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ABSTRACT

Introduction: Public health disasters remain a significant probl®r both developed and
developing countries. The occurrences of such gismare marked by widespread morbidity and
mortality. With appropriate preparedness and adtoeréo disaster measures, its impact can be
effectively mitigated. However, information on thevel of preparedness to disasters is not
readily available.

Objective: To assess health workers’ adherence to disastpam@@ness measures at Kilembe
Mines Hospital in Kasese district.

Methods: The study used cross sectional study design thaivied 122 respondents (health
workers) at Kilembe mines hospital in Kasese distiThe sample size was determined using
Yamane’s formula at 5% precision. Convenience sergpiethod was used and data was
collected by structured questionnaire, key infortriaterview guide and observation check list.
It was entered in Epi-Info v3.3.1 and exported TATA v12 for statistical analysis at 95%
confidence level. Fisher's exact test was used#byae the relationship between the dependent
and independent variables. Associations with pritibhabalues less than 0.05 were considered
statistically significant for logistic regressiomaysis into odds ratios with subsequent 95%
confidence intervals. Meanwhile, qualitative valesbwere analyzed via content analysis into
themes.

Results: 43% of the respondents were males and 57% wereldsna2% were aged 25-34
years, 75% were clinical staff and almost 29% hadked for between 5-10 years. 6 (4.9%) had
adhered to disaster preparedness measures (4.98¢195.8-10.4). At bivariate analyses, none
of the socio-demographic and individual factors evassociated with adherence to disaster
preparedness measures. However, periodic staffimgeatn disaster issues (p<0.005), electrical
checks (p=0.002), periodic, risk and vulnerabiisgsessments (p<0.001) and knowledge of use
of assessment results (p<.044) were significantggoeiated with adherence to disaster
preparedness measures. Via logistic regressiorgucorof periodic staff meetings on disaster
issues (UOR=16, 95%CI: 2-147, p=.012) and periadic hazard and vulnerability assessments
(UOR=26, 95%CI: 3-231, p=.004).

Recommendation: Periodic hazard, risk and vulnerability assessnasmt correct use of the
results, periodic staff meetings on disaster issared sensitization and training of staff on
disaster preparedness and management.

Xii



OPERATIONAL DEFINITIONS

Adherence: Entails having right activities of disaster premhress that include; assessment
of disaster hazards, development of hospital disaptans and yearly
updates, conduction of trainings, right frequentwrdls, ensuring functional

fire detectors and fire equipments and managememniver banks among

others.

A Safe hospital: is a facility whose services remain accessible famgtioning at maximum
capacity and in the same infrastructure, during amehediately following

the impact of a natural hazard.

Emergency: is a sudden threatening event that requires imrteedietion to minimize its

adverse consequences (ISDR, 2009).

Hazard: is defined as “a potentially damaging physical évphenomenon or human
activity, whichmay cause the loss of life or injury, property dgmasocial

and economic disruption or environmental degradaftsDR, 2002).

Risk: It is defined as the combination of the probabitifyan event and its harmful
consequences (IASC, 2007).

Vulnerability: refers to the characteristics and circumstancea obmmunity, system or
emerging from broad, social, economic, physical andironmental factors
that creates it susceptible to the damaging eftg#fcashazard (ISDR, 2009).

Xiii



CHAPTER: ONE

1.0 Introduction
This chapter consists of the introduction, the gtio@ick ground, problem statement, study objectitres,

research questions, significance of the study haaonceptual frame work.

1.1Background to the Study
Globally, natural disasters caused economic laasesinting to USD192 billion in 2013 out of which

35% were due to floods (Guha-Sapir, D., HoyoiBelow, R., 2013).

The global level resolution by World Health Assenif1981) pointed out that “despite the known
significance of relief in emergencies, preventiveasures and preparedness are of primary importance’
(WHO, 2007). While according to WHO (2011), disastare obstacles to progress on the health-related

MDGs, as they mess up the growth gains in healthodimer sectors.

The healthcare system contribute a significant nelemergency readiness efforts for all categooies
events that include; natural or man-made disastissase outbreaks, or terrorist attacks by minngiz
underlying vulnerability, protecting health infrasttures and addressing the health related issties o

disasterfWHO, 2011).

According to PAHO/WHO (2012) in Latin America an@rbbean, 67% of the 18,000 hospitals located
in areas with disaster hazards and previously 2Homipeople were prevented from health services fo

months as a result of disaster damage.

According to CDC, (2002) the terrorist attacks @ptS11, 2001 revealed challenges in the US national

public health infrastructure.



The health workers who responded to the situatevenmet the expected communication and unified
command capabilities and were not well trained tmipvith inadequate equipments to deliver their
roles.

According to AGCCR (2013), floods in Central Europere the costliest single event of the year causin
an estimated USD5.3 billion insured loss and akt&D22 billion in economic losses.

The Pakistan floods, from July to August 2010, etid 20 million people and destroyed health faesit

In another incidence in early August 2012, theippihes encountered heaviest rains which affecped u
to four million people across the country with 1d@ople dead, at least 500,000 people displaced anc
some 14,000 houses damaged or destroyed (ADSR).2012

According to (UNICEF-USA, 2013) in 2013 the fatalpggr Typhoon Haiyan killed more than 6,000

people, displaced 4 million and caused massivastrincture damages.

According to Bayntun, Cet al (2012), the famine in the Horn of Africa in 201ffeated 10 million
people across several countries and most of thetigesi have poorly developed health systems tloét la

disaster preparedness hence huge challenges werk fa

The World Bank (2013) reported that at least 200,0@andans are affected by disasters annually and
high incidence of the disasters have a negativaatnpn both the economy and people that negates the

gains in poverty reduction and development.

According to IFRC, (2013), the Kasese floods $hMay 2013 killed 8 people, damaged infrastructures,
hospital equipments, water supply systems, andtatid45 people were affected. OA Banuary 2014,
the medical store of Kilembe Mines Hospital alsogta fire and about 60% of the items were burnt

(Ninsiima, E, 2014).



1.2 Statement of the Problem

Damages and losses arising from disasters are leganmajor public health problem in Kasese. In
November 2012, two staff quarter blocks of Kilen\di@es Hospital were burnt by fire making a total of
7 houses lost to fire (Tumusiime, D. 2012). The d&asfloods of $May 2013 also led to destruction of
staff quarters and medical equipments worth biliohshillings while others included bridges, roads

8 people died while 25,445 people were affectedR@, May 2013). Similarly on'8Jan 2014, the
hospital’s medical store was also gutted by fir@inslng 60% of the items worth millions of Uganda

shillings (Ninsiima, E. 2014).

The National Policy for Disaster Preparedness arahddement (NPDPM), (2010) calls for disaster
preparedness and management of fires and flooa®hgucting drills, and regular checks of electrical
wiring, proper physical planning of infrastructuraad risk lessening measures like managing river
banks. While the HSSP IIl (2010) recommends hetdtilities to undertake vulnerability and risk
mapping activity to aid emergency preparedness rasdonse plans for appropriate management of

disasters to reduce on the consequences.

Despite some of the preparedness measures in thi@eeare still challenges with disaster preparssine
and management and if this is not addressed, tbasequences like destruction of infrastructures,
injuries, mortality and disease outbreaks will aamé which in turn will affect health workers’ aityl to

deliver healthcare services hence resulting togovductivity and loss of lives.

Therefore this study assessed the health workdh&rance to disaster preparedness measures ato€ilem

Mines Hospital in Kasese district.



1.3 Research Objectives
1.3.1 General Objective
To assess health workers’ adherence to disastpan@@ness measures at Kilembe Mines hospital in

Kasese District.

1.3.2 Specific Objectives

i.  To determine the individual factors influencing lieavorkers adherence to disaster preparedness
measures at Kilembe Mines Hospital in Kasese distri
ii.  To assess the role of supervision on health worleeltserence to disaster preparedness measure:
at Kilembe Mines Hospital in Kasese district.
iii. To determine the health system factors influenciregalth workers’ adherence to disaster

preparedness measures at Kilembe Mines Hospitdsese district.

1.4 Research Questions

i.  What are the individual factors influencing healbrkers’ adherence to disaster preparedness
measures at Kilembe Mines Hospital in Kasese?
ii.  What role does supervision have on health workaatkerence to disaster preparedness measure:
at Kilembe Mines Hospital in Kasese district?
iii. What are the health systems factors influencingltineaorkers’ adherence to disaster

preparedness measures at Kilembe Mines Hospitdsese district?



1.5 Justification of the Study

This study focused on health workers’ adherencdigaster preparedness measures at Kilembe Mines
hospital. It is anticipated that Kilembe Mines Hibagpwill use the study findings and recommendadion
to strengthen their disaster preparedness meaantesnanagement of disasters in order to prevent or
reduce the consequences of disasters. The findiregs be used by policy makers in formulation of
practical policies on disaster preparedness measuaes study is also important in providing baseli
information for further research in this field.

1.6 Conceptual frame work
Independent Variables

/Individual factors \

-Knowledge on Hazards

-Risk perception

-Past disaster experience Dependent variable Study Outcome
-Healthcare
/ Supervision A_dherence to services
disaster
-Regular checks on disaster preparedness - Morbidity
readiness measures :
- Mortality
-Trainings

N

/Health System factors

- Assessments of hazards
- Disaster preparedness plan

- Availability of resources

kTraininos and drill¢ /




Narrative of the conceptual framework

The dependent variable: Health worker’'s adheremcisaster preparedness measures.
The independent variables: Health workers’ adheretw disaster preparedness measures can be
influenced by independent variables at individsapervision and health system levels.
The variables at individual level include; knowledgn hazards, risk perception, past disaster

experiences.

The variables at supervision consist of; regulackk on preparedness activities, trainings ancgieri

staff meetings.

