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Abstract

Background: Globally, work place safety does not occur without a challenge
especially in resource constrained set up. This is further worsened by poor hazard
control system, lack of task management system and role ambiguity.

Aim: This study tried to assess the compliance to occupational health and safety
measures among workers from study site.

Methodology: Study adopted a cross sectional design involving both qualitative
and quantitative data collection approaches. It was carried out among health care
workers in the three selected District health facilities in Kigali, Rwanda between
July 2016 and December 2016. From a study population of 631 health care
worker, about 249 participants were selected systematically, adopting probability
proportional to size sampling, Semi structured questionnaire, a focus group
discussion guide, an observational checklist was used and policy document review
carried out. Data analysis involved descriptive and inferential statistics. Differences
in the parameter of estimate were considered significantly different at P<0.05.

Results: Study findings showed that four factors were significantly associated
with compliance to safety regulations with P<0.05, these includes; factor related
to policy enforcement, Hazard report system, Individual level associated factors
and health facility level associated factors. Policy gap analysis and focus group
discussion revealed low compliance despite accreditation system adopted to
improve quality of care in Rwanda, especially in relation to work environment
design, hazard detection, case identification, and investigation and follow up
documentation. The waste management practices were not in full compliance
with international standard.

Conclusion: Finally, there was real evidence of poor compliance to hazards incident
reports, investigations, follow up and training gap and absence of safety guidelines
including individual character short falls. Therefore the government, workers, and
health facility administrators must address the policy enforcement related issues,
carryout re-structuring, with improved safety training and surveillance, enhanced
safety communication and workers capacity building.
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Introduction

Workplace safety greatly depend on the enforcement of
occupational safety policy and inspection of workplace
environment to ensure compliance with health and safety
standard. Compliance is obtained specifically through active
efforts made to reduce occupational hazards when it is not
possible to effectively stop it [1]. Occupational health and safety
measures; provides moral, legal and economic benefits. It has
therefore become necessary for institutional bodies to take up
the duty and responsibility of ensuring safety of its ‘employees.
It could be seen as an ancient way of protecting, preventing and
avoiding consequences that could affect workers’ safety and
health [2].

It is increasingly recognized that health workers are subject to a
variety of health hazards [3]. Positive safety culture and working in
an environment with strict instructions on safe work procedures
and commitment to safety measures significantly reduces the
risk of hazards [4,5]. Conformity to safety regulations entails
compliance and obedience based on strong influences which
might be diverse and varied through surveillance activities [6].

However, occupational health risks especially in relation to
work overload, lack of task control and role ambiguity and poor
organization might be a great threat [7]. Absence of training
increases risk and poor compliance to set rule and safety
regulations and techniques. Regular supervision and provision
of safety devices and training are more likely to reduce health
risks in work place. Also if sanctions are given to workers for non-
compliance and engaging in high-risk behaviour, it would serve as
a deterrent to others who do not believe that their employers are
concerned with their safety [8,9].

Perception that safety information’s is not readily available
is associated with lower safety efficacy and lower levels of
compliance [10]. In workplaces, new employees may start taking
unsafe shortcuts while performing job tasks because other more
seasoned employees are doing so. While a new worker may not
initially perceive these shortcuts as dangerous, because they
want to conform to group activities not minding if it is risky
[11,12]. Nearly two decades ago, the World Health Organization
declared that “access to occupational health services should be
ensured for all workers of the world, irrespective of age, sex,
nationality, occupation, type of employment, or size or location
of the workplace” [13].

The perspectives of this dissertation work are based on the
ecological models, evolved from behavioural sciences and public
health, examines the interactions between individuals and their
physical and socio-cultural environments. The model implies
that individual behaviour is affected by and impacts on the
surrounding environment and on social interactions [14]. Certain
studies have suggested that intense mental fatigues are slightly
more frequent among health worker of senior cadres unlike the
technicians or auxiliary workers, and from workloads [15].

Also according to stress theory, occupational stress from physical
and psychological threats in workplace might contribute to
emotional anxiety, anger, violence and aggressive behaviour in
workplace, likewise psychological strain, and burnout [16,17].
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Most developing countries may not have surveillance for
occupational exposure to health hazards in health institutions,
thereby limiting estimation of the exact magnitude of such
hazards. Universal precaution awareness education has not been
fully pronounced among health care workers, particularly in
developing countries.

