILO, 2011).

This concept of management is founded on the Deming Cycle (PDCA), a management
model which illustrates the principle of continual improvement (ILO, 2011). Figure
2.1 illustrates the PDCA Cycle.

Figure 2. 1: PDCA Cycle
Source: BS: OHSAS 18001 (2007)

With regards to occupational safety and health, “Plan” is the initial phase of the cycle

when OSH policy is developed, forecasting is done and resources allocated including
the provision of skills and responsibilities, hazard identification and risk assessment.
“Do” refers to putting the OSH programme into operation, while “Check” is the

evaluation of the strengths and weaknesses in the performance of the programme.
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“Act” means taking appropriate steps for continual improvement in the subsequent
cycle (ILO, 2011).

This iterative process assists the organizations in making, effecting and preserving
their OSH policies (BS: OHSAS 18001, 2007). Putting in place an active structure that
takes advantage of individual and group contributions to its success demonstrates the
soundness of management as regards safety and health in the organization (HSE, 2008;
ILO, 2011).

2.1.2 Occupational Safety and Health Awareness

Training is a primary component of OSH management wand aims to guarantee and
enhance understanding of occupational safety and health among workers, managers,
and supervisors (Michigan Occupational Safety & Health Administration [MIOSHA],
2011). OSH awareness helps persons in the workplace to make their contribution to
safety and health from an informed position (EU, 2011). The Management needs to
understand the relevant legislation and efficient OSH management while workers
should understand work hazards and safe work practices (Health and Safety Executive
[HSE], 2008).

Familiarity with work hazards contributes to safer work practices in workplaces
(Ndegwa, 2015). According to Alli (2008), OSH awareness makes individuals fit into
their work by acquiring the required skills and knowledge and this helps in making
appropriate decisions, and in the achievement and sustenance of good working

conditions and environments.

The Kenya Occupational Safety and Health Act (GOK-OSHA, 2007) mandates
employers to ensure the provision of OSH information and training to all persons in
the workplaces. The employer determines the required OSH competences and makes
the necessary provision for sustaining knowledge within the organization for all
persons to effectively discharge their safety and health duties (ILO-OSH, 2001). The

11



management must prepare and communicate safety and health instructions and
guidelines for the work tasks and monitor their compliance in the workplaces (MOH,
2014a).

According to MIOSHA (2011), written procedures need to be developed for each task
providing instructions for safe operation and performance of the task. Written
procedures help in providing training to new workers and establishing a sustained scale
of performance (WorkSafe BC, 2013). Provision of specialized training in
occupational safety and health to health workers and allocation of financial resources

for the function should be a priority of health management at all levels (MOH, 2014a).

A good OSH training plan involves an assessment of worker competencies (MIOSHA,
2011). It should include all workers, supervisors and managers; and ensuring trainers
are competent (ILO-OSH, 2001). Employers are obligated to allow all workers to
participate in OSH training during usual working hours without any economic harm
or other barriers. OSH training should be evaluated periodically for its relevance and
effectiveness (ILO-OSH, 2001).

Safety and health policy and information must be communicated throughout the health
facilities through trainings and displays (MOH, 2014a). Displaying OSH-related
information throughout the workplace serves as a continual reminder to everyone in
the workplace (Alli, 2008).

The Directorate of Occupational Safety and Health services is designated for the
effectiveness of the national OSH system in addressing workers’ and employers OSH
needs, such as carrying out training and technical inspections. An Occupational Safety
and Health Officer should carry out inspections of the workplaces in the area of duty
and report (GOK-OSHA, 2007). OSH Audits should be conducted in the work
environments at least once annually (GOK-OSHA, 2007; MOH, 2014a). According to
HSE (2011), the management should make sure that regular audits are conducted on

the effectiveness of safety and health management arrangements and risk controls.
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These audits should be conducted by independent competent people to yield maximum
benefits and be useful in assessing performance of the OSH management system, and

providing impetus for decision making processes and corrective actions (HSE, 2008).

2.1.3 Management Commitment to Implement OSH Practices

Management commitment to occupational safety and health is not optional for the
employer (ILO-OSH, 2001). There must be an observable continuous commitment to
implementing safety and health measures by establishing goals and objectives and
providing adequate resources and support (HSE, 2008). According to MOH (2014a),
the provision of the necessary financial resources for OSH activities in the health sector
is a must. Once the management plays an active role in OSH, workers appreciate the

importance and sustainability of the programme (Alli, 2008).

The management is responsible for implementing actions that promote health, and act
as a model which as a result influences corporate culture and actions of employees
(EU, 2011). Attitudes and conduct of people in the organization are vital to the success
of a safety and health system (HSE, 2013). All levels of management must act as role
models to the workers in creating safe and healthy work environments (EU; 2011;
MIOSHA, 2011). Participative leadership in health procedures and encouragement of
workers’ involvement increases acceptance of the occupational safety and health

policy by employees (EU-OSHA, 2010).

According to Alberta (2011), the efficiency of leadership is enhanced by the physical
presence of top executives in the workplace, observing all safety measures themselves
and providing OSH communication and support supervision. Conducting shop-floor
checks in the workplace and eliciting individual worker’s safety and health concern
demonstrates management concern and commitment to safety and health and this
encourages workers to participate optimally to the safety and health effort (OSHA,
2013b). According to MIOSHA (2011), management commitment inspires the
provision of necessary resources and the control of activities within an organization.
13



Organizations ought to integrate safety and health into all operations and regard it like
any other industrial mission. Including safety and health procedures in total quality
management promotes the success of a healthcare facility (EU, 2011 p.33).
Organizations must put in place procedures for evaluation of OSH performance
indicators (ILO, 2001). According to Health and Safety Authority [HSA] (2017),
safety and health performance must be measured against set targets and standards.
Self-monitoring is essential for early detection of weak areas and improvements

necessary to enhance efficiency of the OSH system.

An active monitoring programme involves a proactive system which includes
systematic inspections of work systems, work sites, and close examination of work
environments (ILO, 2001). According to WorkSafe BC (2013), regular workplace
inspections are useful in the detection and identification of unsafe or unhealthy
conditions and situations, determining the appropriate corrective and control measures,

and preventing the development or reoccurrence of such unsafe work conditions.

Safety and health should also regularly form an agenda for board meetings (ILO-OSH,
2001). It is in the management meetings that policies and procedures are reviewed;
workers’ concerns and relevant information and reports considered; and actions for
OSH improvement developed (WorkSafe BC, 2013). Reviewing safety and health
performance in executive meetings is helpful to the management in establishing
whether the necessary principles have been entrenched within the organization and

assessing the effectiveness of the system in risk management (HSE, 2011).

The overall responsibility for all aspects of occupational safety and health management
should be delegated to a member of the executive board (ILO-OSH, 2001). Putting an
OSH manager on the senior management demonstrates the level of importance the
organization attaches to safety and health (HSE, 2011). Visible exemplar leadership
helps the management in setting and sustaining safety and health performance
expectations (Safety Work Australia [SWA], 2011). According to OSHA (2013b),
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observable and genuine management leadership is pivotal to the effectiveness of safety

and health programmes.

2.1.4 Workers’ Participation in OSH Activities

Participation is the physical, mental, and emotional involvement of people in a group
situation which drives them to direct their concerted efforts toward the realization of a
common objective with shared responsibilities (Newstrom, 2007). Involvement of
workers in OSH management within an organization is indispensable (Alberta, 2011).
Health managers should involve workers as stakeholders in decision-making processes
as regards their safety and health at work (MOH, 2014a).

Every worker has the duty of ensuring safety and health of own self as well as that of
other people who are or may be affected by his or her conduct at work. The employee
is legally obligated to follow the laid down organizational safety and health
procedures. They should also report any hazardous condition or situation in their
workplace and avoid the dangerous work area until the condition is abated (GOK-
OSHA, 2007). When workers take part in the development of an OSH system, they
are more likely to acknowledge and embrace the safety and health programme (EU-
OSHA, 2010).

Active safety culture and consultation programme are major ingredients for efficient
management of safety and health (HSA, 2006 p.7). Opportunities for sharing opinions
allow people to express their views which in turn help in decision-making (SWA,
2011). Employers, workers, and other stakeholders should consult throughout the
preparation, execution and, evaluation of policies and systems. Utilization of the
knowledge, experience, and thoughts of the staff leads to the identification of most

hazards and a better choice of efficient control measures (SWA, 2011).

Employers are required to support the participation of employees at all stages of OSH

management scheme and provide the necessary resources (ILO-OSH, 2001). The
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employer has the duty ensure the existence of workplace safety and health committee
(GOK-OSHA, 2007). The OSH committee is a vital communication link between the
employees and management (GOK-OSHA, 2007). Safety and health committee is a
good avenue for workers’ involvement in the planning and realization of a safety and

health management programme (MIOSHA, 2011).

Regular committee meetings with shared minutes provide everyone in the workplace
opportunities to advance concerns for consideration (Alberta, 2011). The appointment
of a joint safety and health committees facilitates cooperation between the
management and workers; which is essential in maintaining a healthy working
environment, the establishment and maintenance of a good social climate, and to the
achievement of wider objectives (Alli, 2008).

2.2 Legal Framework

2.2.1 ILO Guidelines on OSH Management Systems, 2001

These guidelines have been developed by the ILO in accordance with international
principles which have been agreed upon and described by the ILO’s tripartite.
According to the guidelines, a national Policy, to establish and promote OSHMS in
organizations should be formulated, implemented and regularly reviewed by a

competent institution nominated for that purpose.

The guidelines make the employer responsible for OSH management and compliance
with the national OSH legislation within the organization. The employer should
demonstrate commitment and establish an OSH management system in the
organization, including OSH policy and continual improvement. These ILO guidelines
serve as a practical tool to be used by organizations and the competent authority for
continual improvement in OSH performance. Organizations are guided on the
integration of OSH in the organizational management arrangement. All members of
organization are encouraged to apply the suitable principles of OSH management to

sustain improvement in OSH performance. The overall responsibility for all aspects of
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occupational safety and health management should be delegated to a member of the

executive board.

According to the guidelines, the employer should develop the organization-specific
OSH policy in consultation with workers, and ensure it is disseminated and made
available to workers at their workplaces. The policy should be reviewed regularly to
ensure its continued relevance. The guidelines highlight the importance of worker
participation in OSH management system in the organization. They require employers
to ensure that they involve, inform, and train on workers on all aspects of OSH; as well

as provide necessary resources to facilitate worker participation.

The employer should identify and provide the necessary OSH training to all workers
at no charge. The training should be carried out by competent persons, reviewed at
regular intervals to maintain relevance and effectiveness, and refresher seminars
conducted consistently. Documentation of OSH management system and

responsibilities must be maintained within the organization.

2.2.2 The Kenya Constitution, 2010

Occupational Safety and Health is entrenched in the Kenya constitution, 2010 under
the bill of rights. According to article 41 of the constitution, every worker has the right
to reasonable working conditions and terms of employment. Articles 42 and 43 of this
supreme law provides the worker and every person with the right to clean environment

and the highest achievable standard of health.

2.2.3 The National Occupational Safety and Health Policy

The main aims of the National OSH policy are to continually develop, implement and

sustain National OSH systems, and to ensure that people who suffer work-related

injuries or disease are compensated fairly. It recognizes safety and health in the work

environment as a basic human right that goes with the right of workers to be protected

from existing and emerging risks in their work environments. The policy is guided by
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the existing OSH legislation and all the relevant international standards. The principles
guiding the policy are mainly the OSH Act; Work Injuries and Benefits Act; the ILO
conventions, codes of practice and guidelines on OSH; and the ILO and WHO Action
Plans.

The policy underscores the commitment of the government to establish safety and
health committees in workplaces. This is aimed at enhancing corporation among
employers and workers in occupational safety and health matters. According to the
Policy, the government is further committed to increasing OSH awareness and
education through involving other stakeholders to mainstream OSH in teaching

curricula and encouraging specialized OSH training.

The policy binds employers to establish safety and health committees and sustain OSH
familiarity within their organizations through training and the provision of relevant
information in their workplaces. The employers should also report all dangerous OSH
occurrences in their workplaces to the Director of Occupational Safety and Health
services. Workers must follow OSH requirements and guidelines in their workplaces,
report hazardous situations, and participate in safety and health committee meetings in

their workplaces.

2.2.4 The Kenya Occupational Safety and Health Act, 2007

This Act (GOK-OSHA, 2007) applies to all workplaces where a person works
regardless of his or her terms of engagement. The purpose of this piece of legislation
is to secure the safety, health, and welfare of all workers. It also provides for protection
of other people against risks attributable to workers and their activities.

The Act requires all employers to guarantee safe and healthy work environments for
all employees. Every workplace must be of adequate size and not overcrowded during
work processes. There should be ample free space for the tasks and at least ten cubic

meters of air volume for each worker. While a workplace is required to have not less
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than three meters ceiling height, any height above four and a half meters from the floor
level is disregarded while determining the air volume in the workplace. Efficient and

adequate means of ventilation in all workrooms must be provided.

According to the Act, all work areas and passages must continually have adequate,
efficient, and a suitable source of lighting. Any glazed windows and skylights must
always be clean and not obstructed. Storage of materials should be such that they are
stable and not likely to fall or collapse; while at the same time not obstructing natural
lighting, ventilation, passageways, and gangways among others. Floors in wet work
areas should have efficient drainage to keep them dry. The management must ensure

ergonomics and safe access within the workplace.

The employer is obligated to provide the relevant information and training to all
persons in the workplace. He must prepare safety and health policy and communicate
it throughout the workplace and facilitate the formation of safety and health
committee. The Factories and Other Places of Work Act (Safety and Health
Committees) Rules, 2004 are adopted in the application of GOK-OSHA, 2007. The
rules require representation of workers in the safety and health committee by half the
number of the members thereof. The various functions of the committee provided by
these rules aim at the promotion of safe and healthy work environments and creating
effective communication links between the management and workers. Normally, each
of the committees should meet at least four times a year with at most three months

between meetings. Minutes of committee meetings should be maintained.

The Act spells out the duties of employees concerning to safety and health in the
workplace. According to Act, workers should among other duties ensure their actions
are safe to themselves and other persons and comply with safety and health procedures
set by the employer. They should co-operate with the employer in OSH compliance

and report hazardous situations and accidents which occur in the workplace.
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2.2.5 Safety and Health Policy

The organization’s top administration determines the success of safety and health
management (HSE, 2011). Active OSH management begins with developing the
organization’s Health and Safety Policy which encompasses safety and health vision
of the organization (HSE, 2008). The safety and health policy forms a major element
of the organization’s culture, values, and performance standards (HSE, 2011). It is a
declaration of OSH dedication accepted and embraced by the management as well as
the employees (MIOSHA, 2011).

