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ABSTRACT  The purpose of this paper is to explore and describe the current working conditions in public
hospitals at a specific province in South Africa. In Part 1 of the exploratory sequential mixed method study, the
author dealt with the study design and presented the qualitative results against the relevant literature. The present
paper presents the quantitative part of the study, the integrated results of the study and the proposed strategies for
improving working conditions in these public hospitals. A quantitative design was used to explore and describe the
perspectives of health care personnel regarding the working conditions in public hospitals at a selected province in
South Africa. Of the original sample of 378, 344 health care personnel, 59.2% rated the working conditions in their
hospitals as poor. Lack of support from management (58.8%) poor communication, poor interpersonal relationships,
workload, shift work and unsafe environment were cited as the main determinants of poor working conditions in
these hospitals.

INTRODUCTION

Research evidence suggests that health care
personnel in public hospitals work under ap-
palling conditions. This is because working con-
ditions for the majority of hospitals do not com-
ply with the minimum standards and guidelines
set by the international labour organisation (ILO)
and the World Health Organization (WHO) for
occupational health and safety at the workplace
(Rusli et al. 2008; Aiken 2013). South African
public hospitals have been described as highly
stressed institutions as a result of dysfunction-
al management structures and weak management
functions (The Department of Public Service Ad-
ministration Report) (DPSA 2006). These poor
working conditions may be attributed to a num-
ber of factors such as under resourced institu-
tions, lack of management skills and staff short-
ages as well as increased patient loads (Crisp et
al. 2014; Englebrecht 2015; Scheffler et al. 2015).
Despite all these challenges, there is paucity of
information regarding the working conditions in
public hospitals in South Africa. By exploring the
current status of working conditions in public
hospitals at the selected province, the researcher
is of the opinion that working conditions can be
improved.

MATERIAL  AND  METHODS

Research Design

A quantitative design was adopted to explore
and describe the perspectives of health care
personnel regarding the current status of the
working conditions in public hospitals in a se-
lected province in South Africa.

Population

All employees/health care personnel in the
27 hospitals at the selected province were tar-
geted to participate in the survey. These includ-
ed health care personnel such as nurses and
doctors, pharmacists, physiotherapists as well
as administrative staff.

Convenience sampling was used to obtain
participants for this quantitative step of the
study. Convenience sampling is a form of non-
probability sampling which involves recruiting
participants by virtue of their accessibility and
willingness to participate in the study (Bryman
2012). The researcher opted for the convenience
sampling method as the method of data collec-
tion for the quantitative step of the study be-
cause of the challenges that she encountered
when obtaining participants. This was mainly
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because of the awkward duty schedules and
shifts in hospitals, which made it difficult for the
researcher to obtain a specified number of par-
ticipants at a particular time. To maximize the
quality and the significance of the data for this
study, the researcher exercised care in the selec-
tion of the sample by ensuring that participants
came from 16 different hospitals and from three
different districts within the province as sug-
gested in Brink et al. (2012).

Sampling and Procedure

Letters requesting permission to conduct a
study were sent to all CEOs in the 27 public
hospitals at the selected. On receipt of permis-
sion letters from the CEOs, gatekeepers who
would link the researcher with respondents were
identified. These included management, heads
of sections, matrons and occupational health
managers.

A sample size of 378 employees was deter-
mined by a statistician, using Open Epi version
2. Five hundred questionnaires were then dis-
tributed to 16 hospitals to account for missing
data and only 361 were returned. Only 344 ques-
tionnaires out of the original sample of 378 health
care personnel/employees) were usable as the
rest were either only partly filled or returned
unfilled.

Data Collection

A structured self-administered questionnaire
containing close ended questions was used to
explore and describe the employees’ perspec-
tives on the status the present working condi-
tions in public hospitals at the selected prov-
ince. The questionnaire was divided into three
sections covering the following aspects:

Section A:  Demographic characteristics of
the respondents.

The section contained information on the
respondents’ gender, level of education, experi-
ence and type of job.

Sections B, C, D:  These sections of the ques-
tionnaire were designed on five-point Likert
scales, ranging from “strongly agree” to “strong-
ly disagree”. For the purpose of data interpreta-
tion, response alternatives “strongly agree” and
“agree” and the responses “strongly disagree,
“disagree” and “neutral” were grouped togeth-
er as negative responses. Only the positive re-

sponses were presented and interpreted. The
five sections designed on a Likert scale cap-
tured information on the following:

Section B: Present working conditions
(physical and psychological) challenges and
barriers preventing one from performing duties
effectively

This section contained variables on the sta-
tus of working conditions as well as variables
related to barriers affecting working conditions
and effective performance.