Due to the demand for effectiveness of care, for decision making
in health setting and for policy adjustment and other stringent
measures to help unburden Rwandan health sector in area of
occupational hazards and safety issues. Development of standards
and guidelines and the need for cost containment, health services
research has become much more prominent in recent years.
There were few published empirical studies on the work in OHS in
this part of the continent. Result of the study will generate more
insight on gap that exists in meeting the occupational safety of
health personnel in Rwanda [17].

Study Objective was to determine the compliances to safety
standards adopted by the hospital management and the health
care workers for the protection of health workers based on policy
guidelines in hospitals.

Methods

The study was carried out in Kigali city from the three existing
district hospitals that serve the entire Kigali city; Muhima Hospital
in Nyarugenge District, Kibagabaga Hospital in Gasabo District and
Masaka Hospital in Kicukiro District. Kibagabaga District Hospital
receives an average of 230 patients every day and has 120 beds.
It has 5 medical specialists, 11 general physicians, 54 nurses, 27
midwives and 89 support staff. Masaka District Hospital serves
a population of 355,195 people, with a bed capacity of 148 and
about 110 patients per day in outpatient department and 787
in-patients per month. The hospital has one medical specialist,
12 general physicians, 103 nurses, 29 midwives and 92 support
staff. Also, Muhima District Hospital serves about 326,478
people, receives about 201 out-patients daily. The staff capacity
comprised; 5 medical specialists, 17 general physicians, 45 nurses,
52 midwives and 59 support staff.

The study adopted a cross-sectional design with both quantitative
and qualitative approaches. The sample was calculated using
Slovene’s formula [18]:

n=N/1+N(e)’>=n

where, n=sample; N=Population; e=marginal of error, e=0.05
n=631/(1+631*0.052)

n=249

Sample size for each stratum in the health facilities was worked
out by stratification weighted sampling for each specific sample

sizes for example: Sample size for medical Doctors in Muhima
District Hospital.

Note: n_=nN, /Nn =249 (22)/63=9

Purposive sampling technique was used to determine the study
site which is the three existing district health facilities in Kigali,
study samples was drawn systematically based on the size and
threshold of health care workers. Stratified sampling technique

2 This article is available from: http: //www.imedpub.com/journal-biomedical-science-applications/
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was used to select different categories of health care workers
due to their heterogeneity. Systematic sampling technique with
a sampling interval of 7 was used to select participants from the
population frame of workers in each of the cadres of the health
workers in the three health facilities for the study.

The study instruments were interviewer administered
questionnaires, a focused group discussion guide and
observational checklists. Policy document for hospital health and
safety standards was reviewed to determine level of compliance
to international standard. The first part of the questionnaire sort
information on respondent demographic profile, the second part
seeks questions related to the independent variable (V) and the
third part covering the dependent variable (DV). Meanwhile,
further information was sought through focus group discussion,
observation and policy document review to help improve the
quality of the generated information for better understanding of
the problem.

The validity of instruments was ensured via two assessors/
experts in the field of study, who examined the content in the
guestionnaire. These experts also assisted in assessing the
phrasing of the questions to avoid ambiguity. The researcher
compiled the responses from the two experts and computed
the Content Validity Index (CVI). CVI=57/66=0.86. To ensure
reliability of the instruments, data collection instruments were
pre-tested in a similar population at Sante Da La Criux Hospital (a
private hospital in Kigali) to ensure the validity of the instrument.
This was followed by correction of the instrument to eliminate
ambiguity. The questionnaire was further translated into the local
language (Kinyarwanda) for ease of data collection.

The data generated from the study was coded and entered into
the computer programs EPI-Info data and exported to SPSS
(version 21). Descriptive statistics (frequencies, 95% Cl) were
used for exploratory purposes. The variables were weighted
using average score rating and the variables were further put into
categories of three. Test for the degree of association between
independent and dependent variables were done using the
Pearson chi-squared test. Differences between the parameter of
estimates were deemed significantly different at P<0.05. For the
gualitative data, thematic analysis was used.

The researcher in the course of the study handled information
with confidentiality and respects for respondent. Also consent and
approval of participation obtained from each study participants.
In addition, authorization and approval to conduct the study was
obtained from the study site and from the Rwandan National
Ethical Board and from the Ministry of Health.

Results

The respondent personal characteristics in this study were
described according to age, education level and professional
categories, others includes, risks behaviour such as smoking and
alcohol use (Table 1).

