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EEXXEECCUUTTIIVVEE  SSUUMM MM AARRYY  

Background 

Occupational Health and Safety (OSH) - a multi-disciplinary activity targeted at four basic issues 

namely; (1) the protection and promotion of the health of workers by preventing and controlling 

occupational diseases and accidents; (2) the development and promotion of healthy and safe 

work, work environments and work organizations; (3) enhancement of physical, mental and 

social well-being of workers; and (4) enabling workers to conduct socially and economically 

productive lives (WHO 2010). OSH has for decades dominated international agenda prompting 

continued support for the International Labor Organization (ILO) to execute their mandate on 

behalf of the international community through regional and national governments. Among 

these is the protection of workers against work-related sickness, disease and injury (WHO 2010). 

This position implies that disease and injury do not go with the job nor can poverty justify 

disregard for workers' safety and health and efforts to promote opportunities for people to 

obtain respectable and productive wor k in conditions of freedom, equity, security and human 

dignity (ILO 2010). 

National governments in turn, design operational programs through which ILO 

recommendations are adopted and implemented with regards to OSH (ILO 2010).  In Kenya, the 

status of OSH conditions has been an issue of growing importance over time (Nyakangõo 2005). 

Currently, the department of OSH is anchored in the Government of Kenyaõs (GoK) Ministry of 

Labor, (GOK 2010). Adoption and recognition of OSH dates back to the GoK Factories Act Cap 

514, of 1951 (Nyakangõo 2005).  This was a predominantly socio-economic act in nature focusing 

factory set up ignoring the health sector by and large (Nyakangõo 2005). In 2004, a big leap was 

made through a subsidiary legislation titled òLegal Notice No. 30ó, providing the basis for the 

formation of Safety Committees in factories and other workplaces. These committees were 

tasked with the responsibility for overseeing OSH issues, and performing safety audits (GOK 

2010). However, shortfalls remained with reports that more than half of the work related 

accidents and injuries went unreported or unattended, necessitating the birth of Occupational 

Safety and Health Act (OSHA) 2007 intended to give a more elaborate approach to OSH issues 

(Nyakangõo 2005).  

Enactment of the OSHA 2007 signified a new beginning with Ministry of Health (MOH) poised to 

play a more central role in OSH Administration among other key players such as Ministry of 

Labor; regulatory bodies and professional associations such as the Pharmacies and Poisons 
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Board (PPB); the Nursing Council of Kenya; Medical Practitioners and Dentists Board; Kenya 

Medical Laboratories Technicians and Technologists Board and other partners like donor 

agencies.  

To respond to the call for improved implementation of OSHA 2007, several partners ð both GOK 

and donors ð have prioritized implementation of key aspects of OSH across various facilities. 

These include: waste management, infection control and sanitation. However, there remain 

challenges to mainstream OSH across the health sector (Paul K. Kimalu et al. 2004). In the health 

sector however, health workers continue to face many OSH hazards on a daily basis, particularly 

those involved in direct patient care or working in departments where they are potentially 

exposed to blood borne pathogens (BBP) and other respiratory, biological hazards, such as 

drug/ chemicals in the fo rm of toxic reagents, waste anesthetic gas. In addition, some health 

workers also face ergonomic hazards from lifting and performing repetitive tasks, exposure to 

laser hazards, and workplace violence. According to a 2005 study finding, among sub-Saharan 

African countries, Kenya was found to be the country with the leading number of needlestick 

injuries and other related exposures (Sepkowitz & Eisenberg, 2005).  

Literature suggests that OSH compliance is a problem that cuts across the public and private (for 

profit and not -for-profit) sectors. Consequences of non-compliance are enormous and can 

result in closure of non-compliant health facilities, and payment of fines. Moreover, spread of 

infection is increased with poor OSH standards.   

To have a clearer picture of implementation of OSH policy and compliance in the health sector, 

a baseline OSH risk analysis assessment was carried out in health facilities across Kenya. The 

overall purpose of this assessment was to evaluate the standards of OSH implementation  and 

recommend a working policy to fill the gap to the recommended National & International 

Standards.  