Section C:  Workplace health and safety
This section addressed information on work-

place health and safety hazards and unpleasant
conditions.

Section D:  Involvement in decision-making
This section contained items that provided

insight on the extent of the employee’s involve-
ment in decision making. The structured self-
administered questionnaire were either hand
delivered, couriered or emailed to a central point,
namely; the nursing service manager or occupa-
tional health nurse in charge of the occupation-
al unit, for distribution to the participants. A cov-
ering letter, questionnaire instructions, consent
form and approval letters from the university
Research Ethics Committee and from the Depart-
ment of Health And Social Services were attached
to the self-administered questionnaire.

Data Analysis

Data was checked, cleaned and entered into
Excel and then exported into an IBM SPSS ver-
sion No. 22 for statistical analysis by a statisti-
cian. Data was analysed at univariate and multi-
variate levels. In the univariate analysis, the de-
mographic characteristics of the participants
were described by frequencies then presented
in tables. Multivariate analysis involved princi-
pal component analysis (PCA) with orthogonal
rotation to examine the factors related to the in-
herent common structure between the 21 ques-
tions on occupational health and safety man-
agement, 19 items on challenges and barriers
affecting working conditions, 5 on decision mak-
ing involvement, The virtue of Principal Compo-
nent Analysis (PCA) is that underlying factors
in a complex setting can be explained. This tech-
nique is ideal for reducing the dimensionality.

Reliability analysis of the corresponding
scales was performed after determining the un-
derlying structure at exploratory level. A value
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nearer to 1 indicates a reliability model that is
appropriate. The Cronbach’s alpha coefficients
based on the internal consistency of items that
cluster under one component with a cut-off point
of 0.7 is considered a high reliability.

Reliability and Validity

To promote the reliability of data obtained in
this study, the questionnaire was pretested with
health care personnel in one non-participating
hospital. This was done to allow improvement
in content and format and for reliability and for
language clarity before it was disseminated to
other hospitals.

The validity of the data collection instrument
used in this study was enhanced by the fact
that questions were derived from themes and
subcategories of the qualitative phase of the
study, from pre-existing tools on safety, health
and working conditions and from the literature
review (ILO-OSH 2001). Each question was
checked by a statistician to determine whether it
contributed to the research objectives of the
study.

RESULTS

Demographic Characteristics of the
Respondents

About a quarter (20.6%; n=71) of the respon-
dents were above the age of 41 years, 39.5 per-
cent (n=136) and) below the age of 30 and 40,
39.8 percent (n=137) were between 30 and 40
years of age. Of all the respondents, 78.8percent
(n=271) were women and from these women the
majority were employed as nurses (84. 9%;
n=192), doctors (1.5%; n=5) and the remaining
13.6 percent (n=46) (other) comprised physio-
therapists, pharmacists, laboratory technicians
and administrative staff. All respondents were
formally educated, that is 1.5 percent (n=5) had
grade 8 to 10; 18.9 percent (n=65) had grade 10
to grade 12, 16.9 percent (n=58) had certificates,
52.3 percent; n=180 had diplomas, 4.0 percent;
n=14 an advanced diploma, 4.4 percent; n=15
had degrees and 2 percent; n=7 had a post-grad-
uate degree.

For the purpose of data analysis and inter-
pretation, component factor analysis was used
to group items which are related to each other
into components or themes.

Present Working Conditions, Challenges and
Barriers Affecting Working Conditions

The components that are related to the phys-
ical and psychological barriers affecting work-
ing conditions and effective duty performance
are depicted in Table 1.