Out of 249 study participants 77 (30.9%, 95% C.1=25.24-37.07)
were Nurses; 52 (20.9%, 95% C.1=16.09-26.47) were Potters and
Cleaners, while 40 (16.1%, 95% C.1=11.73-21.23) were Midwives.
Meanwhile, the least proportion of professional categories that

© Under License of Creative Commons Attribution 3.0 License
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participated in the study were the Laundry staff accounting for 3
(1.2%, 95% C.1=00.25-03.48) (Figure 1).

Findings on factors that lead to poor adherence to safety
guideline showed that 90 (36% 95% C.1=30.17-42.45) believe that
there are poor policy implementation and regulation. Also 104
(41.8%95% C.1=35.57-48.16) respondent said that forgetfulness
of the right procedures in line with policy and distractions hinders
compliance to safety rules. Another thing is poor timing of work
schedule and carelessness 111 (44.6% 95% C.1=38.30-50.99),
unsafe working environment 107 (43% 95% C.I=36.74-49.37),
Poor policy enforcement system 112 (45%95% C.1=38.69-51.39)
and occupational hygiene practices 130 (52.2%95% C.1=45.81-
58.56).

Other findings based on participants response on compliance
to post exposure universal precautions, with regards to careful
handling and disposing of sharp instruments during and after
procedures showed was 219 (88%, 95% C.1=83.25-91.72), also
practice of immediate washing of hands and other skin surfaces
after contact with blood was about, 211 (84.7%, 95% C.1=79.66-
88.97). About, 117 (47%, 95% C.I=40.66-53.39) responses
revealed noncompliance to the re- evaluation of exposed health
care workers within 72 hours.

The summary picture of the participants rating on hospital
management commitment occupational policy guidelines,
showed a mean index for all aspects (mean=2.9283). These
results indicated that there is moderate level of hospital
management commitment and leadership to occupational safety
Policy guidelines. The hospital waste management program
details on inspection and interview showed that: hospital waste
management are not fully in line with policy rule, there are no
evidence of health waste management reduction facility plan and
updated document (in case of changes in production technology
every five years). The waste management companies have no
real program and develop rules on recovery and disposal of the
waste.

Furthermore, the statistics results on policy compliance showed
a significant relationship with Health facility associated factors
(0.049<0.05) and Strategies for Hazards prevention in hospital
(0.02<0.05). Also significant is health Facility Safety Programs
(0.000<0.05) and Employees Participation on safety (0.020<0.05)
(Table 2).

Workplace safety compliance from policy review and focus
group discussion showed absence of strictly adhered to incident
investigations, report and follow up evidence, Training gap/
information sharing and safety warnings. Others are poor
equipment maintenance/engineering, fire drill, communication
system and emergency intervention plan. A lot of challenges with
hospital waste management practices (Table 3).

A multi-nominal regression analysis showed statistical
relationship with Factor resulting to Poor policy enforcement
(0.000<0.05) and Hazards reports systems (0.012<0.05). Also
significant is Individual level influencing factors to occupational
health hazards (0.024<0.05) and health factors influencing factors
to occupational hazards (0.018<0.05) (Table 4).
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Table 1 Distribution of study participants with regard to Socio-demographic characteristics.

Background Characteristics (n=249) Frequency Proportion (%) 95% Confidence Intervals

. Male 105 42  (3694857)
~ oto3yes 13 55 (48616130)
~ lessthan3yeas 6 265 (21133245
.~ Between7to9yeas 4 185 (1385238
Participants Education:

. PostGraduate 9 36 (0067675
Y2 08  (00090287)
o Aeohok

No 226 90.8 (86.46-94.05)

Respondent's Profession

TIEYuSIiey

Respondent's Profession

Figure 1  Distribution of study participants with regard to their Professions (n=249).

N J
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Table 2 Distribution of the relationship between Compliance to safety regulations and health facility factors associated with occupational hazards and
other variables at level of 0.05 significant difference of p-value.