Methods: 

Based on the standard OSH hierarchy of controls methodology, a risk assessment tool (adopted 

from Minguillón and Yacuzzi 2009) and a questionnaire for determining the OSH indicators were 

employed for quantitative data and evaluating OSH at the ministryõs health facilities and 

conclusion developed on the basis of analysis.  97 health facilities out of 3448 MOH-owned 

facilities across the nation were targeted for inclusion in the assessment.   
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The survey tool aimed to examine OSH implementation across 13 broad areas of a healthcare 

facility in the Kenya Essential Package for Health (KEPH) system, namely: Administration, 

Stores/supplies area, clinical services (including theatres), Kitchen, Emergency/Casualty area, 

Biomedical Engineering, housekeeping & Laundry, ICU, Laboratory, Pharmacy and Morgue. Risk 

ranking was done on a color coded scale of 0 to 5 showing; 0 = Neutral/ Not Applicable  

(process likely to present risk not undertaken in the facility); 1= Green=Insignificant  (the risk is 

low/completely mitigated); 2=Blue = Minor  (Acceptable risks exist in low quantities. Exposures 

possible but unlikely in large quantities); 3= Yellow  = Moderate  (Significant risk exists; action 

plans must be developed and reviewed frequently); 4=Orange=Major/High  (Non-Compliance. 

Risk Serious enough to warrant urgent changes in day to day operations); 5= 

Red=Severe/Extreme  (Catastrophic: Risk is serious enough to impact the facilityõs ability to meet 

commitments). 

Findings: 

MOH facilities were generally found to be at high OSH risk, with majority falling under the 

Orange=Major/High  category. With the non-compliance status standing at near severe, OSH 

Risks at MOH health facilities KEPH Level 2-5 were serious enough to warrant urgent changes in 

day to day operations. The MOH lacks an all inclusive OSH Program and designated safety 

resource persons that would generate good safety culture at all levels. Results revealed the 

following key OSH risks: blood borne and related pathogens (BBP), equipment hazards, needle 

stick injuries (NSI), airborne & other communicable diseases, fire-related hazards, security 

related hazards, ergonomics related hazards and work related stress (overloads). With regards to 

non-compliance to universal and national OSH statutory recommendations,  the worst case 

scenarios presented in KEPH Level 3, 5, 4 and 2 in that order while OSH red-spots/departments 

ranked of highest-to-lowest risks were; housekeeping, morgue, kitchen, laundry, administration 

and biomedical engineering. Laboratory and pharmacy recorded relatively low risk levels. KEPH 

Level 3 raked highest in risk and non-compliance followed by level 5 and 4 then level 2 ranked 

least.   

Conclusions & Recommendations 

Whereas official law demands the highest safety standards, assessment findings show OSH 

hazards are noticeably present in the sampled health facilities, thus raising concerns with 

regards to compliance and preparedness. However, it is important to note that OSH Policy, 

complete with implementation guidelines, has been proposed for MOH as a long -term measure. 
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There is an urgent need for a shift in safety culture within the health ministries to help support 

OSH implementation. While it is ambitious to propose a one -week implementation of the 

recommendations in this report, it is critical that remedial measures are implemented with speed 

as some seemingly small hazards can have highly detrimental effects.  Several measures 

comprising training  and administrative controls have been proposed to inform the basis of the 

audit. More specifically, a step towards ISOõs - (the International Organization for 

Standardization) ISO 14001:2000 and ISO 90001:2000 style International Standard for 

occupational health and safety management systems 18001 (OHSAS 18001) compliant 

organization is recommended to fill the gap by establishing a Ministry specific Occupational 

Health and Safety Management System (OHSMS).  This is a seven step process comprising;  

1. Establishing a policy 

2. Assigning responsibility 

3. Employee Involvement 

4. Planning Assessment Process (Establishing Objectives and Action Plans) 

5. Implementing Processes 

6. Monitoring and Measurement, and  

7. Management Review. 

With an OHSMS in place, top risks among various departments can be contained by 

incorporating the ongoing efforts like infection control program without duplication of efforts  

The findings from this risk assessment exercise consequently provide a suitable platform and 

foundation for implementing an OSH programs and other initiatives within the ministry of 

health in Kenya. Its implementation would not only make MOH a safe workplace, compliant with 

national and international standards, but a model/world class public health provision system. 
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11..00  IINNTTRROODDUUCCTTIIOONN   

11..11  BBAACCKKGGRROOUUNNDD  IINNFFOORRMM AATTIIOONN   

Most people especially the working population spend much of their time at work than they do 

at their homes (EU 2004).  Like any other environment, the workplace is full of hazards and risks.  

Injuries and deaths from occupational health and related incidences are enormous in work 

environment (Wu Tsung-Chih et al. 2006).  It is estimated that every day 6,300 people die as a 

result of occupational accidents or work-related diseases resulting in over 2.3 million deaths per 

year (ILO 2010).  This is on the background of over 337 million on -the-job accidents annually 

resulting from poor occupational safety and health practices (ILO 2001).   However, the rate of 

related injuries (both reported and non -reported) is believed to be much higher.   

While the occupational health and safety (OSH), with implementation strategies such as the 

application of Occupational Health and Safety Management Governance (OHSG) for effective 

safety management is a common phenomenon in industries, the same cannot be said of the 

hospital settings especially in many developing countries (Subhani 2010).  The general feeling is 

that hospitals and health institutions are safe and are meant to òhealthó ð considered a core 

objective of such institutions.  