The health system factors in this regard includeskssments of hazards, risks and vulnerabilitastis
preparedness plan and its updates, frequency anidsehearsals, and availability of fire equipradfite

detectors, fire alarming system and fire extingeish



CHAPTER TWO: LITERATURE REVIEW

2.0 Introduction
This chapter comprises of a collection of inforroatipertaining to the study area as well as related

literature from similar studies, reports, policiasd resolutions of national and international #gen

2.1 Over view on disaster preparedness

The ISDR, (2009) defined a disaster as a seriosiulion of the functioning of a society involving
widespread human, material, economic or environatéosses and impacts, which surpass the ability of
the affected society to cope using its own resauréecording to UN (2009) Disasters bring indirect
costs which at times are even higher than the daests which involve damage to hospital buildings,
equipment and supplies. Similarly Disasters alsulteto the disruption of health services, rendgrin
many without access to health care in times of gerery. Disaster also affect critical infrastructateh

as water supplies and housing which are requisitedalth (WHO, 2011).

According to UNISDR, (2009) disaster preparednesgsrs to “the knowledge and capacities developed
by governments, professional response and recoweggnizations, communities and individuals to
effectively anticipate, respond to, and recovenirahe impacts of likely, imminent or current hakar
events or conditions.” The cardinal objective afaditer preparedness for hospitals is to guarahsge t
they remain functional and continue rendering Mtehlthcare services during and immediately after a

disaster event NDMA (2013).



2.1 Individual factors

2.1.1 Knowledge on Hazards

Globally, according to UN/ISDR (2007) disasters bangreatly reduced if people are properly informed
so that they and inspired in embracing a culturedishster readiness, which in turn requires data
gathering, assemblage and giving out appropriateviedge and information on, vulnerabilities, hazard

and competencies.

According to a study conducted in Colorado, USASugton, J., & Tierney, K., (2006) asserted that all
readiness actions must be based on knowledge &laaairds, probability of occurrence and possible
impacts on infrastructures and people. In additiba,types of data that provide a focus for preaess
measures include the potential for damaging impaictee hazards on health and safety, health fesli

and delivery of services, the environment and egvoactivities.

2.1.2 Risk perception

A study conducted in Netherlands by Kievik, M., &ttling, J., (2011) found that there is a strong
relationship between perceived risk on the chaheg individuals will conform with recommended
measures to prepare for and respond to naturadtdisa Similarly, according to Micedit al (2008) also
found that risk perception is strongly associateth wlisaster preparedness because individuals must
perceive a risk to be motivated to initiate predaess actions.

In another study carried out in Turkey by TekelisWest al (2010) found that an individual’s previous

experiences with a hazardous event can enhanceppierc of risk and promote preparedness actions.



2.1.3 Past disaster experiences
A study carried out in Tehran, Iran by Seyedin, Ryan & Sedghi, S (2011) research showed that
past experience of hazard events has positive itmmac understanding and preparedness for healthcare

systems and organizations.

Similarly a study conducted in Netherlands by KaleW.,et al., (2013) reported that nearly all studies
get a positive relationship between hazards expoand disaster readiness or mitigation. However,
controversial results put forward that past digaskgosure may in fact make an individual lesslyike
prepare (Lin, Shaw, & Ho, 2008), and that reasonghis are sometimes psychological in nature aed a

dependent on social, cultural, and religious cangeborrissey & Reser, 2003; Reale, 2010).

In another study conducted by McKay, (2012) peadenot perform disaster readiness activities, even
with adequate resources, have a history of disastposure and attend readiness training. While
Chokshi, NKet al (2008) asserted that pediatric surgeons with previdisaster experience were four

times more likely to be prepared than those withemperience (p < 0.001). Similarly he and other
researchers also found that prior disaster expazieone of the predictors found responsible feirt

willingness to respond during disasters.

2.2 Role of Supervision

2.2.1 Conducting regular checks
Hospital management should conduct risk and vubisa checks in order to anticipate any disaster

events in the future which are fundamental for egsful preparedness and risk management.

Therefore recognition and analysis of the transingmature of compound threats and vulnerabilifies
preliminary points for alerting the responsible pleoand disseminating awareness of the harmful

consequences (WHO, 2007).



According to WHO-WPR, (2009) hospitals should assure that their smoke detectors should be well
positioned among the entire building and shoulddgrlarly checked to ensure that they have adequate
supply. In addition, the fire extinguishers shoaldo be regularly maintained and its expired cadsten

replaced regularly which is part of continuous prepgness measure that should be followed to prevent

unwanted consequences of fire disasters.

In India, hospital management is to ensure thapitalduilding and its facilities are safe fromamnge of
man-made and natural disasters. Management hagdaipe for periodic maintenance to ensure safety
and quality of health care services. The workastpitals, particularly after disaster event relgéy on
continuous and planned maintenance. Therefore gierahecks are indispensable to ensure compliance
with the service objectives of the hospital so thatase of an emergency, considerable consequeanes

be averted (NDMA, 2013).

In Uganda, the DDMC is mandated to ensure thatiteds@mong other institutions should develop their
own Disaster Preparedness Plans and put in plackesdetectors, fire equipments and other necessary
logistics required in an emergency (NPDPM, 2010 NPDPM (2010) also directs the District Chief
Administrative Officer to coordinate all disastetated operations in the district, and to chairDirict
Disaster Management Technical Committee, providgidi input to national plans for disaster rebeid
post-disaster recovery and also check that traiaimypreparedness for managing disasters areieffect

within the district.

2.2.2 Training on disaster and drills
Disaster preparedness measures can be achievedytiheaslucation, training and technical guidance,
strengthen the knowledge, skills and attitudeseaith professionals and other sector for manadieg t

health risks of disasters (WHO, 2011).
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According to WHO-WPR, (2009) hospitals should cartdire drills at least twice a year and simulation
exercises or disaster drills at least annuallyhst the staff can maintain the preparatory cyclpaas of

their normal roles and responsibilities.

A study by Holder, D., Binns, M., (2007) on hurmeapreparedness among Health workers in Haiti
found that most respondents (67%) knew of the thsgdan but only 40% had been trained
in disaster management. More nurses (68%) and rpadkcals (51%) reported being trained than
auxilliary (33%), medical (21%) or administrative @erical (18%) staff. Most (96%) had participatad

at least one disaster preparedness drill, espgaidite drill, but not in the previous two years.

According to the National Disaster Management Artitia@¢2013) all hospital workers shall be frequgntl
familiarised to the Hospital Disaster ManagememinReach time the plan is updated). Health workers
who will implement disaster plan shall be trainegry alternate month so that they comply with the

continuous readiness measures (NDMA, 2013).

The NDMA, (2013) in India recommends that each hakghall carryout periodic drills and rehearsals
to check their competency to respond to disastei@ctual time in order to give out opportunities fo

practical experience for the health workers thertgtate to continuous preparedness activities.

2.2.3 Periodic staff meetings
According to study conducted in Chicago, USA by e, P. (2011) recommended that hospital
management should conduct quarterly disaster prdpass meetings to ascertain their progress towards

their plans and make necessary changes where aplplic

Similarly, the committee will establish sub-commdés to support its functions, and the committeé wil
once in three months review the working contingep@n, challenges faced in recent disaster and

perform modification to be adopted in future.
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The Medical Superintendant leads the committeethegewith other specialists on supervision of the

activities (Vardhman Mahavir Medical College & Safding Hospital, 2013).

The Catholic Medical Center also has a disastgrgreginess team that participates in regular emeygen
readiness meetings including exercise and drills.

(https://www.catholicmedicalcenter.org/emergencddier-preparedness.aspx)

California Hospital Association (2011) also reconmohed that health workers should hold hospital
emergency readiness meetings so that informati@inased for continuous implementation of disaster

preparedness activities for appropriate futuregesps and management.

2.3 Health System Factors

2.3.1 Conducting of Hazard, Risk and Vulnerabilityassessment

Risk assessment involves the determination of teira and extent of risk through analysis of the
potential hazards and the evaluation of the exjstonditions of vulnerability that could likely harthe
people, property, livelihoods and the environméaDR, 2009).

According to WHO, (2011), there are three main eet® usually considered in risk assessment and
these are:- 1)Hazard Analysis: Identification o€ thazards and assessment of the magnitude anc
probability of their occurrence, 2) VulnerabilitynAlysis: Analysis of vulnerability of individuals,
populations, infrastructure and other communitynmaets to the hazards and 3) Capacity analysis:
Capacity of the system to manage the health riskseducing hazards or vulnerability, or responding

and recovering from a disaster.

According to study conducted in United Arab Emisalty Fares, Set al (2014) recommended that it is
important for hospitals to conduct hazard and wab#ity assessment in order to identify potential
threats, measure the likelihood of those threatsimimg and guide disaster preparedness for apiptepr

response and management.
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The WHO (2006) also added that a health facilifyfsparedness for emergencies should be based on .

sound assessment of vulnerability.

According to Tozivepi, G. (2011) a study at Onakdje Lutheran Hospital in Zambia revealed that the
hospital did not conduct its own but rather relieda vulnerability assessment done by the WHO 0920
hence causing irregularities in disaster preparesineasures.

In Uganda according to the HSSP Il (2010) thatirduHSSP 1l mechanisms for disaster preparedness
and response in all the districts were establisheédnadequate resources, logistics, human ress @
lack of skills especially at lower levels and tlaetfthat epidemic and disaster preparedness igive

priority at district level hindered the countryssponse system.

2.3.2 Development of disaster preparedness plan

According to Keim & Giannone (2006), a disastempisa “an agreed set of arrangements for preparing
for, responding to, and recovering from emergences involves the description of responsibilities,
management structures, strategies, and resourcenfanchation management with a view of protecting

life, property and the environment”

The development of disaster readiness plan is a@ruoi all hospitals irrespective of their size inc

disasters do not discriminate in terms of size (BDIR/GOI, 2008). Similarly that legislation should

ensure health institutions develop disaster prejveass and response plans that should be madetas par
their usual activities. In addition that simulatisimould be used to test the plans, and to alldosaces

for their development and maintenance (PAHO, 2000).

According to Cynthia Saver (2014) Dr Gupta said thdisaster plan helps facilitate response bydmgl
a framework and he was also quoted saying “Becaedead this existing plan we managed to place staff

who had never taken part in a drill into a role.
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The departmental heads in the hospital form thepitedsdisaster management committee and are
responsible for the development of the hospitedstex plan. In addition, they are mandated to argan

mock drills and do adjustments where necessary.

The disaster management committee is also to cartryearly updates of disaster manual or the plan t

meet the changing patterns of disasters (Tatatl, 2014).