The Kaiser-Meyer-Olkin measure verified the
sample adequacy for the analysis, KMO = .92
(‘superb’ according to Field 2009). Bartlett’s test
of spherity χ2 (171) = 1431.15, p <.001, indicated
that correlations between items are sufficiently
large for PCA. This technique is ideal for reduc-
ing the dimensionality of the working conditions
challenges into a smaller number of factors that
explain the majority of the variance. The result
shows that the three components explained 71.8
percent of the variance. The 10 items that clus-
ter on the first component explained 32.66 per-
cent (Cronbach α = 0.95) of the variance which
reflect aspects related to resources. The items
that relate to budgetary constraints, inadequate
infrastructure and unavailability of resources are
grouped together. The second component which
explained 26.31 percent  (Cronbach α = 0.94) of
the variance includes 8 items related to the over-
all perception of the staff about the managerial
processes, support, communication, relation-
ships, working environment, demotivation of
staff. Finally the third component explains
12.81(Cronbach α = 0.69) of the variance includes
aspects related to location of hospital and lack
of access to occupational health and safety
training.

Budgetary Constraints, Infrastructure and
Resources (CP1)

About 70.4 percent (n=228) indicated that
budgetary constraints were a challenge in their
hospitals and 70.4 percent (n=228) reported lack
of financial resources. With regard to working
conditions in public hospitals, 59.2 percent
(n=192) rated the working conditions of their
hospitals as poor. Inadequate equipment and
infrastructure were reported by 50.4 percent
(n=163) and 65.3 percent (n=208) respectively
as a challenge in public hospitals and shortage
of professional skills and support staff was re-
ported by 78.6 percent (n=260) of the respon-
dents as the main reason for their dissatisfac-
tion with the working conditions. Furthermore,
74.7 percent (n=244) stated that increased work-
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load was a barrier to the effective performance
of their duties, 53.8 percent (n=177) reported
unsafe working environment, 50.2 percent
(n=130) reported absenteeism of staff members
and job dissatisfaction, low morale and low mo-
tivation was reported by 66.3 percent (n=216).

Support, Communication, Interpersonal
Relationships and Job Satisfaction (CP2)

Regarding management support, communi-
cation, interpersonal relationships and job sat-
isfaction, 61.6 percent (n=199) of the respon-
dents cited lack of support from management,
about half of the respondents (58.8%; n=189)
felt that there was lack of communication be-
tween management and staff, 60.6 percent
(n=193) reported poor interpersonal relation-
ships among staff and 43.4 percent (n=141).
About sixty-two percent (62.3%; n=201) of re-
spondents reported lack of recognition and ap-

preciation of employees by management, 52, 7
percent (n=168), reported poor salary negotia-
tion platforms, 41 percent (n=132) reported lack
of management skills and 40.4 percent (n=132)
stated lack of state contract as a barrier to ac-
quiring equipment.

Location of Hospital and Occupational Health
and Training (CP3)

Half of the respondents indicated dissatis-
faction about the location of their hospitals,
whereas 50 percent (n=162) indicated lack of
access to training on occupational health and
safety issues in their hospitals

Workplace Health and Safety

This section discusses the components that
are related to occupational health and safety of
employees in the workplace (Refer to Table 2 for

Table 1:  Present working conditions challenges and barriers affecting working conditions (n=344)
 
Item Comp- Egein- % Exp- % Re- (n=344)

onen  value  lained  sponse

CP: 1 Budgetary Constraints, Infrastructure and 11.246 32.662
Resources (Cronbach á = 0.95)
  Budgetary constraints 0.796 70.4 325
  Lack of resources (financial) 0.796 70.4 325
  Poor working conditions 0.793 59.2 328
  Inadequate /poor infrastructure 0.789 65.3 320
  Increased workload/overworking 0.719 74.7 327
  Inadequate equipment 0.668 50.4 325
  Shortage of professional skills and support staff 0.638 78.6 331
  Hospital located in rural areas 0.811 50 324
  Unsafe environment 0.676 53.8 329
  Absenteeism in staff 0.581 50.2 325
  Job dissatisfaction, low morale and low motivation 0.539 66.3 326
CP: 2 Managerial Processes, Support, Communication
and Interpersonal Relationships (Cronbach á =0.94) 1.355 26.311
  Lack of support from management 0.726 61.6 323
  Lack of communication between management and staff 0.69 58.8 323
  Poor interpersonal relationships among staff 0.655 60.6 320
  Poor health profiles of most employees 0.81 43.4 325
  Lack of state contract 0.842 40.4 329
  Lack of recognition and appreciation of employees 0.764 62.3 324
    by management
  Poor salary negotiation platforms 0.677 52.7 319
  Lack of management skills 0.655 41 324
CP: 3 Location of Hospital and Training 1.038 12.81
(Cronbach á = 0.69)
  Hospital located in rural areas affect OHS issues 0.811 50 324
  Inadequate training on occupational health and safety issues 0.71 50 324
  Total percentage explained 71.783
  Kaiser-Meyer-Olkin test of sample adequacy 0.2
  Bartlet test  of sphericity χ2 (171) = 1431.15, p <.001