Previous studies have demonstrated that the state of OSH besides being a complex international 

problem is bound to remain a top priority.  It is generally acknowledged that òOSH-based 

management systems not only reduce accidents and injury rates but also improves the business 

productivity of an organizationó (Subhani 2010). Therefore repeated exposure to a critical value 

and its continued application reinforces its importance on an individual.   

The 2nd National Human Resource for Health (HRH) Strategic Plan 2009-2012 clearly defines 

health and safety policies and procedures to reduce occupational hazards as a key strategy in 

improving work climate for health workers in Kenya. The OSH Act 2007 and the Work Injuries 

Benefits Act 2007 offer a comprehensive legal framework for implementing actions that are 

likely to improve safety and health at the workplace. All health facilities being places of work 

need to be compliant and abreast with the most basic safety requirements in respect to building 

design, maintenance and provision of basic safety equipment and safety principles in service 

provision since a healthy workplace is not only free of hazards, but also provides an 

environment that is stimulating and satisfying for those who work there.  
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11..22  PPRROOBBLLEEMM   SSTTAATTEEMM EENNTT  

Health care workers face a plethora of safety and health hazards such as blood borne pathogens 

(BBP) and biological hazards, potential chemical and drug exposures, waste anesthetic gas 

exposures, respiratory hazards, ergonomic hazards from lifting and repetitive tasks, laser 

hazards, workplace violence, hazards associated with laboratories, and radioactive material and 

x-ray hazards (Okoth-Okelloh and Ouma 2012). Some of the serious potential chemical 

exposures include formaldehyde used for preservation of specimens for pathology; ethylene 

oxide, glutaraldehyde, and paracetic acid used for sterilization; and numerous other chemicals 

used in healthcare laboratories (OSHA 2011). Reports indicate that more workers are injured in 

the healthcare sector than any other. In the USA where surveillance is advanced, in 2010, the 

health care and social assistance industry reported more injury and illness cases than any other 

private industry sectorð 653,900 cases;  152,000 more cases than the next industry sector: 

manufacturing (Kent A. Sepkowitz and Leon EisenbergÀ). 

To promote health, nations organize the healthcare delivery systems in such a way to maximize 

the benefits to her stakeholder. In Kenya, the government unveiled Kenya Essential Package for 

Health (KEPH), in which the healthcare delivery system is organized into levels 2, 3, 4, 5 and 6. 

Each level offers complementary package (Paul K. Kimalu et al. 2004). Kenya has also 

domesticated the ILO-OSHA requirements by enacting OSHA Law 2007 setting OSH compliance 

standards and penalties (Nyakangõo 2005). Whereas the law demands the highest safety 

standards, occupational incidences such as needle stick injuries, exposure to toxic gasses, fire, 

congestions, injuries and deaths continue being reported in Kenyan healthcare sector raising 

issues of compliance and preparedness. WHO international council of nurses reports that Kenya 

had over ð ò75% needle stick injuries per year (2-3 nsi/yr)ó in a year. (Susan Q Wilburn and Gerry 

Eijkemans 2004) 

In Kenya, the Ministry of Health (MoH) has made major strides on safety by implementing 

various safety programs like Infection Control Program (IPC) & waste management programs, 

involving professional bodies and associations. Some key examples of these include: the 

Pharmacies and Poisons Board (PPB), the Nursing Council of Kenya (NCK), Medical Practitioners 

and Dentists Board (MPDB), Kenya Medical Laboratories Technicians and Technologists Board 

(KMLTTB). In addition, the MoH has sought assistance of other partners like donor agencies in 

ensuring quality; the MOH is yet to develop safety and health policy and guidelines to be 
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adapted at the health facilities where the health worker is in constant safety and health risk. 

Consequently, the Capacity Kenya Project working in partnership with the Kenyaõs ministry of 

health sought to address this gap. A National Health and Safety committee was established to 

oversee interventions to implement the OSHA 2007 to improve health and safety practices at all 

levels of the health system.  Naturally OSH Risk assessment exercise and a baseline risk survey is 

the foundation upon to build hence this initiative.  

11..33  OOVVEERRAALLLL  PPUURRPPOOSSEE  

Generate a baseline OSH risk analysis report through an Integrated OSH̀  Risk Assessment 

Exercise on health facilities across the country, evaluate the current standards of OSH 

implementation in the health ministries and recommend a working policy to fill the gap to the 

recommended National & International OSH Standards. 