According to NPDPM of Uganda (2010), one of thechions of District Disaster Management
committee is to ensure that hospitals in the istwievelop its own Disaster Preparedness Plans anc
stock emergency logistics and put in place firengxtishers and smoke detectors. The other ingisti

to adhere with the above policy guide lines includeeducation (Primary, secondary and tertiary),

hotels/recreational facilities, and factories amdListries.

2.3.3 Availability of adequate resources (Human, fiancial, emergency logistics and equipments)
According to WHO, (2007) additional-budgetary resms are allocated for unforeseeable crisis to
strengthen the capacity of WHO member states imrganey preparedness and risk reduction while other
funding comes from relief and recovery funds ovassand fund mobilising for particular projects at

building capacity in the area of emergency prepagssd and response.

In Uganda the District Disaster Management Committeensure hospitals to have in place emergency
logistics and equipment such as fire extinguislaei smoke detectors. The above is to be followed by
other institutions such as education (Primary, sdaoy and tertiary), hotels/recreational facilitiesd

factories and industries (NPDPM, 2010). Similatig tUganda HSSP Il (2010/11-2014/15) established
the strategy that allows advocacy for allocation amfequate resources for disaster prevention,

preparedness and management.
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2.3.4 Conducting education, training and drills
The key component of preparedness is to train ahgate public health officials and community
responders about the disaster plan. Training mastige the important skills and knowledge needed fo

the community in order to effectively participatedmergency management (IFRC, 2006).

According to UNISDR, (2006) it is significant fdné healthcare providers to know about and getedain
in using the hospital disaster/emergency manuaiil&ily, regular staff training by suitable drikhould

be undertaken for effective response when disasti&es.

UNDP/GOI, (2008) emphasized that every hospitaégiired to have a structure in place that hasto b

routinely tested in drills in order to improve resge to emergencies and disasters.

The evaluation modules for hospital disaster didite designed to be a part of that testing and this
evaluations can provide a learning opportunitydibwho participate in a planned drill. They shibbke
used to identify strengths and weaknesses in ladsgisaster drills, and the results gained from

evaluation should be applied to further training dnill planning.

Training in disaster management program is esdefttiaefficient and effective implementation of
activities. In most cases the gaps that exist batveifferent professions and lack of specific tiragnfor
health workers leads to failures in disaster miioyg preparedness, and response. Many health care
providers have never had training, experiencedsastier situation, or took part in disaster managéme
activities (PAHO, 2000).

A study conducted at Tohoku Hospital in Japan balraM. et al (2013) emphasized the significance of
performing routine disaster drills or training fdifferent disaster situations for appropriate respand

management of disasters.
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2.3.5 The challenges facing disaster preparednesghin the district health systems

The HSSP Il of Uganda pointed that during the H3ERmechanisms for disaster preparedness and
response in all districts were established but lehges like inadequate resources and logistics,
weaknesses in planning for emergencies, underggaéind lack of skills especially at lower levelg ar
being faced coupled with the fact that disasteparedness is one of the areas where no or litibeifyr

is given at district level hence hampered and kempsffecting local, regional and national response

systems (HSSP Ill, 2010)

According to the HSSP Il (2010) the strategy eli$akd to address the above challenges is to shreng
disaster prevention, preparedness, response araberaent at all levsl

The interventions for the above strategy includesining of health workers at district level on lgar
detection of epidemics, preparedness, responsemnarthgement, establish appropriate coordination
mechanisms within the country and with the neighimgu countries on management of epidemics,
develop emergency preparedness and response plelslimg contingency planning at all levels,
conduct vulnerability and risk mapping exerciseggtide policy and strategy development, produce and
make available Standard Operating Procedures (S@Psjats and tools at all levels, ensure conticgen
stock piling at strategic sites for priority diseasand advocate for allocation of adequate ressudore

disaster prevention, preparedness and management.
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CHAPTER THREE: METHODOLOGY
3.0 Introduction

This chapter describes how the study was conductdading; study population, sample size calculatio
sampling technique, sampling procedure, study kbbesa data collection techniques, data collectomhst
data management, analysis and presentation, quadityrol measures, ethical issues and plan for

dissemination.

3.1 Study design

The study used descriptive cross sectional desigassess healthcare workers’ adherence to disaste
preparedness measures. This is the best suit stedign because it was used to determine the
relationship between dependent and independenéblas of interest at a point in time and also it
provided useful information about the charactarsstof the health workers which was essential for

informing planning and allocation of resources.

3.2 Sources of data

Primary data: The primary data constituted of @ditthe responses collected from the health workars
socio-demographics, individual, role of supervisiand health system related factors presumed to
influence health workers’ adherence to disastgpgrexiness measures.

Secondary data: This consisted of search for kklaterature on individual, role of supervision and
health related factors that influence health wakadherence to disaster preparedness measures. Th
search for literature was done from internet arfteiojournals, publications, policies and articlesng

google.com, google scholar, PubMed.

3.4 Study Population

The study populations were the health workers &dint cadres working in Kilembe Mines hospital

that comprised of both clinical and non-clinicalfft
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3.5 Selection Criteria

3.5.1 Inclusion criteria

Health workers working in Kilembe Mines hospital

Health workers who accepted to participate in theys

3.5.2 Exclusion criteria

Health workers who were not willing to participatethe study

Health workers who were out of duty station on &and other official reasons among others

3.6 Sample size Calculation

The population of the health workers in Kilembe esrhospital is 190, therefore the sample size was
calculated from the formula below where N is knoand the research considers 5% level of precision,

and with proportion of attribute that is presenthia population (p) of 0.5

n = N (Yamai8gp7)

1+N (e)?

Where N- is the population size, n-is the sampe and e-is the acceptable margin of error.

n = 212

1+ 212 (0.05)

Sample Size = 139
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3.7 Sampling technique

In this study, respondents were sampled using coenee sampling method. Sampling was conducted in
the male and female medico-surgical, pediatricraaternity wards, outpatient department and the goun
child clinic.

After obtaining authorization from each head of alépent, respondents were selected based on theil
availability and acceptability to participate irethtudy after consent acquisition.

This method was appropriate because it was quinipls, flexible, inexpensive and less complex to
conduct. Secondly, the respondents work patternse(deeism, leave schedules, day and night shifts)

could not permit the use of other sampling methibda convenience.

3.8 Study Variables

3.8.1 Dependent variable

The dependent variable is adherence to disastpapg@ness measures.

It was measured by; disaster preparedness pldls, dtaff training on disaster, trained staff asadter
issues and availability of fire equipments wereduge measures Health workers’ adherence to disaster

preparedness measures.

A respondent who had at least answered three (B)echbove variables was considered to have adherec
to disaster preparedness measures. Therefore apgnaent who answered none, one or two, of the

above variable was considered to have not adherdigaster preparedness measures.

3.8.2 Independent variable
Individual factors: this includes; health workeksiowledge on hazards, risk perception, past disaste

experiences and training on disaster preparedness.
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Role of supervision: this involves regular checksdisaster readiness activities, trainings andopléri

staff meetings.

Health system factor: this includes; frequency s$essment of hazards, disaster preparedness plar
availability of fire extinguishers, frequency ofsdster training and drills and availability of fumgl for

preparedness measures.

3.9 Data collection techniques and instruments

3.9.1 Data collection techniques

The study employed both quantitative and qualigatilata collection methods. The quantitative data
collection method involved questionnaires and datie data collection method consisted of key

informant interviews and observations.

3.9.2 Data collection tools
The data for this study was collected through aethinistered questionnaires because all the paatits

were able to answer the questionnaire in English.

3.10 Data Management and analysis

3.10.1 Data management

The quantitative data were checked for completerad&s being received from the respondents to

minimize error. The coded data were then entertm data entry sheet developed using Epi-Info. The

entered data were then exported to MS excel fanatg and thereafter the cleaned data was imported

using Stata.

The qualitative data was organized in major theamesassigned codes in order to organize them &r th

interpretation.
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3.10.2 Data analysis
The quantitative data was analysed using STAT 13ewerate data where the results of univariate

analysis were presented in frequency tables, paeteimd bar graph.

The Pearson Chi-square test was used to determé@dsociation between categorical independent
variables and the dependent variable wheneverdheaunt was equal to or greater than five. On the

other side, the Fisher’s exact test was used whegrbg cell count was less than or equal to five.

The strengths of the associations were determisg) simple logistic regression analysis and tiselts

were expressed using crude or unadjusted oddsisatiith the subsequent probability values.

Finally, variables that were statistically signific at bivariate analysis using the simple logistic
regression analyses were considered for adjustalgsas using the multiple logistic regression asaly
and, the results were reflected using adjusted oatitss. In all analyses, p-values of less thanvééte

considered significant.

The qualitative data was analyzed using Thematiot€da Analysis technique and findings were

presented in a narrative form utilizing quotatiémen the respondents where applicable.

3.11 Quality control measures

Pre-test: in order to ensure validity and reliapilof the instruments for data collection such as

guestionnaires and key informant guide was predesfter which appropriate adjustments were made.

Training: there were two research assistants tdaimedata collection methods and on the use ofl&be

collection tools prior to the commencement of datidection.

Translation: the questionnaire was translated fianglish to Rukonjo by research assistants for

respondents who could not read English well.
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3.12 Ethical Issues

Informed consent: Consent was sought from the redgmats prior to administration of questionnaires.
The rationale for study was explained and the nedeot clearly informed that his or her participatio

was voluntary.

Confidentiality: The information collected were kemnfidential, only code numbers appeared on the
guestionnaire, respondent’s identification like eawere not included on the questionnaire to maintai

anonymity of the respondents giving out the data.

Respect: The researcher also ensured that duectegge given to the respondents during the study.

3.13 Limitation of the Study

The study sample size was small, therefore theydtndings could not be generalized to the entivelg

population.