Employees should take part in the preparation of the OSH policy, and a senior
executive must sign and date the document as a commitment (ILO-OSH, 2001) to
support its life and continuous improvement of safety and health (HSA, 2006 p.15).
Every person in the workplace must be familiarized with the policy by communicating
it throughout the workplace (ILO-OSH, 2001; GOK-OSHA, 2007).

The Kenya health sector OSH policy (MOH, 2014a) is founded on the Occupational
Safety and Health Act (GOK-OSHA), 2007. It declares the commitment of the
Ministry of Health to the maintenance of safe and healthy work environment and the
provision of necessary resources and support for OSH. The policy enumerates the
responsibilities of health managers at different levels, workers, contractors, and
visitors in the implementation of OSH actions within the health facilities.

The guidelines emphasize the critical need for the management to provide the financial
resources for OSH and integrate it in planning and decision-making processes for all
levels. The policy requires the provision of specialized OSH training to all health
workers; and that it should be disseminated in all health facilities through public

displays and training sessions.

The Health Management is mandated by the policy to consult with health workers or

their Safety and Health representatives regarding their safety and health. There must
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an OSH coordinator at the County and Sub-County levels and an OSH committee or
focal person at the facility level based on population of workers. Facilities with twenty
and more workers should have an OSH committee while an OSH focal person suffices

where workers are less than twenty.

2.3 Previous Relevant Studies

A study conducted in Malaysia (Surienty, 2012) held that management commitment
and external support affected OSH implementation in Small Enterprises. Sawe (2013)
observed that management and worker commitment, and involvement of workers in
OSH decision making were indispensable elements of occupational safety and health
implementation in Mumias Sugar Company. Another study in the Sugar Company,
(Okumu, 2016) held that OSH awareness must be sustained since productivity of

workers increases when they are trained in occupational health and safety practices.

A study in Kenyan supermarkets (Kaaria, 2015) concluded that management
leadership, training, and employee participation affected OSH implementation. A
review of literature done in Ghana (Zakari et al., 2016) identified inadequate legal
mandate as a reason for weak OSH compliance in Ghana. Research carried out in Thika
Level 5 Hospital (Wambilianga and Waiganjo, 2015) claimed that communication and
training affected compliance with OSH regulations. McGonagle et al. (2016) showed

the significance of teamwork and management commitment in OSH activities.

Ndegwa (2015) found that the manufacturing sector had challenges in OSH
performance and attributed the situation to lack of employee cooperation, inability to
comprehend OSH legislation, as well as lack of management commitment. Maseko
(2016) asserted that training of workers in safety and health is fundamental in the safety
and health management and ensures competence and safe conduct, among workers in
the discharge of their duties, which results in a firm culture of prevention. Oluoch et
al. (2017) concluded that occupational safety and health awareness affected workers’

consciousness of their work environment within the water sector.
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Ndejjo et al. (2015) concluded that the persistence of exposure to occupational
hazards among health workers in Kampala, Uganda was due to lack of appropriate
protective equipment and over-working. Report of risk assessment (KMOH and
IntraHealth International, 2013) conducted on Kenyan public health facilities in
2011/2012 attributed the serious occupational safety and health risk level and severe
non-compliance to lack of OHS policy and a designated resource person. Nevertheless,
even with availability of a health sector OSH policy (MOH, 2014a), the risk
occupational exposures remains high as shown in MOH (2016a).

Tait et al. (2018) found that lack of personal protective equipment was a major cause
of occupational exposure among health workers, and concluded that training on OSH
had great positive impact on good OSH practices. The research was, however, limited
to only laboratory workers in Kajiado County. According to Gbadago, (2017),
implementation of OHS measures in Tongu hospital reduced stress, injuries and

ilinesses; and increased staff morale and productivity.

2.4 Knowledge Gaps

Not much research has been published to appraise the adequacy of the various elements
of health facility work environments; or to elucidate the effects of Management
commitment, OSH awareness among health workers and Management, and workers
participation on OSH performance in public dispensaries and health centres. This
situation has resulted in knowledge gaps which this research attempted to fill using

Machakos County, Kenya.
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CHAPTER THREE

MATERIALS AND METHODS
3.1 Research Design

The study was a cross-sectional survey involving the public dispensaries and health
centres, health workers in the facilities, and the Health Management within Machakos
County. A cross sectional study facilitates collection of data on various aspects of a
population at one point in time (Kothari, 2004). The materials, data collection tools,

and methods were specific for each of the study objectives as described in Section 3.4.

3.2  Sampling Methods

Stratified and simple random methods were applied in the survey. Stratifying the
health facilities was done to ensure that the sample size was distributed between
dispensaries and health centres proportionately. Health workers were also stratified to
ensure proportional distribution of the sample among them based on their population
per category. The dispensaries and health centres in Machakos are shown in Table 3.1
(MOH, 2016b).

Table 3. 1: Distribution of Health Facilities by Category

Category Number
Dispensaries 102
Health Centres 27
Total 129

The distribution of the targeted health workers in the dispensaries and health centres
within the study area is shown in Table 3.2 (MHIS, 2017).

Table 3. 2: Distribution of Health Workers by Category

Category Total Population
Nurses 658
Clinical Officers 80
laboratory Staff 62
Total 800
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The computed proportions of sample size for each category of health facilities and

health workers were selected randomly from their respective strata.

3.3  Sample Size Determination

a) To determine the sample size for health facilities, Naissuma (2000) formula was
applied:

n = Nc? [c?+ (N-1) €]
Where:
n = Sample size
N = Population
¢ = Coefficient of Variation (CV)
e = Standard error

According to Naissuma, a coefficient of variation of between 21% < e < 30 % is
acceptable in most surveys. Considering that health facilities are usually wide spread
over expansive geographical areas, a coefficient of 25% (0.25) was used to get a
moderate sample size and minimize research time and transport cost. A standard error
of 5% (0.05) was used. The total number of targeted health facilities (N) were 129
(MOH, 2016b) as shown in Table 3.1.

Therefore:
n = Nc?/ [c®+ (N-1) 7]

n =129 x 0.252/ [0.252 + (129 - 1)0.057]
n =8.0625/0.3825

n=21.08

n=21

The sample was distributed to the facilities based on their number in each category

using the formula:
ni=Xn/N
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Where: ny = Number of facilities per category
n = Desired sample size in the study area
X = Number facilities in the category.

N = Total number of targeted facilities in the study area.

The random sample comprised of 5 health centres and 16 dispensaries in 6 sub-

counties as shown in Table 3.3.

Table 3. 3: Sampled Health Centres and Dispensaries

Health centres Dispensaries Sub-County
Wamunyu Kavumbu Mwala
Mumbuni
Masundi
Muumandu Kimutwa Machakos
Mutituni Kiitini
Nguluni Mbuni Matungulu
Donyo Sabuk
Kikuyuni
- Kikule Masinga
Milaani
Ndela
Kikumini
- Kithimani Yatta
Kyasioni
Kwa Mwata
Athi River Mlolongo Mavoko

b) To have a comprehensive assessment of the work environments, purposive
sampling method was applied to determine the number of workrooms to be
assessed. Workrooms in which health workers spent most of their working time
each working day were identified. These were the consultation, injection/dressing,
laboratory, and Mother and Child Health (MCH) rooms. At least three (3) rooms
were targeted for assessment in each health facility depending on the facility size;

which included one or two consultation rooms, one injection/dressing room, a
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laboratory, and MCH room. Of all the 182 workrooms in the sampled facilities, a

total of 80 (44%) were assessed.

c) Naissuma (2000) formula was utilized in determining sample size for the health

workers.
n = Nc?/ [c®+ (N-1) €]

A coefficient of variation of 30% (0.3) was used to ensure that sample size was as big
and representative as possible. A standard error of 3% (0.03) was adopted to minimize
the degree of error. The total number of targeted health workers in the dispensaries and

health centres within Machakos County (N) was 800 (Table 3.2).
Therefore, applied:
n = Nc?/ [c®+ (N-1) 2)]
n =800 x 0.32/[0.32 + (800 - 1)0.03?]
n=72/0.8091
n=89.

The sample size was purposively increased by 20% to 107 to safeguard the
representativeness of results against the effect of non-response. This sample was
approximately 13% of the study population and consistent with Mugenda and
Mugenda (2003). According to Mugenda and Mugenda, 10% of the study population

is a sufficient sample size in a survey.

The sample was distributed to the health workers based on their number in each

category using the formula:
ni=Xn/N
Where: n; = Number of health workers per category

n = Desired sample size in the study area
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X = Number health workers in the category.
N = Total number of the health workers in the study area.

The distribution of health workers in the sample according to their categories was as

shown in Table 3.4.

Table 3. 4: Sample Size Distribution of Health Workers by category

Category Number
Nurses 88
Clinical Officers 11
laboratory Staff 8
Total 107

The sample size was distributed in the sampled health facilities as shown in Table 3.5.

Table 3. 5: Health Workers Interviewed in the Sampled Health Facilities

Facility Name Nurses Clinical Lab Totals
Officers  Staff

Wamunyu Health Centre
Kavumbu Dispensary
Mumbuni Dispensary
Masundi Dispensary
Muumandu Health Centre
Mutituni Health Centre
Kimutwa Dispensary
Kiitini Dispensary
Nguluni Health Centre
10. Mbuni Dispensary

11. Donyo Sabuk Disp.

12. Kikuyuni Dispensary
13. Kikule Dispensary

14. Milaani Dispensary

15. Ndela Dispensary

16. Kikumini Dispensary
17. Kithimani Dispensary
18. Kyasioni Dispensary

19. Kwa Mwata Dispensary
20. Athi River Health Centre
21. Mlolongo Dispensary
Totals
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3.4  Research Instruments and Methods
3.4.1 Assessing Adequacy of Work Environments

In order to assess the adequacy of the various components of work environments, a
measuring tape was used to take linear measurements and a protractor to determine the
full-opening angles of windows. Checklists and photography were used to record
observations within the workrooms such as seating arrangements, material storage,
signage and patient examination couches. The workroom linear measurements were
used to compute floor areas, air volumes, and total window surface areas in the
respective workrooms. The total volume of any fixed cabinet(s) in a workroom was
subtracted from the computed room volume. The number of seats which were found
arranged in each workroom were used to determine the usual number of workers in the
room. The air volume per worker was, therefore, determined using the formula:

[(Floor area x Ceiling Height) — Volume of Fixed Cabinets] / Number of workers.

Widths of doors and passages were measured while material storage and lifting
schemes were physically assessed. Patient examination couches were also assessed.
All the data collected were summarized, presented in tables, and analyzed. The results
of each measured / assessed OSH element were compared with the relevant
requirement in GOK-OSHA, to determine adequacy of the component. Other existing
standards were consulted in situations where GOK-OSHA failed to provide

measurable standards.

3.4.2 Assessing Occupational Safety and Health Awareness

So as to determine the level of OSH awareness within the health workforce and
Management, questionnaires with Likert-scaled questions in the form of positive
statements were used to collect data from respondents. Each category of participants
was interviewed using a different set of questionnaire. The respondents were asked to

indicate their level of agreement with each of the listed statements using the scale of
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(5-Strongly agree; 4-Agree; 3-Neutral; 2-Disagree; 1-Strongly disagree). Each

statement represented an OSH awareness practice.

Further, the informants were requested to indicate the number of times each of the
practices had been effected using the scoreboard of (5-at least four, 4-three, 3-two, 2-
one, 1-zero) provided, and answering other structured questions. Observation
checklists and photography were used to record observations in the facilities. All the
data collected were summarized, presented in tables, and analyzed. To obtain
aggregate means combined and a single standard deviations for OSH awareness among
both the health workers and the Health Management, the average of mean scores of

each item in the variable were computed first.

3.4.3 Determining Management Commitment

To assess the extent to which the Management was committed to implement OSH
measures, questionnaires with Likert-scaled questions in the form of positive
statements were used to collect data from health workers. The research participants
were asked to indicate their level of agreement with each of the listed statements using
the scale of (5-Strongly agree; 4-Agree; 3-Neutral; 2-Disagree; 1-Strongly disagree).

Each statement represented a Management commitment practice.

The respondents were in addition requested to indicate the number of times each of the
practices had been effected using the scoreboard of (5-at least four, 4-three, 3-two, 2-
one, 1-zero) provided. Checklists were used to record observations such as document
reviews in the facilities. All the data collected were summarized, presented in tables,
and analyzed.

3.4.4 Assessing Worker’s Participation

In order to assess the extent of workers’ participation in OSH activities, questionnaires

with Likert-scaled questions in the form of positive statements were used to collect

data from health workers. The research informants were asked to indicate their level
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of agreement with each of the listed statements using the scale of (5-Strongly agree;
4-Agree; 3-Neutral; 2-Disagree; 1-Strongly disagree). Each statement represented a

workers’ participation OSH practice.

The respondents were also requested to indicate the number of times each of the
practices had been effected using the scoreboard of (5-at least four, 4-three, 3-two, 2-
one, 1-zero) provided. Checklists were used to record observations such as document
reviews in the facilities. All the data collected were summarized, presented in tables,

and analyzed.

3.5  Data Processing and Analysis

The data collected were cleaned, coded, ordered, tabulated, and analyzed. Statistical
Package for Social Sciences (SPSS) was utilized in the analysis and presentation of
the data in the form of descriptive and inferential statistics. Arithmetic means, standard
deviations, and relative frequencies were the main statistics computed. In the absence
of outliers in a data set, arithmetic mean is comparatively a stable measure of central
tendency and more preferable to other averages (Kothari, 2004 p.132). The standard
deviation is a satisfactory universal measure of dispersion (Kothari, 2004 p.135).

Analyzed data was presented in tables and charts.

3.6 Data Validation

In order to safeguard data quality, various steps were taken. Before the actual data
collection; the questionnaires were pre-tested through a pilot study conducted in Nyeri
County during the month of December, 2017. The pre-test involved a sample of 25
health workers and 12 members of the health management. It was ensured that the
sample characteristics and the conditions of the study were similar to those planned
for the actual study. According to Zikmund & Babin (2001), a pilot survey is necessary

before the actual exercise of data collection, when using questionnaires.
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The questionnaires were then reviewed and revised before they were used in the actual
research data collection. The questions in the research instruments were stated as
simply and clearly as possible to ensure all the respondents understood them well.
Making sure that the respondents understood the questions properly aimed to help in

getting the most plausible information from them.