11..44  SSPPEECCIIFFIICC  OOBBJJEECCTTIIVVEESS  

1. Perform a health facility based OSH Risk Assessment Exercise in selected healthcare 

institutions across the country  

2. Generate baseline data on OSH risks and risk levels in all departments of KEPH 

implementation scheme across the country 

3. Propose a framework for formal tracking for OSH problems fill the gap to the 

recommended National & International OSH Standards. 
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22..00  LLIITTEERRAATTUURREE  RREEVVIIEEWW  

22..11  IINNTTRROODDUUCCTTIIOONN   

The ILOðWHO Joint Committee on Occupational Health insinuated in 1950 that occupational 

health should òaim at the promotion and maintenance of the highest degree of physical, mental 

and social well-being of workers in all occupationsó (ILO-WHO 1995).  The realization of this aim 

demands a creation and sustainability of a culture ð a safety culture.  This realization not only 

requires risk assessment, but also an OSH management system as a fundamental component to 

a strategy of prevention via proactive and prediction approaches (Okoth-Okelloh and Ouma 

2012). 

22..22  OOCCCCUUPPAATTIIOONNAALL  HHEEAALLTTHH  AANNDD  SSAAFFEETTYY  ((OOSSHH))  

According to WHO, Occupational Health and Safety (OSH) is considered a multi-disciplinary 

activity aiming at four basic issues namely; the protection and promotion of the health of 

workers by preventing and controlling occupational diseases and accidents and by eliminating 

occupational factors and conditions hazardous to health and safety at work; the development 

and promotion of healthy and safe work, work environments and work organizations; 

enhancement of physical, mental and social well-being of workers and support for the 

development and maintenance of their working capacity, as well as professional and social 

development at work; and enabling workers to conduct socially and economically productive 

lives and to contribute positively to sustainable development (Okoth -Okelloh and Ouma 2012; 

WHO 2010a).   

 

Since 1837, OSH has grown as a key aspect in sustainable development and building of safe and 

civil society.  OSH has incorporated both economic and ethical dimensions, while taking a keen 

interest in the essential tension between them and its resolution (Wade 1982).  This growth has 

taken place alongside transition of society from pre -modernism to post -modernism to a profile 

of the socio-ethical domain in which OSH professionalism today operates. The status of OSH 

conditions in developing world is  now an issue of concern and of growing importance  to health 

professionals, labor rights organizations, local factory operators, multi -national corporations, 

consumers, and workers (Okoth-Okelloh and Ouma 2012). The significance of OSH has been 

expressed by the formation and continued funding of ILO.  ILO with her collaborators such as 
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Americaõs Centers for Disease Control and Prevention (CDC) - National Institute for Occupational 

Safety and Health (NOISH), continue to represent the face of OSH worldwide.  According to a 

recent report, the protection of wo rkers against work-related sickness, disease and injury forms 

part of the historical mandate of the ILO (ILO 2010).   

22..33  OOCCCCUUPPAATTIIOONNAALL  HHEEAALLTTHH  AANNDD  SSAAFFEETTYY  IINN  KKEENNYYAA    

 Universally, occupational health and safety laws, regulations, and implementing agencies are 

struggling simply to keep up with the current explosive economic growth (OõRourke and Brown 

2003). Nationally, Kenyaõs population and industrial growth has expanded considerably in the 

last decade, bringing with it several OSH challenges.      

However, the concept of safety in the workplace is not new in Kenya as the status of OSH 

conditions has been an issue of growing importance to the industrialists, practitioners, the 

government and consumers  (GOK-MOH 2008), (Nyakangõo 2005). Furthermore, OSH is 

highlight ed in the current government constitution and strongly anchored in the Ministry of 

Labor, as the department of Occupational Health and Safety (GOK 2010).   

The history of OSH in Kenya dates back to the GoK Factories Act Cap 514, which came into 

operation  on 1st September 1951, with a provision for the health, safety and welfare of persons 

employed in factories and other places of work (Nyakangõo 2005). A big leap was then made in 

the year 2004, when a subsidiary legislation - òLegal Notice No. 30ó was enacted. While it 

provided for the formation of Safety Committees in factories and other workplaces tasked with 

the responsibility for all health and safety issues of enterprises including undertaking the much 

dreaded safety audits, the shortfalls remained with reports that more than half of the industrial 

accidents and injuries in Kenya went unreported (Nyakangõo 2005).   