3.14 Plan for dissemination

The study report shall be disseminated as folloasgcopy to the institute of health policy and
management of International Health Sciences Uniyera copy to the University Library for academic
purposes, reference and future study undertakingsaacopy was be presented to the Kilembe Mines

hospital staff and administration.
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CHAPTER FOUR: RESULTS

4.1 Socio-demographic characteristics

A total of 122 respondents patrticipated in thislgtu

Age of respondent

There were more female respondents than males regitesentation of 70 (57.38%) and 50 (42.62)
respectively. The age category results showedntiagarity 64 (52.46%) of participants were withireth
age range of 25-34 years of age, followed by 330&2%) between 35-44 and least 13 (10.66%) between
15-24 years.

Staff category

In terms of staff category, the finding revealedttthe majority 92(75.41%) of the respondents were
clinical staff while Non-clinical staff accountedrf30(24.59%).

Profession of respondents

The result on profession of the respondents ingét#éihat the majority of the respondents belonged to
other profession that was enrolled nurse, compghemurse, allied health professionals, and ater
clinical professions which accounted for 103(84.43¥his was followed by nursing officer 15(12.30%)
and medical officer profession 4(3.27%) respecyivel

Duration of work

The study finding revealed that many of the respoitslworked in Kilembe Mines Hospital from 1-5
years and 5-10 years which accounted for 46(37af%)36 (28.7%) respectively. It also found out that
23(18.85%) worked for less than a year and 16(28)Morked for 10-20 years. On the other hand, least

2(1.64%) health workers worked for more than 20yea
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Table 1: Univariate analysis for socio-demographicharacteristics of respondents

Variable No. (N=122) Percentage (%=100)

Sex of respondent

Male 52 42.62
Female 70 57.38
122 100.00
Age category (Years)
15-24 13 10.65
25-34 64 52.46
35-44 33 27.05
45-54 12 9.84
122 100.00
Staff category
Clinical 92 75.41
Non-clinical 30 24.59
122 100.00
Your profession
Medical doctor 4 3.27
Nursing officer 15 12.30
Others 103 84.43
122 100.00
Duration worked
<1 23 18.85
1-5 46 37.70
5-10 35 28.70
10-20 16 13.11
>20 2 1.64

4.2 Adherence to disaster preparedness measures

In this study, about 5% of the respondents hadradrhe disaster preparedness measures while the

majority (95%) of them did not adhere to the abmeasures.
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Figure 1: Showing percent of health workers’ adherace to disaster preparedness measures

Adherence to disaster preparedness measures by
health workers

HYes

HMNo

4.3 Individual factors

The result from the respondents indicated that 1QI22) of the respondents selected the right dedimi
of disaster that ‘is serious disruption that letmldestruction of properties and loss of lives’.il@mone
of the definition of disaster as ‘anything thatkipeople’ and ‘any event that affects only roduglges

and buildings’ have been selected by the respoadespectively.

Respondents’ ideas on disasters likely to occur Kilembe

The result on the bar graph indicated that majdrity (99.18%) out of 122(100%) respondents reported
that floods are likely to occur around Kilembe. Trespondents anticipated the second likely disadster
arise was disease epidemics 59(48.36%) out of ntieeeparticipantsThe third disaster or emergency
according to the respondents was fires that acedufar 26(21.31%) out of 122(100%). On the other
hand, the least disaster that were predicted voa traffic accidents 19(15.57%), earthquake 12(%)38

and others (conflicts) 9(7.38%).
25



Figure 2: A bar graph showing responses of the regmdents on disasters likely to occur in Kilembe
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4.4 Relationship between socio-demographic characistics and adherence to disaster
preparedness measures

More than 1 in 2 (57.38%) of the respondents weneales. However, more females (3.28%) were found
adhering to disaster measures than the males (].649h as there was no significant observation

(p=1.000)

In terms of age, the finding found that older passavere none adhering to disaster preparedness
measures compared to those in 15-24 years (1.628634 years (2.46%) and 35-44 years (0.82%).
However there was no statistically significant asstion between age of respondents and their adbere

to disaster preparedness measures (p=0.321)
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The majority of respondents belonged to the clircedre (75.4%) relative to non clinical (24.6%ca
Importantly, more of the respondents in the clihcaadre (3.28%) compared to non-clinical staff 424
adhered to disaster preparedness measures. Hovlesey,was no statistically significant relationshi

between staff category and adherence to disasgpapmdness measures (p=0.635)

The finding revealed that there were fewer mediladtors (3.28%) than either nursing officers oreoth
healthcare cadres. Though no statistically sigaficassociation was noted between the types of
profession and disaster preparedness measuresssigly, none of the medical doctors in the haalpit
was adhered to disaster preparedness measure8Zh=0.05)

Slightly over half (56.55%) of the respondents haorked for between 1-10 years. Interestingly,
respondents that had worked for less than a ye28%® were adhering more compared to those that had

worked for over one year.

None of the respondents that had served for oveyedlds adhered to disaster preparedness measure:
Nevertheless, there was no statistically signifiaatationship between duration of work and adhesen

to disaster preparedness measures (p=0.321)
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Table 2: Bivariate analysis for relationship betwer socio-demographic characteristics and

adherence to disaster preparedness measures

Variable Adherence to disaster Total (N=122) Fisher's
preparedness measures No. (%) exact test
No (n=116) Yes (n=6) P-value
No. (%) No. (%)
Sex 1.000
Male 50 (40.98) 2 (1.64) 52 (42.62)
Female 66 (54.10) 4 (3.28) 70 (57.38)
116 (95.08) 6 (4.92) 122 (100.00)
Age (Years) 0.371
15-24 11 (9.01) 2 (1.64) 13 (10.66)
25-34 61 (50.00) 3 (2.46) 64 (52.46)
35-44 32 (26.23) 1(0.82) 33 (27.05)
45-54 12 (9.84) 0 (0.00) 12 (9.84)
116 (95.08) 6 (4.92) 122 (100.00)
Staff category 0.635
Clinical 88 (72.13) 4 (3.28) 92 (75.41)
Non-clinical 28 (22.95) 2 (1.64) 30 (24.59)
116 (95.08) 6 (4.92) 122 (100.00)
Profession 0.321
Medical Doctor 4 (3.28) 0 (0.00) 4 (3.28)
Nursing Officers 13 (10.65) 2 (1.64) 15 (12.30)
Others 99 (81.15) 4 (3.28) 103 (84.43)
116 (95.08) 6 (4.92) 122 (100.00)
Duration worked 0.096
<1 years 19 (15.57) 4 (3.28) 23 (18.85)
1-5 45 (36.89) 1(0.82) 46 (37.71)
5-10 34 (27.87) 1(0.82) 35 (28.69)
10-20 years 16 (13.11) 0 (0.00) 16 (13.11)
>20 years 2 (1.64 0 2 (1.64)
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4.5 Relationship between individual factors and adérence to disaster preparedness measures

In terms of use of disaster knowledge, 58 (47.54f60)jhe respondents reported that knowledge on
disasters be used for conducting disaster prepassdactivities. 40(32.79%) reported that they wait
respond to disaster when it strikes. While 17(1%P8f the respondents said they continue to perform
their normal duties and 7(5.74%) of the respondeeported they had nothing to do with disaster
preparedness. It emerged that 6(4.92%) of the nelgmds who adhered to disaster preparedness
measures came from group who reported that diskstevledge can be used for conducting readiness
activities. However, there was no statisticallyn#igant relationship between an individual’'s use o

disaster knowledge and disaster preparedness negpar0.174).

On disaster risk though majority 121(99.18%) of tegpondents agreed that disaster can be dangerous
human life and infrastructures surprisingly with4®2%) of the respondents adhered to disaster
preparedness measures. In addition, the resulshtswed that out of 27(22.32%) of the respondetis w
needed measures to be undertaken by external aggtsling disaster preparedness, only 1(0.83%) of
them adhered to disaster preparedness measuresevelowhere was no statistically significant
relationship between an individual's perceptiondisaster risks and adherence to disaster prepagdne

measures (p= 1.000).

The study finding also showed that the majority682{2%) out of 122(100%) of the respondents would
like disaster readiness activities to be condueteétl 5(4.13%) who adhered to disaster preparedness

measures.

Nevertheless, there was no statistically significaationship between what should be undertaken in

relation to disaster risk perception and adheréncksaster preparedness measures (p= 1.000).

In terms of past disaster experience, the resuétaled that out of 122 (100%) of the health workens

participated, 108(88.52%) had experienced disastiie past.
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In terms of proportion, 4(3.28%) in 108(88.52%) aid.64%) in 14(11.48%) of them adhered to
disaster preparedness measures respectively. Nbesth there was no statistical relationship batwee

past disaster experience and adherence to digasferedness measures (p= 0.141)

The study findings on measures to be undertakeedbas past disaster experience showed that
65(60.18%) of the respondents wanted training agribgic drills to be conducted, 3(2.78%) of them
adhered to disaster preparedness measures. Tlteatesundicated that 25(23.15%) of the responslent
would like the hospital to be relocated based @nphast disaster experience with 1(0.93%) individual
who adhered to disaster preparedness measures.veloweere was still no statistically significant
relationship between what measure to be undertakdradherence to disaster preparedness measures ([

1.000)
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Table 3: Bivariate analysis for relationship betwer individual factors and adherence to disaster

preparedness measures

Disaster preparedness Total (Fisher’'s

Variable measures No. (%) exact test)
No Yes P-value
No. (%) No. (%)

Use of disaster knowledge 0.174
Do my normal duties 17 (13.93) 0 (0.00) 17 (13.93)
Do disaster preparedness 52 (42.62) 6 (4.92) 58 (47.54)
activities
Wait to respond 40 (32.79 0 (0.00) 40 (32.79)
Others 7 (5.74) 0 (0.00) 7 (5.74)

116 (95.08) 6(4.92) 122 (100.00)
Do you agree on disaster
risk 1.000
Yes 115 (94.26) 6 (4.92) 121 (99.18)
No 1(0.82) 0 (0.00) 1(0.82)

116 (95.08) 6 (4.92) 122(100.00)
If yes, what should be
done? 1.000
Measures by external agen 26 (21.49) 1(0.83) 27 (22.31)
Only respond when disastel 11 (9.09) 0 (0.00) 11 (9.09)
strikes
Conduct readiness activities 77 (63.64) 5(4.13) 82 (67.77)
Others 1(0.83) 0 (0.00) 1 (0.83)

115 (95.04) 6 (4.96) 121 (100.00)
Past disaster experience 0.141
Yes 104 (85.24) 4 (3.28) 108 (88.52)
No 12 (9.84) 2 (1.64) 14 (11.48)

116 (95.08) 6 (4.92) 122
(100.00)

If yes, what should be done 1.000
Relocate the hospital 24 (22.22) 1(0.93) 25 (23.15)
Training and periodic drills 62 (57.40) 3(2.78) 65 (60.18)
No opinion 1(0.93) 0 (0.00) 1(0.93)
Others 17 (15.74) 0 (0.00) 17 (15.74)

104 (96.29) 4 (3.71) 108 (100.00)

Note p<.05* p<.001**
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4.6 Relationship between role of supervision and &eérence to disaster preparedness measures
The study findings indicated that 7(5.74%) out @P Teported river bank checks being conducted but
none of them did adhere to disaster preparednesde VW15(94.26%) reported that checks are not

conducted with 6(4.92) of them adhering to disasteparedness measures.