The quality of the data collected was further enhanced by guaranteeing the reliability
of the research questionnaires. Reliability is the measure of the extent to which data
collection instruments yield consistent results (Saunders et al., 2009). This consistency
was assessed by computing Cronbach’s alpha utilizing the results of the pilot study;
which was used to test the reliability of the questionnaires. Cronbach’s formula was
used:

=2
+
|
|
3]

Where:
N = the number of items,
C-bar = the average inter-item covariance among the items and

V-bar = the average variance

This coefficient of reliability ranges between 0 and 1, and assesses how the various
items in the same instrument correlate among themselves (Orodho, 2009). The

reliability coefficients in Table 3.5 were obtained for the constructs.

Table 3. 6: Computed Cronbach’s Coefficient for Constructs

Constructs Cronbach’s
Alpha

1. OSH Performance 0.74

2. OSH awareness among health workers and Management 0.73

3. Health Management commitment to implement OSH practices 0.76

4. Health workers’ participation in OSH activities 0.71
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A Cronbach’s coefficient of at least 0.7 indicates satisfactory consistency (Rousson et
al., 2002). The questionnaires, therefore, met the acceptable level of reliability for all
the variables. Both singly and collectively, the items in the research instruments were
found to represent what they were intended to measure. The empirical measures of the

variables being tested were found to represent the variables.
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CHAPTER FOUR
RESULTS AND DISCUSSION

4.0 Introduction

The study was conducted in the months of January and February, 2018 and involved
twenty-one (21) health facilities comprising of sixteen (16) dispensaries and five (5)
health centres in Machakos County. Adequacy of various components of the work
environments was assessed in all the 21 sampled facilities. The data were collected
from the health facilities, health workers and members of the Health Management
based on the specific objectives. The results are presented, analyzed, and discussed in

this chapter.

4.1 Response Rate
The response rate among the health workers is presented in Table 4.1.

Table 4. 1: Response Rate

Category No. Targeted Response Rate
Nurses 88 84.1%
Clinical Officers 11 81.8%
Laboratory Staff 8 87.5%
Aggregate 107 84.1%

Out of the one hundred and seven (107) health workers, 93 returned completed
questionnaires. Two of the questionnaires were rejected due to response errors while
one was rejected due to partial non-response. The number of plausible responses was,

therefore, 90 translating to a response rate of more than 84% (Table 4.1).

Thirty-two (32) out of the forty-two (42) members of the health management returned
completed questionnaires, a response rate of 76%. According to Mugenda and
Mugenda (2003), a response rate of at least 70% is excellent in a survey. The response

rates among the workers and management were, therefore, acceptable.

33



4.2  Demographic Information

Respondents were requested to provide some demographic information during the
study.

4.2.1 Designation of Health Workers

The designation of each of the respondents was established in their respective health
facilities as shown in Table 4.2.

Table 4. 2: Designation of Respondents

Designations Number Percentage
Nurses 74 82%
Clinical Officers 9 10%
laboratory Staff 7 8%
Total 90 100%

The respondents comprised of nurses (82%), clinical officers (10%), and laboratory
staff (8%).

4.2.2 Proportion of Health Workers by Gender

The gender distribution of health workers who participated in the study is shown in
Table 4.3.

Table 4. 3: Health Workers’ Proportion by Gender

Respondent’s Gender Proportion
Male 26%
Female 74%
Total 100%

From Table 4.3., 74% of the respondents were females while 26% were males. It was
deduced that about 75% of health workers in Machakos County public health facilities
were females. These results concurred with Wakaba et al. (2014) who found that 76%
of nurses in Kenya to be female. These findings indicated that the proportion of
workers in the health sector who may be exposed to occupational health hazards is

likely to be higher in the female than male.
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4.2.3 Age Distribution among Respondents

The age of respondents at the health facility level was clustered into four classes with
class interval of ten years per class. The results in Figure 4.1 showed that the ages of
health workers ranged from twenty-one to sixty years. Amongst the respondents, 46%
of them were between the age of 21 to 30 years while 39% were in the age bracket of
31 to 40 years and 15% of them were above the age of forty (40) years. Referring to
the Kenya National Youth Policy (2006), nearly 85% of the health workers in the

facilities were in the youth bracket.

Frequency
8%
46%
m21-30
m 31-40
41-50
m51-60

Figure 4. 1: Age Distribution among Health Workers in Years

Table 4. 4: Age Distribution among the Health Management

Age of Respondents Percentage of Respon
31-40 Years 41%
41-50 Years 47%
51-60 Years 12%
Total 100%

This state of affairs was slightly different from that in the Health Management where
41% of the respondents were between the age of thirty-one and forty years, and 47%
of them were between the age of 41 and 50 years. Those in the age group of 51 to 60
years were 12%, and no respondent was less than 31 years old (Table 4.4). This showed
that most of the health managers were in the middle age bracket.
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These results indicated that risk of occupational exposures and injuries was likely to
be higher among health workers than in the Health Management. According to ILO
(2018), the rates of occupational injuries are much higher among the young than in
adult workers. MOH (2016a) shows that among the 1,665 exposed health workers
between the year 2011 and 2014, the highest exposure rate, 37.1%, was in those

workers aged 25 years and below.

4.2.4 Highest Professional Qualifications among the Research Participants

The respondents were requested to indicate their highest level of their professional
qualifications. As shown in Figure 4.2, 67% of the health workers indicated they held
diplomas in their respective fields of work, and 12% had Bachelor’s Degrees. Those

who held certificates were 21%, and none of them had a Master’s Degree.

The results indicated that the health facilities had sufficient knowledge base for service
delivery at the dispensary and health center levels. That situation demonstrated that
the respondents were competent enough to understand and provide the research

information required.

The highest professional qualifications among the members of health management are

as shown in Figure 4.2.

60
50
40
30 . M Certificate
20 21% M Diploma
12%
Bachelors Degree
10 +
0 i T T 1
Certificate Diploma Bachelors
Degree

Figure 4. 2: Health Workers’ Highest Professional Qualifications
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The results in Figure 4.3 revealed an upward shift in the professional qualifications
among members of the health management compared to the health workers. All
members of the executive had at least a diploma in their respective fields.
Approximately 68.8% of the respondents had Bachelor’s Degrees, 28.1% Diplomas,
3.1% had a Master’s Degree, and none of them had a PhD. These findings showed that
there was a higher professional capacity within the health management compared to
the health workers. The respondents had enough capacity to understand occupational
safety and health, and to furnish the requisite information the study sought to obtain.

80 68.8%
60
o 28.1%
20
3.1%
0
Diploma Bachelors Degree Masters

Figure 4. 3: Professional Qualifications within Health Management

4.2.5 Duration in the Current Facility

As shown in Figure 4.4, 40% (n=36) of the respondents stated that they had worked in
their respective facilities for one to three years while 26.7% indicated three to five
years. About 18.9% of the respondents indicated more than five years while 14.4%
were at least six months old in the facility. These results showed that the respondents

had been in the facility long enough to have and give reliable information.
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Figure 4. 4: Length of Time Worked in the Facility

4.2.6 Duration in Health Management Position

Results in Table 4.5 show length of time respondents had been in the Health

Management positions.

Table 4. 5: Duration in the Health Management

Length of time Proportion of Respondents
1-3 Years 41%
3-5 Years 34%
Over 5 Years 25%
Total 100%

The results in Table 4-5 showed that 41% of the respondents had been in the Health
Management positions for one to three years, 34% for three to five years, and 25% of
them for more than five years. These results indicated that all the respondents at this
level had sufficient experience in their positions and competent to understand and

provide information sought by the study.
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4.3  Adequacy of Work Environments

The results of assessments and data computed on various aspects of work environment
within the health facilities are presented in Table 4.6. They summarize the detailed
data in APPENDICES 4 and 5.

Table 4. 6: Adequacy of the Work Environments

Environmental Element Number  Percentage
Assessed  Compliant

1. The facility Building Plan available 21 23.8%
2. The Building Plan approved by DOSHS 5 0%
3. Height of Workroom > 3m 80 21%
4. Air volume of workroom > 10m3 per worker 80 47.5%
5. Width of full-open door > 900mm 80 48.8%
6. Door shutters swing outward 80 40.0%
7. Door not lockable from inside 80 42.5%
8. Surface Area of window > 10% of the room

floor area 80 81.3%
9. Open-able Surface Area of window > 6.25% of

the room floor area 80 84.4%
10. Window shutter full opening angle = 180° 96 35.4%
11. ‘Through’ Natural Ventilation in the Workroom 80 38.5%
12. Width of Passageway > 1.2m 21 42.9%
13. Passageway not obstructed 21 38.1%
14. Emergency Exit door provided 21 57.1%
15. Width of Emergency Exit door >900mm 12 30.0%
16. Marked Fire Assembly point 21 81.0%
17. Materials storage shelves stable 18 72.2%
18. Materials storage shelves not obstructing 18 44.4%

windows
19. Materials storage shelves with equipment to

reach heights 18 22.2%
20. Patient Examination Couch With adjustable

height 27 0%

Aggregate Mean of adequacy 42.5%

4.3.1 Health Facility Building Approval

From results in Table 4.6, 23.8% of all the health facilities assessed maintained a
building plan of the existing building(s). None of the Plans was approved by the

Directorate of Occupational Safety and Health Services (DOSHS). According to
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GOK-OSHA (2007), all new building and building alteration plans for workplaces
must be approved by the Director of Occupational Safety and Health Services. The
findings showed that all the facilities were not compliant with law in relation to
approval of buildings.

4.3.2 Heights of Workrooms

The results in Table 4.6 showed that approximately 79% of the eighty (80) workrooms
assessed had lower ceiling heights than the minimum three meters (3m) specified in
the Kenya OSH Act. Based on the results, the work environments in these workrooms

were not compliant and, therefore, not permissible.

4.3.3 Air, Ventilation, and Lighting

As shown in the results, an air volume of less than 10m? per worker was revealed in
52.5% of the workrooms. The OSH Act requires every workroom to have an air
volume of at least 10m? per worker. The GOK-OSHA requires effective and adequate
natural ventilation in the workrooms. Approximately 61.5% of the workrooms did not
have through ventilation. While the Act fails to provide specifications for effectiveness
and adequacy of ventilation, the National Planning and Building Authority regulations
[NPBA], 2009 demand through ventilation in all workrooms.

About 55.6% of storage shelves were obstructing windows. The OSH Act provides
that materials should be stored such that they do not obstruct windows. Almost 15.6%
of the workrooms did not achieve the minimum total window opening areas of 6.25%
of the room floor area stipulated in NPBA (2009). Based on these results natural

ventilation was not adequate.

The total window surface areas for 18.7% of the workrooms were less than 10% of the

respective room floor area. The GOK-OSHA requires all workrooms to have adequate

natural lighting. While Act does not specify the minimum permissible natural lighting,

NPBA (2009) provides that the total window surface area in a workroom should be at
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least 10% of the room floor area. The results showed that these rooms did not have

sufficient natural lighting.

4.3.4 Risk from Open Windows

From results in Table 4.6, 64.6% of the window shutters fully opened to less than 180°,
making them project to passages when open. These projecting window shutters had
high potential of being hit by people passing by them. The GOK-OSHA (2007)
requires a window not to be a source of risk to people. Although the Act does not
explain further on this requirement, the HSA regulations (2007) stipulate that a
window should not project to areas where people pass. This requirement implies that
a window shutters should either be sliding or be constructed such that the full opening
angle is 180°so that it lies flat on the wall behind when open. Based on the results the
researcher deduced that the windows provided deplorable work environments.

4.3.5 Manual Handling

The results in Table 4.6, show that all the twenty-seven (27) patient examination
couches assessed had no mechanism to adjust heights. ILO (2012) requires work
surfaces to be such that they allow all workers use them at or below their elbow heights.
The examination couches exposed health workers to handling patients at unsafe

heights.

Among the material storage shelves, 27.8% were not stable therefore, had the risk of
collapsing on workers. These shelves contravened GOK-OSHA (2007) which
provides that storage of materials should be such that they cannot collapse. About
77.8% of the shelves were not provided with equipment to reach materials in heights.
According to ILO (2012), materials to be lifted must be kept at shoulder level and
workers should not be exposed to lifting, carrying or reaching materials above shoulder
level. These results demonstrated that health workers were exposed to unacceptable

patient and material handling conditions in the work environments.
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4.3.6 Workplace Access and Emergency Exit

The results in Table 4.6 show that 60% of the doors were swinging inwardly while
57.5% had widths of less than 900mm. Among the doors, 57.5% were locked from
inside. The GOK-OSHA (2007) requires each workroom to have adequate means of
ingress and exit. The Act further provides that door shutters should swing outward and
not to be lockable from inside. While the Act fails to specify minimum acceptable sizes
of doors, NPBA (2009) provides that each workroom door should have a minimum
opening width of 900mm. Based on the results, these doors did not provide sufficient

ingress and exit to the workrooms.

While none of the workrooms had the stipulated individual emergency exit door
(GOK-OSHA, 2007), 57.1% of the health facilities had emergency exits from their
passageways. Among the exits, 67% were less than 900mm wide contrary to GOK-
OSHA (2007). Of all the passageways, 57.1% were less than 1.2m wide and 61.9% of
them were obstructed. GOK-OSHA (2007) stipulates that passageways must be of
adequate width and unobstructed. While the Act does not provide standard widths of
passageways, NPBA (2009) specifies the minimum width of passages in buildings
where people work to be at least 1.2m. The results showed that emergency exits in the
health facility workplaces were not compliant with the existing standards.

4.4  OSH Awareness within the Health Workforce and Management

Results of agreement among health workers on their OSH awareness are presented in
Table 4.7.
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Table 4. 7: OSH Awareness among Health Workers

Practices 5 4 3 2 1 Mean SD
1. You have received a training

specifically on occupational safety

and health 5 11 20 30 24 237 0.753
2. Regular refresher seminars on

Occupational Safety and Health

are conducted in the facility 6 10 21 30 23 240 0.756
3. There are safety and health

guidelines for all the various work

tasks in the facility 6 11 22 29 22 244 0.751
4. Safety and health information is

adequately communicated

throughout the facility 4 12 24 29 21 243 0.738
5. You know your workplace hazards

well 7 9 20 32 22 241 0.744
Aggregate 241 0.748

(5-Strongly agree; 4-Agree; 3-Neutral; 2-Disagree; 1-Strongly disagree)

The results in Table 4.8 shows the performance of OSH Awareness practices within

the health workforce.