Such pitfalls gave rise to the GoK Occupational Safety and Health Act of 2007 ð modeled 

alongside the American Occupational Safety and Health Administration (OSHA) and intended to 

give a more elaborate approach to OSH issues a rapid growing economy (Okoth-Okelloh and 

Ouma 2012). While this industrialization is just now beginning to receive rigorous and sustained 

examination in terms of its impact on environmental and occupational health, lack of research in 

key neglected areas remains a challenge - among them occupational health and safety hazards 

in the health care sector in which the government through MOH is a major stakeholder  (Okoth-

Okelloh and Ouma 2012). 
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22..44  HHEEAALLTTHH  CCAARREE  PPRROOVVIISSIIOONN  AANNDD  WWOORRKK    

The term health care worker remains disputed especially when it comes to who really is a health 

care worker. While virtually everyone would agree that doctors and nurses are health care 

workers, they fail to include those who practice chiropractics and homeopathy, nursing aides 

and orderlies when we talk about nurses, hospital cleaners, laundry workers, cooks, file and 

appointment clerks, home care and personal support workers (Pat Armstrong et al. 2006). Yet 

these are all an essential and critical part of the health care team.  Consequently, the term 

Health Care Worker (HCW) refers to all people delivering health care services at all levels, 

including students, trainees, laboratory staff and mortuary attendan ts, who have direct contact 

with patients or with a patientõs blood or body substances (Flett 2007) and a health care facility 

is a workplace as well as a place for receiving and giving care (WHO 2010b). Health care facilities 

around the world employ over 59 million workers who are exposed to a complex variety of 

health and safety hazards every day. Such hazards include: biological hazards, such as TB, 

Hepatitis, HIV/AIDS, SARS; chemical hazards, such as, glutaraldehyde, ethylene oxide; physical 

hazards, such as noise, radiation, slips trips and falls; ergonomic hazards, such as heavy lifting; 

psychosocial hazards, such as shift work, violence and stress; fire and explosion hazards, such as 

using oxygen, alcohol sanitizing gels; and electrical hazards, such as frayed electrical cords 

(WHO 2010b). 

OSH hazards in healthcare facilities can be grouped geographically or according to location or 

service offered. These include; 1] Clinical areas (with potential hazards being; Blood borne 

pathogens, Airborne pathogens, Ergonomic, Slips/trips/falls and Sharps); 2] Surgical Suite (BBP, 

Anesthetic gases, Compressed gases; Lasers, Ergonomic, Latex); 3] Laboratory/Lab Work 

(Infectious diseases, Chemical agents, formaldehyde, toluene, xylene, Ergonomic, Slips, trips, 

falls, Sharps); 4] Radiology (Radiation, Ergonomics, Airborne pathogens, Blood borne pathogens, 

Slips, trips, falls); 5] Physical Therapy (Ergonomics, Trips, falls, Equipment hazards, Blood borne 

pathogens), 6] Pharmacy (Drug absorption, Ergonomic, Slips, trips, falls, Latex), 7] Central 

Supply/Stores (Compressed gases, Anesthetic gases, Chemical agents, (sterilizers, cleaners), 

Ergonomic, Burns, cuts), 8] Laundry (Contaminated laundry, Noise, Heat, Lifting, Sharps, Slips, 

trips, falls, Fire hazard), 9] Housekeeping (Chemical agents, Contaminated objects, (infectious 

agents), Latex, Sharps, Lifting hazard, Slips, trips, falls), 10] Dietary/Kitchen (Food borne diseases, 

Heat, Moving machinery, Fire hazards, Slips, trips, falls, Electrical equipment).  While it is 

generally accepted that HCWs need protection from these workplace hazards just as much as do 
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other workers, òbecause their job is to care for the sick and injured, HCWs are often viewed as 

òimmuneó to injury or illness. Their patients come first. They are often expected to sacrifice their 

own well-being for the sake of their patientsó (WHO 2010b).  

Consequently, HCWs have a responsibility to be informed of the risks associated with 

contracting diseases in their workplaces the magnitude of the risks is so high that òThe WHO 

Global Plan of Action on workers health calls on all member states to develop national programs 

for health worker occupational healthê and for WHO to develop national campaigns for 

immunizing health workers against occupational diseases such as hepatitis B - one of the 

biggest threat to health workers  resulting from occupational exposures (Okoth -Okelloh and 

Ouma 2012; WHO 2010b). A much more accurate estimate of risk is needed with the call for the 

support and protection of the health work force echoed in the 2006 World Health Report 

Working Together for Health on human resources that reported a global shortage of health 

personnel which had reached crisis level in 57 countries. Protecting the occupational health of 

health workers is critical to having an adequate workforce of trained and healthy health 

personnel (WHO 2010b). 