There is also no statistically significant relasbip between conducting checks on river bank and

adherence to disaster preparedness measures (px1.00

The majority of the key informants when asked regmbthat checks on river bank have never been
undertaken.

“The hospital management did not do checks on baaks because we never thought of any disaster
like flood could occur initially although it necesyg because it will help prevent damages and Idss o
lives” (KI 1)

In regards to this river, what | can say is that the health workers or the hospital managementdman
something on this river bank but the challengdésrachine and its cost...for me the government ghoul
come in and help us. (KI 2)

‘Concerning river Nyamwamba, there management aedobard are planning to build a perimeter wall

to prevent overflow into the hospital during suldodls’ (K1 3)

In terms of electrical wiring checks, 46(37.7%)eagt that the checks were conducted with 6(4.92%) of
them who adhered to disaster preparedness meashitesnajority 76(62.30%) said that the checks are
not conducted, none of them adhered to disastgrapedness measures. The test confirmed that there
was statistically significant relationship betwedmecks on electrical wiring and adherence to desast

preparedness measures (p=0.002).

The majority of the key informants are aware thataerning electrical wiring on some occasions, the

electrician makes rectification when necessary”.
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For sure though not often, the hospital electriciesually checks on the electrical wiring... but prees
to improve on our skills for handling fire disastaare limited and if training is organized on thithen |

think it will help us.”(Kl 4)

The hospital electrician normally perform his dstie.especially carrying out repairs and replacenwnt

other electrical parts among others (KI 3).

The result on influence of supportive training asagter issues for those who underwent trainingveddo
that 18 staffs were trained and 6 of them adheredlisaster preparedness measures. Therefore,
specifically, 5(27.78%) out of 13(72.22%) of thasko said the training increased their knowledge on
disasters adhered to disaster preparedness measH@sever there was no significant relationship
between influence of supporting training and healtbrkers’ adherence to disaster preparedness

measures (p=1.000).

In terms of training what | can say is that traiginf health workers on disasters is vital empowgeus

with information and skills for preparedness andnagement of disasters (KI 5).

Honestly, most of the staffs have limited skillsessary for preparing and managing disasters ...but |

think training staff will help us (Kl 6).

The result further indicated that there were 3Z2®) respondents agreed that periodic staff megting

on disaster issues are conducted and out of witith @) did adhere to disaster preparedness meaasure

The majority 90(73.77%) of the respondents did pentticipate in periodic staff meetings on disaster

issues whereby only 1(5.56%) of a respondent adHerdisaster preparedness measures.

The result also revealed that there was statistisgynificant relationship between conducting pdic

staff meetings and adherence to disaster prepasdmeasures (p=0.005).
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The importance of periodic staff meetings as perrésult showed that 5(15.63%) out of 25(78.13%) of
the respondents who answered that the training eemsothem with information for better preparation
adhered to disaster preparedness measures. WhBe653¢0) of the respondents reported that periodic
meetings on disaster issues can help when disasters and 2(6.25%) mentioned that such meetings
enable the staff to make joint decisions on disdasseles. But none of the above two groups adhered
disaster preparedness measures. Neverthelessyagsreo statistically significant relationship beem

the influence or importance of training and adheeeto disaster preparedness measures (p=0.680).
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Table 4: Bivariate analysis for relationship betwen role of supervision and adherence to disaster

preparedness measures

Variable Disaster preparednes: Fisher's exact
measures Total =No. (%) test

No (116) Yes (6) P-value
No. (%) No. (%)

River bank checks 1.000

Yes 7(5.74 0 (0.00 7 (.74

No 109 (89.34 6 (4.92 115 (94.26

Total 116 (95.08) 6(4.92) 122 (100.00)

Checks on electrical wiring 0.002*

Yes 40 (32.79) 6 (4.92 46 (37.°0)

No 76 (62.30 0 (0.00 76 (62.30

Total 116 (95.08) 6 (4.92) 122 (100.00)

Importance of supportive 1.00C

training (trained staff only)

Nevel 1(5.56 0 (0.00 1(5.56

Increased disaster knowlec 8 (44.44 5(2778) 13 (72.22

Participation in disaster dri 3 (16.67 1(5.56 4 (22.22

Total 12 (66.67 6(33.39) 18 (10¢.0C)

Periodic staff meetings on

disaster issues 0.005*

Yes 27 (22.13 5(4.10 32 (26.23

No 89 (72.95 1(0.82 90 (73.77

Total 116 (95.08) 6(4.92) 122 (100.00)

If yes, how importance is it to 0.680

you?

Helps when disaster strik 5(15.63 0 (0.00 5(15.63

Information for preparatic 20 (62.50 5 (1£.63) 25 (78.13

Other: 2(6.25 0 (0.00 2(6.25

Total 27 (84.38) 5(15.63) 32 (100.00)

Note p< .05* p<.001**
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4.7 Relationship between health systems related facs and adherence to disaster preparedness
measures

The results in table 6 indicated that 24(19.67%) ajul22 (100%) of the health workers reported that
they do conduct hazard, risk and vulnerability assents at the hospital. The result also showed tha

5(4.10%) out of 24(19.67%) of the health workerseaadd to disaster preparedness measures.

For those who answered that the assessment i®ndticted, only 1(0.82%) respondent out of 98(80.33)
adhered to disaster preparedness measures. Tlyaasudt showed that there was statistically sigaift
association between hazard, risk, and vulnerakaligessment and health worker’s adherence to elisast

preparedness measures. (Fisher’'s exact test p30.001

The findings on utilization of Hazard, risk and metability assessment indicated that 1(4.17% in
3(12.50%) of respondents who reported that suchltsesan be used for relocation of the hospital
adhered to disaster preparedness measures. Whitadjority 20(83.33%) of the participants responded
that the result can be used for proper planningdisaster preparedness measures and out of this
4(16.67%) of them adhered to disaster preparedmessures. However the there was no statistically
significant association between use of assessmesults and adherence to disaster preparedness

measures (p=0.635)

The study result on whether training was necedsargtaff established that 6(5.08%) in 117(95.0%%)
the health workers who reported that training isessary adhered to disaster preparedness measure
While 5(4.10%) reported that it necessary whenstiesastrikes and none of them adhered to the above
measures. Nonetheless there was no statisticgltyfisant association between training being nemsss

and adherence to disaster preparedness measule80@F

In terms of funding, 4(3.28%) of the respondentsorted that the hospital has enough funding for
disaster preparedness and management.
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Although none of them adhered to the preparednesssumes. On the other hand, 6(4.92%) out of
118(96.72%) of the respondents who reported thatifig is not enough adhered to disaster preparsdnes
measures. However, Fisher’'s exact test showedtligae was no statistically significant association

between having enough funding and adherence tstdisareparedness measujesl.000)

The study also discovered that 6(4.92%) out of 9426%) of respondents who reported that funding
was necessary adhered to the disaster preparadeassres. On the other hand, 6

(4.92%) reported that it was quite necessary afdB2¢o0) and 1(0.82%) stated it as not necessary and
none of them did not adhere to the measures régplgctNevertheless there was no statistically
significant association between funding being neagsfor hospital for disasters and health workers’

adherence to disaster preparedness mea@#£900).
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Table 5: Bivariate analysis for relationship betwegr health systems related factors and adherence

to disaster preparedness measures.

Variable Adherence to disaster Total (Fisher’'s exact
preparedness measures No. (%) test)
No Yes
No. (%) No. (%) p-Value
Does hospital conduct hazard, risk
and vulnerability assessment?
0.001*
Yes 19 (15.57 5(4.10 24 (19.67
No 97 (79.51 1(0.82 98 (80.33
Total 116 (95.08) 6 (4.92) 122 (100.00)
If yes, for what use are tle results
0.044*
Record purpos: 1(4.17 0 (0.00 1(4.17
Relocation of the hospil 2 (8.3) 1(4.17 3 (12.50
Proper planning for disast 16 (66.67 4 (16.67 20 (83.33
preparedness measures
Total 19 (79.17 5(20.83 24 (10000)
If yes, to disaster plan what 1.00(¢
influence does it have?
Acts as reminds 4 (20.00 1(5.00 5(25.00
Has no influenc 2 (10.00 0 (0.00 2 (10.00
Helps in readiness activiti 8 (40.00 5 (25.00 13 (65.00
Total 14 (70.00) 6 (30.00 20 (100.00)
Is training necessary before 1.00(¢
disasters?
Very necessa 111(90.9) 6 (4.92) 117 (95.9))
Necessary when disaster stri 5 (4.10 0 (0.00 5(4.10
Total 116 (95.08) 6 (4.92) 122 (100.00)
Hospital has ¢ough funding for 1.00(¢
disaster preparedness
Yes 4(3.28 0 (0.00 4 (3.28
No 112(91.8 6 (4.92 118 (96.72
Total 116 (95.08) 6 (4.92) 122 (100.00)
Is funding necessar for disasters? 1.00(¢
Quiet necessat 6 (4.92 0 (C.00) 6 (4.92
Not necessal 1(0.82 0 (0.00 1(0.82
Very necessa 109 (89.34 6 (4.92 115 (94.2¢
Total 116 (95.05) 6(4.92) 122 (100.00)

P<.05 p<.001**
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4.8 Association between significant variables andshster preparedness measures
Four variables were significantly associated witlhherence to disaster preparedness measures from th
above cross tabulations. The strengths of the mdBots were examined through logistic regression

analysis. It emerged that;

Presence of periodic disaster preparedness measagsassociated with more unadjusted odds of
adherence to disaster preparedness measures thaigbnce of such meetings. The association was

statistically significant (UOR=16, 95%CI: 2-147,(p612).

