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ABSTRACT

The study was about how nurses maintain their health in the
presence of adverse health-care environment, and poor
socio-economic status. The study also shows how the
attitude of the nurse has been affected towards her own
health maintenance through health promotion and disease
prevention activities, and its main objective was to assess
and determine the knowledge, attitude and practice of
nurses; and what they actually do in real life situation in

health promotion and disease prevention practices and

activities.

The -study was conducted in the Surgical, Medical,
Paediatrics, Operating Theatre, the Obstetric Units and
Specialist Clinics and Renal Dialysis Unit of the

University Teaching Hospital, Lusaka, Zambia.

Data was collected from fifty (50) nurses who were selected
by the systematic sampling method.

1 was a Nurse-Manager

6 were Registered Nurse-Midwives

14 were Registered Nurses

3 were Enrolled Nurse-Midwives

26 were Enrolled Nurses.

Questionnaires were used to collect the data from the
nurses. A descriptive explanatory non-experimental study

was undertaken.



xvi
Empirical and theoretical literature review was based on
historical and modern perspectives of attitudes towards
health promotion, on current aspects of knowledge and
practices of nurses towards disease prevention and health

promotion practices and activities.

Results from this study revealed that, nurses do not care
to maintain their health through disease-prevention and
health promotion practices and activities. This is despite

having good knowledge and practice of what to do.

A pre-set marking key (Appendix 2) was used to establish
levels of their knowledge, practice and attitude. The
result showed that most nurses have negative attitude to

health promotion and disease prevention.

Low salaries, poor diet, low socio-economic status, were
cited as reasons for negative attitude among nurses. This
led to most nurses not caring to maintain their health

through disease-prevention and health promotion practices.

The findings show that the younger nurses pay more
attention to disease-prevention activities than the older
nurses, who tend to practice "short-cuts" in nursing

procedures.

The Research also shows that morbidity rate is lowest among

nurse-respondents who always undertake exercises.



xvii

Only 5(10%) of respondents undergo Medical Examinations
yearly and 33(66%) undergo Medical Examinations rarely,
mainly because there is no mechanism in place to ensure

nurses go for Medical Examinations.

43(86%) of nurses do not request for vaccinations against
preventable conditions like TB, Hepatitis B and epidermic

meningitis caused by Neisseria Meningitidis.

17(34%) of nurses do not palpate their breasts for lumps
while 12(24%) rarely check their blood pressure when
Sphygmomanometers and Stethoscopes are everywhere in the

hospital departments.

45(90%) of respondents do not undergo Pap-smear tests,
reasons ranging from not thinking about it to non-

availability of reagents.

22(44%) of nurses interviewed bother to come to work with
own soap while 25(50%) wash their hands with any available

antiseptic lotion 3(6%) just wash their hands without soap.

Further findings reveal that the Occupational Health ‘Unit
does not collaborate with other Agencies, and does not
offer any health promotion activities/facilities to the

nurses.



xviii

Results show that 14(28%) nurses maginalise the Occupa-
tional Health Unit even during periods of own illness
because they do not carry out investigations, its small
size, long waiting hours before being seen and also the
absence of a permanent medical Doctor there, leading to no

continuity of care.

The study ascertained that there are no vaccination
programmes for nurses against TB, Hepatitis B and epidermic

Meningitis.

The study also showed that the Environmental Health
Department, do not co-ordinate with the horticultural
department, to slash grass around the hostels, to

discourage the breeding of mosquitoes.

Among other Recommendations were those for the Zambia
Nurses’ Association in terms of review of nurses’ salary
structure; to mount health education programmes for nurses.
To set up vaccination programmes for nurses in collabo-
ration with Aid Agencies.

To set up a Fund for nurses during hospitalisation and

bereavement.



Xix

A list of recommendations were made for the Occupational
Health Unit on how to improve levels of practice in the

Unit. These are found in the main text.

Lastly, it was recommended to carry out this study on a

larger scale so that its findings can be generalised.



CHAPTER 1

1.0 INTRODUCTION

1.1 Background Information

The background information gives the reader a wholistic
overview of Zambia with regards to its geography political
and socio-economic situation. It is hoped that this
scenario will provide an insight of the problems that
University Teaching Hospital (UTH) faces. Since the world
has become a global village, Zambia is also subjected to

the economic fiasco of the world at large.

Zambia is‘a landlocked country covering an area of 752,612
square kilometers and consists of about 2.5% of the area of
Africa. It shares borders with Zaire now the Democratic
Republic of Congo, and Tanzania in the North, Malawi and
Mozambique in the East, Zimbabwe and Botswana in the South,

Namibia in the South-west and Angola in the West.

Administratively, the country is divided into nine (9)
provinces and sixty-seven (67) districts, four (4) out of
ten (10) Zambians live in urban areas. Most of the urban

areas are actually located along the line of rail.

Location of Zambia
Zambia 1lies between eight and eighteen degrees South

latitude and between twenty and thirty-five degrees East
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longitude. It has a tropical climate and vegetation with
the three distinct seasons; the cool dry winter‘from May to
August, a hot season during September and October and warm
wet season from November to April. Zambia has main river
water sources eg. Zambezi, Kafue, Luangwa and Luapula. Its
major lakes are Tanganyika, Mweru and Bangweulu. It also

has a man-made lake called lake Kariba.

The Northern part of the country receives the highest
precipitation with an annual average ranging from 1.100 mm
£o 1.400 mm. The Southern and Eastern parts of the country
have less rainfall ranging from 600 mm to 1.100 mm of rain
annually which often results in drought.

Vegetation

The vegetation of Zambia is a mixture of trees, tall grass,
herbs and other woodlands which are mainly of the deciduous
type. The deciduous type of woodlands are mainly found on
the main plateau of the country. The forest are found
mainly in the North- western, Western and Northern parts of
the country.

The population of Zambia stands at 9.340 million, male =

4,640 while female = 4,699 (CSO 1996).

Urban Population

The percentage of Zambian population who live in the urban
area was 29.4% in 1969, by 1990 it has shot up to 38.9%.
The percentage of population living in an urban area in

Lusaka province is also high, it is 83.1%. Projected life
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expectancy at birth for Lusaka is 51.33 years for male and

54.55 years for the female (CSO 1996) .

The projected growth rate for the whole country will rise
to 3.31% in the years between 1996 and 2000. This is a
rapid growth rate for a country besieged with economic
hardships. This growth rate signifies increase in
population. Increased population poses a potential strain
on basic services like water, sanitation, housing as well
as on social services such as education, health and
employment opportunities. In addition compared to the world
at large, most urban centres in Africa are growing in a
period of considerable economic decline. In the recent
past, people migrated to urban areas for work and better
life, now the rural-urban drift is also because of the
destruction of the rural environment which used to provide
a means of livelihood for the rural inhabitants. Now the
only option is to flock to the cities. In the cities, they
live in shanty compounds which are now mushrooming at an
alarming rate. Stephens (1996) stated that about 30 - 60%
of people in urban cities live in shanty compounds. These
shanty compounds become over populated and the inhabitants
are trapped in a complex cycle of deprivation and abject

poverty. (CSO 1996)

The inhabitants are locked in poor socio-economic trap
which also leads to poor environmental traps. Access to

basic needs such as good source of water supply,



sanitation, adequate housing and even land to live on is
limited. In these urban shanty compounds, food supplies and
storage are inadequate; previously before the political
change, medical facilities were free, the people in town
benefitted from free medical services, but recently the
urban dwellers have found themselves in deep waters they
suffer from affluent problems for example deaths from
common diseases, such as heart diseases and accidents and

neoplasms.

Routine health statistics are rarely perfect but whatever
is presented is useful . Below is a table which shows the
major causes of mortality among adults in hospitals all

over the country between 1993 to 1994.
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The University Teaching Hospital is situated at the South-
Eastern part of Lusaka. Lusaka has a population of two
million (2,000,000) inhabitants. Stephens (1996), states
that 30 - 60% of the people, live in the shanty compounds.
The hospital has a bed capacity of one thousand eight
hundred and fourteen (1,814) of which eighty-three (83) are
high cost fee paying. The fee paying scheme provides
patients with top guality individualized care from the
health care providers. About two hundred and eighty-six
thousand one hundred and eighty-five (286,185) patients,
both in-patient and out-patients are attended at the
hospital yearly. The motto of the UTH is "striving to
provide quality care". Its mission statement is to provide
excellent medical treatment and care, rehabilitation
teaching and to conduct research (UTH report 1995). It has
all the major medical and surgical specialties in
paediatrics and adult medicine and so receives patients
from all over the country. Burgess (1987) noted that it

serves as both a primary and secondary source of care.

Although the population of the country continues to grow as
indicated by its rapid growth rate of 3.31%, there is no
corresponding expansion in the health facility. As a
result, the health care facility has unacceptable levels of
congestion, overstretched resources and standards of care
that are less than acceptable. Also being the only major

hospital in the city it attracts the majority of the



health professionals who wish to follow social amenities,
professional opportunities for professional growth and

development.

Its bed capacity stretched from 1,700 in 1989 to 1,814 in
1996 and 1,231,749 in 1997 (UTH Medical records). This
increase has been without a corresponding increase in
patient care and hospital facilities. The hospital
admission policy does not allow the exclusion of patients
even 1f beds are full. Therefore floor beds abound and

there is obvious congestion in all service areas.
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The establishment of 1,120 for nurses of different cadres
existed by the end of 1995 at UTH, of these only 874 posts
were filled with the creation of the Central Board of
Health, 1,196 posts were created for nurses 1in the
hospital, of these only 914 posts were filled (Central
administration). Besides this short fall of 282 nurses,
there has been a tremendous increase in the number of
nurses absenting themselves for reasons varying from
sickness to funeral attendances. This absenteeism makes it
difficult for the remaining nurses to operate effectively
or even have time to visit the occupational health unit
during own illnesses. In response to this short fall, the
UTH Board of Management introduced part-time nursing. This
part-time nursing serves dual purposes, it fills 1in the
short fall as well as boosts the economic power of the

nurses.

The manageable number of staff in a ward of 70 in-patients
should be eight (8) registered nurses, sixteen (16)
enrolled nurses and ten (10) CDEs daily, but currently, a
ward may be managed by two registered nurses, an enrolled

nurse and a daily paid employee (UTH report 1996).

This background 1is almost universal in the developing
world, so the World Health Organization (WHO) instituted
the Health for all by the year two thousand (2000). This

does not mean that from then on, there will be no more
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diseases or deaths in Africa. It means that, wherever they
are, the hospital inclusive, they must benefit from decent
social and health services so that the imbalance between
the health infrastructure along the line of rail and the
rural areas become less marked or if possible disappears
completely. It also aims at ensuring that the morbidity and
the mortality rates are reduced to their barest minimum

levels.

The WHO pronouncement also aims at increasing the
possibilities of increasing the recreation facilities at
the work place so that finally each country can make
greater contribution to their country’s economic
advancement through health (WHO Afro 78). After this policy
pronouncement, each country including Zambia, translated
this policy by instituting health reforms to help

ameliorate health care delivery system.

1.2 Funding for University Teaching Hospital

The country’s health reforms has entailed the institution
of cost-sharing measures as a source of raising funds for
the day to day running of the hospital, in addition to the

Government supplementation.

This economic constraint places more burden on the hospital
which has to share its meagre resources among all the
departments of the hospital in order to meet its mission

statement. As a result, the nursing budget is always
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drastically cut. The nursing department has found it
increasingly difficult to win arguments to increase the
nursing budget particularly when meagre resources are being
shared among all the units of the hospital. This results in
a mixture of chronic shortage of human and material
resources, therefore provision of nursing services becomes

guite a complex issue.

Political Influence

There is political commitment to improving health care
services with the passage of the Zambia Nurses and Midwives
Act 1997 in parliament, policy changes are currently to be
undertaken, resolutions to improve the image of nursing as
a profession and the services that hospitals provide, the
public interest in the hospitals, the nurses are compelled
to look for ways of developing new concepts which would
help nurses to meet new challenges and act as deserving

mentors for the public.

In addition, the democracy ushered in by the Movement for
Multiparty Democracy (MMD) government has empowered the
people to self assertiveness due to the cost-sharing
measures. The expectations of the health care consumers,
who are now partners in health care provision, have risen
notably without an equivalént increase in the nursing and

material resources.
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Disease Distribution Change
The distribution of disease patterns have also changed
placing additional demands on nursing resources. HIV/AIDS
and the epidemics have also compounded the situation.
currently, dysentery, epidemic meningitis, measles and
tuberculosis which never seem to relent are occurring

concurrently.

World Economic Front

Oon the world economic front, the International Monetary
Fund (IMF) continues to knock on Zambia’s doors for major
economic reforms, the latest being the wage freeze in the
face of rising costs, all these are bound to affect the
client and the nurses health status. The hospital is no
longer accessible to the urban poor who also fail to
maintain their medical scheme. Some clients remain ignorant
about their disease processes. They just sit and wait for
their diseases to resolve on their own. Those who can
afford their medical care continue to flood the hospital.
The nurse continues to render care in clinical areas that

are poorly equipped.

Psychological Warfare

The health reforms is playing a psychological warfare on
nurses. The delinkage process of the health reforms has
formed a source of great anxiety for the nurse. Anxiety on

how to maintain the family and the significant others.
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Anxiety affects the nurses performance to a down-ward
trend. Increasing anxiety levels predispose the nurse to
accidents and disease at the service areas, morbidity and

mortality among nurses rise against this background.

Libetwa et al (1996) noted that between 1992 to 1995 sixty-
three (63) (36.6%) out of one hundred and seventy two (172)
deaths were of nurses. The highest number of deaths
occurred in 1993 when forty-seven percent (47%) of the dead
were nurses. They stated that "this trend is expensive in
terms of lost manpower needed for quality health service
provision and resources during the funeral process,
therefore there is need to find the route cause of these
deaths and remedial measures put in place." (Libetwa et al

1996) .