Notes: CP: principal component. For greater clarity, only those loading exceeding 0.4 are shown
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analysis). All the factored subscales were nor-
malized and Cronbach’s α was calculated for fac-
tors extracted. The Kaiser-Meyer-Olkin measure
verified the sample adequacy for the analysis,
KMO = .86 (‘great’ according to Field 2009). Bar-
tlett’s test of spherity χ2 (561) = 1999.78, p <.001,

indicated that correlations between items are
sufficiently large for PCA. The result shows that
the three components explained 70.25 percent
of the variance.

Factor analysis of 34 items of workplace
health and safety statements generated 7 sepa-

Table 2:  Workplace health and safety (n=344)

Item Comp- Egein- % Exp-  % Re-  Total
onen  value  lained  sponse (344)

CP1: Physical and Biological Hazards (Cronbach á= 0.92) 14.517 16.152
  Working with people under the influence of drugs 0.777 30.6 330
    and alcohol
  Fire or explosion hazards 0.687 34.9 329
  Too much dust 0.671 33.8 319
  Litter or mess in work area 0.632 39.6 328
  Poor lighting (too much, too little) 0.579 67.9 327
  Too much heat 0.82 52 323
  Bad air (stuffy),not enough air 0.639 54 326
  Too much vibration 0.738 27.8 328
  Too much noise 0.628 37.8 324
  Risks to eyestrain 0.600 45.6 327
  Slipping and tripping 0.418 36.2 315
  Travel hazards, public transport, driving conditions 0.564 56.7 323
  Electric hazards 0.751 34.2 321
  Biological Hazards 0.643 69.8 320
CP2: Mechanical Hazards (Cronbach á= 0.88) 2.422 11.799
  Not enough occupational health and safety training 0.74 63.9 324
  Risk of physical strain (e.g., back, wrist, neck) 0.738 72.2 320
  Unsafe equipment or machinery (including office 0.463 53.8 329
   equipment)
  Awkward postures or repetitive movements 0.561 45.5 316
  Bad work-station design 0.416 44.4 315
CP3: Workload and Shift Work ( Cronbach á= 0.83)
  Too much work outside working hours 0.688 1.792 9.839 50.4 321
  Meal at enterprise 0.616 54.2 321
  Lack of adequate toilet facilities 0.573 56 323
  Shift work 0.417 52.5 320
CP4: Chemical Hazards (Cronbach á= 0.82 1.622 9.222
  X-rays, other radiation or video display terminals 0.789 38.8 322
  Dangerous chemical 0.726 31.7 322
  Exposure to tobacco smoke of others 0.739 38.2 319
  Toxic gas hazards 0.815 28 328
CP5: Inadequate Infrastructure (Cronbach á= 0.71) 1.407 8.606
  Poor work space or not enough working space 0.753 67.9 327
  Shift work 0.417 52.5 320
  Lack of health facility or examination 0.47 58.1 320
  Lack of facilities or access for employees with disabilities 0.446 58.2 323
CP6: Safety and Security CP5 (Cronbach á= 0.82) 0.700 1.233 7.883 64.6 322
  Lack of personal protective equipment 0.479 64.6 322
  Having to perform unsafe work 0.43 55.6 327
  Fear for personal safety and security 0.581 60 317
CP7: Environmental Hygiene (Cronbach á= 0.71) 1.184 6.753
  Lack of adequate toilet facilities 0.485 56 323
  Too much heat 0.82 52 323
  Bad air (stuffy, not enough air) 0.639 54 326
  Total Percentage   70.25   
  Kaiser-Meyer-Olkin test of sample adequacy 0.86
  Bartlett’s test of spherity χ2 (561) = 1999.78, p <.001  