Periodic conduct of hazard, risk and vulnerab#igsgessment was significantly associated with tweiRty
times more likelihood of adhering to disaster predaess measures relative to absence of such

assessments (UOR=26, 95%CI: 3-231, p=0.004).

Respondents that reported that the assessmentisresulld be used for relocation of the hospital aver
59% less likely to adhere to disaster preparednesasures (UOR=0.41, 95%CI: 0.004-3.93, p=0.006)

compared to those that had said it would be usecetord purposes.

Related to the above, respondents that reportedethdts would be used for the purposes of proper
planning were more likelihood to adhere to disapteparedness measures (UOR=2, 95%CI: 1.43-28)
compared to those that had said it would be usedefmord purposes. This relationship however was

insignificant (p=0.67).
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Table 6: Bivariate analysis for strength of assoct#én between significant variables at chi-squared

analysis and disaster preparedness measures

Variables Disaster preparedness uOR (95%CI) | P-
measures value
No Yes
No. (%) No. (%)

Hospital holds periodic disaster

preparedness meetings

No 89 (72.95)| 1(0.82) 1

Yes 27 (22.13) | 5(4.10) 16 (2-147) 012

Hospital conduct assessment on

hazard, risk and vulnerability

No 97 (79.51)| 1(.82) 1

Yes 19 (15.57)| 5(4.10) 26 (3-231) .004

Use of assessment results

For record purposes 1(4.17) 0 (0.00) 1

For relocation of the hospital 2 (8.33) 1(4.17) 41 (.004-3.93) | .006

For proper planning 16 (66.67)| 4 (16.67) | 2(1.43-28) .67

*P<.05
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4.9 Results from the Observation Checklist

The result indicated that 3 (30%) out of 10 (10@¥dhe items observed were available.

Table 7: Results from the Observation Checklist

S/No | ITEM Yes | No | Comment
1 Disaster Alarming V' | Hospital needs to procure
system
2 Fire detectc V| If possible the hospital can also put in place
3 Fire extinguishe N 2 out of 6 are emp
1 in Store is also empty.
-Should be placed at every department
-Refilling should be done promptly and be easily
accessible.
4 Buckets of sar V' | -Bucket of sand was not seen anywhere includingtibre
-Sand and carbon dioxide fire extinguisher.
5 Exit routes with clea| Need for clear labe
labels
6 Assembly arei| Enough space/points but nobeled
(point)
7 Disaster pla V' | Hospital has to form Hospital Disaster Managen
committee and develop the plan
8 Flood resistant wa V' | Necessary hence need to mobilize material/final
fence resources to put it up especially behind the hakpit
9 River bank V' | Necessary to have routine removal of stones afvbe
management bank to pave smoother channel for water to flow.
10 Hospital site ma \ | There is need to draw the map for guidance an-active
response mechanism
3 7
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CHAPTER FIVE: DISCUSSIONS
5.0 Introduction

This chapter discussed the findings of the studyeiation to previous research conducted. It furthe
expounded on the applications of the research teesnildisaster preparedness and management. The

discussions were arranged as per the objectivireatudy.

5.1 Adherence to disaster preparedness measures

The study results indicated that 6(4.9%) of thepoesients had adhered to disaster preparedness
measures. This implied that 116(95.1% of healthkens do not adhere to disaster preparedness

measures.

This finding therefore confirmed the statement lgabida’s Ministry of Health that there is generédly
involvement of most Ugandan districts in disasteppredness and response. This could probablyéde du
to pathetic disaster preparedness and responseameqts across the country, inadequate logistics,

human resources and lack of the required skillsHVRD09).

Disaster preparedness and adherence to disastsumgaherefore remains a neglected public health
intervention as it is less prioritized at both dettand national levels (MOH Uganda, 2009). In Health

sector strategic plan lll, the MoH acknowledged tthigaster preparedness and adherence in Uganda i
faced with many challenges. The low adherence $astier preparedness measures could as well be

indicative of the strength of such challenges.

Mitigation of such low adherence to disaster pregaess measures therefore necessitate nationwide
conformity to disaster preparedness and managepagticularly of fires and floods, conducting drills
regular checkup of electrical wiring, proper phgsiplanning of infrastructure and risk lessening

measures (NDPM, 2010).
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5.2 Factors influencing adherence to disaster prepadness measures

5.2.1 Socio-demographic factors

Results on sex indicated that females 57.38%) weyee than males (42.62%). It also found out that
females (3.28%) were found adhering to disastepgreginess measures than the males (1.64%).
Although the difference in adherence is smalltilt Bnplies that female health workers valued $wafe
more than their male counterparts. However thers ma significant observation (Fischer’'s exact test
p=1.000). This therefore means that gender doesnflaence in health workers’ adherence to disaster

preparedness measures.

In terms of age, the study finding found out thddeo persons were none adhering to disaster
preparedness measures compared to those in 15a28l 1e64%), 25-34 years (2.46%) and 35-44 years
(0.82%). However there was no statistically sigaifit association between age of respondents aid the
adherence to disaster preparedness measures (px0rB%s result also implies that age does not play

significant role in adherence to disaster prepagssimeasures.

The majority of respondents belonged to the clinteare of healthcare workers (75.4%) relative@a n
clinical (24.6%) staff category. Importantly, mooé the respondents in the clinical cadre (3.28%)

compared to non-clinical staff (1.64%) adheredisaster preparedness measures.

This implies that the clinical staffs were moreoimhed on issues pertaining to disasters and trgatnie
either during in-service trainings or informatioogaired in course of professional training. Howeve
there was no statistically significant relationstptween staff category and adherence to disaster
preparedness measures (p=0.635). This thereforasrtéat staff category does not matter much in

regards to health workers’ adherence to disasggrgredness measures.

The finding also showed that there were fewer nadioctors (3.28%) than either nursing officers

(12.3%) or other professional categories (84.43%).
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The other healthcare cadres (3.28%) were founcetmbre adhering to disaster preparedness measure
followed by nursing officers (1.64%). While nonetbé medical doctors adhered to the above measures
It was also noted that there was no statisticadjgiBcant association between health workers’ pssfon
and adherence to disaster preparedness measufe32py This finding also entails that staff praies

does not determine adherence to the above measures.

The result revealed that slightly over half (56.5586 the respondents had worked for between 1-10
years. Interestingly, respondents that had worledldss than a year were adhering more (3.28%)
compared to those who had worked for over one y@arthe other hand none of the respondents that hac
served for over 10 years adhered to disaster mdpass measures. Nevertheless, there was nc
statistically significant relationship between dioa of work and adherence to disaster preparedness
measures (p=0.321).This therefore means that darafiwork was not important in terms of adherence

to disaster preparedness.

5.2.2 Individual factors

Knowledge of respondents on definition of disastdicated that 100% (122) of the respondents sadect
the right definition of disaster that ‘is seriousrdption that leads to destruction of propertied bss of
lives’. This means that at least majority of thealtie workers understood and witnessed disaster

incidences hence were able to identify the rigfiinden.

In addition, the respondents were also subjecteohutiiple choice answers on natural and manmade

disasters and were made to select disasters likedgcur in Kilembe.

It emerged that the majority 121 (99.18%) out a2(1D0%) respondents reported that floods are liteely
occur around Kilembe. This was followed by diseagelemics 59(48.36%) out 0f122 (100%) and fires
that accounted for 26(21.31%) out of 122(100%).te other hand, the least disasters predicted were

road traffic accidents 19(15.57%), earthquake B2@) and others (conflicts) 9(7.38%).
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In terms of use of disaster knowledge as per tlwwalpesponses, 58 (47.54%) of the respondents who
reported that knowledge on disasters be used fulumiing disaster preparedness activities. 40(32)79
reported for them they wait to respond to disasteen it strikes. While 17(13.93%) of the respondent
said they continue to perform their normal dutiesl &(5.74%) of the respondents reported they have
nothing to do. It emerged that 6(4.92%) of the oesients who adhered to disaster preparedness
measures came from a group who reported that dislasbwledge can be used for conducting readiness

activities.

The above finding agreed with Sutton, J., & Tiern€y (2006) study that all readiness actions niest
based on knowledge about hazards, probability ofiwence and possible impacts on infrastructures an
people.

In addition, the types of data that provide a fotmspreparedness measures include the potential fo
damaging impacts of the hazards on health andysdietlth facilities and delivery of services, the
environment and economic activities. However, thveas no statistically significant relationship beem

an individual's use of disaster knowledge and desgsreparedness measures (p= 0.174).

The above result implies that knowledge on disastarot important in health workers’ adherence to

disaster preparedness measures. But the factlthiaé aespondents who adhered to the above mesasure
reported knowledge on disasters should be usedmduct readiness activities. Thus it means that
empowering health workers’ knowledge on disastisgster preparedness and management should no

be overlooked.

Regarding disaster risk, though the majority 12118%) of the respondents agreed that disaster €an b
dangerous to human life and infrastructures, ssirmly, 6(4.92%) of them adhered to disaster

preparedness measures.
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However, there was no statistically significantatiEnship between an individual's perception oraslisr
risks and adherence to disaster preparedness rasgpar 1.000). This finding was in contrast withtth
of Miceli et al (2008) that found risk perceptianstrongly associated with disaster preparednessibe

individuals must perceive a risk to be motivatedhibate preparedness actions.

In terms of past disaster experience, the studyirfgn disagreed with Seyedin, H., Ryan & Sedghi, S
(2011) research that showed past experience of rchaggents has positive impacts on disaster
preparedness. And his study was supported by KglMh, et al., (2013) where nearly all studies ajet

positive relationship between hazards exposuredegaster readiness or mitigation.