Nursing being a unique profession, it has something special
to offer to its clientele. In order to do this, the
frontliners - the nurses - are required to adapt to changes
within their environment. The nurses should develop new
concepts that pertain to quality living to enable them meet
the challenges facing the profession today. In reality the
records show a high morbidity and mortality rate amongst

nurses.
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MORBIDITY AMONGST NURSES (OCCUPATIONAL HEALTH UNIT 1998)

DISEASE NUMBER OF NURSES PERCENTAGE
HEADACHE 80 36.2
HIGH BLOOD PRESSURE 28 12.7
COUGHING 26 11.8
DIARRHOEA AND

VOMITING 20 9.0
MALARIA 19 8.6
ABDOMINAL PAIN 15 6.8
SORE-THROAT 15 6.8
ALLERGIC CONDITIONS 15 6.8
VAGINAL SWELLING 03 1.4
TOTAL 221 100

UTH - Occupational Health Unit Records 1998.

out of 914 nurses, 221 (25.4%) reported to the occupational

health unit in 1998.

available.

Previous

year'’s

data were

not
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MORTALITY RATE AMONG NURSES (PERSONNEL DEPARTMENT 1998)

YEAR ENROLLED NURSES REGISTERED NURSES TOTAL
1993 19 6 25
1994 13 6 19
1995 13 7 20
1996 18 9 27
1997 18 5 23
TOTAL 81 33 114

(UTH Personnel Department,

1998)
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TB Morbidity as an opportunistic infection

From January 1982 to March 1984, eight (8) nurses were
treated for Tuberculosis. Since the chest clinic does not
designate "staff" in their records because of ethical

consideration, the data had to be obtained from the wards.

Thirty two (32) nurses are currently on TB treatment at the
chest clinic (unit record). The morbidity and mortality
tables show the urgency of the nurses problems. Clearly the
nurses are expressing the need to be cared for. One of the
major tasks now 1is to draw attention to the nurses

morbidity and mortality.

Pender (1987) states that "mortality and morbidity data
provide information about the prevalence of 1illness
therefore they serve as illness indexes." Nurses need to
further their efforts towards disease prevention and health
promotion. A healthy labour force will contribute to the
development of the country so this resource who are
predominantly female, should not be taken for granted, but
instead care should be taken to harness and invest in them.
Their services are crucial to the efficiency of any heélth
service. Yet they continue to be disadvantaged socially,

culturally and economically.
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Stephens (1996) states that "health professionals
understand the dynamics of urban poverty, the stresses of
urban living and the health implications of these factors."
The nurses need to be helped to deal with the stresses of
urban living and allow them ways out of deprivation traps.
Prevention and promotive strategies achieve more than

curative strategies.

Nurses Health Seeking Behaviour

Further observations on the health seeking behaviour of
nurses reveal that the nurses are playing "martyr" with
their lives in the wards due to acute shortage of nurses in
the wards. When 111, they self-medicate themselves
symptomatically in order to maintain the skeleton staff on
duty. Also most nufses turn to religion for solace, some
zealous nurses pray to the Almighty God for healing while
the lesser zealous ones seek both God’s and medical
intervention. This health seeking behaviour is also due to
their poor financial status since they cannot afford the
medical scheme. Most nurses do part-time nursing in order
to supplement their income or by venturing into a variety
of entrepreneurship as well in order to maintain their self

dignity for themselves and their families.

They have to sustain their children and significant others.

It must be noted that most nurses are heads of their
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households. During the workshop on "changing the image of
nursing”", conducted by ZNA in December of 1997, at
Mulungushi Conference Centre, the public expressed concern
over the nurses’ health seeking behaviour when they
suggested the provision df a "medical corner" in the wards
specifically for nurses who fall sick in the wards.
(Participants at ZNA Workshop on "Changing the Image of

Nursing", December, 1997).

Nurses do not have any recreation facilities and cannot
afford good nutrition. In the service area, they are
exposed to a lot of infections in the wards. With low
immunity status they easily succumb to infections in the

wards.

Services already offered to alleviate these problems

With this background, the UTH Board of Management prime-
moved the concern by setting up an Infection Control
Committee in the hospital (HICC). The Hospital Infection
Prevention and Control Committee aims at keeping sickness
levels low among nurses. Its policies are health care-
worker oriented e.g maintenance of basic hygiene policy,
precautionary measures and guidelines on prevention of
blood and blood products, the fumigation policy. The HICC

goal is for safe practice in a safe environment.

The education, monitoring and evaluation of standards

strategy were put in place to ensure nurses compliance to
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HICC guidelines and policies. When infection out-break
occurs, a thorough epidemiological investigations are
carried out to identify causative organism(s) treatment and
prevent further occurrence and spread and then institute a

research or study into the disease occurrence.

A staff occupational Health Unit attends to sick staff. It
also carries out pre-employment and periodical medical
exams. The HICC has a vision of developing a core group of
nurse-researchers in Infection Control. They will Dbe
required to develop a research-based nursing practice which

should be injected into practice.

The main aim of this study is to conscientise nurses on how
to focus on health promotion and disease prevention
activities in order to maintain high level wellness. Nurses
as role models in health care should modify their life-
style in the face of the HIV/AIDS on the horizon and other
emerging micro-organisms. The nurse should make a conscious
effort to develop a healthy life-style as Pender (1987)
states that "every human being has the potential for
becoming more purposeful in life and more competent in
managing their health and more self-actualized through

developing unique personal resources”.

The period of health reforms is an exciting time to be in
or entering the nursing profession. Career options are

quite varied and present challenges and opportunities for



21
nurses. This is the period for nurses to go for high-level
wellness in order to deal constructively with the multiple

and conflicting roles of the nurse.

It is not a period for nurses to expose themselves to ill-
health though many authors have written about how nurses
are predisposed to ill-health as a result of nursing
activities and the ward environment. Scholey (1983).
Coleman (1982) supported this notion when he said that
"during many years in practice, I have lost count of the
number of qualified nurses who were suffering from physical
or mental symptoms directly caused by their work", the
institution of Infection Prevention and Control Programs in
most modern hospitals seeks to reverse this trend by
keeping sickness levels low amongst nurses. The
precautionary measures and guidelines in handling blood and
body fluids for nurses ensures that nurses nurse carefully

in the health care work place.

Mbewe 1984 stated that the nurse is responsible for his/her
health while at work. This implies that the nurse should
take precautions to maintain safe practice. Zama (1984)
stated that maintenance of safe practice is difficult for
the nurse, 1in the health care setting where there  are
factors which may easily make them contract or develop
disease (s) or condition (S) while providing nursing care
to their patients. Pender (1987) advises that "health can

be maintained through good nutrition, physical fitness,
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personal life styles, immunization and environmental

modification than from traditional medical care."

This means that nurses can maintain good health through
health promotion and prevention. Nurses, because of their
recognized expertise should serve as role models of health
promoting life style. The reverse obtains, a look at the
occupational health unit records shows that the morbidity
and mortality rate is quite high amongst nurses. Hence this
study attempts to find out factors responsible for nurse
morbidity and mortality and how nurses can maintain good

health at the work place.

1.3 Statement of the Problem

Nurses are in the forefront of the health care delivery in
the University Teaching Hospital. These nurses are mainly
women aged between 20-50 years. Majority are still in their
reproductive years and so require reproductive health
services besides maternity and child health services e.g
papanicolaou cervical smear tests to detect early onset of
cervical cancer. It is worthy to note that nurses as women
utilize health care services both as clients and patients
due to their biological and physiological functions during
their reproductive and post reproductive years. So, nurses
are seen to be both givers and recipients of care. Being
women, the nurses are culturally, socially and economically
considered of low status and therefore their health needs

are not taken seriously.
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This view is supported by Jackson and Sutton (1995) when
they said that "the health for all by the year 2000 maximum
is founded in primary care; one might expect the health of
staff at the secondary level of care and of their work
places to have received particular attention. In fact it
remains underdeveloped and under researched". This
sentiment is well-illustrated by high sickness levels among

nurses both internationally and locally.

1.4 The Magnitude of the problem

On an international level, in 1992, twelve (12) nurses were
among thirty two (32) cases of HIV acquired in Health-care
work place while in 1993 there were 176 documented possible
cases of occupationally-acquired HIV all over the world. In
USA, the centre for disease control identified 123

documented possible cases of occupationally acquired HIV.

Hepatitis B virus can even be transmitted more easily than
the HIV virus. According to this data, about 8,700 carers
are infected with Hepatitis B virus each year while more
than 200 die each year as earlier stated. In 1997, 18
Enrolled nurses and 5 Registered nurses died in UTH while
more continue to attend the occupational health unit’ for

various aillments.

In 1998, Ward records show that some 34 nurses are on anti-

tuberculosis treatment. In the same year, 232 nurses have
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been attended to at the occupational health unit. A total
of 135 sick-off days were given to 63 nurses who attended
the occupational health unit between September 1, 1997 to
April 2, 1998. This trend is expensive in terms of lost
manpower and man-hours needed for quality health service
provision. Nurses because of their training, and experience
and continued contact with patients and clients have the
responsibility of providing leadership in the promotion of
better health among individuals, families and the
community. Therefore, they should be seen healthy as role
models of health promoting life styles. But since as the
above data shows, nurses are besieged with illness and
death, this study wishes to identify how nurses can

maintain good health.

Nurses maintaining good health comes within the framework
of "health for all by the year 2000". This has been
supported politically by the passage of the Health Act in
December, 1997. The Health Reforms has decentralised
Zambia’s health services coupled to this, the Zambia
Nurses’ and Midwives’ Act 1997 aims at maintaining high
standard and image of nursing which can be done by

healthy nurses not sick ones. Putting the above stated
problem into perspective, this study attempts to
investigate the factors which contribute to the illness of

nurses and how they can maintain their own health.
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1.5 Justification of the Study Approach

Since the first research focused on the effectiveness of
the Worker’s Health Act and the second research focused in
factors predisposing student nurses to ill-health, it would
be logical to carry out a study on how nurses can maintain
good health, a dimension that has been "under-researched"

in-order to fill in the gaps created by other researchers.

These outcomes will be formulated into goals to be achieved
within a given time-frame. This means there will be short

and long term goals.

1.6 Hypotheses

1. Lack of collaboration with other professional bodies
is responsible for inadequate service delivery in the
occupational health unit which would help maintain

nurses health.

2. Lack of disease prevention, health promotion activi-
ties contribute to the high morbidity and mortality

rates amongst nurses.

3. Poor practice and finding alternatives due to
inadequate human, material and equipment resources in
the health care settihg contribute to high morbidity

and mortality rate.
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General Objective of Sstudy

To describe how nurses can keep healthy by analysing how

the

independent factors affect the dependent factor of

knowledge, altitude and practice of nurses towards their

own health promotion in UTH and to make recommendations to

all the stake holders for appropriate action.

1.9

Specific Objectives
To assess whether occupational health unit
collaborates with other agencies or not.
To assess what facilities are offered at the
occupational Health unit including reproductive health
services.
To assess how nurses utilize the occupational health
unit at UTH.
To identify what nurses do during own illness and the
nurses health concept.
To describe the knowledge, attitude and practice of
nurses towards health promotions and disease
prevention in UTH.

To assess managerial interests in nurses health.

Operational Definitions

For the purpose of this study the following terms have been

operationally defined as follows:-



(1)

(2)

(3)

(6)
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Occupational Health Nurse:-
A nurse who has undergone a specialised course of
study in the health care of people at work. An
occupational health nurse is responsible for promoting
a high degree of physical and mental health in
industrial, commercial and health care settings.
Health Promotion
A programme of surveillance planned for the nurses in
order to maintain the best possible health and quality
of life of  nurses. Programmes include health
education, immunization and screening tests.
Nosocomial Infection (Hospital Infection)
An infection whose development 1is favoured by a
hospital environment, such as is acquired by a patient
during a hospital visit, or one developing among
hospital staff. Such infections include, fungal and
bacterial infections and are aggravated by the reduced
resistance of individual patients.
Morbid
The state of being ill or diseased. MORBIDITY RATE is
the number of cases of disease found to occur among
the nurses.
Mortality
The incidence of death among nurses in a given period.
Nutrition
The study of food in relation to the physiological
processes that depend on its absorption by the body.

The science of nutrition includes the study of diets



(7)

(8)

(9)

i1.

iii.

(10)

(11)
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and deficiency diseases. The intake of nutrients and
their subsequent absorption and assimilation by the
tissues.
A Blood or Body Fluid Exposure
Is defined as a needlestick or sharp puncture wound,
a splash to mucous membrane, or contact with skin that
has an open cut or abrasion.
Blood
means human blood, blood products or blood components.
Potentially Infectious Materials Include
Human body fluids 1like semen, vaginal secretions,
cerebro-spinal fluid, serous fluid, amniotic fluid,
saliva in dental procedures any body fluid visibly
contaminated with blood in situation where it 1is
difficult to differentiate between body fluids.
Any unfixed tissue organ of human origin (other than
intact skin)
Hiv-containing cell or tissue cultures organ cultures,
Hiv or HBV-containing culture medium or other tissues
from experimental animals uninfected with Hiv or HBV.
Longer-Serving Nurses
Those with working experience of ten (10) years and
above of service.
Major Industries
Established government and or private owned company,
social institutional Which employ over five hundred
(500) workers and whose workers are exposed to

dangerous health hazards of varying degree.
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(16)
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Occupational Health staff

Health personnel working in industries 1in health
institutions to provide health services to workers.
Health

A state of physical, mental and social well being and
not merely the absence of disease or infirmity.
Socio-Economic Status

Patients’ residential area, 1level of education,
marital status, monthly earnings, traditional culture
and beliefs.

Vaccination

This is a means of producing immunity to a disease by
using a vaccine.

Vaccine

It is a special preparation of antigenic material that
can be used to stimulate the development of antibodies
and this confer active immunity against a specific
disease or number of diseases. Many vaccines are
produced by culturing bacterial or viruses under
laboratory conditions. Other vaccines consist of
specially treated toxins (toxoid) or of dead bacteria
that are still antigenic.