Notes: CP: principal component. For greater clarity, only those loading exceeding 0.4 are shown
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rate components: Component 1 which includes
14 items related to physical and biological as-
pects (Cronbach α = 0.92) and explained 16.15
percent. The 2nd component suggesting 5 as-
pects involving mechanical hazards (Cronbach
α =0. 83) explained 9.83 percent of the variance.
Component 3 which refers to issues related to
shift work and work load comprising 4 items
(Cronbach α = 88) explained 11.79 percent.  Com-
ponent 4 comprising 4 items (Cronbach α = 0.82)
which are related to chemical hazards explained
9.22 percent of the variance, component 5 com-
prising 5 items which is related to infrastructure
and personal protective equipment (Cronbach
α = 0.71) explained 8, 60 percent. Component 6
which includes 3 items addressing issues of safe-
ty and security (Cronbach α = 0.82) explained
7.88 percent. Lastly, component 7 consisting of
3 items (Cronbach α = 0.71) which are related to
environmental hygiene explained 6.75 percent.

Physical and Biological Hazards (CP1)

With regard to physical hazards, 30 percent
(n=99) of the respondents were concerned about
working with people under the influence of drugs
and alcohol, 34.9 percent (n=114) reported that
they were exposed to fire or explosion hazards,
33.8 percent (n=107) to dust, 39.6 percent (n=129)
and to litter in the workplace. More than half of
the respondents 67.9 percent (n=222) indicated
that they were worried about poor lighting, 52
percent (n=169) cited exposure to too much heat,
54 percent (n=176) to stuffy air, 27.8 percent
(n=91) indicated exposure to too much vibration
and 37.8 percent (n=122) reported exposure to
too much noise. Below half (45.6%; n=149) of
the respondents indicated that they were ex-
posed to risk of eye strain, 36.2 percent (n=114)
indicated that they were exposed to slipping and
tripping hazards, 56.7 percent (n=183) indicated
that they were exposed to travel hazards related
to public transport and driving conditions and
34.2 percent (n= 109) reported exposure to elec-
tric hazards. Regarding exposure to biological
hazards, close to seventy percent of the respon-
dents (69.8%; n=223) indicated their concerns
about exposure to biological agents. Biological
exposure can result from improper handling and
disposal of medical waste. It can also result from
exposure to specific pathogens and viruses such
as hepatitis B virus and HIV.

Mechanical Hazard (CP2)

Respondents’ exposure to mechanical haz-
ards was quite high; 72.2 percent (n=231) of re-
spondents were concerned about risks to phys-
ical strains particularly of the back, wrist or neck,
53.8 percent (n=177) reported exposure to me-
chanical hazards as a result of unsafe machinery
including office equipment, 45.5 percent (n=143)
reported exposure to mechanical hazards as a
result of awkward positions or repetitive move-
ment and 44.4 percent (n=155) reported bad work-
station designs in their hospitals.

Workload and Shift Work (CP3)

Half of the respondents reported that there
was too much work outside their working hours,
52.5 percent (n=168) cited shift work as a chal-
lenge in their hospitals and 56 percent (n=320)
expressed their concerns about shift work.

Chemical Hazards (CP4)

Respondents’ exposure to chemical was low,
with the highest score (38.8%; n=124) reported
for exposure to diagnostic radiation such as C-T
scans, X-rays, other radiation sources such as
radiation video display terminals, 38.2 percent
(n=121) for tobacco smoke from others, 31.7 per-
cent (n=102) for other dangerous chemicals in
their working environment, and the lowest score
28.0 percent (n=92) for toxic gases.

Infrastructure and Personal Protective
Equipment (CP5)

Inadequate work space was reported by 67.9
percent (n=222) respondents, 52.5 percent (n=168)
indicated that there was lack of examination rooms,
58.1 percent (n=186) indicated lack of access for
employees with disabilities, 56.0 percent (n=180)
indicated lack of toilet facilities in their hospitals
and 58 percent (n=185) reported lack of facilities
for employees with disabilities.

Safety and Security (CP6)

Safety and security at the workplace was
generally poor, 64.6 percent (n=208) respondents
indicated their concerns about lack of protec-
tive equipment and clothing, 55.6 percent (n=181)
reported that they were performing unsafe work
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and 60% (n=190) reported fear for their personal
safety.

Environmental Hygiene (CP7)

More than half of the participants reported
that there was lack of toilet facilities in their hos-
pitals, 52 percent (n=167) reported too much heat
in their working environment and bad, stuffy air
was reported by 54 percent (n=176) of the re-
spondents. These components suggest that
there are serious issues regarding the ventila-
tion and ablution facilities in these hospitals.