22..55    HHEEAALLTTHH  CCAARREE  SSEECCTTOORR  IINN  KKEENNYYAA  

The healthcare system in Kenya today is a result of policies stretching from the early years of 

independence in the 1960s in a bid to reverse the adverse effects of colonial oppression 

summarized as a declaration of war on three common enemies, namely ignorance, poverty and 

disease (GOK-MOH 2008). The successive governments continued with expansion of health 

facilities in the country in a bid to  eliminate òpoverty, illiteracy and diseaseó resulting in rapid 

growth of public health facilities and medical personnel. The system at independence was 

largely a òthree-tier health system in which the central government provided services at district, 

provincial and national levels; missionaries provided health services at sub-district levels; and 

local government provided services in urban areas until 1970 when the government established 

a system of comprehensive rural health services in which health centers became the focal points 

for comprehensive provision of preventive, promotive and curative services  (GoK-MOH 2010).ó 

(Paul K. Kimalu et al. 2004). Today, the governmentõs healthcare delivery system is pyramidal, 

with the national referral facilities at Kenyatta National Hospital (Nairobi) and Moi Teaching and 

Referral Hospital (Eldoret) and newly named referrals forming the peak at KEPH Level 6, followed 

by provincial general hospitals at KEPH Level 5, district and sub-district hospitals at level 4, with 
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health centers and dispensaries forming the base (Okoth-Okelloh and Ouma 2012; Paul K. 

Kimalu et al. 2004). Under the on-going health sector reforms, several referral hospitals have 

been created in a bid to achieve the health care sectorõs goal of health for all and the countryõs 

vision 2030  (GoK-MOH 2010). 
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33..00  MM EETTHHOODDOOLLOOGGYY    

33..11  SSTTUUDDYY  DDEESSIIGGNN   

The exercise employed a descriptive study approach in investigating Occupational Health and 

Safety management practices in the health sector in Kenya. It included an OSH risk assessment 

survey and OSH program implementation survey.  In order to achieve the study objectives, the 

research method was divided into three main parts.  The primary component made use of 

literature, standards and guidelines on OSH, OHSG and requirements for their realization.  The 

second part was the collection of quantitative data in form of risk assessment survey targeting 

section heads and health care workers and collection of observations on how the ministry works 

with OSH.  The third part was the analysis of the Risk Assessment data to determine risk levels 

and gaps in OSH Programmatic implementation. Based on the outcome of the analysis, a 

recommendation of the remedial measures for best practice and a suitable standard and 

guidelines for implementi ng OSH in the Kenyan health sector as a means of domesticating 

OSHA 2007 within the health ministry in Kenya has been proposed. 

 

33..22    SSTTUUDDYY  SSIITTEE  

The exercise was conducted at GOK healthcare facilities across the nation sampled from the 

master list of medical facilities across the nation listed as ministry of health owned (MOH-GOK 

2011a).  These fall into six categories based on the Kenya Essential Package for Health (KEPH) 

namely; KEPH level 2 to KEPH level 6. This comprises the provincial hospitals, district hospitals, 

sub-district hospitals, health centers and dispensaries for level 2 to level 5, while level 6 

comprises teaching and special care institutions. The latter (level 6) were excluded from this 

study due to their lack of homogeneity with the rest of l evels in terms of service and 

administrative structure. Consequently, the health institutions covered were sampled from a 

total number of 3,448 facilities classified as KEPH level 2 to KEPH level 5.  

33..33  SSTTUUDDYY  PPOOPPUULLAATTIIOONN    

The study population was government owned health facilities classified as KEPH-Level 2 to KEPH 

Level 5 in the country dully registered and recognized as so by the ministry of health.  

33..44  SSAAMM PPLLIINNGG  DDEESSIIGGNN ,,  SSAAMM PPLLEE  SSIIZZEE  CCAALLCCUULLAATTIIOONN  AANNDD  SSAAMM PPLLIINNGG  PPRROOCCEEDDUURREE    

The sample size was determined from communities of health ministry namely the ILOõs 
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Tripartism (ILO 2005) of employer, worker and government who have been authorized and have 

given informed consent to participate in the risk assessment survey.  Stratified Random 

Sampling was used to determine individual healthcare facilities to be examined.  

33..44..11    SSTTRRAATTIIFFIIEEDD  RRAANNDDOOMM   SSAAMM PPLLIINNGG  

Due to the homogeneous nature of health care system management classified under KEPH 

levels 2 to 5, client specific requirement  and service provision in terms of sources of funding, 

administration, set up, operations and the intricate nature of this survey, a stratified random 

sampling was employed.   

33..44..22  SSAAMM PPLLEE  SSIIZZEE  CCAALLCCUULLAATTIIOONN   

To determine the number of GOK health facilities to be examined in the study, the simplified 

formula for calculat ing sample size for proportions by Yamane (1967:886) was used as below: 

   

 

 

 

 

Where n is the sample size, N the total population, e the confidence level at 95% and P (e) 

(estimated proportion of the attribute that is present in the population) at of ±10% . 

Consequently, the number of the facilities was 97. This formula was preferred given the 

homogeneity of the facilities in terms of mandate and processes. 