Immunization

The production of immunity by artificial means.
Passive, immunity may be conferred by cells for the

use of a vaccine.
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(18) Disease
A disorder with a specific cause and recognizable
signs and symptoms, any bodily abnormality or failure
to function properly, except that result directly from
physical injury (the latter may open way for disease) .
(T.A. Mcferran (1994). A Dictionary of Nursing, Oxford
University press).
Variables
This study aims at establishing the relationships between
the variables. There are usually two types of variables 1in
a study. The independent variable are the causative
factors. They are assumed to cause changes or variations in
the problem under investigation. Normally the problem under

investigation is the dependent variable.

The dependent variable 1is the particular event or
phenomenon under investigation. These are affected by the
causative factors of independent variables. In this study
the dependent variable is knowledge, attitude and practice

of nurses towards their own health promotion.

The independent or causative factors are the following:-

(1) Socio-economic status of the nurses,

(2) the effects of ward environment,

(3) Health promotion and disease prevention activities and
the role of the occupational Health Unit,

(4) Managerial interest towards nurses’ health maint-

enance.
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Collaboration

Kundieve (1996) noted that in planning an occupational
health unit, there is need for interface and interaction

with other sectors. Here in UTH, it is not known whether
the unit collaborates with other professional bodies who
would act as advocates for health prevention and promotion
activities. Lack of these activities contribute to nurses

being sick.

1.10 Workers Health Act

If the unit collaborates with the professional bodies, they
will know of the regulations of the Health Act which gives
guidance to the operations of the occupational health unit.
Mulenga (1993) noted that "Any occupational health services
should depend on the adequate statutory controls that

should see the services work."

If collaboration is 1lacking, it would affect service
delivery. This may cause the nurses to develop an attitude
towards its use. This attitude may contribute to the nurses
high sickness levels. Maginalisation of this service should
be picked up by specialised occupational health nurses

through their proper recording system.

Lack of Specialised Staff
Lack of specialised staff and inadequate number of staff
may affect the provision of quality service to nurses hence

those who are sick may deteriorate to chronic ill-health
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and may die leading to high morbidity and mortality among
nurses. Socio-economic factors 1like marital status,
religions beliefs, poor home environments, 1level of
educational and professional attainment all affect the

health of the nurse.

Another factor that affects the health of the nurse 1s the
physical, material, equipment and personnel resources in
the ward environment. Lack of health education on how
nurses can use the resources that we have 1in the

environment may contribute to nurses ill-health.

Identifying these factors is insufficient to solve this
problem. Hence the study poses specific questions which is

hoped, in answering will help to find solutions.

1.11 Specific Questions of Study
Assessing the knowledge attitude and practice of nurses

towards their own health promotion.

1. How can intersectoral collaboration between the UTH
occupational health unit and other professional bodies
help in promoting the health of nurses.

2. Do nurses have adequate knowledge on disease
prevention and health promotion in order to maintain
their own health? |

3. What is the role of hospital management towards nurses

health?
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CHAPTER 2

2.0 LITERATURE REVIEW

2.1 Introduction

In an attempt to find solutions to the question of this
study six (6) broad areas have been identified. These areas
are the following:-

1. History of occupational Health Services.

2. Goal of an occupational health program.

Intersectoral collaboration Safety committee

3. The ward environment.

4. Disease-prevention activities.
5. Health promotion activities.
6. Education and Training

2.2 History of Occupational Health Services

International View

In 1950, the joint International Labour Organization (ILO)
and World Health Organization (WHO) Committee on
occupational health adopted the following definition.
"Occupational health aims at the promotion and maintenance
of the highest degree of physical, mental and social well-
being of workers in all occupations, the prevention among
workers of departures from health caused by their working
conditions, the protection of workers in their environment
from risks resulting from factors adverse to health, the
placing and maintenance of the worker in an occupational
environment adapted to his bhysiological and psychological
make-up and to summarise, the adaptation of work to man and

of each man to his job".
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Most newly independent African countries ratified this
definition. The ILO formed a Tripartite structure which
brought together Governments representatives, employers and
employees in-order to direct its efforts towards the needs

of the developing countries.

These three (3) stakeholders are directly concerned in the
prevention of occupational accidents and diseases. Hence it
is able to formulate and prioritise realistic goals at the
international level and also facilitates the application of

the organization decisions at the work-place.

ILO recommendation (97) covers the two (2) basic methods
for the protection of workers health technical measures for
hazard control,'concerning premises, working environment
and equipment including personal protective equipment on
the one hand and the medical surveillance of the individual
worker on the other hand. The same instrument provided for
the compulsory notification of occupational diseases and
First Aid facilities. Occupational Health Services
recommendation (112) defines the role of occupational
Health Services in places of employment. It intimated that
such services may be established by laws and regulations or
by collective agreement between the employers and workers
concerned. Their principle functions consist of
surveillance of all factors which may affect the health of
the  workers, pre-employment and periodic medical

examinations, emergency treatment, job study and
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surveillance of the adaptation of Jjobs to workers,
statistical surveys and health education. (ILO Occupational
and Safety Activities), in 1990 Rantanan included follow-
ups of health of vulnerable groups, collections of
information on worker’s health, curative services and

provision of general health care services.

In USA, in 1970 the occupational safety and Health Act was
passed. The passage of this Act 1in 1970 created the
occupational safety and Health Administration (OSHA) in the
department of Labour and the National Institute for
Occupational Safety and Health (NIOSH) within the structure
of the department of Health and Human Services (DHHS) was
given research responsibility for research and education

related to influence on health within the work setting.

The 1980° saw the formation of another movement called the
Health Promotion Movement. It focused on general health and
well being rather than on work-related health problems. It
also focused on individual responsibility of health and
illness (House and Cuttington, 1986) Mulenga (1993) agreed
to this sentiment when he hinted in his study that "an
important characteristic of a worker 1is that one who
participates in decisions affecting his/her health" while
Pender (1987) said that "interest in health promotion has

burgeoned among policy makers and health professionals and
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general public. A flare for good health and health
promotion activities thrived during this period of

heightened industrialization.

Industrialization necessitated new technology which also
required the passage of the Health and Safety at work Act
of 1974. Its "main purpose was to provide a complete system
of law to protect the health, safety and welfare of the
workers as well as the health and safety of the public. The
Act was designed to modernize the existing legislation
which dealt with Health, Safety and Welfare at work. To
impose new responsibilities on employers requiring them to
provide and maintain safe placeé of work and also to
consult employees on Health and safety matters. The Act
also gave new powers for the enforcement of safety laws and
provided for increased penalties for contravention as well
as providing new ways of operating safety regulations in
future (Morris 1989) Mulenga (1993) reiterated this when he
said that "any occupational services strongly depend on
adequate statutory controls that should see the services
work". This is the only way to ensure the efficiency and

effectiveness of the occupational health service.

Developing Countries

Batawi (1981) explained that rapid industrialization may in
fact intensify existing prdblems in developing countries.
Health problems frequently associated with industrial

operation include constructive respiratory disease,
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irritation due to inhalation of gases and vapour, heavy
metal poisoning, byssinosis, chronic bronchitis and
silicosis, occupational dermatitis and cancer and a range
of accident-induced disabilities (Phoon, 1983 and Batawi,
1981). As a result there is an increased demand for
occupational health staff in-order to provide effective
occupational health services for the labour force "who
otherwise have no access to better organized health
services. Jinuda (1993) and Pinnagoda (1992)" averaged
that most of the developing countries seem to have started
to place emphasis on promoting measures to provide suitable

health services for industrial workers.

Zambia

The occupational health services in Zambia is organized by
the Ministry of ©Labour and Social Services which
administers all Government and private firms while those of

the mines are administered by the Ministry of Mines.

The Ministry of Labour controls the employers in government
and private industries and urges them to comply with the
worker’s Health Act. The Ministry of Health and other
international organizations, employers and workers are
supposed to work hand in hand to form a multisectoral
approach to the occupational Health services. Various
cadres of doctors, clinicalyofficers, safety officers, and
other chemical and engineering experts are employed by the

Ministry of Labour and Social Services and the industries
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to offer expert services towards the occupational health
and safety. The importance of a multisectoral approach lies

on its advocacy on important and pressing health issues.

Therefore in conclusion of this paragraph, the literature
reviewed have shown factors which affect the knowledge,
attitude and practice of nurses towards their own health
promotion. In UTH, disease-prevention activities and the
nurses’ knowledge, attitude and practice towards their own
health promotion falls in the premise of the occupational

Health unit.

2.3 Goals of an Occupational Health Program

Developed countries

Fromer (1983) set forth one goal for occupational health
programs - the promotion and maintenance of the highest
degree of physical, social and emotional well-being of
workers (nurses 1inclusive) in all occupations. She
identified three (3) basic steps that enable a nursing

program to move in this direction.

1. Full acceptance of a workable broad definition of
health. Pender (1989) insists that descriptions of
health as a human phenomena are needed to provide
direction for health research, health-policy and
health care delivery. She viewed health as an
"evolving concept" which differs from individual to

individual and culture to culture. Health is derived
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from an old English word ‘Heolth’ which means being
safe and sound and whole of body. Historically,
physical wholeness was of major importance for
acceptance in social groups with the advent of the
scientific era, and the resultant increase in the rate
of medical discoveries, illness came to be regarded
with less disgust. Health came to be defined as

"freedom from disease."

Since disease could be traced to a specific cause,
often microbial, it could be diagnosed as a particular
pathology. The notion that health was a disease-free
state is still recognized as the definition of health.
In 1974 WHO gave a Health definition which represents
an ideal rather than a goal to be achieved. Definition
of health have been founded focusing on stability,
Actualization, family, community. However Pender
(1989) defines Health as "Health is the actualization
of interest and acquired human potential through goal-
directed behaviour, competent self-care and satisfying
relationships with others while adjustments are made
as needed to maintain structural integrity and harmony
with the environment."

The need to know and understand what nursing can
contribute to the health of employees and their
families by thinking in terms of groups of workers and

their health needs.
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3. The need to serve as a health advocate for workers 1in

all health matters.

Zambia

Health means different things to different people. There 1is
no clear cut demarcation on the health-illness continuum.
In most developing countries, one is regarded healthy as
long as they have enough strength to carry out their daily
chores. Due to poor socio-economic status people may pay
little or no attention to skin rashes while in Europe skin
rash may mean exclusion from a social class. The goal of
our occupational health service is mainly to restore health
through curative service rather than preventive and
promotive measures. Mortality and morbidity data which
provides information on the prevalence of illness is also
used to measure the level of health in a population. Hence
pender (1989) states that mortality and morbidity are
really illness indexes and not health status indexes. In
order to reduce the mortality and morbidity among nurses
advocacy 1is an 1inevitable tool. Advocacy ensures the
delivery of services like vaccinations which aids disease
prevention. It is relevant to put mechanisms which would
ensure advocacy in occupational health units at health-care
settings in Zambia. In recent years it has been recognized
that improved health should be a major goal of the

development process.
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2.4 Intersectoral Collaboration
Global
Intersectoral collaboration is a mechanism that ensures
advocacy in institutions. Intersectoral collaboration is a
process whereby "various institutional mechanisms are
introduced for co-operation and co-ordination (Ebrahim and

Rankin, 1988).

UNICEF/WHO Joint Committee (1981) recognized the importance
of intersectoral collaboration when they said that "local
health personnel interacting with officials from other
agencies and with representatives of political structures
and the general population are often better placed to find

workable responses to local problems".

Intersectoral collaboration provides political support for
intersectoral co-ordination. They have the information and
national perspective needed for general policy co-
ordination. It also provides technical resources in health
institutions such a network, links existing institutions,
relevant to health e.g Labour Organisation developing
agencies 1like United Nations International Children’s
Emergency Fund (UNICEF), World Health Organisation (WHO}),
International Labour Organisation (ILO) and Non-
governmental agencies and ministries. This network can
formulate policies or propose intersectoral strategies.
They can also act as pressure groups for a working course

of action.
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Developed countries

In Britain and many other developed countries the most
important instances of popular pressure within the health
sector are the struggle against the cuts in health care and

other areas of public expenditure.

The thoughts in the Sub-region

Most other countries have used intersectoral collaboration
to find solutions for their health problemns. In
Johannesburg, South Africa in 1982, a dgroup of health
workers formed an intersectoral collaboration group compri-
sing people from different backgrounds. They called
themselves "a health information group" operating in an
East Rand Township. They held weekend seminars on health
and safety with shop stewards from metal and Allied
Workers Union. The group deals with requests from a number
of unions on new government health and safety legislation.
Their most tangible achievement was when a union called
Commercial Catering and Allied Workers’ Union of South
Africa (CCAWUSA) came to them for information on maternity
rights. Between them, the union and the centre drew up a
draft maternity agreement. The health workers provided
information to back up each demand and photocopies of
articles from medical journals, to give expert weight to
the arguments. CCAWUSA ended up winning the maternity

rights it was seeking from one major company called the OK
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Bazaar (Sanders and Carver 1986). This is an example of
what a multisectoral collaboration achieved in South

Africa.

2.5 Safety Committee

Developed countries

In the 1900s, the safety professionals were called the
"safety engineers, or safety inspectors". This nomenclature
reflects their primary function. Their main functions were
to "discover and correct" unsafe machinery and conditions
at work place. They went around looking for hazards and
warning of dangers and investigating accidents. They also
designed material-handling equipment like, cheatle forceps,

for lifting bed pans out of bed pan sterilisers.

Today the National Health services (NHS) in England, the
safety committee works together with the Infection
Prevention and Control Programme and the Occupational
Health Unit. Their main task is to motivate supervisors to
educate workers, negotiate for "implementation of safer
work-practices that are acceptable both to management and
to the workers. They also produce hazard signs for

infectious hospital waste material.

Developing countries
Most developing countries have modern hospitals with
Infection Prevention and Control. Programmes. The committee

consists of all the heads of the various hospital units.
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Thus, the IFPC programme usually carries out the function
of the safety committee while co-ordinating with the
Occupational Health Unit. This co-ordination between them
results in identifying and investigating infection out-
breaks amongst nurses, carrying out epidemiological
research in order to break the chain thereby preventing
further out-breaks. This lowers the morbidity and mortality
rates among nurses. Due to economic constraints it is not
unusual to have the infection prevention and control
programmes carrying out the functions of the environmental
and safety committee while co-ordinating with occupational

health unit.