Involvement in Decision Making

Respondents’ involvement in decision mak-
ing was generally poor, with less than half of the
respondents 30.3 percent (n=91) indicating in-
volvement in in-service training, 16.1percent
(n=48) indicating involvement in occupational
health and safety issues, 22.5 percent (n=67) in-
volvement in staff allocation, 12.4 percent (n=37)
of respondents indicating their involvement in
planning meetings and 20.7 percent (n=62) re-
porting involvemen in budget management meet-
ings. Figure 1 presents information on employ-
ee involvement in decision making

DISCUSSION

Integrated Qualitative and Quantitative Results
of the Study

In this section, a discussion of the integrat-
ed findings from the qualitative and quantita-
tive steps of the exploratory sequential mixed
method study is presented. Integrated findings
from the qualitative and quantitative phases of
the study are presented in the next section with
reference to the following:

• Status of the working conditions of public
hospitals at a selected province.

• Challenges experienced by workers while
performing their duties, and the

• Strategies for improving working conditions
of public hospitals at a selected province.

Status of Working Conditions in Public
Hospitals in selected province in South Africa

Both the qualitative and quantitative strands
of the study suggest that the working condi-
tions in public hospitals are poor. The poor sta-
tus of working conditions in public hospitals
was confirmed by the quantitative findings

Fig. 1.  Employee involvement in decision making.
Source: Manyisa 2015
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which recorded a high percentage (59.2 %) for
the component that relates to working condi-
tions as presented in Table 1 (CP1). The find-
ings of this study are further corroborated by a
number of other national and international stud-
ies which have reported evidence of poor work-
ing conditions in public hospitals (Aiken 2013;
Rusli et al. 2008).

With regard to the effects of poor working
conditions in public hospitals on employees,
there seems to be strong support from the quan-
titative study on the following issues; demoti-
vation of staff, job dissatisfaction, low morale
and stress because high percentages were re-
corded on these variables (Refer to Table 2).

Respondents described challenges that pre-
vent them from performing their duties effec-
tively related to the physical environment such
as poor infrastructure and lack of safety and
security in the working environment. This was
said to be associated with old, small and dilapi-
dated buildings as well as the on-going con-
structions. They indicated how poorinfrastruc-
ture has led to lack of adequate space and over-
crowding in public hospitals and how these have
prevented them from complying with the princi-
ples of isolation, thus increasing the risk of noso-
comial infections to employees and patients.
These findings are consistent with the quantita-
tive findings, which recorded a high score on
the variable of poor infrastructure in Table 1 (CP1)
and Table 2 (CP5).

The results of this study are also consistent
with a number of reports which provided evi-
dence of infrastructure problems in public hos-
pitals in South Africa (Bateman 2009; DPSA
2006).

Challenges related to resources such as
shortage of professional skill and support staff
emerged as another factor which compromises
the employees’ abilities to perform their duties
in public hospitals. They ascribed the shortage
of skilled personnel to the freezing of posts, sick-
ness absenteeism related to poor health profile
of employees, and high turnover rates. The re-
spondents reported that shortage of staff was
the main reason for employees’ inability to cope
with the increased workload in these hospitals.
The quantitative findings concur with the qual-
itative findings as evidenced by a high score
recorded on the variable of shortage of staff in
Table 1 (CP1). Shortage of skilled personnel in
public health settings have been widely report-

ed in the literature, both nationally and interna-
tionally. For example, gross shortages of skilled
personnel, particularly nurses and doctors have
been reported in China (Yun et al. 2010); Austra-
lia (Kingma 2007: 1285; Schofield et al. 2009);
South East Asia, Europe and America (Taylor et
al. 2011); Bhutan, Botswana and Namibia (Crisp
2015); South Africa (Hull 2010).

Respondents also reported that unsafe work-
ing environments in their institutions were a
challenge. They attributed the unsafe environ-
ment to factors such as lack of equipment, name-
ly; furniture, cleaning material, as well as protec-
tive equipment such as N95 masks, goggles and
gloves, and a lack of security. They indicated
that the lack of protective equipment and proper
furniture increased their risks to physical risks,
biological agents (mycobacterium), and mechan-
ical injuries (backaches).