Compliance to safety regulations and health

facility factors associated with occupational

High Level
compliance

Moderate level
compliance

Low level
compliance

Chi-square

d.f. P-value

Interpretation

hazards

safety

High Level of health facility 33 17 23
associated factors to 33.3% 23.0% 30.3%
Health facility occupational hazards = = =7
factors Moderate Level of health 40 37 44
associated with facility associated factors to e 50.0% =799 9.5442 4 0.049 Significant
occupational occupational hazards R = 2
hazards Low level of health facility 26 20 9
associated factors to 26.3% 27.0% 11.8%
occupational hazards =0 = %
Compliance to safety regulations in association with level of awareness of occupational health and safety
High Level awareness of 48 40 37
occupational health and
Level of safety 48.5% 54.1% 48.7%
awareness of  Moderate Level awareness 33 25 48.7%
occupational = ofoccupational health and 33.3% 33.9% 36.8% 1.532a 4 0.820907 Not significant
health and safety =0 S8 S8
safety Low level awareness of 18 9 11
occupational health and
18.2% 12.2% 14.5%

Levels of Compliance to Safety regulations in association with i

ndividual level factors

High Level of Individual 41 29 35
associated factors 41.4% 39.2% 46.1%
Individual level
indivi 34 33 32
iy | e ISR e eE] 5.571a 4 0.233592  Not significant
factors associated factors 34.3% 44.6% 42.1%
Low level of individual 24 12 9
associated factors 24.2% 16.2% 11.8%
Levels of Compliance to Safety regulations in association with strategies for hazards prevention in hospital
High Level of hazard 48 33 19
Strategies Prevention strategies 48.5% 44.6% 25.0%
for Hazards Moderate Level of hazard 30 28 35 o
prevention in Prevention strategies 30.3% 37.8% 46.1% 11.560a 4 0.020939 Sl
hospital Low level category of Hazard 21 13 22
prevention strategies 21.2% 17.6% 28.9%
Levels of Compliance to Safety regulations in association with health facility safety programs
High Level of hospital health 43 27 11
safety programs
Health .
S Moderate Level of hospital 43 31 40 T a AT T,
alglr:)gra?ni ¥ health safety programs 43.4% 41.9% 52.6% ~/ea : lgnincan
Low level of hospital health 13 16 25
safety programs 13.1% 21.6% 32.9%
Levels of Compliance to Safety regulations in association with Employees Participation on safety
High Level participation of 45 28 8
employee on hospital safety
45.5% 37.8% 10.5%
Employees RIOSIa
Participation = Moderate level employees 34 27 39 25.653a 4 0.000 Significant
on safety on safety program 34.3% 36.5% 51.3%
Low level Employee 20 19 29
participation on safety 20.2% 25.7% 38.2%

© Under License of Creative Commons Attribution 3.0 License
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Table 3 Summary of Policy Implementation and Compliance Gap Analysis.

Strategic objectives Achievement status
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The three health Facilities in
Policy provides operational
guidance on Negative Incident
Reporting,

they have hospital health
and hygiene committee who
have the mandate to address
incident cases

Only a fraction of incident
cases were investigated to
ensure quality assurance,
equity in services and risk

Incident Investigation,

Kigali, have adopted the policy,

Existing Gap/ Challenges

ILO and WHO clearly provides a guideline
frame work on how to handle safety and
hazards related events in workplace.
Unfortunately, there are absence of

evidence based practices and incident report

There are few incident investigations carried

out but no report of the activities or ILO
and WHO clearly provides a guideline frame
work on how to handle safety and hazards

related events in workplace.
Unfortunately, there are absence of
evidence based practices and report

reduction

Injection safety strategies, pre-
exposure and post exposure
treatment and mitigation
strategies are fully in practice
Smoking information and
warning exist.

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

Reporting and Handling of
Accidents/Injuries While on

Training gap/ information sharing and
Duty

evaluation
No Smoking of Tobacco
Products on Hospital Premises
and Taking Alcohol, Abuse of
Drugs and Other Substances in
District Hospitals

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

Manual Handling (Lifting of

Not yet addressed due to
Loads)

Participant response of confirms the burden
poor finance

of manual handling and lifting
Storage and Labeling on

Flammable Products, Storage
of Hazardous Materials and
Dangerous Goods,
Purchase of Hazardous
Materials and Dangerous Goods

Strict purchase operation
mechanism exist and proper
labelling

But storage and disposal mechanism are not
in line with the policy guide especially for
hazardous chemicals

Radio and Other Noise Making

Strict control measures are
Devices in Hospital Settings

fully in place and enforced 9 et @l et

Fire mitigation strategies are
designed, but not yet fully
addressed
Great majority of the health
practices are carried out
without regards to the

guidelines

The fire extinguisher though exist but no
form of training, fire drill, communication
system and emergency intervention plan