Zambia

In Zambia, Kansumba (1995) stated that "establishing an
active safety committee is a pre-requisite for Jjoint
management and worker efforts for better safety and healthy
working conditions. The legal and social conditions for
setting up such a committee varies from country to
country".

2.6 Ward Environment

Developed countries

The knowledge, attitude and practice of nurses in the ward
environment is very crucial towards maintaining their
health. Tietjen (1997) reports that in a recent US survey,
only truck drivers and labourers are reported to have
higher-on-the-job accident rates than nurses. Tietjen

(1997) further noted that infectious diseases continue to
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be a leading cause of disease and death worldwide, and
nurses are at risk of contracting these infections due to
spread of infections within health facilities. This results
in large part from the failure of nurses to wash their
hands before and after each patient contact. The epidemic
spread of blood borne and viral diseases, including
hepatitis B and C and human immuno-deficiency virus (HIV)
heightened the importance of working safely in a health

care facility. Infection prevention strategies should focus

on:-

(1) Preventing the spread of infection by cross-
contamination.

(2) Protecting health care workers at all 1levels by

providing a safer work environment.

She continued to say that nurses "are only vaguely aware of
the risk they face while at work, some still believe that
little can be done to protect them.

2.7 Non-compliance to Medication

Another attitude amongst nurses which could contribute to
nurses’ ill health is that of non-compliance to medication.
Brant et al (1994) stated that "antibiotics attack bacteria
in several ways, such as dissolving cell walls. But
sometimes, by chance, a bacterium acquires a trait that
fights back against the antibiotic making the microbe
resistant to the drug". When this happens nurses do not
recover so easily from their various ailments. This means
that the nurses positive attitude during periods of own

illness can help them to a speedy recovery if they comply
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to doctors prescribed drugs. Non-compliance may lead to
deterioration in health.

Zambia

In Zambia, this notion was supported by Phiri and Matanda
(1994), as discussants on "problems relating to Nursing
care and professional risks, revealed that nursing care of
HIV/AIDS patients was compromised because health care
providers still lacked knowledge and skills in caring for
HIV/AIDS patients, inadequate training facilities and
literature to enable nurses keep abreast with technological
changes occurring in the care of patients, they also cited
cultural beliefs, customs and taboos as having a greater,
stronger influence on the quality of care that was supposed
to be offered, this was because patients and relatives
sometimes did not co-operate. Insufficient psychosocial

support to care providers affected the carers.

They continued to say that "guidelines and/or protocols
é were not readily available to assist nurses with a clear
direction in the care of HIV/AIDS patients". Nurses can
protect themselves from exposure to infectious diseases by

decontaminating, cleaning, disinfection and sterilization

of used nursing care equipment to‘render them infection-
free. Nurses have‘vague knowledge of the seriousness of
HIV, Hepatitis B and C and how these viruses are
transmitted. Most nurses down-play these risks especially
the longer serving nurses who prefer using short cuts in

their nursing practice citing heavy work-load and shortage
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of nurses as excuses. In Zambia, Nchito et al, 1996 found
out that most nurses know that precautions 1like hand-
washing and using gloves are important but do not use them
regularly. It is then apparent that the practice of nurses
jeopardize their health due to non-compliance to infection
prevention and control guidelines and specifically the
standard precautions. The standard precautions urge nurses
to treat all blood, body fluids and patients as potentially
infective, not to recap needles in order to prevent needle
stick injuries. Nurses are urged to hand-wash before and
after each patient contact and to wear gloves before
handling blood and other body fluids. Different gloves can
pe used for different purposes e.g. utility gloves for
washing instruments, and sluicing when it is unavoidable.
Examination gloves may be worn while carrying out vaginal
examinations and disposable gloves for rectal examination.

In operating theatre, the staff should wear double gloves.

Infectious patients with active pulmonary tuberculosis
should be barrier-nursed. She ended by recommending that
when possible, nurses should take advantage of available
immunizations especially Hepatitis B vaccine. Being
vaccinated protects not only the health care worker - nut
also fellow workers, patients and the significant others.
The nurse who is a carrier of Hepatitis B virus will infect

his/her peers and patients also.
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Especially the attitude of nurses towards own illness is
that of marginalising the occupational health unit. In the
ward when sick nurses are apt to marginalise occupational
health unit. Reasons for this maginalisation range from
inadequate resources to long waiting hours at the unit to
leaving a skeleton staff in the ward. Another reason is
that of non-compliance to medication even in our Zambian

situation.

Zambia Nursing News (1998) states that non-compliance is
due to a ‘"variety of factors acting alone or in
combinations of factors including social factors, mental
factors. forgetfulness and physical factors including
reduced strength and manual dexterity during illness. The
nurse should therefore endeavor to complete her medication
in order to recover and maintain good health. Therefore 1t
is important that the nurse develops the right attitude
while in the ward environment as this will greatly
contribute to her maintaining her health. Libetwa et al,
guoting Chongo and Msiska’s study, 1996, showed that of 196
nurses who died in Zambia between 1991 - 1992, 16.8% were
single nurses, 79.6% were married and that 3.6% of the
deaths were due to suspected HIV/AIDS, 14% were confirmed
AIDS, 28% were confirmed TB cases and 7% were suspected TB
cases. Jackson and Sutton (1995) insist that employers are
largely obliged to take reasonable measures against
foreseeable hazards which include respiratory infections,

blood-borne infections etc. But Mbewe (1984) insists that,
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while on duty the nurses in the ward environment are
responsible for their health and should endeavour to avoid
nosocomial infections. The nurse can do this by wearing
protective clothing provided by the employers as well as
complying to standard precautions. This will greatly
contribute to nurses maintenance of her their health.
2.8 Disease Prevention Activities
Nurses should acquire adequate knowledge, develop the right
attitude and practice towards disease prevention activities
in order to maintain their health. The disease prevention
is defined as the process of preserving health by removing
the precipitating causes and determinants of departures of
good health e.g immunizing against infectious diseases this
term includes primary prevention which is to reduce the
incidence of disease and injury (CBoH 1997).
Developed countries
Firstly the nurse must know what health activities are
contained in this disease prevention package. In England,
Korean (1974) stated that it is the nurse and the doctor
who should develop procedures for handling pre-employment
examinations. He recommended the following procedures
taking and recording weight, height, temperature, blood
pressure and pulse, audio-gram, visual tests, analysis,
hematocrit, white blood cell count and differentials,
screening for blood sugar, serological tests for syphilis
and chest-x-ray and for nurses in executive posts electro-
cardiogram should also be done since their jobs are highly

stressful.
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Pender (1989) included reproductive health services and
immunization as key preventive services that can be
delivered to individuals in the USA. They both stipulated
that medical follow up should be carried out for employees,
including nurses, with special conditions and injuries
especially those with diabetes, heart conditions and those
who tested Hiv positive. They said that these should be
examined periodically. The attitude and practice of the
nurses should be to demand for these follow-ups and
periodic exams in order to promote their health. With
HIV/AIDS in the horizon, nurses who accidentally sustain
needle stick injuries should go for tests after pre-test
counselling. In order to prevent accidental needle stick
injuries nurses should gain higher levels of knowledge
towards preventing occupational exposures to HIV/AIDS and
other blood borne illness so rampant 1in health care

settings.

Lauritzen et al (1998) carried out a prospective study on
health promotion in a Danish population. In summary, the
study aimed at investigating health care workers interests
in participating and following up results of their health
checks on preventive diseases like diabetes and coronary
heart disease. Results showed that "there was considerable
interest in participating in health promotion coupled with
health education. They also appeared willing to "make
relevant life style changes". The study concluded that long

term follow-up is needed to determine effects and side
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effects of health checks and health talks. This study shows
that with adequate motivation, nurses will participate and
do respond positively to disease-prevention and health-
promotion activities.

Sub-region

Gumodoka et al (1994) in their study on occupational
exposure to the risk of HIV infection among Health workers
in Mwanza region, in Tanzania, discussing on the knowledge
of health workers on HIV transmission said that "this study
has shown that most health workers generally have some idea
about the most risky procedures in their work, although
there is still considerable scope for improvement". They
went on to say that even when protective equipment is
available, it is often used inconsistently or improperly.
Prick and splash incidents are common and this implies that
there is an occupational risk of HIV infection among health
workers in the health care work place. "It is increasingly
important that health care workers know and use simple,
inexpensive practices that can reduce the risk of acquiring
and spreading a serious life threatening disease. It is the
responsibility of all health care workers to help create a
safer environment for patients and fellow health care

workers". (Gumodoka et al, 1994).

Sobayo (1995) reiterated that sero conversion after a
single needle stick or sharp injury involving known
HIV/AIDS infected blood is 0.38%. Occupational transmission

of HIV up to May 1992, worldwide, has reached a total of 59



54

cases. Adequate measures and prevention are necessary and
should be followed. This sentiment was shared by the New
York State Nurses Association who advises nurses to
"decrease risk, follow the three ’‘Ps’" to prevention which
are to use protection, take precaution, and be prepared to
educate yourself on modes of HIV transmission'". Also nurses
are required to know the institutional policy on
occupational exposure and disposal of sharps. Nurses in
order to maintain good health are urged to know their
rights in terms of requesting for immunization against
preventable diseases they are exposed to in the health-care
work place.

Zambia

In Zambia, Chisengantambu (1986) alluded to this in her
study when she said that patients who do not seek
information regarding procedures and treatments contribute
in most cases to them being excluded from participating in

their own health care.

Sobayo (1995) in her overview of strategies to minimize
risk of blood borne pathogens stated that Hepatitis B (HBV)
and Hepatitis C (HCV) have become increasing occupational
hazards and concern to health-care workers. She said that
the "risk of occupational transmission of HBV without
prophylaxis may exceed 30% and suggested the administration
of HBV immunization to health care workers who work in
risky areas 1like haemodialysis unit and casualty

departments. She based her suggestion on a joint working
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party of the Hospital Infection Society and the Surgical
Infection Study Group who reviewed the degree of risks of
occupationally acquired HBV. Its report published in 1992
re-affirmed previous reports that the risk and incidence of
nosocomially acquired hepatitis far exceeds that of HIV
infection and that HBV is preventable with immunization.
Suggesting that nurses, health can be maintained by the
immunization of nurses with the Hepatitis B vaccine. The
risk of hepatitis B infection following a parenteral
exposure to Dblood 1s directly proportional to the
probability that the blood contains HBs AGT, and dependent
on the immunity status of the recipient and on the
efficiency of the transmission. Without prophylaxis, the
risk may exceed 30% after a single exposure by needle stick

or sharp injury to e antigen-positive HBV infected blood.

Besides disease preventing activities for nurses in high
risk areas, nurses as womeh should have certain prerogative
in health care especially in areas of reproductive health
care. This is due to their physiological and biological
functions which makes them both recipients and givers of
care. Nurses should be assertive enough to demand for
these disease-preventing health packages 1in order to
maintain their health. WHO supports the reproductive health
issue when in Budapest in 1983, in a consultative meeting
stipulated that all "pregnant and lactating women should be
protected from exposure to anaesthetic gases and

sterilizing agents as these could harm them and their
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unborn babies. This means that pregnant nurses who work in
operating theatres where they are exposed to anaesthetic
and sterilising agents should be transferred to safer
"grounds" to protect their health and those of their unborn

babies.

WHO (1993) states that improving women’s (nurses)
reproductive health necessitates overcoming barriers. This
implies understanding the extent to which women recognize
illness, the extent to which illness results in health
seeking behaviour, and the extent which they receive
appropriate care from the health system if and when they
consult a service. Nurses can maintain good health by
improving their health seeking behaviour especially 1n

preventive activities like taking pap-smear tests.

2.9 Developed Countries on Pap-Smear Test

The human papilloma virus (HPV) types 16 and 18 have been
formally labelled carcinogenic to humans by an
international expert panel. HPV has been identified as a
major cause of cervical cancer, a global Public Health
problem, which is the most common concern in women in
developing countries and the 2nd most common cancer in

women worldwide.

The nurses should have adequate knowledge in preventing
cervical cancer. The study showed that 2000 women die in

England and Wales each year from cancer of cervix which is
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preventable by pap-smear test. Pap-smear test was
discovered by a Greek anatomist and cytologist called

George Nicholas papanicolaou (1883 - 1962).

It has significant morbidity and mortality with over half
a million new cases and more than three million deaths each
year. Three-quarters of these deaths occur in poor nations.
Mass screening programmes can reduce the mortality rates by
up to 70%, but are financially and logically impractical in
many countries. The experts requested that recently
developed technologies which have been developed and which
might prove more practical. They included automated devices
and thin-layer technology for cytological detection. Both
are said to be promising, but their sensitivity specificity
and cost effectiveness have yet to be determined in large

independent studies.

Colposcopy was not considered cost-effective for normal
screening but was declared the method of choice for
following up abnormal smears. The participants agreed that
HPV prophylactic and there pedis vaccines being developed
in a number of countries should become the most promising
long term strategy for the effective control of the

disease.

Chela (1996) in her study to determine the knowledge,
attitude and practice of women towards pap-smear test in

Lusaka Urban, stated that, in many parts of the world,
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including Zambia, there are problems pertaining to under
utilization of pap-smear test facilities. This was found to
be prominent in developed and developing counties. Lack of
knowledge about cervical cancer as Wwell as pap-smear
itself, fear of the unknown and for fear of the results are

all contributing factors to the under-utilization.