33..44..33  SSAAMM PPLLIINNGG  PPRROOCCEEDDUURREE  

A list of all government health facilities as outlined in GOK-Master Facility list (MOH-GOK 2011a) 

was identified into eight provinces namely Nyanza, Central, Coast, Western, Rift Valley, Eastern, 

North -Eastern and Nairobi. The population was then organized into strata comprising, KEPH 

level 2 to level 5. Out of the population of 3,448 subjected to the above formula at a level of 

precision of ±10% resulting in a representative sample of 97 and was proportionately 

distributed according to population strength of each level in each strata to ensure adequate 

representation per strata (province) and KEPH level. The number 97 corresponds to the Table for 

n  =        N       .     

   1+N(e)2  

 

n  =        3,448      .     

   1+3,448(0.1)2 = 97 facilities 
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Determining Minimum Returned Sample Size for a Given Population Size for Continuous and 

Categorical Data (Israel 1992). 

A sample frame from the main excel database òeHealth Kenya Facilities 29_04_2011_415 - 

Master Listó (MOH-GOK 2011b) of all health facilities stratified into various categories like, 

province, KEPH level, districts and physical locations was maintained in Excel due to its ability to 

generate random numbers from zero to one or fr om pre-selected number ranges, in this case, 

KEPH level 5 (University-of-Wisconsin 2011). By using this feature, a random number (for KEPH 

Level 5 facility in each province) was assigned to each row in the aforementioned set of data and 

sorted randomly using the formula ò=RAND()ó in the excel formula text box in respect to column 

A where the random numbers had been generated for each row  (University-of-Wisconsin 2011). 

33..44..44  OOBBSSEERRVVEEDD  FFAACCTTOORRSS  MM EETT  BBYY  SSEELLEECCTTIIOONN  CCRRIITTEERRIIAA  

1. Representation for every province  

2. Representation at every level of the health facilities i.e. the 5 KEPH levels  

3. Special factors that cannot be left constant e.g. areas with high violence and crime rates, 

including gender related crime   

ï Areas considered violent for reasons such as civil disputes. These areas include 

places like North Eastern, Mt Elgon etc 

ï High crime  areas such as cities i.e. Nairobi, Kisumu, Mombasa 

ï Areas prone to have gender based violence such as Nyanza, Western, Rift Valley 

and Central (DHS- 2008/9)  

4. Hard to reach areas such as: North Eastern specifically Lodwar, Marsabit, Moyale, Lamu  

5. Organization of DOSH Dept: The department of occupational health and safety only has 

7 Provincial occupational health officers (POHO) for 7 Provinces excluding North Eastern 

Province. Hence an audit of Garissa PGH was considered an added advantage.  
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33..55  PPEERRMM IISSSSIIOONNSS  AANNDD  EETTHHIICCAALL  CCOONNSSIIDDEERRAATTIIOONNSS    

Clearance and any required permissions was obtained from the ministry of health through the 

MOH National OSH Committee. A letter of authorization from the directo r of medical services 

and director public health from the ministry was considered sufficient. Despite the clearance 

letters, informed consent of health facility heads and every section head and staff was sought 

and acceptance given before the survey. The respondents had an option to opt out of 

participating without being victimized or reported back to their superiors.   

33..66  IINNSSTTRRUUMM EENNTTAATTIIOONN ::  RRIISSKK  AASSSSEESSSSMM EENNTT  SSUURRVVEEYY  TTOOOOLLSS  

An OSH risk assessment tool and a questionnaire for determining the OSH indicators and an 

OSH risk assessment checklist for health facilities adopted from (Okoth-Okelloh and Ouma 

2012)) was employed for quantitative data and evaluating OSH at the facility level.   The former 

was a self-designed risk assessment data extraction form on elements of OSH and OSH risk 

assessment, while the latter is a tool ð questionnaire for determining OSH indicator for OSH 

implementation as adopted from (Minguillón and Yacuzzi 2009) for the Kenyan situation was 

employed and conclusion developed on the basis of analysis of the questionnaires and 

interviews. 
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3.6.1 TOOLS 

Table 1: Instrumentation: Risk Assessment Survey Tools  

Objectives  Methodology  

 

Rational  Tools  Target 

population  

Conduct an 

Integrated OSH Risk 

Assessment Exercise 

on health facilities 

across the country 

Quantitative ð 

Checklist 

administered 

via 

observation 

The actual risk 

assessment to 

determine risk 

levels in each 

section of 

health facility 

operations 

OSH Risk 

Assessment Tool 

(IntraHealth 

OSH -RISK ASS - 

002) 