Table 4. 8: Performance of Workers’ OSH Awareness

Indicators of Performance 5 4 3 2 1 Mean SD
1. OSH Trainings attended 0 4 7 3643 169 0.685
2. OSH seminars attended in

the health facility 0 2 6 3745 161 0.559
3. Work task safety and health
guidelines provided 1 7 153136 196 0.706
4. OSH information
communicated 0 7 132545 180 0.716
5. Workplace hazards known
well 4 9 2436 17 241 0.671
Aggregate 1.89 0.667
Scoreboard
Frequency of implementation (Number) >4 3 2 1 |0

Scale 5 4 3 2 1
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The results in Table 4.9 show the agreement among members of Health Management

on their OSH awareness.

Table 4. 9: OSH Awareness within the Health Management

Practices 5 4 3 2 1 Mean SD
1. You have received a training

specifically on OSH. 1 3 10 11 7 238 0.664
2. Regular refresher seminars on OSH are

conducted in your workplaces. 1 4 9 10 8 238 0.704

3. Safety and health guidelines are

provided for all the work tasks in the

health facilities. 2 3 10 9 8 244 0.733
4. Safety and health information is

adequately communicated throughout

your workplaces. 0 5 10 9 8 238 0.664
5. You understand hazards in your
workplaces well. 1 5 10 8 8 247 0.711

6. Occupational Safety and Health Officers
carry out inspections of your facilities 1 4 9 10 8 238 0.704
7. Workplace OSH Audits are regularly

conduct in the facilities 1 3 11 10 7 241 0.662
8. You understand the Health Sector OSH

Policy well. 0 3 11 11 7 231 0.603
9. You understand the Occupational Safety

and Health Act well. 1 3 10 10 8 234 0.685
Aggregate 2.39 0.681

(5-Strongly agree; 4-Agree; 3-Neutral; 2-Disagree; 1-Strongly disagree)

The performance of OSH Awareness practices within the Health Management is
illustrated in Table 4.10.
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Table 4. 10: Performance of Management OSH Awareness

Indicators of Performance 5 4 3 2 1 Mean SD
1. OSH trainings attended 0 1 4 13 14 175 0.598
2. OSH refresher seminars conducted in

workplaces 0 1 5 14 12 184 0.859
3. Work task OSH guidelines provided 0 0 9 11 12 191 0.583

4. OSH information communicated in the
workplaces 0

5. Workplace hazards known

6. Facility inspections conducted by

~

9 14 169 0.704
12 8 238 0.757

N
AN
»

DOSHS 0 1 7 13 11 194 0.556
7. OSH Audits done for health facilities 1 1 7 12 11 2.03 0.469
8. Provisions of OSH policy known 0 1 8 10 13 191 0.637
9. Provisions of OSH Act known 1 1 5 14 11 197 0474
Aggregate 1.94 0.626
Scoreboard
Frequency of implementation (Number) >4 3 2 1 |0
Scale 5 4 3 2 1

4.4.1 Occupational Safety and Health Training and Refresher Seminars

From the results in Table 4.7, 5.6% (n=5) of the health workers strongly agreed that
they had received a training specifically on occupational safety and health while 25.6%
of them strongly disagreed. The proportion of respondents who agreed were 12.2%

while those who disagreed were 33.3%.

Among the respondent, 40.0% (n=36) had certificates of participation in a training on
Infection Prevention and Control. Of the respondents, 52.2% (n=50) claimed to have
participated in a training on Waste Management and/or Injection Safety, but they had
no certificates. None of the respondents had a certificate of training specifically on
OSH. Specific training in occupational safety and health among the health workers
recorded a mean of 47.4% (2.37). These results indicated that OSH training among the

health workers was below average.

According to the results in Table 4.8, 47.8% (n=43) of the health workers had not
attended any training on occupational safety and health, while 40.0% of them had
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attended one training. About 7.8% of the health workers had attended two OSH
trainings, while 4.4% of them indicated they had attended three. According to these
results, the level of performance of this OSH element was 33.8.0% (mean=1.69). The
standard deviation was 0.685 presenting good agreement of the results among the

respondents.

From the results in Table 4.9, 3.13% (n=1) of the members of the Health Management
strongly agreed they had received a specific training in occupational safety and health
while 21.9% of them strongly disagreed. Among the respondents, 9.4% agreed while
34.4% of them disagreed. Training of the Health Management specifically on OSH
had a mean of 47.6% (2.38). None of the respondents had a certificate of training
specifically on OSH. About 3.13% (n=1) among the members of health executive

claimed to be undertaking a postgraduate course in OSH.

As shown in Table 4.10, approximately 43.8% (n=14) of the health management had
not attended any training on occupational safety and health, while 40.6% had attended
one such training. Of the respondents, 12.5% had attended two OSH trainings while
3.13% of them indicated they had attended three. According to these results,
performance of OSH training within the Health Management scored 35.0%

(mean=1.75) with good agreement of participants’ responses (SD=0.598).

According to the results (Table 4.7), conducting of OSH refresher seminars posted a
mean of 48.0% (2.40) according to health workers. No records of OSH-related
seminars were found during documents review. The results in Table 4.8 show that 50%
(n=45) of the health workers could not recall any OSH refresher seminar held, while
41.1% indicated one seminar. About 6.7% of the respondents said two seminars had
been conducted in their health facilities, while 2.2% had attended three. According to
these results, performance of this OSH practice among the health workers was 32.2%
(mean=1.61).
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The results in Table 4.9 show that the practice of conducting occupational safety and
health refresher seminars scored a mean of 47.6% (mean=2.38) according to the
members of Health Management. The results in Table 4.10 show that 37.5% (n=12) of
the members of Health Management did know of any OSH refresher seminar held,
while about 43.8% knew of one. Approximately 15.6% of the respondents said they
were aware of two seminars held, while 3.13% indicated three. According to these

results, the performance of this OSH component was 36.8% (mean=1.84).

The results in Tables 4.8 and 4.10 show that according to both the health workers and
Management, the performance of OSH training was approximately 33.6% (mean
combined =1.68). Documents review did not reveal any record of OSH seminars
having been held. These results showed that OSH training among the workers and the

health management quite low.

4.4.2 Provision of Safety and Health Guidelines for Work Tasks

As shown in Table 4.7, 6.7% (n=6) of the health workers strongly agreed that there
were safety and health guidelines for the various job tasks in their respective facilities
while 24.4% strongly disagreed and 12.2% of them agreed. According to the
responses, the provision of OSH guidelines for different work tasks was scored a mean
of 48.8% (2.44) and a standard deviation of 0.751.

From the results in Table 4.8, 40.0% (n=36) of the health workers indicated they were
not provided with safety and health guidelines for work tasks, while 34.4% indicated
they were provided with one such guideline. About 16.7% of the workers said their
facility had safety and health guidelines for two work tasks, while about 7.8% said it
had for three work tasks, and 1.1% (n=1) of them indicated there was for at least four
tasks. According to these results, the performance of this OSH practice was 39.2%
(mean=1.96). The standard deviation was 0.706 showing there was good agreement of

results.
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From the results in Table 4.9, 6.3% (n=2) of the members of Health Management
strongly agreed that there were safety and health guidelines for the various job tasks
in the health facilities, while 25% of them strongly disagreed. Among the respondents,
9.4% agreed while 28% of them disagreed. According to the participants, the practice
of providing OSH guidelines was 48.8% (mean=2.44) with good agreement of their
responses (SD=0.733).

The results in Table 4.10 show that 37.5% (n=12) of the members of the Health
Management indicated there were no OSH guidelines provided in the health
workplaces. Approximately 34.4% of the respondents said there were guidelines for
two work tasks, while about 28.1% alleged such guidelines were provided for three
work tasks in the facilities. The mean for this OSH practice was 1.91, and the standard
deviation was 0.583 indicating a performance of 38.2% and good agreement of results

among the workers.

The results in Tables 4.8 and 4.10 show that according to both the health workers and
Management, this OSH element performed at approximately 38.8% (mean combined
=1.94). These guidelines were not found in the health facilities during physical
verification. Only standard operating procedures aimed at ensuring quality and
reliability of diagnostic results in the laboratories were found in 14.3% of the facilities.
These findings showed that the provision of safety and health guidelines for the various

work tasks was not satisfactory.

4.4.3 Communication of Safety and Health Information

From Table 4.7, 4.4% (n=4) of the health workers strongly agreed that safety and
health information was adequately communicated throughout their health facilities,
while 23.3% of them strongly disagreed. Of the respondents, 13.3% agreed while
28.1% of them disagreed. Based on these results, communication of OSH information
scored 48.6% (mean=2.43) and a standard deviation of 0.733.
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From the results in Table 4.8, 50.0% (n=45) of the health workers indicated there no
OSH information communicated in their health facilities, while approximately 27.8%
indicated there was one OSH information communicated. About 14.4% of the
respondents said their facility had OSH information displays, while about 7.8% of
them indicated there were at least four. According to this results the performance of
this OSH element was 36.0% (mean=1.80). The standard deviation was 0.716 showing
there was good agreement of the results.

The results in Table 4.9 show that 6.3% (n=2) the members of the Health Management
strongly agreed that safety and health information was adequately communicated
throughout the facilities, while 25.0% strongly disagreed and 9.4% of them agreed. As
shown in Table 4.10, about 43.8% (n=14) of the members of the Health Management
indicated that no OSH information was communicated in the health facilities.
Approximately 28.1% of the respondents said there was one OSH information, while
about 21.9% and 6.25% of the respondent indicated that two and three communications
of OSH information, respectively, were done in their facilities. The mean for this OSH
element was 1.69, and the standard deviation was 0.704 indicating 33.8% performance

and good agreement of the results.

The results in Tables 4.8 and 4.10 show that according to the health workers and
Management, the performance of this OSH practice was approximately 35.0% (mean
combined =1.75). Physical observations conducted in the facilities did not reveal any
OSH information displayed. Only four (4) facilities had “Fire Exit” signs scantly
displayed. These results showed that OSH information was not communicated

adequately within the health facilities.

4.4.4 Knowledge of Workplace Hazards among Workers and Management

From Table 4.7, 7.8% (n=7) of the health workers strongly agreed that they understood

their workplace hazards well, while 24.4% of them strongly disagreed. Among the

respondents, 10.0% agreed, and 35.5% of them disagreed. According to the responses,
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knowledge of workplace hazards among the health workers had a mean of 48.2%
(2.41).

Results in Table 4.8 show that 18.7% (n=17) of the health workers could not identify
any workplace hazard correctly, while 40.0% (n=36) of them got one correct each.
Approximately 26.7% and 10% of the respondents were right on two and three
workplace hazards respectively. About 4.4% of the participants identified at least four
hazards correctly. This OSH element had a mean of 2.41 and standard deviation of

0.671 indicating a performance of 48.2% and good agreement of the results.

From the results in Table 4.9, about 3.13% (n=1) of the members of the Health
Management strongly agreed they understood hazards in their workplaces well, while
25.0% of them strongly disagreed. Among the respondents, 15.6% agreed and 25.0%
of them disagreed. According to the Health Management, the knowledge of workplace
hazards scored 49.4% (mean=2.47).

According to the results in Table 4.10, 25% (n=8) of the members of the Health
Management did not list any correct workplace hazard. While 6.25%, 12.5%, and
approximately 18.8% of the respondents could correctly listed four, three, and two
workplace hazards respectively, 37.5% of them knew only one such hazard each.

Based on these results, performance of this element was 47.6% (mean=2.38).

From the results in Tables 4.8 and 4.10, the performance of this OSH component
according to both the health workers and Management was 48.0% (mean combined =
2.40) indicating that knowledge of workplace hazards within the health workforce and

Management was below average.

4.45 Competent OSH Inspections and Audits

From the results in Table 4.9, 3.13% (n=1) of the members of the Health Management

strongly agreed OSH inspections were conducted, while 25.0% of them strongly
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disagreed. Among the respondents, 12.5% agreed and 31.13.0% of them disagreed.
According to the respondents, the practice of carrying out competent OSH inspections
scored 47.6% (mean=2.38).

The results in Table 4.10 showed that among the members of the Health Management,
approximately 34.4% (n=11) said there were no health facility OSH inspections
conducted by the Directorate of Occupational safety and Health. About 40.6% of the
respondents said that one such inspection had been done, while 21.9% indicated two.
About 3.13% claimed that three OSH inspections had been done in their health
facilities by DOSHS. These results suggested that the performance of this element was

38.8% (mean=1.94) and the agreement of the responses was good (SD=0.637).

These results (Table 4.9) showed that among the participants, 3.13% (n=1) of the
respondents strongly agreed OSH audits were conducted, while about 21.9% of them
strongly disagreed. Approximately 9.4% agreed while 31.3% of them disagreed that
the audits were carried out in the health facilities. Based on the responses, the
execution of OSH audits was 48.2% (mean=2.41).

According to the results in Table 4.10, nearly 34.4% (n=11) of the participants
indicated there were no OSH audits conducted in the health facilities. About 37.5% of
the respondents said that one such audit had been carried out, while approximately
21.9% indicated two. About 3.13% held that three OSH audits had been done and
another 3.13% of the informants said at least four such audits were done.

Based on these results, the performance of this OSH component was 40.6%
(mean=2.03) with good agreement of the results (SD=0.469). Documents review failed
to get any inspection report by an OSH Officer or workplace OSH audit report for any
health facility. These revelations suggested that competent OSH inspections and audits

were not adequately conducted within the health facilities.
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4.4.6 Knowledge of OSH Policy & OSH Act within Health Management

From the results in Table 4.9, none of the members of Health Management strongly
agreed they understood the health sector OSH policy well, but 21.9% of them strongly
disagreed. Among the respondents, 9.4% agreed and 34.4% of them disagreed.

According to the results (Table 4.9), 3.13% (n=1) of the respondents strongly agreed
they understood Occupational Safety and Health Act well, while 25% of them strongly
disagreed. The results further indicated that 9.4% of the respondents agreed while
31.3% of them disagreed that they understood the OSH Act well. These results
indicated that knowledge of the health sector OSH policy and OSH Act among the
members of Health Management scored a mean of 46.2% (2.31) and 46.8% (2.34)

respectively.

The results in Table 4.10 show that among the members of the Health Management,
nearby 40.6% could not identify a single requirement of the health sector OSH policy
correctly. Of the respondents, 31.3% recognized only one requirement of the OSH
policy correctly, and 25.0% knew two of the policy provisions each. Knowledge of
three OSH policy requirements was recorded by 3.3% of the respondents. According
to results, performance of this OSH indicator was 38.2% (mean=1.91) with good

agreement of results (SD=0.637).