While in contrast the findings are in agreemenhwiin, Shaw, & Ho, (2008) study that past disaster
exposure may in fact make an individual less likielyprepare and according to (Morrissey & Reser,
2003; Reale, 2010) that reasons for this are somestpsychological in nature and dependent on social

cultural, and religious context.

However, the study results from Kilembe Mines htapievealed that majority of those who at least
adhered to disaster preparedness measures weranionauals who had initially experienced disaster

events in the past.

5.2.3 Role of supervision on adherence to disastg@reparedness measures

In this study 32(26.23%) out of 122(100%) of thaltleworkers reported that the hospitals held picio
disaster preparedness meetings. The findings funtbre indicated that whenever hospitals hold péciod
disaster preparedness meetings, respondents wgndicsintly more likely to adhere to disaster
preparedness plans.

The above finding implies that periodic hospitaletiegs are very critical in ensuring adherence to

disaster preparedness measures.
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Indeed such meetings may catalyze progress towdatsied interventions and pave way for initiating
possible changes (Richter, 2011). Secondly, thetimgs would help to ensure readiness of health
workers for any emergency disaster situations.

In agreement with the recommendations of the QalidfoHospital Association (2011), periodic hospital
meetings are facilitative in sharing of informatimm continuous implementation of disaster prepaesd
activities and hence adherence.

Beyond that, through meetings, people get betfernmed on disaster issues and therefore get irgspare

embrace a culture of disaster readiness as eanlistated by UN/ISDR (2007).

The study found that periodic check on electricaing is significant in terms of ensuring the staffet
prepared for fires especially in taking correctmeasures on use of electricity and use of gadietsite
fighting equipments. Surprisingly, all the respaomdewho adhered to the above measures reported tha
the checks were conducted. This further implies ¢hacks on electrical wiring enable respondentseto
cautious in order to prevent or undertake readimesshanism to reduce the consequences that mdy resu

as result of electrical fires.

There was statistically significant associationwssn checks on electrical wiring and health workers

adherence to disaster preparedness (p=0.002)

This finding therefore agreed with the recommematidy the NPDPM (2010) that institutions like
hospitals among others like schools, hotels shenkiire regular checks on electrical wiring. Thisange

that it is necessary to perform the checks for makiformed decisions.
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5.2.4 Health system factors
The study found out that two health systems relfdetbrs significantly influenced adherence to slisa
preparedness measures. These were routine assessntarard, risks (p=0.001) and vulnerability and

use of information arising from such assessment8.(24).

Regarding the assessments, 24 (19.67%) out of 1@Q%) of the health workers reported that the
hospital usually conduct routine hazard, risk anbherability assessments. This implied that thephak
was concerned with safety of its workers through analysis, hazard evaluation and assessmene of th

extent of vulnerability to such risks and hazards.

This finding was in agreement with ISDR (2009) thak assessment involves the determination of the
nature and extent of risk through analysis of tbéeptial hazards and the evaluation of the existing

conditions of vulnerability that could likely hartine people, property, livelihoods and the environime

Related to the above, the presence of hazard,anskvulnerability assessment was associated more
likelihood to health workers adhering to disasteparedness measures (OR=26(3-231) P=0.004).

A systematic review of empirical research of riglalgsis by Kellens (2013) also indicated that neall
previous studies showed optimistic relationshipMeen disaster readiness and hazard assessments.
This finding confirmed that such assessments angwtal in identifying potential threats, measwgithe
likelihood of those potential threats and guidingegaration for appropriate disaster response and

management.

Furthermore, the findings were consistent with theommendations of Faret al (2014) and that of
WHO (2006), that such periodic risk, hazard andnetability assessment would ensure sound

preparedness for disasters and hence adhereneaturas.

48



Based on using results of such assessments, 83%e aespondents correctly stated that the findings
would be used for proper planning for disaster gregness measures and 12.5% stated incorrectly tha

the results would be used for relocation of thepitak

Further analysis suggested that respondents regartirrect use of the assessments results werdedoub
folds more adhering to disaster measures compardtose that stated it would be used for record

purposes.

Correct knowledge is very paramount in effectivgagement of individual participation in emergency
management including but not limited to adherencdisaster preparedness measures (UNISDR, 2006).
Actually in this study, of the respondents thate@errect use of the assessment results, 25% of the
were initially trained on disaster issues whereéa#hose that gave incorrect use of the assessmsuilts,

merely 4% were trained on disaster issues.

This signified that training was important in enbiswg health workers knowledge and therefore

adherence to disaster preparedness measures @BB&,UNISDR, 2006).

Earlier study in Tohoku hospital by Farasal (2013) was consistent with this finding and thé&gted
that ‘it is important for hospitals to conduct hakand vulnerability assessment in order to idgntif
potential threats, measure the likelihood of thttseats occurring and guide disaster preparedrogss f

appropriate response and management’.

The key informant interviews conducted also rewve@hat majority of the Key Informants reported that
conducting periodic training of health workers deadter preparedness and management is significant
They based their reasoning on the fact that trgimmould empower them with information and skills

pertaining disasters hence will be able to preeembanage them should they strike.
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In terms of training what | can say is that traigiof health workers on disasters is vital empowgeus
with information and skills for preparedness and nagement of disasters (Deputy Medical

Superintendant).

5.3 Observation on key items at Kilembe Mines Hostall

The observation established that 3 (30%) out flD0%) items listed were available. This resultlieg
that the hospital is not prepared enough for desasthat may necessitate the prior existence di suc
measures. These items included; fire extinguisteraever 2 in 6 of the extinguishers present walle f

with gas and functional.

According to NPDPM of Uganda (2010), the Distrias&ster Management committee is mandated to
ensure that hospitals among others should putaceplire extinguishers and maintain the functidpali
However this still appears to be challenge sin@pg@redness at hospital level in relation to thevabo

items was not being embraced yet.

The hospital buildings have exit routes but theyensot labeled for safe evacuation of patients énith

workers and the caretakers during emergencies.

In terms of Assembly point; the result found tHe hospital has many assembly points should disaste
like fire; floods among others are to occur. Howeteese points were not labeled as well hencestiser

high likelihood of confusion during disaster inaides.

The other 7(70%) items found unavailable and ageifitant as disaster preparedness measures are th
fire detectors, bucket of sand as alternative optiofire extinguisher (Carbon dioxide or liquidjsaster

plan, flood resistant perimeter wall, sign of rilnk management and hospital site map.
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In Uganda, the hospitals among other institutioms expected to develop their own Disaster

Preparedness

Plans and put in place smoke detectors, fire egeipsnand other necessary logistics required in an

emergency (NPDPM, 2010).
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CHAPTER SIX: CONCLUSION AND RECOMMENDATIONS

6.0 Introduction

This chapter consists of the key findings of thedgtand respective appropriate recommendations on

disaster preparedness and management.

6.1 Conclusion

i.  The study in found that adherence to disaster peelpass measures was significantly very low
6(4.9%) out of 122(100%) hence in case of disabtm there is high likelihood of consequences
like destruction of infrastructures, materials agidjgs, disruption of work and loss of lives to be

encountered.

ii.  Adherence to disaster preparedness measures wascedhby periodic staff meetings on disaster

issues and the periodic operationalization of lhza@gk and vulnerability assessments.

iii.  However, incorrect use of hazard, risk and vulnditglassessment results particularly its use for
relocation of the hospital was significantly assted with less likelihood of adherence to disaster

preparedness measures.

iv.  Adherence to standard disaster preparedness is td@rsafety measures was found to be very low

with 3 (30%) out of 10(100%) of items subjectedbservation and physical check.
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6.2 Recommendation

There is a critical need to improve adherence sasler preparedness measures through healtt
workers sensitization and training on disaster aregness and management.

Conduct periodic staff meetings on disaster issuesder to make informed decisions.

Periodic risk, hazard and vulnerability assessmantsthe correct use of assessment results for

mitigation of disasters.

There is need to allocate financial resources terc@r both basic materials and equipments

necessary for use during disasters.

There is need to ensure that Carbon dioxide fitenguishers, enough water and sand for fire are
available, functional and maintained when necessanystruction of perimeter wall, development
of the hospital site map, well labeled fire or alger emergency assembly point, and exit routes

and functional alarming systems.
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APPENDIX 1: CONSENT FORM

My name is Kareodu Ronald a student at Internatiblealth Sciences University in Kampala. As part of
my Studies for Bachelor of Science in Public Hedlidmm required to conduct a research and my tigpic
Factors influencing healthcare workers’ adherenced disaster preparedness measures at Kilembe
Mines Hospital.

In addition to the academic purpose, the infornmagiathered will also be used for provision of krette

hospital disaster preparedness measures at Kildfmes Hospital including other hospitals in Uganda.

You have been chosen to participate in this study e information you will give shall be kept

confidential as your name shall not also appeaghemuestionnaire.

Filling the questionnaire will take only 10 minutes
If you are willing to participate in filling the @stionnaire, please sign in the space providedihelo

SIGNATUNE. ..o e e

Name of Research AsSSisStant.........cove oo

Date of data COlleCtioN. ... ...c.coe e
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APPENDIX 2: STRUCTURED QUESTIONNAIRE

This questionnaire is aimed at collecting informatiabout the factors influencing health workers’
adherence to disaster preparedness measures. flléasgbe questionnaire accurately and fully.
Instructions: Please select your answer by tickingriting in the spaces provided.