Health Facility, 

Public Health 

Officer of 

Designate ð 

while walking in 

the facility 

Evaluating the 

standards of OSH 

implementation in 

the health ministry 

against the 

recommended 

National & 

International OSH 

Standards 

Quantitative Outcome would 

guide the 

design of OSH 

program and 

policy. The aim 

is to facilitate 

ownership and 

avoid 

reinventing the 

wheel 

The 

Questionnaire 

for determining 

OHSMS 

indicators 

(Intrahealth ð 

OSH RISK ASS ð 

003 

Health Facility 

Head or 

designate of a 

senior staff 

 

33..77  DDAATTAA  CCOOLLLLEECCTTIIOONN ,,  AANNAALLYYSSIISS  AANNDD  PPRREESSEENNTTAATTIIOONN   

A study team of 27 comprising various cadres was proposed, recruited trained and utilised on 

the basis of professionalism and timeline within which the deliverables were to be achieved. The 

study instruments were tested and a pre-test carried out at Thika Level 5 hospital and Mbagathi 

District Hospital to test for validity and adjusted accordingly. The data was collected using both 

observation and structured interview schedule for participants in the study, a walk-though 

respondent facility on Risk Assessment administered using observation, tests and interviews for 

all the study respondents per facility. 
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33..77..11..11  DDAATTAA  HHAANNDDLLIINNGG--   PPRROOCCEEDDUURREESS  

Each team comprised of 5 members namely, 2 coordinators (1 MOH OSH National Committee & 

1 from Capacity Kenya), 1 data Quality Assurance (QA) and logistician and 2 Research Assistants 

(RA). The team leader 1 ð Coordinator form MOH National OSH Committee, bearing a copy of 

the letter from the ministry would introduce the team, the purpose of the survey and seek 

informed consent. The study research assistants collected the data via aforementioned channels 

(see Appendix 1; Annex 2). The QA/Logistics officer would sign the study log-in sheet by filling 

in the front page with the details of the facility and get it signed by the sup ervisor and facility 

head. Two RAs would then administer the Risk Assessment tool while the QA officer would take 

pictures as per the instructions in the field manual. On Completion of Data Collection the team 

leader would cross check each and every entry with the team to ensure that it is a true reflection 

of the ground and sign at the end of the questionnaire and hand over to the QA officer. To 

ensure quality, the team did data entry into a pre -established data base at the end of every 

facility and hardcopy filled questionnaire kept for reference. Data cleaning was done under the 

supervision of the PI and the data analyst. The data was then assigned nominal values to enable 

analysis by the statistical package for social sciences (SPSS) computer program.  Each of the 

variables was subjected to chi-square test at 5% level of significance to test for strength of 

association.  The data obtained was presented in tables and figures.  

 

33..88  RREEPPOORRTTIINNGG  KKEEYYSS::  RRIISSKK  AASSSSEESSSSMM EENNTT  EEVVAALLUUAATTIIOONN   SSCCAALLEE  

The following keys were used for reporting results of the study:  

Table 2: Risk Assessment Key (Scale) 

Not Applicable    

0 

insignificant 

1 

Minor    

2 

Moderate    

3 

Major    

4 

Severe     

5 

Risk Assessment Key (Scale) 

 

1. Neutral = Not Applicable . The process likely to present risk not undertaken in the 

facility 

2. Green=Insignificant .  No risk or the risk is low completely mitigated  

3. Blue = Minor.  Risks exist in low quantities. Exposures possible but unlikely in large 
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quantities. Though processes may present some risks whose results could be felt as 

minor on exposure 

4. Yellow  = Moderate .  Significant risk exists; action plans must be developed and 

reviewed frequently 

5. Orange=Major/High : Non-Compliance. Risk Serious enough to warrant urgent changes 

in day to day operations. Exposure could be catastrophic. Any negligence would move to 

catastrophic stage 

6. Red=Severe/Extreme. Catastrophic: Risk is serious enough to impact the Agencyõs 

ability to meet commitments; immediate intervention is required.  

 

33..88..11  RRIISSKK  AANNAALLYYSSIISS  KKEEYY  AANNDD  SSCCAALLEE::  HH IIEERRAARRCCHHYY  OOFF  CCOONNTTRROOLLSS  FFOORRMM UULLAA  

Hierarchy of controls method was adopted for risk analysis and scoring direction. Ranking is 

done on the negative with a section having all the controls scoring zero, 1, 2, 3, 4, and 5 for the 

one that lack all the six on the òhierarchy of controlsó as outlined below: 

 

Figure 1: Risk Analysis Key And Scale: Hierarchy Of Controls Formula  

 

33..99  SSTTUUDDYY  LLIIMM IITTAATTIIOONNSS,,  RRIISSKKSS  AANNDD  CCHHAALLLLEENNGGEESS  

This survey carries with it some limitations worth noting. One limitation is that the survey was 






























































































































































