These results (Table 4.10) further indicate that about 34.4% (n=11) of the members of
Health Management could not identify any provision of OSH Act, while 43.8% of
them could pinpoint one. About 15.6% (n=>5) of the participants knew two while 3.13%
of them were familiar with three requirements of the Act. Additionally, 3.13%
correctly identified at least four of the provisions. The mean performance of this OSH
element was 39.4% (mean=1.97) with good agreement of results (SD=0.474). From
these results, it was deduced that knowledge of the health sector OSH policy and the
Kenya OSH Act within the Health Management was below average.
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The GOK-OSHA (2007) requires employers to ensure the provision of the necessary
OSH training and information to all persons in the workplace. According to the Act,
OSH information should be communicated through displays in the workplaces. The
management is also obligated to ensure safety instructions are given and refresher
seminars conducted regularly. The Management and workers should be familiar with
their workplace hazards. The MOH (2014a) demands all health workers to be given
OSH specific training. The Health Management is mandated to establish and
communicate safety and health guidelines for the various work tasks in their
workplaces (GOK-OSHA, 2007; MOH, 2014a). The OSH Act requires the

organizations’ Management to understand it and maintain its copies.

According to the GOK-OSHA (2007), DOSHS is responsible for conducting
inspection and training in all workplaces. The Act further requires OSH audits to be
carried out in all the workplaces by competent persons. The HSE (2011) provides that
the managers should ensure that regular audits are carried out in their workplaces and
this requirement is echoed in the MOH (2014a). The latter states that the Health

Managements must ensure that OSH audits are carried out in their facilities regularly.

The results in Table 4.8 showed that health workers’ knowledge of workplace hazards
recorded the highest mean (Mean = 2.41) while OSH refresher seminars attended
recorded the lowest mean (1.61). The highest agreement among the responses was
recorded on OSH seminars attended (SD = 0.424) while the least agreement was
recorded on OSH information communicated (SD = 0.716). The aggregate mean and
standard deviation were 1.89 and 0.667 respectively, representing 37.8% performance

of OSH awareness and good agreement of responses from the participants.

From results in Table 4.10, Workplace hazards known posted the highest performance,
47.6% (mean=2.38) while OSH audits recorded the highest agreement (SD = 0.469).
Communication of OSH information in the workplaces scored the lowest mean, 33.8%

(1.69) while OSH refresher seminars posted the lowest agreement (SD = 0.859) of
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responses from participants. The aggregate mean was 1.94 translating to 38.8%
performance of OSH awareness within the Health Management. The aggregate
standard deviation for OSH awareness among the Health Management was 0.626,
indicating good agreement of results.

The performance of OSH awareness among the health workers and the Health
Management was approximately 38.6% (mean combined = 1.93) according to the
results in Tables 4.8 and 4.10. These results exhibited that the performance of OSH
awareness among the health workers and the Management was very low. It was
deduced that OSH awareness affected OSH performance in the public dispensaries and

health centres.

These findings were in agreement with Kaaria (2015) who concluded that training
affected OSH performance in supermarkets; and Rotich & Kwasira (2015) who
affirmed that sensitizing workers on an OSH programme was critical for its
implementation. According to Maseko (2016), training of workers in safety and health
is fundamental in the safety and health management and ensures competence and safe
conduct, among workers in the discharge of their duties, which results in a firm culture

of prevention.

Okumu (2016) found that the productivity of workers increases when they are trained
in occupational health and safety practices, but declines if the OSH awareness is not
sustained. Oluoch et al (2017) concluded that occupational safety and health awareness
affects workers’ consciousness of their work environment. Tait et al. (2018) concluded
that training on occupational safety and health had great positive impact on OSH

practices.

45  Management’s Commitment to Implement OSH Practices

The results in Table 4.11 show the agreement of health workers on Management

Commitment to implement OSH practices.
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Table 4. 11: Management Commitment to OSH Practices

Practices 5 4 3 2 1 Mean SD
1. The health management provides funds

for Occupational Safety and health in the

facility 6 10 21 30 23 240 0.756
2. Occupational safety and health

performance targets form part of Annual

Work Plans 5 10 20 31 24 234 0.749
3. OSH is regularly an agenda in health
management meetings 5 11 22 29 23 240 0.744

4. The health management conducts regular

inspections of work environments in the

facility 7 9 20 32 22 241 0.744
5. The management demonstrates visible

concern and commitment to safe and

healthy work environment 6 10 22 28 24 242 0.760
Aggregate 239 0.751

(5-Strongly agree; 4-Agree; 3-Neutral; 2-Disagree; 1-Strongly disagree)

The results in Table 4.12 show the perceived major challenges faced by the Health
Management in implementing occupational safety and health Practices in the health

facilities.

Table 4. 12: Perceived Major Challenges in Implementing OSH Practices

Challenge Frequency Percentage
Lack of sufficient OSHawareness within health

Management 18 32.1%
Limited financial resources for various

competing needs 29 51.8%
Lack of cooperation from workers 2 3.6%
Lack of adequate staff 4 7.1%
Cultural believes and traditions 3 5.4%
Totals 56 100%

The performance of Management commitment to OSH Practices is shown in Table
4.13.
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Table 4. 13: Performance of Management Commitment

Indicators of Performance 5 4 3 2 1 Mean SD
1. Provision funds for OSH in the facility 0 10 14 31 35 199 0.705
2. OSH performance targets in

management Work Plans 0 9 13 31 37 193 0.701
3. OSH agenda in health management
meetings 1 8 15 30 36 198 0.718
4. Inspections of work environments by
health management 1 9 14 29 36 197 0.712
5. Visible Management concerns and
commitments to safety and health 0 11 13 28 38 197 0.732
Aggregate mean 197 0.714
Scoreboard
Frequency of implementation (Number) >4 3 2 1 |0
Scale 5 4 3 2 |1

45.1 Provision of Funds for OSH Activities

As shown in Table 4.11, 6.7% (n=6) of the health workers strongly agreed that funds
were provided for OSH activities within the health facilities while 25.6% of them
strongly disagreed. Of the respondents, 11.1% agreed while 33.3% of them disagreed
that the Management provided the funds. Based on the results, the practice of providing
funds for OSH scored a mean of 48.0% (2.40) with good agreement of the results
(SD=0.756).

From the results in Table 4.13, 40.0% (n=36) of the health workers indicated that the
Management did not provide funds for OSH activities, while about 31.1% of them
indicated the funds had been provided once. About 15.6% and 11.1% of the
respondents held that their facility had been funded for OSH activities twice and thrice

respectively.

According to these results, the provision of funds for OSH activities scored 39.8%
(mean=1.99). The standard deviation was 0.705 showing there was good agreement of

the results among the respondents. Documents review did not find any documentary
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proof that funds were allocated specifically for OSH activities in any of the health

facilities. These results showed that specific funding of OSH activities was not visible.

4.5.2 Integration of OSH in Management Plans

According to the results in Table 4.11, 5.6% (n=5) of the health workers strongly
agreed that OSH performance targets were part of the Annual Work plans, while 26.7%
of them strongly disagreed. Among the respondents, 11.1% of them agreed while
34.4% of them disagreed. The respondents were in good agreement (SD=0.749) that
inclusion of OSH performance targets in Annual Work-plans scored 46.8%
(mean=2.34). Occupational Safety and Health activities were not found in the County
health sector work plans during documents review conducted in the facilities and

management level.

The results in Table 4.13 show that about 41.1% (n=37) of the health workers indicated
that OSH was not part of Management work plans, while approximately 34.4% of the
respondents said OSH had been included in annual work plans once. About 14.4% and
10.0% of the respondents held that OSH had been included in the work plans twice
and thrice respectively. The mean performance of this OSH element was 38.6%
(mean=1.93), with good agreement of the results (SD=0.701). These findings showed
that implementation of OSH practices was not a felt Health Management performance

objectives and, therefore, not incorporated in management plans.

4.5.3 Inclusion of OSH in Management Meetings

As illustrated in Table 4.11, 5.6% (n=5) of respondents strongly agreed that OSH was
discussed in Management meetings regularly, while 25.6% of them strongly disagreed.
The results further indicated that 12.2% of the respondents agreed while 32.2% of them
disagreed. According to the respondents, inclusion of OSH agenda in the executive
meetings had a mean of 48.0% (2.40).
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From the results in Table 4.13, nearly 40.0% (n=36) of the health workers indicated
that OSH was not an agenda in any Management meetings. About 33.3% of the
respondents said OSH had been discussed once in a Management meeting, while
approximately 16.7% among them purported that this had happened twice. While
nearly 8.9% of the respondents said that OSH had been in executive meetings thrice,

approximately 1.1% (n=1) of participants said this had occurred at least four times.

From these results, the performance of this OSH component scored 39.6%
(mean=1.98) and the agreement of the results among the respondents was good
(SD=0.718). Documents review did not find any record of a meeting with OSH as an
agenda either at the management or facility level. These findings indicated that OSH
issues were not incorporated in executive meetings regularly. This suggested that OSH

performance in the health facilities was not felt as a Health Management priority.

4.5.4 Inspections of Work Environments by Health Management

As presented in Table 4.11, 7.8% (n=7) of the health workers strongly agreed that the
Management conducted regular inspections of work environments in their facilities.
Nearly 25.6% of the respondents strongly disagreed while 10.0% of them agreed and
35.6% disagreed. Approximately 22.2% of the participants were impartial. According
to the responses, workplace inspections scored a mean of 48.2% (2.41).

From the results in Table 4.13, 40.0% (n=36) of the health workers said the
Management did not conduct inspections of the work environments, while about
32.2% of them indicated that the Management did it once. About 15.6% and 10.0% of
the respondents said that the Management had inspected work environments in their
facility twice and thrice respectively. Approximately 1.1% (n=1) of the participants

alleged this had happened at least four times.

According to these results, inspection of work environments by the Health

Management performed at 39.4% (mean=1.97). The standard deviation was 0.712
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showing there was good agreement of participant responses. Documents review did
not find any OSH inspection or support supervision report for any facility either at the
Health Management or health facility level. The findings indicated that the Health
Management was not monitoring safety and health in the health facilities regularly.
These results suggested that the Health Management did not consider safety and health

as a management priority.

455 Management’s Commitment to Safe and Healthy Work Environment

From the results in Table 4.11, 6.7% (n=6) of the health workers strongly agreed that
the Management demonstrated visible concern and commitment to safe and healthy
work environment in their facilities, while 25.6% of them strongly disagreed. The
results further showed that 10.0% of the respondents agreed while 31.1% of them
disagreed. According to the responses, visible concern and commitment of the
Management to implement OSH practices scored 48.4% (mean=2.42).

Results in Table 4.13 show that about 42.2% (n=38) of the health workers indicated
that the Health Management did not show concern and commitment to safe and healthy
work environments. Approximately 31.1% of respondents said this had happened
once, and about 14.4% held that this had occurred twice. Of the respondents, 12.2%
said that the Health Management had shown visible concern and commitment three

times.

The mean performance of this OSH element was 39.4% (mean=1.97), with good
agreement of the results (SD=0.732). During physical observations, it was noted that
all the eight diagnostic laboratories were operating without any biosafety cabinets.
These results indicated that Management concern and commitment to safe and healthy

work environments was not visible.

The GOK-OSHA (2007) requires organizations to support occupational safety and

health and provide adequate resources for its implementation. This mandate is
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resounded by the MOH (2014a) which stipulates that health managers at all levels must

ensure the provision of funds for OSH activities.

Occupational safety and safety should be discussed in management meetings regularly
(GOK-OSHA, 2007; MOH, 2014a). According to MOH (2014a) health managers at
their levels must ensure occupational safety and health is integrated in their
management plans. The management must carry out OSH inspections regularly in the
workplaces; and be proactive in demonstrating concern and commitment to safety,
health, and the work environment and encouraging others to follow (GOK-OSHA,
2007; MOH, 2014a).

The results in Table 4.12 show that 51.8% of the responses from the Health
Management indicated that lack of sufficient funds for the various competing needs
was their major reason for not implementing OSH practices. This finding suggested
that occupational safety and health was not a priority objective within the Health
Management and therefore, not considered in funding.

From results in Table 4.13 the provision of funds for occupational safety and health
activities scored the highest mean, 1.99 (39.8%) while OSH performance targets in
management work plans had the lowest mean of 38.6% (1.93). The performance of
Management commitment to the implementation of OSH practices was not
satisfactory, 39.4% (mean=1.97). From these results it was deduced that management
commitment affected occupational safety and health performance in public

dispensaries and health centres.

These findings concurred with previous studies. Surienty (2012) held that
Management commitment affected implementation of occupational safety and health
in Small Enterprises. Sawe (2013) found that commitment and implementation of
occupation safety and health practices increased business productivity in Mumias Sugar
Company. According to Ndegwa (2015), the challenges in OSH performance within

the manufacturing sector are associated with lack of management commitment.
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McGonagle et al. (2016) emphasized the importance of management commitment in
OSH implementation. Tait et al (2018) concluded that Occupational Safety and Health

is not a high management priority within the health sector.

4.6  Workers’ Participation in OSH Activities

The results presented in Table 4.14 show the agreement of health workers on their

participation in OSH activities.

Table 4. 14: Workers’ Participation in OSH Activities

Practices 5 4 3 2 1 Mean SD
1. The management always consults

with health workers on occupational

safety and health matters 7 9 20 32 22 241 0.744
2. There is a functional safety and

health committee /appointed OSH

focal person in the facility 6 11 22 29 22 244 0.751
3. There are clear OSH responsibilities
in the health facility 6 10 21 30 23 240 0.756

4. You always report hazardous

occurrences and situations in the

facility to management 4 12 24 29 21 243 0.738
5. You always refuse to work in an

unsafe or unhealthy environment

until it is rectified 6 10 22 28 24 242 0.760
Aggregate 2.42 0.750

(5-Strongly agree; 4-Agree; 3-Neutral; 2-Disagree; 1-Strongly disagree)

The performance of workers’ participation in OSH practices is shown in Table 4.15.
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Table 4. 15: Performance of Workers’ Participation in OSH Activities

Indicators of Performance 5 4 3 2 1 Mean SD
1. Consultations of workers on OSH 0 6 16 37 31 197 0.633
2. OSH meetings held by SHC/OSHFP

in the facility 1 8 15 30 36 1.98 0.719
3. OSH responsibilities communicated 0 7 12 35 37 190 0.665
4. Hazardous occurrences and/or

situations reported 1 9 14 30 36 199 0.728
5. Refusals to work in unsafe
conditions 0 9 13 30 38 1.92 0.707
Aggregate 1.95 0.690
Scoreboard
Frequency of implementation (Number) >4 3 2 1 |0

Scale 5 4 3 2 1

4.6.1 Consultation of Workers on OSH Matters

As illustrated in Table 4.14, 7.8% (n=7) of the health workers strongly agreed that
management always consulted with them on occupational safety and health matters,
while 24.4% of them strongly disagreed. According to the results, 10.0% of the
respondents agreed and 35.6% disagreed. The results showed Management
consultation with workers on occupational safety and health matters had a mean 2.41
(48.2%) and a standard deviation of 0.744.