The quantitative findings provide strong
evidence of inadequate occupational health and
safety training, poor workspace, fear for personal
safety and security, lack of personal protective
clothing, lack of occupational health and safety
training as well as the associated risks from phys-
ical, mechanical and chemical hazards, biologi-
cal agents or infectious diseases as evidenced
by the high scores on the variables which relate
to unsafe environment and occupational health
and safety issues in Table 2 (CP1-CP7).

The problem of a lack of protective clothing
was further reiterated by participants in both
the qualitative and the quantitative findings who
reported a need for proper protective equipment
such as goggles, face shields, masks, earplugs,
footwear and gloves, to be supplied in order to
protect employees from the risks of contracting
infectious diseases and sustaining injuries in
the work place. Respondents (occupational
health nurses) also indicated a need to improve
safety measures by setting up a clear separation
from construction areas to avoid injuries to
employees.

Unsafe working environments that predis-
pose hospital employees to nosocomial infec-
tions and injuries have been widely reported in
occupational health and safety literature (Bock
et al. 2011; Jo et al. 2013; Joshi et al. 2006;
Hashemi et al. 2014; Menzies et al. 2007; Schal-
bon et al. 2009; Sissolak et al. 2011.

A study by Engelbrenght et al. (2015) on
workplace conditions and practices of health care
workers at three public hospitals in the Free State
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found that hospitals employees were not ade-
quately protected from infectious diseases and
physical risks. Furtado et al. (2010) reported lack
of safety and security in a hospital in Brazil.

Barriers that were related to the psychologi-
cal environment also emerged from the study.
From the in-depth interviews of the qualitative
phase of the study it emerged that the employ-
ees were experiencing high levels of stress. Re-
spondents described their working conditions
as traumatic to both patients and staff and char-
acterized by high levels of psychological stress,
low morale, and burnout and personnel dissat-
isfaction. The high level of stress, low morale,
burnout and job dissatisfaction were attributed
to such factors as having to provide care to crit-
ically ill and dying patients without receiving
emotional debriefing, support or appreciation
from management. Respondents also described
the attitudes of their managers as negative and
breaking down employees’ morale.

Stress can be defined as the physical and
emotional outcomes that occur when there is
disparity between the demands of the job and
the amount of control the individual has in meet-
ing those demands (Lambert and Lambert 2008).
Lambert and Lambert (2008); (Nabirye 2011) and
Anagnostopoulos (2015) state that workplace
stress occurs when the challenges and demands
of the job  become excessive in a way that the
individual can no longer handle them. When
stress sets in, it is an indication that the individ-
ual’s physical, emotional, social, spiritual and
economic resources have been depleted. The
high levels of stress among hospital employees
have been attributed to the adverse working
conditions in health care settings.

From both the qualitative and the quantita-
tive phases of the study, it became apparent that
some of the problems faced by health care per-
sonnel in the workplace emanated from manage-
rial processes such as lack of managerial sup-
port, flawed communication channels between
management and employees, poor implementa-
tion of performance management systems and
lack of involvement in decision making.

Poor communication was reported to be a
challenge as most respondents described that
there were no open and clear lines of communi-
cation between management and employees at
the operational level. They reported that the poor
lines of communication have had negative im-
pacts on the performance of their duties as it

prevented them from accessing information that
was crucial to their specific jobs. The findings
of this study give credence to a study which
was conducted in Tanzania, which revealed poor
information flow and poor communications be-
tween hospital employees and their managers
(Leshabari et al. 2008). However, despite the re-
spondents’ negative reports on the communica-
tion channels, some respondents in both the
qualitative and quantitative findings of this study
indicated satisfaction with the communication
channels between management and employees
in their hospitals as illustrated in Table1 (CP 2).
Poor communication among health care workers
has been found to the most common problem in
health care settings (Taran 2011). Tara (2011) de-
scribes poor communication among health pro-
fessionals as the main factors that delay progress
in the treatment of patients, hinder advancement
in any collaborative effort and lead to mistrust
and hostility among health care workers.

Implementation of performance management
emerged as another important theme among
health care personnel. They also mentioned that
unfair distribution of incentives and poor imple-
mentation of the OSD in certain hospitals in the
province had caused dissatisfaction among
employees.