Another area of importance where the nurse can maintain her
health through disease prevention is in the monthly
examination of their breasts to detect any lumps, or
changes in shape and size of breasts. Breast cancer occurs
commonly in multiparous women, late child bearing, early
menarche, breast cancer also has a family tendency. By
practising and improving their attitude towards thelr
health seeking behaviour, nurses can maintain and improve
their health. But then despite all these efforts, nurses
health can be interfered with through violence. Violence
inflicted by the very those, whom nurses serve, the
patients, the significant others, and the general public.
The nurses attitude to violence 1is wusually that of
avoidance as it usually appears unexpectedly. Nurses should
be aware of the role of violence on their health status.
With the Aids pandemic, most bereaved parents resort to
violence on the nurses when their loved ones die, sighting
nurses’ negligence as cause of death. The nurse usually
looks on in bewilderment while nursing the inflicted injury
silently and broken heartedly. This is because, fighting

back would be contravening the nurses professional code of
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ethics. ICN (1995) shared this view when it said that
"physical intervention is controversial, as it touches on
ethical and legal concerns".
2.10 Counselling Unit
Also a counselling unit should be set up to care for the
nurses psychosocial health in order to reduce stress
levels. Psychosocial counselling is so important now with
the increased violence against nurses in the wards. The
hospital management should provide security in the wards
where this is most prevalent. In fact ICN (1995) insists
that management must send a strong, consistent message of
zero tolerance towards abuse and violence " against
nurses," especially when they are on duty. This managerial
stance will help maintain nurses health prevention of

violation of nurses’ health through violence.

The nurses attitude during periods of own illness can help
them to a speedy recovery if they comply to prescribed
drugs. Non-compliance may lead to deterioration in health.
Non-compliance are due "to a variety of factors acting
alone or in a combination of factors like social factors,
mental factors, forgetfulness and physical factors
including poor eye sight, reduced strength and manual
dexterity during illness.

2.11 Managerial Interest In Nurses in the Ward
Environment

The interest of the managers will show an attitude of
concern over the health of nurses. The hospital should have

a policy of reproductive health service provision for its
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front line carers who are mainly female. These policies
should stipulate that nurses from thirty five (35) years
should take pap-smear tests once every two years. All
nurses should have compulsory yearly medical exams while
the‘food—handlers should be done on half yearly basis. All
nurses who work in the renal dialysis unit should have the
estimation of their blood (in case of Hepatitis B and C
viruses. All nurses in renal dialysis unit should have
their blood screened for Hepatitis B and C viruses.

Zambia

In Zambia, 1993 Mulenga studied the Occupational Diseases
in developing countries. This study determined the factors
affecting the effectiveness of occupational health service
in industries. He found out that occupational health
services in industries 1is affected by the following
problems in order of priority.

(1) Lack of adequate workers Health Act.

(2) Lack of adequate trained occupational health staff.
(3) Lack of active union/workers representatives.

(4) Negative attitude of the employers.

(5) Lack of active association.

His study suggests that the mere effecting of the workers
Health Act would enhance other independent variables to be
effected and make the services to become more well
organized. The study was about the inadequacy of the

worker’s Health Act focusing on industries rather than the
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health care setting. His findings are highly political.
Dissemination of his findings would have been difficult

though not impossible.

Most of his recommendations are on long-term basis and wide
in scope which could be almost unachievable. As a result,
the health of the workers suffers. Thus in 1984, Zama
studied factors predisposing student nurses to ill-health
during training. She concluded her study by saying that
"the economic difficulties of this country seem to make it
increasingly difficult to maintain principles of prevention
of cross-infection in the wards because of inadequate
essential supplies and equipment. It is necessary to find
ways and means of protecting the health of students during
training once the health of the students is improved,
morale will be raised and will improve on their academic

and practical achievement in nursing".

The researcher did not commit herself to follow up
activities especially that she is a nurse tutor teaching
within the environs of the students. The study findings
requires a lot of creative management which appears to have
been omitted. There is a lot of room for creativity in the
students environment. These studies did not focus on the
participation of the students in their own health care
through disease, prevention and health promotion this study

wishes to fill this gap in both student activities.
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2.12 Health Promotion Activities

Health promotion and disease prevention offer the only
avenues for nurses to maintain their health in the face of
all the healtﬁ hazards at the health care work place. This
would be answering a call to find "ways and means" of
maintaining nurses health (Zama, 1984). because better
health of staff should lead to a more effective and
economical services (Jackson and Suttan, 1995). Maintenance
of health lies in the hands of nurses themselves. The
Ottawa Charter (1997) defines health promotion as the
process of enabling people to increase control over and to
improve their health because the world of the late 20t
century is a world of change. "Nurses should now embrace
change and explore all the initiatives and creativity that
embracing change offers. Nurses due to their expertise,
experience and profession are expected to be models of
health promoting life styles like embanking on,
recreational activities like playing basket ball, netball

volleyball badminton etc.

Developed countries

Health promoting life styles demand conviction and mental
and moral discipline. It requires recalling all the
internal resources towards the activities of healthy
living. Nurses should be feeling good and looking good
while rendering care. Thus exercising would definitely
reduce their stress-levels, thereby maintaining good

health. In Canada Legg and Fittal (1995) have standard
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health promotion activities for nurses in order to maintain
nurses’ health. The project is called "Health promoting
Hospital". It aims at promoting the health among staff, in
this way nurses are seen to be emphasizing on primary
health promotion for themselves rather than on treatment of

illness. They embank on exercises and sensible eating.

Health promotions is seen as being proactive in nature
Pender (1991) says that health promotion is based on the
realization that major health gains through out the rest of
the century would result more from advances in nutrition,
physical fitness personal life-style, immunization,
environmental modification rather than from curative

medicine.

In USA, Louis Harris and associates (1983), conducted a
natural survey of 1254 adults in USA, to determine people’s
health promotion activities. This survey showed that
people engaged mostly in were avoiding to smoke in bed,
using alcohol moderately, regular socialising and checking
the blood pressure. Half of the respondents said they
consumed adequate fibre and restricted their fat, salt and
sugar intake. The health behaviours they performed least
frequently was exercising strenuously, maintaining their
weight within acceptable limits and wearing seat belts. In
1985, another survey was conducted by the same organiza-
tion. This showed that Americans had improved in five (5)

areas of health behaviour since 1983. They now control
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stress levels, and avoid accidents in the home, wear seat
belt and cut back on their fat intake. 28% still smoke
cigarettes. The survey also showed that '"the current
national emphasis on prevention and health promotion had
less impact on persons of lower socio-economic impact than
on persons who are highly educated, have high incomes and

are in management or professional positions".

This study shows the areas which focus on health promotion
as any combination of health education and related
organisational, environmental and economic interventions
designed to support behaviour conducive to health for
example - smoking and health, misuse of alcohol and drugs,
nutrition physical fitness and exercise and control of
stress. promotion of health can best be achieved through
avoiding fatty foods and exercising. This reduces obesity.
Obesity may lead to chronic diseases 1like diabetes and

hypertension. (Gunatileke and Hammond, 1997).

Health promotion stresses on the importance of exercise and
physical fitness advised on the role of internal cues
before one can be mentally ready to embark on it. She cited
bodily states like feeling good, feeling energetic, recog-
nising aging and fatigue. When these cues are present,
physical fitness 1is critical for dynamic fulfilling and
productive living. All physical fitness exercises should be
accompanied by individualised exercise program. Any

physical program should consider the present level of
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fitness of the nurse. So it 1s worthwhile consulting a
medical doctor before embarking on a regime. Nurses should
change their life styles now because reqgular exercising and
healthy eating definitely contributes to personal health.
Gunatileke and Hammond (1997) urged all policy makers to
provide a network of sporting facilities of all sorts. When
these are provided, nurses would take the provided
opportunities to develop healthy behaviour and improved
life style which should be the emphasis of every modern
goal-directed nurse who hopes to enter the new millennium.
Gunatileke and Hammond (1997) stressed the importance of
healthy behaviour and life-styles as becoming the Kkey
determinants of health "they urged individuals to assume
more control over their own primary and preventive health
care than ever before. They need to have access to reliable
knowledge and to appropriate technology to enable them to
avoid or protect themselves from the health hazards to
which they are exposed in all aspects of their lives.

2.13 Housing for Health

Another economic intervention designed to support health
promotion is in the area of environmental health.
Beaglehole et al (1997) gives as an overview of what
environment means to us when he stated that the human
environment consists of many basic elements like the air
that we breathe, water, food, climate and the space
available for our movemeﬁt. In addition we exist 1in a
social and spiritual environment which 1is of great

importance for our mental and physical health. Most
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diseases are either caused or influenced by environmental
factors like over crowding which causes diseases like TB

and epidemic meningitis.

Veil et al (1992) stressed the importance of attaining an
environment that promotes health by avoiding over crowding
and having food, water supply, they stipulated nine (9)
features of the housing environment that affect physical
and mental health of the occupants of the structure of

shelter.

Seven (7) features of the housing environment that affect

physical mental health of its occupants are as follows: -

(1) Structure of shelter which includes the extent to
which the shelter protects the occupants from extremes
of cold, noise and invasion by dust, rain, insects and
rodents.

(2) The extent to which the provision of supplies 1is
adequate from both qualitative and quantitative of
view.

(3) The safety of the house.

(4) The consequences of over-crowding including house-hold
accidents, air-borne infection, acute respiratory

disease, pneumonia and TB and epidermic meningitis.
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(5) Food safety standards, storage facilities.

(6) The cost of the house. Nature of tenure of the house,
the stress caused by insecure tenure, which for
tenants or squatters often includes a constant fear of
eviction.

(7) Inadequacy, terraced the social needs of the occupants
may have the important bearing on mental illness and

psychosocial problenms.

Most of the nurses home are inadequate and due to economic
hardships most nurses get evicted from their homes, a major
source of stress and illness. Nurses can promote their
health by maintaining clear surrounding to avoid diseases
like malaria, Libetwa et al (1996) stated that 6% of 196

nurses who died between 1991 and 1992 died of malaria.
Prophylaxis and clean environment can reduce morbidity and
mortality due to malaria. Healthy living and improved life
styles can improve nurses health. Another economic
intervention designed to support health promotion is in the

area of environmental health.

2.14 Education and Training

Education and Training of nurses should be regarded as a
very vital strategy. They play an important role in helping
nurses to maintain their health. The purpose of the
training is to provide nurses with knowledge and skills to
carry out their duties safely and efficiently in order to

maintain the goal of the organisation. Legg and Fittal
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(1995) cited education and training as one of the "non-pay
rewards" which enhance recruitment and retention of nurses
"who supply a key component of health care". The reason for
this phenomena is not too far-fetched because when nurses
are trained they are empowered, through instruction to
improve their quality practice and through education they
acquire knowledge which would enhance their health-seeking
behaviour. The blending of practice and knowledge results
to improved skill and development of positive attitude to
work. This in turn leads to low levels of absenteeism and
which would help the UTH Management to achieve its goal of

striving to provide quality care.

Developed countries

In Turkey Fisek (1981) carried out a study in which it was
proved that "workers with a high level of knowledge reacted
visibly to unfavourable working condition and reacted more
by way of the creation of a safe and healthy environment
than those with less knowledge. The same study noted that
age, the number of occupational injuries, sustained have an
effect on the knowledge and attitude of the workers. The
stﬁdy concluded that workers unaware of the importance of
the occupational health and safety cannot be expected to
make a significant contribution to the creation of better
and more healthy working' conditions. he insisted that

"workers should be trained in a planned manner".
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Developing countries

Nogueira (1987) revealed that "in Brazil the Ministry of
Labour has established on active institute for occupational
Health and Safety namely "Funda centro", which provides
training in industrial medicine. Between 1979 - 1984,
15,000 professional health and safety workers received
training there". For effective health education, the
content material must be targeted to nurses in areas for

maximum internalisation. The target groups are:-

1. Nurses working in high risk areas
2. Line-managers
3. Policy makers

Health education should cover specific problems of each
work-place e.g. nurses in renal unit (haemodialysis unit)
should be health educated on the modes of transmission of

epidemic meningitis Tuberculosis, HIV/AIDS transmission.
Hepatitis B, and Hepatitis C and A and the aetiology,
pathophysiology and treatment. While all nurses are
required to be health education on reproductive health,
standard precautions, disease prevention and health
promotion activities. This would wupdate the nurses
knowledge about health principles and make nurses aware of
the possible risks of the occupation. A study conducted in
Iran by Eskandari (1981) stated that the worker will be
"pbetter equipped to protect herself against the hazards and

will pay due attention to safety and health matters"
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In developing countries, Kansumba (1995), noted that there
is inadequate training provided in occupational health
training and as such the staff will be incapable of helping
the nurse to maintain her health. Kansumba (1995) quoting
(Shahnavaz, 1987) said that it is apparent that in many
country training in occupational health and safety is not
a priority for either the industrial or health sector due

to financial, manpower, technology and educational material
constraints. This being the case with the data base now
available on the high morbidity and mortality of nurses,
surely the policy makers have get to revisit this area and
make required changes. Specialisation 1in occupational
health have got to be undertaken if our nurses health is to

be maintained.

Zambia

In Zambia, Kansumba (1995) concluded her study by saying
that "professional association and the union representation
were not very active 1in creating awareness among the
employees concerning the worker’s health and safety. These
aesociation are supposed to educate and safe guard the
rights of the employees and see to it that there is minimal
exposure of the employees to the hazardous environment.
This suggestion if implemented would help nurses in

maintaining their own health.
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In order to ensure compliance, Sobayo (1994), gave the
immunization strategy stated Dbelow, in relation to

Hepatitis B immunization.

Strategy to Hepatitis B Immunization

All health care workers involved in direct patient care
should be immunized against HBV, especially in countries of
high prevalence. Each hospital should formulate its own
specific immunization strategy since the decision to screen
or not screen potential vaccine recipients for

susceptibility to hepatitis B has financial implications.

HBV Vaccine was intended primarily for pre-exposure
prophylaxis, but it has been recommended for post-exposure
use for health care workers who belong to a high-risk group
for whom pre-exposure administration of vaccine is

recommended.

HBV vaccine in combination with hepatitis B immunoglobulin
.(HBIG) provides sustained protective levels of antibody and
obviates the need for a second dose of HBIG in such
exposures. Surgeons and other health care workers who are
at high risk for HBV exposure should be immunized against
HBV. Subsequent antibody 1évels should be checked 3-5 years

following immunization.



72

Non-converters should be vaccinated again. If they still
fail to convert they should be tested for Hepatitis B e
antigen (HBeAg). If positive, they should avoid invasive
procedures until they are no longer e antigen positive.
Health Care Workers with antibody levels of 50 - 100 IU
should receive a booster dose of Hepatitis B vaccine within
one year. For those with levels of 10 - 50 IU a booster

dose should be given.