From the results in Table 4.15, about 34.4% (n=31) of the health workers indicated
that the Health Management did not consulted them on safety and health issues, while
approximately 41.1% of them said they had been consulted on one occasion. About
17.8% and 6.7% of the respondents held that the Management had done so twice and
thrice respectively. None of the participants said they had been consulted more than

three times.

The mean performance of this OSH element was 39.4% (mean=1.97), with good
agreement of results (SD=0.633). Documents review in all the sampled facilities found

no record of OSH-related consultation between the management and workers was
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found. These findings showed that the Management’s involvement of health workers

in OSH matters was very low.

4.6.2 Safety and Health Committees / Appointed OSH Coordinators

From results in Table 4.14, 6.7% (n=6) of the health workers strongly agreed that there
was a functional safety and health committee or an appointed OSH coordinator in their
facilities, while 24.4% of them strongly disagreed. Among the respondents, 12.2%
agreed while 32.2% of them disagreed. According to the responses, this OSH element
scored a mean of 2.44 (48.8%) and a standard deviation of 0.751 representing a good

agreement the responses.

Results in Table 4.15 show that 40.0% (n=36) of the health workers said that the safety
and health meetings were not held in their health facilities, while approximately 33.3%
of them said such a meeting had been held once. About 16.7% and 8.9% of the
respondents indicated that these meetings had been held two and three times
respectively. Approximately 1.1% (n=1) of the workers said these meetings had been

held at least four times.

The mean performance of this OSH element was 39.6% (mean=1.98), with good
agreement of results (SD=0.719). Physical observations revealed that only two
facilities were legally obligated to have a safety and health committee, based on their
worker populations. No record of Safety and Health committee meetings, or
appointment of an OSH focal person in any of the facilities. The findings suggested
that there were no functional safety and health committees or appointed OSH

coordinators in the health facilities.

4.6.3 Occupational Safety and Health Responsibilities

As shown in Table 4.14, 6.7% (n=6) of the health workers strongly agreed that there
were clear OSH responsibilities in their health facilities, while 24.4% of them strongly

disagreed. Among the respondents, 11.1% agreed and 33.3% disagreed. From the
63



responses, the provision of OSH responsibilities scored a mean of 2.40 (48.0%) with

good agreement of the results (SD=0.756).

According to the results in Table 4.15, nearly 41.1% (n=37) of the workers indicated
that OSH responsibilities were not communicated. About 38.9% of the respondents
said there was one OSH responsibility communicated. Approximately 13.3% of the
respondents purported there were two, while almost 7.8% held that there were three
OSH obligations communicated.

Based on these results, the performance of this OSH component was 38.4%
(mean=1.92) with good agreement of responses (SD=0.665). However, no records of
OSH responsibilities were found in any of the health facilities, during physical
observations and documents review. These findings indicated that OSH

responsibilities were not communicated adequately within the health facilities.

4.6.4 Reporting of Hazardous Occurrences and Situations

The results in Table 4.14 showed that 4.4% (n=4) of the health workers strongly agreed
that they always reported hazardous occurrences and situations in their facility to the
Management, while 23.3% of them strongly disagreed. Among the respondents, 13.3%
agreed and 32.2% of them disagreed. These results showed that reporting of hazardous
conditions and situations among the respondents had a mean of 48.6% (2.43) with a

standard deviation of 0.738 indicating a good agreement of participant responses.

From the results in Table 4.15, about 40.0% (n=36) of the health workers indicated
that they had never reported any dangerous occurrences or situations, while
approximately 33.3% of them said they had reported on one occasion. About 15.6%
and 10.0% of the respondents held that they had done so twice and thrice respectively.

Nearly 1.1% of the participants said they had reported at least four times.
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The mean performance of this OSH element was 39.8% (mean=1.99), with good
agreement of results (SD=0.728). However, documents review in the facilities did not
find any such reports. These findings showed that reporting of workplace OSH
concerns by health workers was not visible.

4.6.5 Workers’ Refusal to Work in Unsafe Conditions

From results in Table 4.14, 6.7% (n=2) of the health workers strongly agreed that they
always refused to work in unsafe or unhealthy environment until the hazard was
removed, while 26.7% of them strongly disagreed. Among the respondents, 11.1%
agreed and 31.1% of them disagreed. The practice of health workers refusing to work
in unsafe conditions scored a mean of 48.4% (2.42) with good agreement of the results

among the participants (SD=0.760).

The results in Table 4.15 showed that 42.2% (n=38) of the health workers said that
they had never refused to work in unsafe conditions until the situations were rectified,
while approximately 33.3% of them indicated that they had done so once. About 14.4%
and 10.0% of the respondents said that they had declined twice and thrice respectively.

The mean performance of this OSH element was 39.0% (mean=1.95), with good
agreement of the results (SD=0.690). Documents review did not find any records of
these refusals in the health facilities. These findings indicated that workers were not

adequately declining to work in unsafe situations until the hazards were removed.

According to the GOK-OSHA (2007) and the MOH (2014a), the management should
involve workers in OSH planning and decision making processes. A safety and health
committee must be appointed in workplaces with at least twenty (20) workers, and
safety coordinator in workplaces with fewer workers. The OSH Act mandates
organizations to define and communicate OSH responsibilities to all persons in the
workplaces, and requires workers to document and report to the management any

hazardous condition, situation, and occurrence within their workplaces. The Act
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provides every worker with immunity against discrimination for refusing to work in

imminent danger after reporting, until it is corrected.

The results in Table 4.15 showed that workers’ refusal to work in unsafe conditions
had the highest mean (1.99) and the lowest agreement of responses from the
participants (SD = 0. 728). Communicated OSH responsibilities recorded the lowest
mean (1.90). The highest agreement of responses was recorded on consultation of
workers by the Management on OSH matters (SD = 0.633). The performance of
workers’ participation was below average, 39.0% (aggregate mean=1.95). The mean
standard deviation was 0.690 showing that there was good agreement of the results.
Based on these results it was concluded that workers’ participation affected

occupational safety and health performance in public health facilities.

These findings were in concurrence with previous studies. Kaaria (2015) concluded
that employees’ participation influenced the implementation of OSH in Kenyan
supermarkets. Ndegwa (2015) attributed the challenges in OSH performance within
the manufacturing sector to lack of workers’ cooperation. McGonagle et al. (2016)
demonstrated that teamwork was fundamental in OSH activities. According to
Mosburg (2019), reporting of occupational hazards at all levels is useful in identifying
the burden of exposures and to inform remedial measures. Gbadago (2017) concluded
that lack of a trained OSH coordinator was a reason for poor implementation of OSH

policy in Tongu District Hospital.

4.7  Pearson’s Product Correlation Analysis

Pearson’s correlation was used to test linear relationship between the predictor and
response variables. The computed Pearson’s correlation coefficients for each of the

research variables are shown in Table 4.16.
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Table 4. 16: Pearson’s Correlation Coefficients

Variable 1 2 3 4
1 | OSH Performance 1.000
2 | OSH awareness among HW & HM  0.6887  1.000
3 | Management commitment 0.8195 0.1903 1.000
4 | Workers’ Participation in OSH 0.7183 0.4547 0.5556 1.000

p<0.05 for one-tailed tests

The results in Table 4.16 suggested that each of the three independent variables had
linear relationship with OSH performance. The mean scores for the individual items
in each of the independent variables were used to compute the correlation coefficients.
The respective correlation coefficients (r) were 0.6887 for OSH awareness among
health workers and management, 0.8195 for management commitment, and 0.7183 for
workers’ participation. The correlation coefficients were high indicating that there
existed significant statistical relationship between each of the independent variables
and OSH performance. This meant that each of the independent variables had direct

effect on OSH performance.

High coefficients of correlation suggested a problem of multi co-linearity among the
independent variables (Field, 2009). Variance inflation factors (VIFs) were analyzed

to test multi co-linearity among the variables using the formula:
VIF=1/(1-r?)

The computed variance inflation factors for the independent variables were 1.90 for
OSH awareness, 3.04 for management commitment, and 2.07 for workers’
participation. According to Field (2009), the threshold for VIFs is 10. There was,

therefore, no problem with multi co-linearity.

4.8 Linear Regression Analysis

Simple linear regression analysis was used to determine the statistical relationships

between each of the independent variables and OSH performance. Regression
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coefficients were computed for each of the independent variables using the regression

equation:

Sl (yi-y)]
1 = 28Dy
B Sl(xi-x)2]

Where:
p1 = the slope of regression line i.e. the amount of change in Y (dependent
variable) due one unit change in X (independent variable)
xi = the mean score for individual items in each of the independent variables
yi = the mean score of performance for individual practice in the measured
variables
x = mean of each xi value
y = mean of each yi value
Y. = Sum of

Beta zero (Po) which denoted the value of OSH performance (dependent variable) ()

when the independent variable (X) was at zero was calculated using the formula:

Y =X+ fo
Where:
Y = the measured value of the dependent variable (OSH performance)
X = measured value of each independent variable
1 = the slope of regression line i.e. the amount of change in Y due one unit

change in X

This direct model tested OSH awareness, management commitment, and workers’
participation individually against the occupational safety and health performance. The

results of linear regression analysis are shown in Table 4.17.
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Table 4. 17: Linear Regression Results

Variable Model 1 Model 2 Model 3

Raw  Standardized| Raw Standardized| Raw  Standardized
Constant 0.35 0.37 0.30
O/Awareness 0.6810 0.7526
M/Commitment 0.6680 0.7026
W/Participation 0.6600 0.7174
R 0.6887 0.8195 0.7183
R? 0.4743 0.8866 |0.6716 0.7064 |0.5160 0.5609

p<0.05

These results confirmed that there existed a direct and positive relationship between
each of the independent variables and OSH performance. The prediction factor for the
variables were: OSH awareness (0.6810, p<0.05), Management commitment (0.6680,
p<0.05), and workers’ participation (0.6600, p<0.05). These factors indicated
reasonably strong positive relationships and, therefore, all the three independent
variables were good predictors of OSH performance. These results showed that an
increase of one unit in OSH awareness resulted in an increase of 0.681 units; a unit
increase in management commitment predicted an increase of 0.668 units; and a unit
increase in workers’ participation foretold an increase of 0.660 units in OSH

performance.

The respective coefficients of determination, R?, were 0.474, 0.672, and 0.516 for OSH
awareness, management commitment, and workers’ participation respectively.
Consequently, OSH awareness among health workers and Management explained
47.4%, Management commitment explained 67.2%, and workers’ participation

explained 51.6% of variance in OSH Performance.

4.9 Hypothesis Testing

The null hypothesis that “OSH performance in the public dispensaries and health
centres is not affected by OSH awareness among the health workers and the
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management, management commitment, or workers’ participation”; was tested using

t-test. T-statistic was computed for each of the variables by using the formula:
t=(u-M)/[s/ (\m)/

Where:

t = computed statistic for each variable
M = sample mean for each variable,
| = assumed population mean = 3,

N = the sample size, and
s = standard deviation for each independent variable (i.e. OSH awareness,
Management commitment, and workers’ participation)
The computed t-statistics and their corresponding table critical values are shown
obtained in Table 4.18.

Table 4. 18: Computed t-Statistics at o = 0.05

Variable N M S i Computed Critical
t-statistic ~ Values
OSH awareness (H/Workers) 90 241 0.748 3 7.483 1.662
OSH awareness (H/Management) 32 239 0.681 3 5.067 1.696
Management commitment 90 239 0.751 3 7.706 1.662
Workers’ participation 90 242 0.750 3 7.337 1.662

The computed t-statistic for each independent variable was compared to its
corresponding T-table critical value for N. From the results in Table 4.18, the
calculated t-statistics for OSH Awareness among health workers and health
management were 7.483 and 5.067 compared to t-table critical values of 1.662 and
1.696 respectively. The t-statistics for management commitment and worker’s

participation were 7.706 and 7.337 respectively compared to the critical value of 1.662.

These results showed that the computed t-statistic for each of the null hypotheses (Ho:
u — 3 =0) was more than right-tail critical value of the t-distribution. The null

hypotheses were, therefore, rejected in favour of the respective alternative hypotheses
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(Ha: u— 3 # 0). The results meant that the occupational safety and health performance
in the health facilities was affected by OSH awareness among health workers and

Management, Management commitment, and workers’ participation.
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CHAPTER FIVE
CONLUSIONS AND RECOMMENDITIONS
51 Conclusions

Occupational safety and health performance in public dispensaries and health centres
within Machakos County is affected by lack of inadequate components of work
environments, OSH awareness among the health workers and Management,
Management commitment, and workers’ participation in OSH activities. The mean
performance of these variables were 42.5%, 38.6% (mean=1.93), 39.4 (mean=1.97),
and 39.0% (mean=1.95) respectively. Regression analysis results showed that an
increase of one unit in OSH awareness, management commitment, and workers’
participation predicted an increase of 0.681 units; 0.668 units; and 0.660 units in OSH

performance respectively.

Natural ventilation and lighting in the public dispensaries and health centres were not
adequate. Among the workrooms assessed, 79% had less ceiling heights than the
specified minimum, while windows in 61.5% of the workrooms did not provide
through ventilation. Among the workrooms assessed, 18.7% did not have the
minimum permissible natural lighting. High risk of injury existed within the health
facility work environments. Approximately 64.6% of the windows were found
projecting to passages when open. All the patient examination couches had no
mechanism to adjust heights. About 77.8% of the storage shelves had no equipment to
reach materials in heights. Provision for safe movement into and out of the workrooms
was insufficient. Among the workroom doors, 57.5% had less opening widths than the
specified minimum, while the widths of 57.1% of passageways were less than the
specified minimum and 61.9% of the passageways were obstructed. The presence of
the Directorate of Occupational Safety and Health services was not felt in the public
health facilities. Neither OSH inspections by the directorate nor expert OSH audits

were found in any of the facilities. It was established in the course of the survey that
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the Kenya OSH Act does not specify measurable standards for several OSH

components of work environment.

Occupational safety and health awareness within the Management and among the
workers affected OSH performance. The health workers and Management had no
training specifically on OSH and OSH information was not communicated. OSH
guidelines for work tasks were not provided in the health facilities. The health sector
OSH Policy and the Kenya OSH Act were not understood well among both the health
management and the workers, while inspections and audits by independent OSH
experts were not carried out regularly in the facilities. Regression analysis results
showed that a change of one unit in OSH awareness predicted a change of 0.681 units
in OSH performance. The t-test on the null hypothesis “OSH performance is not
affected by OSH awareness among health workers and within the health Management”
favoured the alternative hypothesis. The computed t-statistics were 5.067 and 7.483

compared to table critical value of 1.662 and 1.696 respectively (Table 4.18).