Poor interpersonal relationships between
management and their subordinates as well as
between subordinates themselves emerged as a
challenge in both qualitative and quantitative
studies (Refer to Table 1 CP2). On this theme,
employees stated that poor interpersonal rela-
tionships have resulted in the formation of sub-
groups which in turn have affected the spirit of
working together as a unit.

Lack of involvement in decision-making was
identified as another barrier to the effective per-
formance of employees’ roles in public hospital.
On this theme, respondents reported how they
were being excluded from decision-making and
budgeting meetings and how this caused job
dissatisfaction. This was supported by the quan-
titative findings which reported high scores on
lack of involvement in management meetings,
budget meetings, staff allocation and aspects
related to occupational health and in-service
training meetings (Fig. 1). Lack of employee in-
volvement in decision making has been report-
ed in Indonesia (Irawanto 2015). O’Donoghue
et al. (2011) in their study on employee partici-
pation in the health industry in Australia re-
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vealed lack of employee involvement in health
care settings in Australia.

A study by Podgorski (2005) found that em-
ployee involvement in decision-making is a ba-
sic pre-requisite to effective prevention of oc-
cupational health hazards and diseases as well
as to effective problem solving. The ILO (2009);
and Alli (2008) confirm the importance of em-
ployee involvement by requiring management
to ensure that employees and their representa-
tives have enough resources as well as time to
participate in planning, implementation, check-
ing, preventive and corrective actions for con-
tinual improvement of occupational health and
safety management systems. This is in line with
the works of Kowalik and Yoder (2010) and
Legare  et al. (2011) who revealed that lack of
employee involvement in decision-making de-
prives employees, as stakeholders, of a concep-
tual understanding of each other’s valuable ex-
periences and renders communication ineffec-
tive. Furthermore, they stated that lack of in-
volvement in decision-making deprives employ-
ees of an opportunity to influence the decisions
that affect their work environment, professional
development and personal fulfilment.

CONCLUSION

A discussion of the integrated findings from
both the quantitative and the qualitative study
was presented against the relevant literature re-
view. Both the qualitative and quantitative
strands of the study suggest that the working
conditions in public hospitals are poor and af-
fect employees in a number of ways.

The quantitative study produced evidence
which strengthened the qualitative findings on
the following themes: Poor working conditions
in public hospitals, inadequate resources  as re-
lated to budgetary constraints, poor infrastruc-
ture, shortage of personnel as well as equip-
ment, safety and security, lack of psychological
support, unfair implementation of the perfor-
mance management systems, flawed communi-
cation channels, poor interpersonal relation-
ships and lack of involvement in decision mak-
ing as well as lack of education and training in
occupational health related issues.

These factors have negative psychological
and physical consequences on the health and
safety of employees. Effects such as high levels
of stress, low morale, burnout and fear for per-

sonal safety, exposure to physical, biological and
chemical risks were identified. the study sug-
gests that altering some of these factors may
help improve the working conditions.

RECOMMENDATIONS

A number of strategies to improve working
conditions were recommended by respondents
from both the qualitative and the quantitative
studies. The next section presents suggested
strategies for improving work conditions of pub-
lic hospitals.
• Strategies for continuous monitoring and

evaluation of occupational health and safety
interventions need to be in place.

• Inspections should be conducted for early
detection and reporting of hazards

• Auditing to be conducted continuously.
• There should be continuous employee

training on occupational health issues and
leadership.

• Appointment of occupational nurses to
hospitals which do not have occupational
nurses. Establish surveillance programmes
for workers’ health to identify conditions
which may make workers more susceptible
to hazards.

•s Develop measures for monitoring and fa-
cilitation of the construction work that is
going on in hospitals should be put in place.

•  Information must be disseminated to the
lower levels of management and to the func-
tional level employees.

• There must be transparency within the in-
stitution. Management and staff should
have regular meetings to guide feedback
or suggestions about interventions

LIMITATIONS

The study did not explore the views of the
general assistants since it concentrated only on
those employees who could speak, read and write
in English. This was a limitation as their views
might have enriched the findings of the study.
The research was carried out during a period in
which some hospitals were undergoing revital-
ization. This might have changed their normal
way of functioning and the whole picture of how
the hospitals are organised; that might have led
to bias. Another limitation is that the non-prob-
ability sampling methods used in the quantita-
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tive study might have affected generalisability
of the findings, increased the risk of bias and
that some hospitals might be over represented
or under-represented than others.
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