Fire Extinguishers Use

Monitoring Data on Incidents, Weak monitoring, investigation, follow up
Injuries and other Events

and absence of incident reports

Workplace environmental safety are not
enforced, Poor equipment maintenance,
engineering, poor supply of PPE that are
necessary to prevent hazards
No safety guidelines for activities in
various departments, Absence of job
supervision and evaluation update. The
forum for dealing with challenges in waste
management

Hazards and Risk reduction Little activity

Handling Storage and Disposal

Contract manager with little
of Clinical and other Waste

experience

There are evidence of
existence of the safety and
hygiene committee in the

three health institution

Safety committee and
responsibilities

This article is available from: http: //www.imedpub.com/jour

Action plan

The safety and hygiene committee

need to be fully functioning in line

with guideline and with evidence
based result. Inaugurating the
safety committee is not enough

but a functional and active

committee, with an evidence based

documented proof of activities.

Regular review of incident cases
put down strategies for prevention
of future occurrence and regular
report and updated information
and research in relation to
occupational health and safety.

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

Enforcing policy and disease
prevention especially to prevent
secondary smoking effect

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

May need to consult experts
to help out to reduce the
environmental and human
contamination

Need to keep surveillance and
improved communication

Experts services may be employed

to mitigate incidents

Improvement through: Training,
investing and improvement
reporting and research

Fund mobilization, improved
communication, proper job

placement, training, job supervision

and motivation

Programs for improved waste
management

Workers involvement in decision
making and a lot of other safety

issues.

nal-biomedical-science-applications/
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Table 4 Distribution of multi-nominal regression analysis of variables influencing Levels of Compliance to Safety regulations.

95% Confidence Interval

for Exp(B)
Levels of Compliance to Safety regulations Std. Error d. f. Exp(B)
s Upper Bound
Bound PP
Intercept -0.779 1.161 1 0.503
Hazard Knowledge 0.190 0.239 1 0.426 1.209 0.757 1.930
Hospital Management policy 0432 0247 1 0.080 0.649 0.400 1.054
commitment
Level Respondents S ofworkplace 550 0.239 1 0295 0779 0.488 1.243
°°:‘;2:;‘°e Types of Hazard cases 0.123 0.235 1 0.602 1.131 0.713 1.793
regulations e U G e Al 0904 0233 1 0.000 2.470 1.564 3.902
enforcement
Hospital hazards Prevention strategies  -0.403 0.240 1 0.094 0.668 0.417 1.070
Hazards reports systems 0.484 0.192 1 0.012 1.622 1.113 2.363
Individual level influencing factors -1.045 0.465 1 0.024 0.352 0.141 0.874
Health Facility influencing factors 1.102 0.467 1 0.018 3.009 1.205 7.514

Note: The refaerence category is: Low level compliance.

Discussion

Compliances to safety standards adopted for the protection of
health workers based on policy guidelines in hospitals in Kigali
Rwanda; found that high number of study participants are
practicing hand washing after any direct contact with Patient
and safe collection and disposal of sharps equipment’s. Another
high frequencies of the participants confirmed use of gloves for
contact with body fluids, non-intact skin and mucous andcorrect
disposal of used personal protective equipment safely. In the
area of compliance to universal post exposure precautions, with
regards to careful handling and disposing of sharp instruments
during and after procedures the study also found high compliance
rate to immediate washing of hands and other skin surfaces after
contact with blood.

On the other hand, the study equally found low compliance to
the re- evaluation of exposed health care workers within 72 hours
just like study by [19] on the Access to occupational post-exposure
prophylaxis for primary health care workers in rural Africa
showed higher mean knowledge and confidence scores but no
different mean attitude scores than those who did not. (P=0.008)
than for those who did not (8.8 of 12). Findings from employee
participation on safety committee were average, about 168 (67%,
95% C.1=61.27-73.25), just like existence of written statements,
goals, contracts languages other document describing functions,
duties and authorities of health and safety committee about 154
(61.8%, 95% C.I=0of 55.50-67.91).

Itis important to know that about 137 (55%, 95% C.1=48.61-61.31)
disagreed that hospital safety committee meets consistently at a
regular schedule time and place. While, about 141 (56.6%, 95%
C.1=48.61-61.31) responses showed absence of investigations/
analyses for all accidents resulting in injury, regardless of how
minor they may be or reported. The summary picture on how
the respondents rated hospital management commitment and
leadership to Policy guidelines, a mean index for all aspects
was rated and computed which were equal to (mean=2.9283).
These results indicated moderate level of hospital management
commitment to occupational safety Policy guidelines.