The study results demonstrated that management commitment affected the
Occupational safety and health performance in the health facilities. OSH activities
were not funded, included in the annual performance targets, or discussed in
management meetings. OSH inspections and/or support supervisions were also not
conducted in the health facilities. Results of regression analysis showed that a change
of one unit in Management commitment predicted a change of 0.668 units in OSH
performance. The null hypothesis “OSH performance is not affected by Management
commitment” failed in the t-test. The computed t-statistic was 7.706 against the table
critical value of 1.662 (Table 4.18).

Occupational safety and health performance in public dispensaries and health centres
is affected by workers’ participation. Workers were not involved in decision making
on matters concerning their safety and health and there was no safety and health

committee or focal person in any of the facilities. OSH responsibilities were not

73



defined in the health workplaces and workers were neither reporting unsafe conditions

in their workplaces nor refusing to work in imminent danger before the harmful

situation was rectified. Results of regression analysis showed that a change of one unit

in Workers’ participation would cause a change of 0.660 units in OSH performance.

The t-test results rejected null hypothesis “OSH performance is not affected by

workers’ participation”. The computed t-statistic was 7.337 compared to table critical
value of 1.662 (Table 4.18).

5.2

Recommendations

The County Government should ensure that all the various OSH elements in
their work environments are adequate.

The Kenya Occupational Safety and Health Act, 2007 should be revised to
include the measurable standards all elements of the work environments.

All the health workers and members of the health management teams should
be trained in occupational safety and health and the health sector OSH policy.
Occupational safety and health targets should be integrated in the management
performance plans and meetings.

The Health Management should define and communicate OSH responsibilities
to all persons in the health facilities and provide OSH guidelines for all the
different work tasks.

Further research may be conducted to assess the effects of other variables on

OSH performance.
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APPENDICES

APPENDIX 1: RESEARCH QUESTIONNAIRE FOR HEALTH WORKERS

Kindly provide the information requested in this form. You are protected from any
form of harm. The information collected will be confidential and used exclusively for
academic purposes. You have the right not to participate and to withdraw from the
study at any stage. If you choose to withdraw, any information given will be destroyed.

N

o1

9.

DEMOGRAPHIC INFORMATION

Facility Number | |
Type of Facility: Health Center [ ] Dispensary [ ]
What is your designation? (Tick as appropriate)

Nurse [ ] Clinical officer [ ] Laboratory staff [ ]

Gender: Male [ ] Female [ ]

What is your Age?

21-30 years [ ] 31-40 years [ ]

41-50 years [ ] 51-60 years [ ]

What is your highest level of professional qualification?

Certificate [ ] Diploma [ ]

Bachelor’s Degree [ ] Master’s Degree [ ]

How long have you worked in the facility?

6 months - 1 year 1-3 years 3-5 years over 5 years
[ ] [ ] [ ] [ ]

HEALTH WORKER OSH AWARENESS

Please indicate, with a tick [\], your level of agreement with the following
statement as concerns your facility.(5-Strongly agree; 4- Agree; 3-Neutral; 2-
Disagree; 1- Strongly Disagree)

S/No | Statements 5141321
a. You have received a training specifically on
occupational safety and health
b. Regular refresher seminars on occupational
safety and health are conducted health in the facility
C. There are safety and health guidelines for all
the various work tasks in the facility
d. Safety and health information is adequately
communicated throughout the facility
e. You understand your workplace hazards well

Using the scale in brackets, please indicate with a tick [V] the number of times each
of the practices has occurred to you or in your facility.
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(5-At least four, 4- three, 3- two, 2- one, 1-zero)

S/No | Practices 5 4 3 2 1

a. Number of OSH Trainings you have attended
List titles of OSH trainings attended

b. OSH Refresher seminars held in the workplace
C. Number of work tasks with OSH guidelines
d. No of Communications of OSH Information
in the workplace
e. In the space below, list 5 workplace hazards you know

MANAGEMENT COMMITMENT TO OSH

10. Using the scale below, indicate your level of agreement with each of the following
statements. Tick [V] one. (5-Strongly agree; 4-Agree; 3-Neutral; 2- Disagree; 1-

Strongly disagree)

S/No | Statements 514 13 |2 |1

a. The health management provides funds for
Occupational Safety and health in the facility

b. Occupational safety and health performance targets
are part of Annual Work Plans

C. OSH is regularly an agenda in health management
meetings

d. The health management conducts regular inspections
of work environments in the health facility

e. The management demonstrates visible concern and
commitment to safe and healthy work environment

11. Using the scale in brackets, please indicate with a tick [\] the number of times each
of the practices has occurred to you or in your facility.
(5-At least four, 4- three, 3- two, 2- one, 1-zero)

| S/No | Practices 5 [4 [3 ]2 1]
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a. Funds provided for OSH activities

b. OSH performance targets integrated in Annual
Work Plans

C. OSH agenda in Health Management meetings

d. Inspections of work environments by the
Management

e. Visible Concern and commitment to OSH in
work environment

HEALTH WORKERS’ PARTICIPATION IN OSH ACTIVITIES

12. Using the scale below, please indicate your level of agreement with each of the
following statements. Tick [\] one. (5-Strongly agree; 4- Agree; 3-Neutral; 2-
Disagree; 1- Strongly Disagree)

S/No | Statements 5 4 |3 |2 |1

A. The management always consults with health
workers on occupational safety and health matters

B. There is a functional safety and health committee /
appointed OSH focal person in the facility

C. There clear OSH responsibilities in the health
facility

D. You always document hazardous occurrences and
situations in the facility and report to management

E. You always refuse to work in unsafe or unhealthy
environment until the situation is rectified

13. Using the scale in brackets, please indicate with a tick [\] the number of times each
of the practices has occurred to you or in your facility.
(5-At least four, 4- three, 3- two, 2- one, 1-zero)

S/No | Practices 514 |3 |2

a. Consultations of health workers by Management on
OSH matters

b. OSH meetings held by SHC / OSH Coordinators in
the facility

C. OSH responsibilities provided

o

Hazardous occurrences and situations reported

e. Refusals to work in unsafe conditions until the
hazard is removed

THANK YOU FOR YOUR TIME. GOD BLESS YOU
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APPENDIX 2: RESEARCH QUESTIONNAIRE FOR HEALTH MANAGEMENT

Kindly provide the information requested in this form. You are protected from any
form of harm. The information collected will be confidential and used exclusively for
study purposes. You have the right not to participate and to withdraw from the study
at any stage. If you choose to withdraw, any information given will be destroyed.

DEMOGRAPHIC INFORMATION

1. What is your level of management?
CHMT [ ] SCHMT [ ]
2. What is your gender?
Male [ ] Female [ ]
3. What is your Age?
21-30 years [ ] 31-40 years [ ]
41-50 years [ ] 51-60 years [ ]
4. What is your highest level of professional qualification?
Diploma [ ] Bachelor’s Degree [ ]
Master’s Degree [ ] PhD
5. How long have you been in the health Management? Tick [V] one
6 months - 1 year [ ] 1-3 years [ ]
3-5 years [ ] over 5 year [ ]

HEALTH MANAGEMENT OSH AWARENESS
6. Using the scale below, please indicate your level of agreement with each of the
following statements. Tick [\] one. (5-Strongly agree; 4- Agree; 3-Neutral; 2-
Disagree; 1- Strongly Disagree)

S/No | Statements 5[4 |3 ]2 |1
a. You have received a training specifically on
occupational safety and health
b. Regular refresher seminars on occupational
safety and health are conducted in your workplaces
C. You understand hazards in your workplaces well

d. You understand the Health Sector OSH
Policy guidelines well.

e. You understand the Occupational Safety and
Health Act well.

f. There are safety and health guidelines for all the
various work tasks in your workplaces

g. Safety and health information is adequately

communicated throughout the workplaces

h. Occupational Safety and Health Officers carry
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out inspections of your facilities and get reports

i You regularly conduct your workplace OSH Audits

7. Using the scale in brackets, please indicate with a tick [\] the number of times
each of the practices has occurred to you or in your facility.
(5-At least four, 4- three, 3- two, 2- one, 1-zero)

S/No | Practices 112 |3 |4 |5

a. | OSH trainings attended

List titles of OSH trainings attended:

OSH Refresher seminars on held in the workplace

OSH information Communicated in the facilities

Work task OSH guidelines provided

o|alo|o

List 5 health workplace hazards you know:

f. Inspections by DOSHS

OSH Audits conducted

h. | List 5 requirements of the Health Sector OSH policy you know

MAJOR CHALLENGES IN IMPLEMENTING OSH PRACTICES
8. What would you say are the major challenges faced by health management in
implementing safety and health Act in health facilities? You can tick [V] more
than one.
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S/No Challenge Tick [V] as
appropriate

1. Lack of sufficient awareness among health
management

2. Limited financial resources for various competing
needs

Lack of cooperation from workers

Lack of adequate staff

Cultural believes and traditions

o 9 MW

Any other (specify)

THANK YOU FOR YOUR TIME. GOD BLESS YOU
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APPENDIX 3: WORK ENVIRONMENT ASSESSMENT CHECKLIST
Sub-County Code............... Facility Code............ Workroom Code............

The facility has a building plan (Yes / No)

The Building plan is approved by DOSHS (Yes / No)

Environmental Elements Result
Facility Building Approval

Workroom

Height of workroom in metres (indicate)

Length of the room (indicate)

Width of the room (indicate)

Computed floor area (indicate)

Computed Room volume disregarding height above 4.5m (indicate)

Computed volume of Fixed cabinets (indicate)

No of seats in the room (indicate)

Windows _J

Total window surface area (indicate)

Total openable surface area of the windows (indicate)

Type of Natural Ventilation in the room (Through / Single-sided)

Shutter flat on wall when fully open (tick)

Material storage shelves Stable (Yes / No)
Stable equipment to reach height provided (Yes / No)

Doors

Openable width of the door in metres (indicate)

Door shutter swings outward / inward (indicate)

Locking system inside / outside (indicate)

Patient Examination Couches

Patient examination couch with adjustable height (Yes / No)
Material Storage Shelves

Material storage shelves obstructing windows (Yes / No)

Passageway and Emergency EXits

Width of Passageway in metres (indicate)

Passageway obstructed (Yes / No)

Emergency Exit door provided (Yes / No)

Width of Emergency Exit (indicate)
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APPENDIX 4: RESULTS OF WORKROOM ASSESSMENTS

SIN | Workroom | Height | Floor | Air No of AV per Door Windows
Code No. in Area | Volume | workers | Worker | Opening | Shutter swings Locking system | No | Total | Open | Open | Full Type of
(m) (FA) | (AV) (m3) Width Area | Area | Area | Opening| Ventilation
(m?) (m3) (mm) Outward | Inward | Inside | Outside (m?) as % off angle (°)| TV | SV
FA
1. | sSC1/1/01|3.05 [495 [151 |2 7.55 |940 N N 1 (09 [09 [182 [110 |V
2. | SC1/1/02 | 3.05 [891 |27.18 |3 9.06 |850 N N 1 [1.44]0.96 |10.8 |130 N
3. | SC1/1/03[3.05 [891 [27.18 |2 13.59 | 850 N N 1 (1441096 |10.8 [180 |V
4. [SC1/1/04]3.05 |10.89 (3321 |3 11.07 | 900 N N 1 (1441096 |88 100 N
5. | SC1/2/01|2.65 |11.8831.48 |4 7.87 |910 N N 2 [216]1.08 [9.1 |115 [+
6. |SC1/2/02 | 2.65 |10.89|28.86 |3 9.62 |[900 N N 1 [1.26/1,26 |58 [180 |V
7. | SC1/2/03 260 [89 [23.14 |3 7.71 | 800 N N 1 [1.26[063 [7.1 |180 N
8. | SC1/2/04]262 [9.0 [2358 |2 11.79 | 800 N N 1 [1.26]063 |7.0 |105 N
9. |SC1/3/01]2.55 |10.06|25.65 |3 8.55 | 905 N N 1 [0.9450945/9.4 [110 |V
10. | SC1/3/02 | 255 | 109 [27.8 |3 9.27 | 900 N N 1 |0.945 0.47 |43 |125 N
11. | SC1/3/03 | 255 [11.0 [28.05 |2 14.03 | 850 N N 2 [189[0945(86 [100 |V
12. | SC1/4/01 | 2.65 |9.0 |23.85 |2 11.93 | 750 N N 1 [1.26/063 [70 |180 |+
13. | SC1/4/02 | 2.65 [9.0 [23.85 |2 11.93 | 800 N N 1 [126]063 |7.0 |180 N
14. | SC1/4/03 | 2.65 |9.9 [26.24 |2 13.12 | 810 N N 1 [1.26/0.63 [6.4 |180 [V
15. | SC2/1/01 | 2.80 |10.89 [ 30.49 |3 10.16 | 900 N N 1 [1.08]1.08 [9.9 |105 N
16. | SC2/1/02 | 2.85 |10.89 | 31.04 |4 7,76 1020 |+ N 1 [1.08]054 |50 [120 N
17. | SC2/1/03 | 2.85 |9.9 [28.22 |3 9.41 | 950 N N 1 [1.08/1.08 [99 |125 [+
18. | SC2/1/04 | 2.85 |8.91 |25.39 |2 12.7 | 850 N N 1 [1.08]1.08 |[12.1 |115 N
19. [ SC2/2/01 | 2.80 [13.2 [36.96 |3 12.32 | 900 N N 1 [126]063 |48 [180 N
20. | SC2/2/02 | 2.85 [9.72 [27.70 |2 13.85 | 900 N N 1 [126]063 |65 [135 |V
21.[SC2/2/03 285 [9.9 [28.22 |3 941 |885 N N 1 [1.26]0.63 |64 |155 N
22. | SC2/2/04 | 2.80 |10.89|30.49 |3 10.16 | 900 N N 2 [126[126 [116 [180 |V
23.1SC2/3/01 [ 3.0 |[11.88]3564 |4 8.91 |800 N N 2 [162]081 [6.8 150 N
24.SC2/3/02 3.0 |[819 |2457 |3 8.19 |860 N N 1 1081/081 [99 [180 [+