2.15 . Summary

In summary, literature reviewed have shown that nurses
themselves have not done much in terms of maintaining their
own health through improving their knowledge, attitude and
practice in disease-prevention and health-promotion
activities. Nurses when motivated would carry out disease-
prevention and health-promotion activities in order to
maintain their health. This motivation should come from the
hospital management. More studies must be encouraged
focusing attention on the health status of nurses who are
the "key components of health care delivery. It is hoped
that factors affecting the knowledge, attitude and practice
of nurses towards maintaining their own health will be

fully addressed.
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CHAPTER 3

3.0 RESEARCH METHODOLOGY

3.1 Study Design
This study is designed to use a descriptive survey
approach. This design will elicit what nurses can do in
order to maintain their health. It is hoped that the design
would also elicit all the stakeholders whose role would
help the nurse to keep healthy for example the role of the
administration and the Occupational Health Unit.

The term "survey" is used in relation with a research that

is broad explanatory or descriptive. Survey is defined as

a "non-ekperimental type of research in which the

researcher investigates a community or a group of people".

This study design can be achieved in a variety of ways; by

using self-administered questionnaire, by observation and

conducting of Focus Group Discussion.

The descriptive study approach is preferred because it

gives a good insight into the problem to be studied for the

following reasons:-

(1) Data can be obtained within a short time.

(2) The data provides current information.

(3) The data provided will be empiric because the
information will be obtained in the health-care
setting.

(4) It has a high degree of representativeness in relation

to the sample size.
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Because of the reliability and validity of the data

obtained, most researchers opt for this study design.

3.2 Research Setting

This study will be conducted at the University Teaching
Hospital (UTH). This location is within reach of the
researcher and the research assistant both of whom work at

the hospital.

Being mindful of costs, this study will be cost-effective
in terms of both time and money.

Another reason for this choice is because the problem under
study is at the Hospital. This will facilitate injecting
the research findings into practice and so this 1is

developmental in nature.

3.3 study Population
The study population included qualified nurses 1in the

University Teaching hospital.

3.4 Study Units and Sample Size
Fifty qualified nurses were selected using the compre-
hensive list of nurses working in UTH. The sample size

included a unit manager from the clinical area.
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3.5 Sample Selection Method

The nurse respondents were selected by probability sampling
method using the systematic random sampling technique. This
method allowed for better representation, objectivity and

therefore left very little room for bias.

I obtained the list of nurses in UTH which is the study
population. In order to get the K" interval to be used in
selecting the respondents, I divided the sample-size by the
study population. The first number was picked by simple
random technique and from there, I picked the nurse
respondents at the K% intervals until I got my total sample
size of 50 nurses. This will give every qualified nurse an
equal and non-zero chance of being selected to participate

in the research.

3.6 Data Collection Techniques and Tools

Data collection techniques was used to collect detailed
information related to the variables.

No Research Assistant was used for data collection. For
learning experience, the Researcher collected the data

herself.

The respondents were not be coerced into participating in
the research study. Anonymity was fully maintained by not

putting the respondents’ names on the questionnaires.
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The research data collected was kept confidential, Kkept
under lock and key so as to keep it out of reach of
intruders. After collection, the data was edited in order

to correct any omissions before data was coded.

Interviewing Tool

The self-administered questionnaire was used to collect

data.

(1) Interview schedule is also preferred because it allows
the researcher scope to pursue any questions in
depth.

(2) It allows for clarifications.

The Researcher distributed questionnaires to the nurses in
their respective wards. The questionnaire tool will
consisted of both open-ended questions and closed-ended
questions. The open-ended questions are preferred

because it allows the respondents to give their opinion.
The advantage of using a questionnaire is that it is simple
and easy to administer. It is 1less time-consuming. The
rgsearcher can collect data from a widely scattered sample

like UTH.

Observation
Since the interviews was done in the service areas, the
researcher was also observed the nurses at work as well as

the environment how actually is. The researcher was able to
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note ‘the immediate responses of nurses to prevailing
situations, since it is impossible for the nurse to react
in a questionnaire. All the data obtained by the
observation method is valid and therefore usable because
the respondents are reacting normally in the environment
they have with what nursing care items they have at their

disposal. Therefore relevant data will be collected with

relative ease.

3.7 Study Limitations

The findings of this study will not be generalised because
the sample size 1is not representative of the population
under study. The sample size was chosen due to the limited
time allocated for this study. This study will need to be
replicated on a larger scale before the findings can be
injected into practice or generalisations made from the
findings. Time factor:- The time allocated for this study
is quite short. This study is being done in partial
fulfillment of the Bachelor of Science in Nursing Degree
Programme. Due to the economic constraint, this study may
not be financially sponsored and this has a direct bearing

on the availability of stationery and typing facilities.

3.8 Pilot Study
A pilot study was be conducted two weeks before the actual
study. The purposes of the pilot study was to access

whether the questionnaires measured what it purports to



78

measure accurately - (validity). Also it is to find out
the extent to which it obtains the same results each time -
(reliability). It was also measured whether the questions
were clearly stated or are ambiguous. The appropriateness

of the questions was also measured.

The pilot study was conducted in a different location from
the actual study to avoid getting pre-conceived answers.
The questionnaires were adjusted and clarifications made

where necessary.

The Analysis of the Pilot Study
This is a small preliminary investigation. It served as a
trial of the major study and was aimed at appraising the

following: -

(1) The validity of the questionnaire.

(2) The procedure for data processing and analysis.

The pilot study was designed to acquaint the researcher
with problems that can be corrected in preparation for the
'larger research project (Treece & Treece 1977). The pilot
study is meant to improve on the guestionnaire by revealing
any problems that respondents may face with either the

instructions or the wording of the questionnaire (German &

Verhanvik 1982).
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The data collected and analysed was kept confidential so
that the respondents in the pilot study do not influence

the respondents in the main study.

The sample of the pilot study consisted of qualified nurses
at the clinic. So the major characteristics of the sample
are similar to those in the main study. Five nurses were
chosen for the pilot study. The guestionnaire was self
administered to facilitate clarification of the wording of

the main questionnaire

Findings from the Pilot Study
The findings of the pilot study are presented in a

discussion because of its small size.

The data was handled manually by simple counting with the

aid of a calculator.

Ten (10) open-ended questions received similar responses,
so, these were closed. The questions were reduced from 77

to 57.

Twenty (20) irrelevant questions were deleted. Some words

like Occupational Health Unit was changed to Staff Clinic.

Three (3) of the respondents felt that the Hospital
Management should enforce attendance of medical

examinations on a yearly basis. They also felt that the
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time has come to vaccinate nurses against infectious

diseases like TB, Hepatitis B and epidemic meningitis.

To institute recreation facilities in the Hospital compound

so that nurses can get involved in recreation activities.

To improve and show differences between an Enrolled nurse’s

and a Registered nurse’s salary structures.

They also felt that the Hospital service area should be
well-equipped with essential nursing-care items, to enable
nurses to nurse and care for their patients safely and

confidently.

3.9 Ethical Considerations
The Researcher obtained a letter of permission to carry out
the Research at the University Teaching Hospital from the

Nursing Services Manager (Appendix 2).

Verbal permission was obtained from the respondents to
participate in the study. Their privacy, confidentiality
and .anonymity during and after data collection, were

assured.

Informed consent was obtained prior to interviewing. Names
of the respondents were not recorded on the question-

naires.
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Data Collecting Instrument

Data was collected using the self-administered question-

naire. This was found to be the most suitable tool for

collecting the data since my respondents are all literate.

Some open-ended questions in the questionnaire also need

the respondents to feel free to express themselves.

Advantages of the Questionnaire

1.

It reduces the researcher’s influence on the
respondents.

Guarantees the perfect anonymity and so, ensures
honest responses as opposéd to responses that will
please the researcher.

The researcher can gather data from a widely scattered
sample as occured in my study (Treece & Treece, 1973).
It is cheap to administer. It is also an easy and

simple method of obtaining data.

Close-ended data can be easily tabulated (Treece & Treece,

1973) .

Disadvantages of the Questionnaire

1.

Extensive data has to be <collected since the
questionnaire is heavy.

Some respondents may omit to answer some questions
without realising it.

The respondents may not understand some words used in

the question.
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4. The respondents may be forced to select responses that
are not his/her choice but because they are there on
paper.

5. The questionnaire can be used for the educated (elite)

only, since they can understand the wordings.

The Pilot study was conducted at Mtendere Clinic and some
adjustments were made to the questionnaire as already

stipulated.

3.11 Data Analysis

Data was analyzed using both qualitative and quantitative
statistical analysis with the aid of a computer. Depending
on the availability, EP-INFO was used for the statistical

analysis.

3.12 Dissemination of Findings

The results of this study will receive wide coverage. A
workshop will be organized and all the nurses,
administration, International Labour Organisation (ILO)
staff, United Nations International Children Fund (UNICEF)
and World Heath Organisation (WHO) , Zambia Nurses
Association (ZNA) and General Nursing Council staff will be
requested to attend this workshop. If Chance allows, I hope
to publish this study in some nursing magazine for wide

readership if permission is granted to do so. A copy of the
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report will be kept in the Post Basic Nursing Department of
the School of Medicine, the main Library at the University
of Zambia, to my sponsors, to ILO, UNICEF, WHO, ZNA and
General Nursing Council offices and also in the library at

the Ministry of Labour and Social Services.
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3.13 RESEARCH BUDGET

ITEM AND QUANTITY UNIT COST TOTAL COST

PERSONAL ALLOWANCE
LUNCH ALLOWANCE

Research x 1 K1,200/day x 10 days K120,000

Research Assistant x 1 K1,200/day x 10 days K120,000
SUBTOTAL K240,000

TRAINING

TRAINING OF RESEARCH

Assistant x 1 K12,000/day x 2 days K24 ,000

Researcher x 1 K12,000/day x 2 days K24,000

SUBTOTAL K48,000
STATIONERY

(a) Interview schedule (1)
for 60 trained nurses
110 x 5 pages = 300 pages

(b) Interview schedule (ii)
For key informants x 11
11 x 3 pages = 33 papers

(c) Focus group discussion
5 x 5 pages = 25 papers

(d) Interview schedule (iv)
For Occupation Health
Unit staff
2 X 5 pages = 10 papers
Typing paper = 200 paper
Photocopying papers 20 sets
= 2,000 papers

Total = 300+33+25+200+2,000 =

2,568 papers = 5 reams approx. K13,000/ream x 5 Ké65,000
Stapler and 1 box pins K5,200 K5,200
Scientific calculator K59,000 K59, 000
Tippex 1 bottle K4,000 K4,000
SUBTOTAL K693,800
COMMUNICATION ‘
Tape Recorder x 1 K110,000 K110,000
Tapes x 5 K3,000 K15,000

SUBTOTAL K125, 000
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ITEM AND QUANTITY UNIT COST TOTAL COST

SECRETARIAL SERVICES

Typing 10 pages = 2,818 pages K2,000/page K563,600

Photocopying 100 pages x 10 K200 /page K20, 000
SUBTOTAL K583,600

Binding of reports 10 copies

Dissemination of findings of

K10,000/copy x 10 K100, 000

workshop expenses K75,000/day x 1 K75%,000
SUBTOTAL K1,281,000
K130,000 K130,000

Contingency 10%

GRAND TOTAL K1,411,000
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Budget Justification
The researcher needed the help of an assistant who was
selected from among UTH staff. This facilitated locating

the nurses as well as acceptance by the nurses.

Data collection was done for two (2) days during the study
and ten (10) days for the actual study bringing the number

of days to twelve (12) days.

The prices of items in the budget reflect the current
market rates, hence the need for contingency or
miscellaneous expenses requested for. This may be used to
cover for any price increase in the listed items. Workshop
expenses is meant for drinks and snacks for the one day

workshop which will be held to disseminate the research

findings.
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CHAPTER FOUR

4.0 DATA ANALYSIS AND PRESENTATION OF FINDINGS:

4.1 Presentation of Findings

The data which are presented in this Research study was
obtained from qualified nurses who are currently working in
the University Teaching Hospital. They were chosen by
Systematic Probability Random Sampling. Their mean/average
age is 33.36 years. The median age is 32 years while the

mode age is 26 years.

4.2 Data Analysis and Presentation
The data which was collected was each cleared by checking
for completeness and then later entered on the Mastersheet,

ready for analysis.

The informations and findings are presented together. This
is to facilitate better and easy understanding of the

Research Findings.

The findings are presented following the sequence of the
questions and sections in the questionnaire where
necessary, many of them are grouped together under their

respective sections to give an overall picture.

The Findings of this Research have been presented in table

form, to give vivid illustrations of the findings.
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The Frequencies were done by simple tallying for all
guestions in the interview schedule/questionnaire, followed
by cross-tabulation of key variables together with

numerical description of tables.

Cross-tabulations were also done. These look at the

relationships among and between the variables.

Data was analysed both manually and through computerisation

for learning experiences.

Responses from open-ended questions were categorised, coded

and later entered on the Master-sheet.

Recommendations will be derived from most of these
responses since the respondents expressed themselves freely

while answering the questions.

The sequencing of the tables 1is shown below. The
respondent’s knowledge, attitude and practice, were
quantified by developing and using a marking key

(Appendix) . All responses under Knowledge, Attitude and
Practice, were quantified and scored in order to ascertain

their attitude and level of knowledge and practice.
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SECTION A

The tables in this section deal with demographic data about

the respondents.

Demographic data usually form the independent variables
during cross-tabulation since the demographic data do not

change easily e.g. tribe, sex, etc.

SECTION B

The tables in this section represent data about the

respondents "Nursing Data."

SECTION C

The tables in this section represent data about the
respondent’s knowledge on health, its maintenance and

exposures to injuries at the health-care work-place.
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SECTION D

Tables in this section represent data about the nurses’
attitude to work, and feelings about the operations of the
Occupational Health Unit, feelings about health hazards at
work-place, feelings about self, generally and attitude

during own ill-health.