SECTION A: SOCIO-DEMOGRAPHICS

1. Sex Tick
= Male
2= Female
2. Age Tick
= 15-24
2= 25-34
3= 35-44
4= 45-54
5= 55 and above
3. Staff category Tick
1= Management
2= Clinical
3= Support staff
4. Your profession Tick
1= Orthopedic Surgeon
2= Medical doctor
3= Senior Nursing Officer

9= Others (SPECITY) ... e e e e

5. How long have you worked in Kilembe Mines Hospital? Tick
= <1 year
2= 1-5
3= 5-10
4= 10-20
5= >20 years

9= Others (SPECITY) ... e e
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SECTION B: INDIVIDUAL FACTORS

Knowledge on disaster

5. What is disaster? Tick
1= Anything that kills people
2= Serious disruption that leads to destructioproperties and loss of

lives

3= Any event that affects only roads, bridges amittings

6. To your knowledge, which of the following disarst are likely to occur in
your area?Ticking of Multiple Responses is possible Tick
1= Floods
2= Disease epidemics
3= Earth quake
4= Traffic accidents
5= Fires

9= Others (SPECITY) ...ttt it e e e e e e e

7. What do you do with your current knowledge on disigs Tick
1= Do my normal duties
2= Do disaster readiness activities
3= Wait to respond to disasters
9= OtherS SPECITY . .. e e e e e
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Risk perception

8. | Do you agree that disasters can be dangerdustan life and Tick
infrastructures?
1= | Yes
0= | No
9. | Ifyesin (8) above, what do you think shoulddome? Tick
1= | Measures by external agents
2= | Only respond when disaster strikes
3= | Conduct disaster readiness activities
O= | Others (SPECITY) ...t it e e e e e e e e e e

Past disaster experience

10. | Have you ever experienced and responded tetdrsan the past 3 years? | Tick

1= | Yes
0= | No
11. | If yesin (10) above, what do you think shdodddone at the hospital?
1= | Relocate the hospital
2= | Training and periodic disaster drills/exercises,
3= | No opinion

9= | Others (SPECITY) .uuitiie ittt e e e e e e e e s
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SECTION C: ROLE OF SUPERVISION

Regular checks

12. | Does the management regularly check on dispstparedness measures?
Checks on river banks Tick
1= | Yes
0= | No

13 | Checks on electrical wiring
1 Yes
0 No

14 | Checks on fire equipments

15. | Ifyesin (12), who is responsible for the dtgan the above activities? Tick
1= | My supervisor
2= | Medical superintendant
3= | Safety officer
4= | Hospital electrician
0= | Others (SPECITY) . .u ittt e e e e e e e

16. | How often are the above measures conducted?

1= | Quarterly (3 times a year)

2= | Biannually (twice a year)

3= | Annually (Once a year)

4= | Not conducted

9= | Others (SPECITY) ...ttt e e e e e e e e e e e
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Trainings

17. Are you trained during supportive training osedter issues? Tick
1= | Yes
0= | No
18. If yes in (15) above, what influence does itéhan you?
1= | Never
2= | Increased disaster knowledge
3= | Participation in disaster drills or exercise®pto disasters

Others (SPECITY) .. e e e e e e e

Periodic staff meetings on disaster issues

19. Does the hospital organize for joint staff nmegt on disaster issues? Tick
1= Yes
0= No
20. If yes in (17) above, how important is it te taff including you?
1= It enables us to get allowances
2= It helps only when disaster occurs
3= Empowers us with information for better prep@arator disasters
9= Others SPECITY ...t e e e e e e e e e
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SECTION D: HEALTH SYSTEM FACTORS

Hazard, risk and vulnerability assessment

21. Do you or the management conduct multi-hazaidk, and vulnerability Tick
assessments? (Hazard=destructive event -fire/floskizpossibility of loss
injury, death and vulnerability=susceptibility tardage or harm by hazard)
1= Yes
0= No

22. If yes to (19) above, the assessment resuitbeaised for?
1= Record purposes
2= Relocation of the hospital
3= Proper planning for disaster preparedness messur
o=

Others (SPECITY) .. e

Disaster Preparedness plan

23. | Does the hospital have a disaster prepare(heas® Tick
1= Yes
0= No

24. | If yes in (21) above, what influence does deyagreparedness plan has to the

health workers?

1= Acts as a reminder
2= It has no influence on the staff
3= Allows disaster preparedness activities likdlgjrirainings, electrical

wiring checks to be undertaken as planned.

9= Others (SPECITY) .. i e e e e e e e e

65




Availability of adequate resources (human, financiband emergency logistics and equipment

25. | Have you been trained to prepare and manageusdypes of disasters? Tick
1= Yes
0= No
26. | How necessary do you think training health \eoslprior to disaster is?
1= Not necessary
2= Very necessary for better preparation and futtmeagement
3= Only necessary when disaster strikes

27. | Does the hospital have enough financial ressuftunding) to prepare forTick

disasters?
1= Yes
0= No
28 | Do you think adequate funding is necessary dsphal disaster preparedness?
1= Quite necessary
2= Not necessary
3= Very necessary

29. | Does the hospital have fire equipments likee fidetectors and firg
extinguishers (fire-fighting equipment)
1 Yes
0 No

30. | If yesto (21) above, of what importance isdkailability of the equipment?

Staff learn how to use and get prepared

It causes relaxation

Makes us not to check for fire vulnerability
Others (SPECITY) . et it e e e e e e

66



Disaster drills and rehearsals

31. Does the hospital management organize reguisastér drills and Tick
rehearsals for you?
1= Yes
0= No

32. If yes in (26) above, what contribution dodsate on you? Tick
1= It improves on my skills
2= It becomes part of my normal activity
3= It wastes time

9= Others (SPECITY) ... cuu it e

Thanks for your participation
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APPENDIX 3: KEY INFORMANT INTERVIEW GUIDE

Introduction : My name is Kareodu Ronald, a student offeringh&dar of Science in Public Health at
International Health Sciences University in Kampalaam conducting a research on tfectors
influencing health workers’ adherence to disaster mpparedness measures at Kilembe Mines
Hospital. This is in partial fulfillment of the requiremenof the degree. | would like to ask you some
guestions on disaster preparedness. The informgtongive will be helpful in the strengthening of

healthcare disaster preparedness not only at Kédwihes Hospital but also other hospitals in Uganda

1. What is your current position at the hospital?

2. How long have you worked in this hospital?

3. Have you ever responded to disaster events irhthgpital? According to your experience, what
do you think should be done now?

4. Has vulnerability assessment been conducted failpieshazards in this hospital?

5. Does your hospital have a disaster plan?

6. What do you think could be the advantages havieh suplan?

7. Does the hospital organize disaster drills andaedas? For which specific hazards?

8. How significant is conducting training and drills disaster to you?

9. What can you say about resources like human, fiahand emergency logistics and supplies/fire
equipments? How necessary are they in relatiomsester preparedness and response?

10. Does the management conduct supervisory checkkeotmieal wiring, river banks, and drills?
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APPENDIX 4: OBSERVATION CHECKLIST

Name of the Researcher: ... Date.......cooov v

Introduction:

My name is Kareodu Ronald a student of BacheloB@énce in Public Health at International Health
Sciences University (IHSU). | am carrying a resbaan factors influencing health workers’
adherence to disaster preparedness measure$he study is using three data collection toolsl an
observation checklist being one of them.

This is basically for academic purposes but it aeatributes towards strengthening of the hospitals
preparedness measures.

Part 1: Observation Checklist

S/No | ITEM Yes No Comment
1 Disaster Alarming system

2 Fire detector

3 Fire extinguisher

4 Buckets of sand

5 Exit routes with clear labels
6 Assembly area (point)

7 Disaster plan

8 Flood resistant wall fence
9 River bank management
10 Hospital site map

Partially adopted from Carley & Mackway Jones (208%
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APPENDIX 5: MAP OF UGANDA SHOWING KASESE DISTRICT

—District boundary
~=Courty boundary
— Subcounty boundary

= Railway line
@District Headquaters
@ Trading centre

29753
e e —————
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APPENDIX 6: INTRODUCTION LETTER AND RESEARCH APPROV AL

Kampala, 6™ June 2014

The  Medical Superitendent /
Kilembe Mines Hospital
Kasese Dijstrict, Uganda

Dear Sir/ Madam,
Re: Assistance for Research
Greetings from International Health Sciences University.

This is to introduce to you Kareodu Ronald, Reg. No. 2011-BSCPH-FT-018 who is a student of
our University. As part of the requirements for the award of a Bachelors Degree of Public Health of

- our University, the student is required to carry out field research for the submission of a Research
Project

Kareodu would like to carry out research on issues related to: Factors Influencing Health
Workers' Adherence to Disaster Preparedness Measures; A Case study of Kilembe Mines
Hospital in Kasese District

I therefore request you to render the student such assistance as may be necessary for his
research

I, and indeed the entire University are thanking you in anticipation for the a55|stance you will A [

render to the student
;kc‘})g”j\ 14 ALK /\
'ILL” ; 8] ]8R BN T

Sincerely Yours,

5 5 () y _ /
,;‘ - x D, .(:L n | £ {}\J

Prof. David Ndungutsé\Majwere g P\'“’Wbﬁeifbﬁg” bsivﬁv@})/‘ 4

Dean, Institute of! He}alth Pollcy & Management PI-QQ?’.L”., ¥ A,;,MJ/“’ LQ F
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APPENDIX 7: ESTIMATED BUDGET FOR THE RESEARCH ACTIV ITIES

S/No | Item Qty Unit Cost (Sh! Amount (Sh)
A: Proposal Writing
1 Printing T proposal draft 35 pages 50 1,750
2 Printing 2% proposal draft 35 50 1,750
3 Printing 3¢ proposal draft 40 50 2,000
4 Printing 4" proposal draft 40 50 2,000
5 Printing final proposal copy 40 50 2,000
6 Binding 1 1,500 1,500
7 Printing data collection tools 150x6 50 45,000
B: Data Collection
8 Training research assistants 2 45,000 90,000
9 Transport 2 30,000 60,000
10 Communication 1 10,000 10,000
C: Research Report
11 Printing F' draft-all chapters 1x60 pages 50 3,000
12 Printing 2 draft 1x60 50 3,000
13 Printing 3¢ draft 1x60 50 3,000
14 Printing final copy 1x60 50 3,000
15 Binding hard copies 2 10,000 20,000
16 1 32,00( 32,00(
Miscellaneous
TOTAL 280,000
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APPENDIX 8: WORK PLAN FOR THE RESEARCH ACTIVITIES

Activities

Presentation of
concept paper

Writing research
proposal

Approval of the
research proposal

March | April

May

June

July

Aug

Sept

Nov

Responsib.
Person

Training research
assistants and
Data collection

Researcher

Researcher

Data entry,
analysis, report
writing and
Submission of ¥
full draft

Submission of ™
draft

Supervisor/
Faculty
office

Researcher

Submission of '3
draft

Researcher

Submission of 3
spiral bound
copies

Researcher

Submission of 2
hard cover bound
copies

Researcher
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