25.1SC2/3/03 3.0 [891 [26.73 |2 13.37 | 850 N N 1 [081]081 [91 [180 |V
26. | SC2/4/01 30 [99 [29.7 |3 9.9 904 N N 1 |0.945 0.47 |4.7 | 160 N
27.1SC2/4/02 1 3.0 |100 [300 |3 10.0 | 900 N N 1 [0.945 047 [47 [130 |V
28. | SC2/4/03 3.0 |[10.1 |[30.3 |3 10.1 | 900 N N 1 |0.945 0.945(9.4 | 180 N
29. | SC3/1/01 | 2.7 [ 12.16(32.83 |4 8.21 | 905 N N 2 [216]1.08 [89 |95 N
30. [ SC3/1/02 | 2.7 ]10.88[29.38 |3 9.79 [900 N N 2 [216[1.08 [99 [110 |V
31.|SC3/1/03 (2.7 |98 |26.46 |2 13.23 | 850 N N 1 [1.08(1.08 |11.0 |100 N
32. [ SC3/1/04 | 2.7 ]10.88(29.38 |3 9.79 | 845 N N 1 [1.08]054 |50 |115 |V
33./SC3/2/01 (31 1[99 [30.69 |3 10.23 | 800 N N 1 |0.945 0.47 |47 |180 N
34. [ SC3/2/02 | 3.05 |10.80|32.94 |3 10.98 | 785 N N 1 [0.9450945/88 [180 |V
35. [ SC3/2/03|3.0 |10.89|3267 |5 6.53 | 800 N N 1 [0.945 047 |43 [180 |V
36. | SC3/2/04 |29 [819 [23.75 |2 11.88 | 800 N N 1 [0.945 0.945| 115 | 165 N
37.|SC3/3/01|2.85 [891 |2539 |2 12.7 | 900 N N 1 [0.81]081 [9.1 |125 N
38. [ SC3/3/02 | 2.85 |12.06|34.37 |4 8.59 | 800 N N 2 [162[162 [13.4 [180 |V
39. [ SC3/3/03 | 2.80 |10.88(30.46 |4 7.61 |805 N N 1 [081]081 |74 [135 N
40. | SC3/3/04 | 2.80 |25.92 7258 |8 9.07 |[900 N N 4 324324 [125 [180 |V
41. | SC3/4/01 | 2.7 8.34 | 2252 |2 11.26 | 904 N N 1 /108|054 |65 |110 |V
42.1SC3/4/02 265 [898 [238 |2 11.9 | 850 N N 1 [1.08]1.08 |12.0 | 115 N
43. | SC3/4/03 | 2.7 [10.9 |29.43 |3 9.81 |900 N N 1 [1.08]054 [50 |180 N
44. | SC3/4/04 |27 |89 |247 |3 8.23 | 850 N 1 [1.08/1.08 [121 [180 [+
45. [ SC4/1/01 | 2.7 [11.98|32.35 |4 8.09 980 N N 2 [189[0945(79 [130 |V
46. | SC4/1/02 | 2.7 ] 10.76 | 29.05 |3 9.68 |[950 N N 1 [0.945 0.945|8.8 | 140 N
47.1SC4/1/03 | 2.7 [10.40|28.08 |3 9.36 | 950 N N 1 [0.9450945/9.1 [180 |V
48. | SC4/1/04 | 2.65 | 11.16 | 29.57 |4 7.39 [ 900 N N 1 [0.9450.945|85 | 165 N
49. | SC4/2/01 | 275 |89 |24.48 |2 12.24 | 800 N N 1 [081/04 [45 [180 [+
50. | SC4/2/02 | 2.7 891 |24.06 |2 12.03 | 815 N N 1 [081[04 |45 |180 N
51. [ SC4/2/03 2.7 1[99 [26.73 |3 8.91 |850 N N 1 [081]04 |40 |155 |V
52. | SC4/2/04 | 2.7 |13.2 |3564 |3 11.88 | 800 N N 2 [162]162 [12.3 [ 180 N
53.[SC4/3/01 |27 1[99 [26.73 |3 8.91 940 N N 1 [1.08]1.08 |10.9 | 130 N
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54. | SC4/3/02 | 255 [8.91 [22.72 |2 11.36 | 920 N 1 [1.08]1.08 |[12.1 |180 N
55. | SC4/3/03 | 2.55 |10.2 |26.01 |3 8.67 |920 N 1 [1.08]1.08 |10.6 | 145
56. | SC4/3/04 | 2.60 |9.18 [23.87 |3 7.96 |850 N N 1 [1.08]1.08 |11.8 | 180 N
57.|SC4/4/01 (2.7 1[99 [26.73 |2 13.37 | 800 N N 1 [1.26]0.63 |64 |180 N
58. | SC4/4/02 | 2.7 [9.24 |24.95 |3 8.32 [900 1 [126]063 |68 180 N
59. | SC4/4/03 | 2.65 |11.12|29.47 |4 7.37 | 850 N N 2 |216|1.08 |9.7 |135
60. | SC4/4/04 | 2.7 890 |24.03 |3 8.01 |850 N N 1 [1.26[063 [7.1 |180 N
61. | SC5/1/01 | 2.85 |10.98 [31.29 |3 10,43 | 900 N N 1 [0.945 0.945]/86 | 120 N
62. | SC5/1/02 | 2.85 |11.52|32.83 |3 10.94 | 904 N N 2 [1.89]0945/82 |105 N
63. | SC5/1/03 | 2.80 |10.8 [30.24 |3 10.08 | 900 N N 1 10945 0.47 |44 |110 N
64. | SC5/1/04 | 2.85 |9.72 [27.70 |3 9.23 | 900 N N 1 10945 0.47 |48 |180
65. | SC5/2/01 | 2.7 |96 |25.92 |2 12.96 | 800 N N 1 [1.08(1.08 |11.3 |150 N
66. | SC5/2/02 | 2.7 |105 [2835 |3 9.45 | 780 N N 1 [1.08]1.08 |10.3 | 180 N
67. | SC5/2/03 | 2.7 |98 |26.46 |2 13.23 | 800 N N 1 [1.08(1.08 |11.0 |125 N
68. | SC5/2/04 | 2.7 |105 [2835 |3 9.45 | 800 N N 1 [1.08]1.08 |10.3 | 135
69. | SC5/3/01 [ 3.0 |9.57 [28.71 |3 9.57 | 850 N N 1 [0.9450.945/9.9 180 N
70. | SC5/3/02 | 3.0 | 10.23[30.69 |3 10.23 | 840 N N 1 [0.945 0.945]9.3 155 N
71. | SC5/3/03 | 3.05 |11.55[35.23 |4 8.81 |850 N N 2 1189189 |16.4 |140
72. | SC5/3/04 | 3.05 |10.71]32.67 |4 8.17 | 860 N N 1 [0.945 0945|838 180
73. 1 SC6/1/01 | 2.60 |9.08 |23.61 |2 11.81 | 900 N N 1 [1.08]1.08 |11.9 | 105 N
74. 1 SC6/1/02 | 255 | 104 |2652 |2 13.26 | 900 N N 1 [1.08]1.08 |10.4 | 160
75. | SC6/1/03 | 255 9.9 [2525 |2 12.63 | 850 N 1 [1.08]1.08 |10.9 | 180 N
76. | SC6/1/04 | 2.60 | 10.56 | 27.46 |3 8.82 |900 N N 1 [0.945 0.945]/89 180 N
77.1SC6/2/01 | 2.7 | 11.22[30.29 |3 10.1 | 900 N N 1 [1.08]1.08 |96 |130
78. | SC6/2/02 | 2.65 |10.2 |27.03 |3 9.01 |885 N N 1 [1.08]1.08 |10.6 | 155 N
79. | SC6/2/03 | 2.65 |8.46 |22.42 |2 11.21 | 900 N N 2 [1.08]1.08 [12.8 |125
80. | SC6/2/04 | 2.65 [9.18 |24.33 |3 8.11 |[900 N N 1 [1.08]1.08 |11.8 | 180 N
Totals T 32 48 |34 96 I 37 |5

Key: TV. = Through Ventilation; SV = Single-sided Ventilation
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APPENDIX 5: FACILITY APPROVALS, PASSAGEWAYSAND EXITS, MATERIAL AND PATIENT HANDLING SYSTEMS

SIN | Health Facility Passageways and Emergency Exits Patient Examination| Material Storage Shelves

Facility | Building Plan Couches

Code Available | Approved | Width of the | Obstructed | Width of Marked Fire | Number | Height Stable Obstructing | With

No. by Passageway Emergency | Assembly assessed | Adjustable Window Equipment

DOSHS (mm) Exit Door | Point to reach height
Yes| No | Yes| No Yes | No Yes| No | Yegd No| Yes | No | Yes | No

1. |sci1 |+ N 1350 N 800 N 1 R N
2. |scir v [0 900 N 800 N 1 N N N N
3. |sci13 v [0 1000 |V 0 N 2 VW[ N N

SC1/4 v [0 1200 |V 1020 N 1 R N N
5. |Sc2/1 v [0 900 N 800 N 1 R N N
6. |SC2/2 |+ N 1320 |V 850 N 2 VW[ N E
7. |sc2i3 v |0 1280 |V 0 N 1 N R N
8. |sca/i N 1200 |V 0 N 1 R N N
9. |Sc3n NI 900 N 885 0 2 VW0 [0 |0 0 0 0
10. | SC3/2 N 1240 N 900 N 1 N N N N
11. [sc33 |+ N 885 |+ 800 N 1 R R
12. | SC3/4 NI 1220 |V 0 N 1 R N N
13. | sc4/1 N 800 |V 0 0 2 \ R N
14. | SC4/2 NI 860 N 800 N 2 R N N
15. | ScC4/3 N 850 |V 0 N 1 R N N
16. |[Sc4/4 |~ N 1050 N 900 N 1 v o [0 |0 0 0 0
17. | SC5/1 v |0 1050 N 850 N 1 v o [0 |0 0 0 0
18. | SC5/2 v [0 1250 N 800 0 1 N N N
19. | SC5/3 v |0 900 N 0 N 1 N R N
20. [sce/l |V N 1200 |V 0 N 2 W[V NEE
21. | SC6/2 v |0 850 N 0 0 1 R N N
Totals 5 J16[0 [5 N 19 [8 T 18 27 Jo |27 [13][5 [6 |12 [4 17
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APPENDIX 6: AUTHORIZATION BY THE DIRECTOR OF IEET, JKUAT

JOMO KENYATTA UNIVERSITY
OF
AGRICULTURE AND TECHNOLOGY
INSTITUTE OF ENERGY AND ENVIRONMENTAL TECHNOLOGY

P.0. BOX 62000, NAIROBJ, KENYA. Tel: (067) 52251/52711/52181-4, Fax: (067) 52164 Thika, Email:director@ leet.jkuat.ac.ke

23 November, 2017

TO WHOM IT MAY CONCERN

SUBJECT: PATRICK KINYAN]JUI NJOGU - EET32-0308/2016

The above named person is a Master of Science in Occupational Safety and Health

(OSH) student in this Institute. He has completed his course work and is currently

involved in his research project entitled, “Investigating Factors Hindering Effective

Implementation of Safety and Health Measures in Public Health Facilities in

Machakos County, Kenya.”

This is therefore to request you-to offer him any assistance that he may require in
SN

data coll%fmf s
Thank you. o

e
PROF. ROBERT KINYUA,
DIRECTOR, INSTITUTE OF ENERGY & ENVIRONMENTAL TECHNOLOGY

JKUAT is ISO 9001:2008 & 14001:2004 CERTIFIED

Setting Trends in Higher Education, Research and Innovation
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APPENDIX 7: AUTHORIZATION BY MACHAKOS COUNTY COMMISSIONER

THE PRESIDENCY
MINISTRY OF INTERIOR AND COORDINATION OF NATIONAL GOVERNMENT

OFFICE OF THE

Telephone: 21009 and 21983 - 90100 County Commissioner
Email Address: countycommasaku@gmail.com. P.O. Box 1 - 90100
Fax No. 044-21999 MACHAKOS.

When replying please quote

REF NO: CC/ST/ADM 5/9 VOL II/156 11% January, 2018

RE: RESEARCH AUTHORIZATION — PATRICK KINYANJUI NJOGU
= ool AV INURIZATION - PATRICK KINYANJUI NJOGU

The Institute of Energy and Environmental Technology has authorized the
above named researcher to carry out a research project entitled “Investigating
Factors Hindering Effective Implementation of Safety and Health
Measures in Public Health Facilities” in Machakos County for the period
ending 28th February, 2018

Please be notified and accord him necessary assistance.

COUNTY COmMiniSSIONER

MACHAKOS
%—\ P.0» Box 1 MACHAKOS

GEORGE OPIYO JUMA
FOR: COUNTY COMMISSIONER
MACHAKOS
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APPENDIX..B: AUTHORIZATION BY THE DIRECTOR OF HEALTH SERVICES
e

%(ﬁﬁ( 4&)\"“* ; i:? 3
i MAVOKO SUB-COUNTY MEDICAL| H(&~
OFFICER OF HEALTH s

"
23 JAN 2018 W c

P. 0. Box A8 00204, ATHI-RIVER :
REPUBLIC OF KENYA SIgN VY R caeesasaenessean Y“M Le
i o
GOVERNMENT OF MACHAKOS COUNTY
DEPARTMENT OF HEALTH & EMERGENCY SERVICES
= N
Telephone: - (0145) 20594, 20847, Office of The j c Q
20234, 21685 County Director Health Services - g =
Fax: 0145-20594 P.O. BOX 646, -7
MACHAKOS 3
Ref: MOH/MKS/C4.VI/96 11t January, 2018 J— Q&‘
5 [ —
Patrick Kinyanjui Njogu g = =2
Reg. No. EET32-0308/2016 ;.i' =5
Institute of Energy and Environmental Technology Lol #& *
Jomo Kenyatta University of Agriculture and Technology : ‘(1 ,S’E’: b
PO
ig £ S
RE: RESEARCH AUTHORIZATION < QG S ; o
N 20
Reference is made to the availed documents in relation to the above subject. :‘3" § i ’
W= i )
You are hereby allowed to carry out your research on “Investigating Factors Hindering Effective LG
Implementation of Safety and Health Measures in Public Health Facilities™ in Machakos County
for the period ending 28" February, 2018.
You are required to furnish this office with a copy of your study report at the end of the study
period. >
<>\-REC TO,S\?\\
You are instructe r {&Sub County MOH before engaging any Public Health facility.
. i ”'H ’- 90100 \‘é’\
; - AR 2817 - |%)
Dr.R.M. Mutha! x/
County Director 7 16 / 1/R0l8 "’
MACHAKOS COU " e
cC ku" . Al o wuat
Chief Officer : :
Ministry Health & Emergency Services MMW“AV‘, Muosiam: Mo g (K (s, Kl"f;"h
MACHAKOS
VI 4
AR,
A Nt .
Q\ \W\ 05 24\ D i
W AN, Mo s
!
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