SECTION E

The tables in this section represent data about the nurses’

health habits and practice in health promotion.
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Demographic Data about the Sample

TABLE 1
AGE RANGE IN YEARS FREQUENCIES | PERCENTAGE

24 - 28 12 24%

29 - 33 17 34%

34 - 38 13 26%

39 - 43 04 8%

44 - 48 03 6%

49 - 53 01 2%
TOTAL 50 100%
MARITAL STATUS FREQUENCIES PERCENTAGE
Married 29 58%
Single 14 28%
Widowed 4 8%
Divorced 3 6%
TOTAL 50 100%
TRIBAL ORIGIN FREQUENCIES PERCENTAGE
Bemba 14 28%
Ngoni 14 28%
Tonga 11 22%
Others 08 16%
Lozi 03 6%
TOTAL 50 100%
SEX FREQUENCIES PERCENTAGE
Female 47 94%
Male 03 6%
TOTAL 50 100%
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EDUCATION LEVEL FREQUENCIES PERCENTAGE
Secondary 8 16%
College 41 82%
University 1 2%
TOTAL 50 100%

These tables show that nurses in UTH are predominantly
female. The female respondents were 47 (94%) as compared to
male respondents who were only 03 (6%). Majority of the
respondents belong to the Bemba and Ngoni tribes, followed

by Tongas}

Majority of the nurses 17(34%) are in the age-group 29-30
years, followed by those 13(26%) who are in the age-group
34-38 years, and the youngest group 24-28 years are 12

(24%) .

Most of the nurse-respondents are married 29 (58%) ,
followed by single girls who are 14 (28%). The widowed

were 04 (8%), while the divorced were 03 (6%).

41 (82%) attended college and (2%) attended university,

while 8 (16%) attended secondary.
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TABLE 2

Nurses’ Residential Area
NURSES RESIDENCE FREQUENCIES PERCENTAGE
Hospital compound "9 18%
Woodlands 6 12%
Munali 1 2%
Chelston 3 6%
Makeni 1 2%
Others 30 60%
TOTAL 50 100%

This table shows that majority of nurses 1live in high
density areas as depicted by "others". Therefore, these
"Others", necessitated classifying residences into low,

medium and high densities.

In order to do this, the residential area had to be
categorised into three major residential area - low, medium
and high densities.

Low density

The table shows that 5 (38%) out of 13 nurses who live in
low density residential areas, are Enrolled nurses.
(1) 5 (38%) out of 13 nurses who reside in low density
' residential areas are Registered nurses.
(2) 3 (6%) Registered Nurse Midwives, live in low density
areas.

Medium density

8 (73%) out of 11 nurses who live in medium density areas,
2 (18%) of the 11 nurses who live in medium residential

quarters are Registered nurses, and 1 (9%) of 11 nurses who

live in medium density houses is a Unit Manager.
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High density

14 (54%) out of 26 nurses who live in high density quarters
are Enrolled nurses, compared to 8 Registered nurses who

share the same neighbourhood.
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SECTION B

Nursing Data

The nurse-respondents were asked to state their ranks in
nursing. This table represents the respondents’ profe-

ssional ranks.

TABLE 5
RANKS NUMBER PERCENTAGE
Enrolled Nurse 26 52%
Registefed Nurse 14 28%

Registered Nurse/
Midwife 6 12%

Enrolled Nurse/

Midwife 3 6%
Ward Sister 1 » 2%
TOTAL 50 100%

This table shows that majority of nurse-respondents in the
study were Enrolled Nurses 26 (52%) followed by Registered
Nurses 14 (28%) and then Registered Nurse/Midwives 6 (12%)

and only one managerial staff, a Ward Sister (2%)
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Respondents’ working areas
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DEPARTMENT NUMBERS PERCENTAGE
Paediatrics 13 26%
Maternity 6 12%
Specialist clinic 2 4%
Medical Unit 13 26%
Surgical Unit 11 22%
Renal Dialysis Unit 2 4%
Operating Theatre 3 6%
TOTAL 50 100%

This table shows that the majority of the respondents came

from the Medical Unit 13 (26%), followed by respondents in

the Paediatric Unit 12 (24%),

Maternity Unit 6 (12%).

represented in the study.

and then respondents 1in the

Most Hospital Departments were
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Health status of Respondents

HEALTH RESPONSES FREQUENCY PERCENTAGE
Yes 36 72
No 14 28
TOTAL 50 100%

This table shows the number of nurses 36 (72%) who said

they are healthy.

TABLE 8

14 (28%)

Nurses’ Rank in Relation to Health Status

acknowledged ill health.

This

HEALTH STATUS
RANK YES NO TOTAL
Ward sister 1 - 1
Registered
Nurse/Midwife 5 1 6
Registered
Nurse 7 7 14
Enrolled
Nurse/Midwife 2 1 3
Enrolled
Nurse 19 7 26
TOTAL 34(68%) 16 (32%) 50
table shows the believed health status of the

respondents 19 out of 26 Enrolled nurses and 7 out of 14

Registered nurses believe themselves to be healthy.
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Health in relation to age

AGE YES NO TOTAL
Below 26 years 3 2 5
26-30 vyears 11 3 14
31-35 years 8 3 11
36-40 years 12 4 16
Over 45 years 2 1 3
TOTAL 37(74%) 13(26%) 50

This table shows that the healthiest age range is between

26-30 years, 11, while below 26 years

highest morbidity rate of 40%.

TABLE 10

Health in relation to Sex
SEX YES NO TOTAL
Male 03 - 3
Female 34 13 47
TOTAL 37(74%) 13(26%) 50

x° = 1.53

Degrees of freedom = 2

P. value = 0.465

of age has the

This table shows that 3 male nurses are healthy while 34

out of 47 female nurses claimed good health.

to

be no

variables.

statistical

relationship

There appears

between

the

two
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TABLE 11

Knowledge of health promotion and disease prevention
activities in relation to Educational level

Knowledge in relation to Education

KNOWLEDGE SECONDARY | COLLEGE UNIVERSITY TOTAL
Very good 0 4 0] 4
Good 8 36 1 45
Inadequate 0 1 0 1
TOTAL 8(16%) 41(82%) 1(2%) 50

X2 = 1.22

Degree of freedom = 4

P. value = 0.874

This table shows that majority of nurses 36 out of 45
nurses who had good knowledge, went to College. Only 4 who
went to College had very good knowledge of health promotion
activities. This 1is not a

and disease prevention

significant finding.
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FIGURE 1

This Graphic is a representation of respondents’ health in
relation to marital status.
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This Figure shows that most married respondents 21 out of
29 claimed to be healthy followed by 10 out of 14 single
ladies while 4 out of 4 widows also claimed good health.
Among 3 divorces, 2 claimed good health. So, married

nurses seem to be healthier than all other staff

categories.
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Rank of Nurses who had and d4id not have sorethroat
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This table shows that 20(40%)
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NO SORETHROAT

ENM

Sorethroat;

Enrolled Nurses,

Ward Sister

Enrolled Nurse

ENM

Registered Nurse Midwife
Registered Nurse
Enrolled Nurse Midwife

EN

of respondents suffer from

8 out of 14 Registered Nurses and 9 out 26

suffer from sorethroat.
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TABLE 13

Sorethroat in relation to Department

SORE THROAT
DEPARTMENT YES NO TOTAL
Paediatrics 5 8 13
surgery 7 4 11
Medical 6 7 13
Operating 1 2 3
Theatre
Maternity 1 5 6
Specialist
Clinics - 2 2
Renal Dialysis - 2 2
TOTAL 20(40%) 30(60%) 50

This table shows the incidence of sore throat to be high in
Paediatrics, Surgery and Medical Units. 5 out of 13, 7 out

of 11, 6 out of 13 suffer from Sorethroat, respectively.
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TABLE 14

Morbidity caused by malaria

Malaria in relation to Residence

RESIDENCE MALARIA

YES NO TOTAL
High density 12 14 26
Medium density 11 - 11
Low density 12 1 13
TOTAL 35(70%) 15(30%) 50

This table shows that malaria is prevalent in all the
residential areas. Highest malaria incidence 12 1in low

density, 12 in high density and 11 in medium density.
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Morbidity caused by Tuberculosis

TB in relation to Department

TUBERCULOSIS
DEPARTMENT YES NO TOTAL
Paediatrics 1 12 13
Medicine 2 11 13
Renal Dialysis 1 1 2
Surgery - 11 11
Operating - 3 3
Theatres
Maternity - 6 6
Specialist
Clinics - 2 2 AJ
TOTAL 4(8%) 46 (92%) 50

This table shows the incidence of TB in three departments -

Paediatrics 1 out ot 13,

Medicine 2 out of 13, Renal Unit

1 out of 2 suffer from TB.
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FIGURE 3

This is a Graphic representation of respondents’ level of
morbidity due to TB, Sorethroat and Malaria "
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This Bar-Chart shows the magnitude of morbidity due to TB,
Sorethroat and malaria among respondents in the University

Teaching Hospital.
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FIGURE 4

Nurses knowledge on entitlement to Medical Examinations

This pie shows that the majority of nurses 30(60%) know

that they are entitled to Medical Examinations while

20(40%) claim ignorance.
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TABLE 16

Nurses’ Knowledqge on Entitlement to Medical Examinations

Medical Examinations in relation to Rank

NURSES’ RANK YES NO TOTAL
Ward Sister 1 - 1
Registered

Nurse/Midwife 4 2 6
Registered

Nurse 8 6 14
Enrolled

Nurse/Midwife 1 2 3
Enrolled

Nurse 16 10 26
TOTAL 30(60%) 20(40%) 50

This table shows that 16 out of 26 Enrolled nurses, 4 out
of 6 Registered Nurse/Midwives, 8 out of 14 Registered
nurses know that they are entitled to Medical Examinations
yearly. Generally 30(60%) out of 50 respondents know of
this right of undergoing annual Medical Examinations for

nurses.
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TABLE 17

Nurses’ Observation of Infection Prevention and Control
Measures in Relation to Rank

INFECTION PREVENTION AND CONTROL

RANK ALWAYS SOMETIMES RARELY TOTAL
E Ward Sister - 1 0 1

Registered

Nurse/Midwife| 3 3 6

Registered

Nurse 6 7 1 14

Enrolled

Nurse/Midwife| 3 - - 3

Enrolled

Nurse 14 12 - 26

TOTAL 26(52%) 23(46%) 1(2%) 50

This table shows that more nurses observe infection
prevention and control than those who do not. 26(52%) out

of 50 compared to 23(46%) out of 50.
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TABLE 18

Nurses who have sustained injuries with used/unused needles
Needle-~stick injuries in relation to Rank

RANK USED UNUSED UNKNOWN |TOTAL
Ward Sister 1 - - 1
Registered

Nurse/Midwife 3 1 2 6
Registered

Nurse 11 2 1 14
Enrolled

Nurse/Midwife 3 3
Enrolled

Nurse 14 11 1 26
TOTAL 32(64%) 14(28%) 4(8%) S50

This table shows that all nurse respondents have sustained
needle-stick injuries; majority being with used needles

32(64%) .
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Nurses’
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knowledge on existence of needle-stick

Injury

Policy

Sharp Injury Policy in Relation to Rank

SHARP INJURY POLICY

RANK YES NO TOTAL
Ward Sister - 1 1
Registered

Nurse/Midwife 2 4 6
Registered

Nurse - 14 14
Enrolled

Nurse/Midwife 1 2 3
Enrolled

Nurse 9 17 26
TOTAL 12(24%) 38(76%) 50

This table shows
existence

Teaching Hospital

that most nurses are unaware of the

of Needle-stick Injury Policy

in University

, although 9 out of 26 Enrolled nurses,

know of its existence.
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TABLE 20

Nurses’ knowledge in functions of Occupational Health Unit
in relation with nurses’ Rank

Collaboration in relation with Rank

COLLABORATION WITH OTHER
AGENCIES

RANK YES NO TOTAL
Ward Sister 0 1 1
Registered
Nurse/Midwife 1 5 6
Registered
Nurse 1 13 14
Enrolled
Nurse/Midwife 0 3 3
Enrolled
Nurse 1 25 26
TOTAL 3(6%) 47 (94%) 50

This table shows that only 3(6%) are of the view that
Occupational Health Unit collaborates with other agencies

as compared to 47(94%) who believe that they do not.
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TABLE 21

Nurses’ knowledge on preventive functions of Occupational
Health Unit

RANK YES NO TOTAL
Ward Sister 0 1 1
Registered

Nurse/Midwife 1 5 6
Registered

Nurse 3 11 14
Enrolled

Nurse/Midwife 0 3 3
Enrolled

Nurse 7 19 26
TOTAL 11(22%) 39(78%) 50

This table shows that majority 39(78%) of the nurses
believe that the Occupational Health Unit does not carry
out Health Preventive activities. 11(22%) out of 50, say

they do, as against 39(78%) who believe they do not.
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TABLE 22

Nurses’ knowledge on functions of Occupational Health Unit
with regards to health promotion activities

PROMOTION OF ACTIVITIES
RANK YES NO TOTAL
Ward Sister - 1 1
Registered
Nurse/Midwife 1 5 6
Registered
Nurse 6 8 14
Enrolled
Nurse/Midwife 1 2 3
Enrolled
Nurse 10 16 26
TOTAL 18(36%) 32(64%) 50

This table shows that most nurses, 32(64%) feel that
Occupational Health Unit does not carry out promotive

health activities as opposed to 18(36%) who say they do.
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TABLE 23

Estimating the knowledge level regarding health maintenance
of the different nurse cadres

Rank in relationship to knowledge

LEVEL OF KNOWLEDGE

RANK VERY GOOD| GOOD KNOW- INADEQUATE TOTAL

KNOWLEDGE| LEDGE KNOWLEDGE
Ward
Sister - 1 - 1
Registered
Nurse/
Midwife 1 4 1 6
Registered
Nurse 2 12 - 14
Enrolled
Nurse/
Midwife - 3 - 3
Enrolled
Nurse 1 25 - 26
TOTAL 4(8%) 45 (90%) 1 50

This table shows that only 4(8%) of nurse-respondents have
very good knowledge on how to maintain their health through

health promotion and disease prevention activities.



118

SECTION D

ATTITUDE

TABLE 24

Nurse belief on whether the Occupational Health Unit is
doing a good job in relation with nurses’ Rank.