© Under License of Creative Commons Attribution 3.0 License

The study also found four major study variables that have positive
association with compliance practices including; Health facility
associated factors (0.049; P<0.05), Hazards prevention strategies
in hospital (0.02; P<0.05), Health Facility Safety Programs (0.000;
P<0.05) and Employees Participation on safety (0.020; P<0.05).
This finding is in line with [20] study that tried to establish
employees’ perception on occupational health and safety at
Eapcc, further determine the extent to which workers had
complied with the OSHA 2007 stipulations. The regression results
show that there was significant relationship between occupation
health concerns and employees performance (r=-0.925, p=0.001)
and a negative but significant relationship between occupational
safety concerns and performance of employees (r=-0.777,
P=0.002). Another study on compliance to safety by [21] in
Nairobi on the Extent of Compliance with Occupational Safety
and Health Regulations at Registered Workplaces in Nairobi. The
Overall, the extent of compliance with the Act at workplace stood
at 64.49%.

It is good to know that the Government of Rwanda adopted the
health facility accreditation system among many strategies to
improve quality of care, to foster continuous quality in Health
facilities and with elaborated policies, procedures and guidelines
to be followed in service delivery. The study however, found were
evidence of low compliance to incident investigations, report and
follow up. There were safety information sharing and training
evaluation records gaps. Workplace environmental safeties are
not fully enforced as recommended in the policy. The study also
found that there were a lot of challenges the health facilities
faced in dealing with medical waste management. It is pertinent
that attention is given to it based on the policy guide especially
for hazardous chemicals. However, the safety committee and
responsibilities were just recently inaugurated and are yet to
come to terms with safety issues that exist.

Focus group discussion findings brought out issues related to
work overtime, absence of motivation and leave due to shortage
of staff. Also poor investigation, follow up and report of workplace
incident cases. There are no guidelines on risk aversions and

7
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procurement procedures for equipment’s replacement or
training and safety information and practice guides. The waste
management companies have no real program and develop rules
on recovery and disposal of the waste. The policy and procedure
for medical waste management decontamination and recycling
are not fully implemented.

The study confirmed the existence of a written policy supporting
and mandating the safety and effective communication system,
based on the information from high number of hospital
management staff, about 6 out of 9 management staff of the
three health facilities (66.7%, 95% C.1=29.93-92.51). On the
other hand a very low number of the management staff, 3 out
of the 9 (33.3%, 95% C.1=07.49-70.07) agreed that everyone in
the hospital knows who has been assigned responsibility for the
program and recognizes employee contributions to worker safety
and health at the hospital.

A multi-nominal regression analysis strongly confirmed the
following as the main variables that influences compliance to
safety practices in the study: poor policy enforcement (0.000;
P<0.05), hazards reports systems (0.012; P<0.05), Individual
level associated factors (0.024; P<0.05) and lastly health level
associated factors (0.018; P<0.05).

Based on the study findings as stated above, it is obvious that
both the employers and the employees in the health facilities are
strongly implicated with poor compliance to health and safety
regulations. The findings from the policy gap review showed
that the ILO and WHO safety and hazards control in workplace
were not strictly adhered as indicated above. Even focus group
discussion findings showed similar findings and related issues.
These findings are comparable to other related studies conducted
in the Sub Saharan African.

The study was done in a district health facility and findings cannot
be generalized to the primary health care system in Rwanda, and
the very few non response rates that may affect the study outcome
interpretation which might weakness the study. However, But the
study tried to overcome information bias through use of broad
data collection instrument and is well able to supply the needed
information in area of occupational health hazards and safety
compliance related issue in Rwanda and resource constraint context.
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In conclusion, this study observed low compliance level with
occupational health and safety policy in relation to employee
participation in safety program, post exposure safety compliance,
hospital management leadership commitment. This finding was
influenced by Health facility related associated factors, factors
related to hazards prevention strategies in hospital. Other factors
that contributed to low compliances include health facility safety
programs and employees participation on safety. In addition are
issues related to poor policy enforcement and hazards reports
systems as well as issues related to individual level related
associated factors.

Though, Government of Rwanda adopted the health facility
accreditation system as one of the many strategies to improve
quality of care. There are still low compliance to incident
investigations report and follow up, training gap/ safety
information sharing and job supervision lapses. There were
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