PERFORMANCE OF OCCUPATIONAL
HEALTH UNIT
RANK ' ALWAYS SOMETIMES RARELY TOTAL
Ward Sister 1 - 1
Registered
Nurse/Midwife 1 4 1 6
Registered
Nurse 4 5 5 14
Enrolled
Nurse/Midwife 1 2 - 3
Enrolled
Nurse 3 13 10 26
TOTAL 9(18%) |25(50%) 16(32%) 50

This table shows that 25(50%) of all respondents believe
that the Occupational Health Unit does good work but only
sometimes, while 9(18%) believe they always work to

expectations.
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Nurses’ belief on whether the Occupational Health Unit is

big enough or not

RANK YES NO TOTAL
Ward Sister - 1 1
Registered

Nurse/Midwife 1 5 6
Registered

Nurse 4 10 14
Enrolled

Nurse/Midwife - 3 3
Enrolled

Nurse 4 22 26
TOTAL 9(18%) 41(82%) 50

This table shows that 41(82%)

of nurse respondents feel

that the occupational Health Unit is not big enough.

TABLE 26

Length of service in relation to attitude

LENGTH OF SERVICE POSITIVE NEGATIVE TOTAL

Less than 6 months 1 4 5

1 - 2 years 1 11 12

3 - 4 years 2 5 7

5 years and above 5 21 26

TOTAL 9(18%) 41(82%) 50
This table shows that longer serving nurses have the most

negative attitude, 2

1.
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TABLE 27

Attitude of Nurses to infection prevention and control in
relation to Rank

RANK NECESSARY| UNNECESSARY| OTHERS |TOTAL
Ward Sister 1 - - 1
Registered

Nurse/Midwife 6 - - 6
Registered

Nurse 13 1 - 14
Enrolled

Nurse/Midwife 3 - - 3
Enrolled

Nurse 24 1 1 26
TOTAL 47 (94%) 2(4%) 1(2%) 50

This table shows that 47(94%) of all nurse-respondents feel
that Infection prevention and control is important in the

hospital.
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TABLE 28

Respondents’ attitude to work.

RANK POSITIVE NEGATIVE TOTAL
Ward Sister - 1 1
Registered
Nurse/Midwife 2 4 6
Registered
Nurse 1 13 14
Enrolled
Nurse/Midwife 2 1 3
Enrolled
Nurse 5 21 26
TOTAL 10(20%) 40(80%) 50
x2 = 5.10
Degree of freedom = 5
P. value = ,4033

This table shows that there is no relationship between

nurses’ ranks and their attitude to work.
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SECTION E

PRACTICE

TABLE 29

Scoring practice for respondents

SCORE FOR PRACTICE FREQUENCY PERCENTAGE
Excellent practice 7 14%
Good pfactice 41 82%
Poor practice 2 4%
TOTAL 50 100%

This table shows that 7(14%) of nurse-respondents scored

Excellent practices in disease prevention and health

promotion activities, while 41(82%) scored good practices.

only 2(4%) had poor practices.
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TABLE 30

Respondents’ level of practice in relation to rank

PRACTICE RELATED TO RANK
RANK OF EXCELLENT| GOOD POOR TOTAL
RESPONDENT PRACTICE PRACTICE PRACTICE
Ward sister 0 1 0 1
Registered
Nurse/Midwife| 2 3 1 6
Registered
Nurse 0 14 0 14
Enrolled
Nurse/Midwife| O 2 1 3
Enrolled
Nurse 5 21 - 26
TOTAL 7(14%) 41(82%) 2(4%) 50

This table shows that of 7(14%) nurses who attained
Excellent Practice, 5 are Enrolled Nurses while 2 are

Registered Nurse Midwives.

O0f 41 who scored Good Practice, 21 are Enrolled Nurses

while 14 are Registered Nurses.

This table shows that 21 of 26 Enrolled Nurses scored good
practice while all the Registered Nurses 14 scored‘Good
Practice also. 2 Registered Nurse Midwives out of 6,
scored Excellent Practice while 3 scored Good Practice.

But 5 out of 26 Enrolled Nurses scored Excellent Practice.
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TABLE 32
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Practice in relation to Sex

PRACTICE IN RELATION TO SEX
SCORE PRACTICE FEMALE MALE TOTAL
Excellent Practice 6 1 7
Good Practice 39 2 41
Poor Practice 2 0 2
TOTAL 47 (94%) 3(6%) 50
x° = 0.75
Degree of freedom = 2
P. value = 685

Of 41 respondents

while 2 are male.

who attained Good Practice 39 are female

Of 7 respondents who scored Excellent

Practice 6 are female while 1 is male.

This table shows no relationship statistically between

these two variables.

chance.

The differences in score occurred by
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TABLE 33

Respondents’ level of practice in relation to age range

PRACTICE IN RELATION TO AGE
RESPONDENT’S | EXCELLENT GOOD POOR TOTAL
AGE PRACTICE PRACTICE| PRACTICE
24-28 2 10 0 12
29-33 1 16 0 17
34-38 1 11 1 13
39-43 1 3 0 4
44-48 2 0 1 3
49-51 0 | 1 0 1
TOTAL 7(14%) 41(82%) 2(4%) 50

The above table shows that, of 17 respondents in the age-
range of 29-33, 16 scored good practices followed by age
ranges 24-28 and 34-38 who both scored 10 and 11 respect-

ively for Good Practice.

Age-range 24-28, 44-48 each scored 2 Excellent Practices
while 29-33, 34-38 and 39-43 scored 1, 1 and 1 respect-

ively.
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TABLE 34

Health in relation to Exercise

HEALTH IN RELATION TO EXERCISE
EXERCISE YES NO TOTAL
Always 6 1 7
Sometimes 19 5 24
Occasionally 10 9 19
TOTAL 35(70%) 15(30%) 50

This table shows that morbidity rate 1is lowest among
respondents who always exercise, while morbidity is highest

among respondents who exercise occasionally.

TABLE 35

Undergoing Medical Examination Yearly

MEDICAL EXAMINATIONS FREQUENCY PERCENTAGE
Always 5 10%
Sometimes 12 24%
Rarely 33 66%
TOTAL 50 100%

This table shows that only 5 of respondents undergo Medical

Examinations yearly, always, while 33 rarely under Medical

Examinations.
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TABLE 36

Respondents who underqgo Blood-pressure check-ups

. RANK REGULARLY| SOMETIMES RARELY TOTAL
Ward Sister - 1 - 1
Registered
Nurse/Midwife 5 1 6
Registered
Nurse 6 5 3 14
Enrolled
Nurse/Midwife 2 1 - 3
Enrolled
Nurse 7 11 8 26
TOTAL 15(30%) 23(46%) 12 (24%) 50
x2 = 9.69
Degree of freedom = 10
P. value = 0.468

This table shows that most Registered Nurses 6 out of 14,
check their blood pressure regqularly, while most Enrolled
Nurses 11 out of 26, check their blood pressure sometimes.
On the whole, 15(30%) out of 50 respondents check their
blood pressures regularly while 23(46%) out of 50 check
their blood pressures sometimes, and this does not

significantly have any relationship to the nurses’ ranks.
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TABLE 37
Pap-smear Tests
PAP~-SMEAR FREQUENCY PERCENTAGE
TEST
Yes 5 10%
No 45 90%
TOTAL 50 100%

This table shows that only 5(10%) of respondents have
undergone pap-smear tests while 45(90%) have not undergone

pap-smear.

TABLE 38

Rank in relation to practice

RANK EXCELLENT GOOD POOR TOTAL
PRACTICE PRACTICE PRACTICE

Ward Sister - 1 - 1

Registered

Nurse/Midwife 2 3 1 6

Registered

Nurse - 14 - 14

Enrolled

Nurse/Midwife - 2 1 3

Enrolled

Nurse 5 21 0 26

TOTAL 7(14%) 41(82%) 2(4%) 50

This table shows that 2 Registered Nurse/Midwives and 5
Enrolled Nurses, totalling 7(14%) of total respondents,
practice health promotion and disease prevention activi-

ties.
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TABLE 39

Rank in relation with the use of soap

COME WITH USE AVAIL-
RANK OWN SOAP ABLE TOTAL
ANTISEPTIC
Ward
Sister 1 1
Registered
Nurse/Midwife 6 0 0 6
Registéred
Nurse 9 5 14
Enrolled
Nurse/Midwife - 3 - 3
; Enrolled
‘ Nurse 6 17 3 26
TOTAL 22 (44%) 25(50%) 3(6%) 50
This table shows that 22(44%) out of 50 nurses come to work

with own soap for hand-washing.
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4.3 Discussion and Interpretation of Findings

The main objectives of this study was to assess and
describe how nurses can keep healthy by establishing the
levels of their knowledge, attitude and practice, and what
they actually do in real 1life situations in health

promotion and disease prevention practices and activities.

4.4 Characteristics of the Sample

(Table 1) is the Demographic data about the sample.

The demographic data shows that the sample unit comprises
of 50 qualified nurses of different categories. These
caterogies consist of 26(52%) Enrolled nurses, 14(28%)
Registered nurses, 6(12%) Registered nurse/midwives, 3(6%)
Enrolled nurse/midwives and 1(2%) Ward Sisters. Theilr ages
ranged from 24 - 53 years. Of the total sample, 29(58%)
are married, 14(28%) are single, 4(8%) are widows and 3(6%)
are divorced. All the major tribes are represented in the
sample and there were 47 female as compared to 3 male
nurses. All the hospital departments were also repre-
sented. So, the sample unit consists of all the character-

istics of the study population.

(Table 4) shows that majority of the nurse respondents
35(70%) have a net-pay of between K100,000 - 'K150,000.
13(26%) receive below K100,000 net pay. Only 2, and these

are Enrolled nurses, have a net pay of K150,000 - K200,000.
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The study did not establish whether the senior nurses are
paying off their loans or not. But when nurses were asked
about the pay structure, they said that whether loan or no
loan, the fact is that there is very little or no differ-
ence between the salaries of the Enrolled and Registered
nurses. The salary structure as it 1is, puts all nurses

below the poverty datum line.

This, 1in itself, demotivates the senior nurses. This
demotivation leads to conflict between the nurses. This
conflict leads to stress and stress leads to diseases like
hypertension, blood pressure, gastric ulcers. Rees L.W.
(1981) states that prolonged stress, as occurs in the
nursing profession, may tax one’s capacity to adjust to
such an extent that behavioural or bodily changes takes
place and may lead to development of disease, which may be
physical, psychiatric or psychosomatic. At the same time,
he acknowledges that "stress is a part of normal experience
and in moderation, can serve a useful purpose by promoting
arousal and enhancing effort and alertness, helping a
person to maintain high standards of work and behaviour.
In this study, stress can stimulate the enrolled nurses to
work harder, to maintain high standards of work and
behaviour, while it demotivates the Registered nurses who
it appears are not appréciated for their academic and

professional achievements.
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Due to the low salary structure of nurses, nurses belong to

low socio-economic class.

pender J, 1987 states that there is a relationship between
low socio-economic class and pathological stress. Firstly,
individuals who have coping difficulties suffer from
financial disorder and distress. As a result, they
maintain a lower class status, which makes them have a low
esteem of themselves. People with low esteem tend to have

negative attitude as this study shows.

When nurses were asked what they feel about themselves,
24 (48%) respondéd negatively. A nurse who feels negative
about herself, will lack self-confidence at work. A nurse
with no self-confidence, is an accident-prone nurse, as she
also tends to be clumsy in handling nursing care equipment,
especially needles, leading to sharp injuries, hence

causing ill-health among nurses.

ICN (1985) states that the self-image of nurses is often
very low, and that, nurses have a low opinion of their
abilities in interdisciplinary activities; that nurses have
not been encouraged to be vocal, early in their careers,

that the traditional male/female roles are deeply embedded

in many cultures; so it is difficult to speak up.
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ICN (1985) has put forward steps to change this feeling of
low esteem by raising the consciousness levels of women by
conducting "Assertiveness Training" (as opposed to negative
aggression which is counter productive) suggestions put
forward are changes in teaching methods which would promote
more independent and critical thinking and judgements in
students; lecturers must utilise the problem-solving and
class presentations, discussions, role-playing approaches
to build up confidence in nurses. Nurses should aim at
looking good and feeling good at all times as these

gqualities portray the confident nurse.

The sample consisted of fifty (50) nurses of different
ranks (Table 5), who work in different departments (depts.)
of the hospital. (Table 6) shows that of these, 13(26%)
are from Paediatric department, another 13(26%) are from
Medical department, 11(22%) are from Surgical Unit, 6(12%)
are from the Maternity unit, 3(6%) are from Operating

Theatre department, while 2(4%) are from the Specialist

Clinics. A unit Manager is also inclusive among the
respondents. All hospital departments are represented in
the study.

3(6%) of the respondents are male, while 47(94%) are
female. The age range 1is between 24-53 years. The
average/mean age of the sample is 33 years; their median
age is 32 years, while the age mode is 36 years. Majority

of the nurses 17(34%) are in the age range of 29-33 years,
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followed by those who are in the age-range of 34-38 years
13(26%) . The youngest age-range 1is 24-28 years 12(24%).
29(58%) of the respondents are married. 14(28%) are single

4(8%) are widowed while 3(6%) are divorced.

41(82%) attended college, 1(2%) has university education.

All the nurses are Christians, but belong to different

denominations. Most are Catholics, followed by United
Church of Zambia. Majority have served for more than one
year.

Most of the nurse respondents 26(52%) live in high density

areas. 14 are Enrolled nurses, while 8 are Registered
nurses. 13 out of 26 nurses who live in high density area
are married while 10 are single. 2 are divorced, 1(2%) is
a widow.

An equal number of Registered nurses and Enrolled nurses
live in the prestigious low density neighbourhood. 10(76%)

are married while 2 are single and 1 is a widow.

11 nurses live in the medium density area. 8 are Enrolled

nurses while 2 are Registered nurses. 6 are married.

From this, it can be deduced that the nurses’ ranks do not
significantly affect their residential areas. It appears
that the spouses social status plays a more deciding

factor.






