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DEFINITION OF OPERATIONAL TERMS

Body Mass Index — is the degree of an individual’s nutritional status that is usually obtained
by dividing one’s body weight (kg) by the square of their height (m?) (World Health

Organization, 2006).

Health — is a state of complete physical, mental and social well-being and not merely the

absence of a disease or infirmity (World Health Organization, 2021).

Healthcare Worker — is a health professional who has acquired relevant technical training, and

registered by professional regulatory body (Health Act No. 21 of 2017; Laws of Kenya, 2017).

Sickness presenteeism — used interchangeably with ‘sickness presence’, ‘sick at work’ or “ill
at work” and refers to reduced-on-the-job effectiveness among healthcare workers from illness
that would otherwise require rest or sick leave away from work place (Aronsson & Gustafsson,

2005).

Work Productivity — is the output per unit of input among healthcare workers involved in

service delivery (Beaton et al., 2009).
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ABSTRACT

Background: Sickness presenteeism is the state of reporting to workplace in spite of ill-health
thus resulting in reduced on-the-job-effectiveness and work productivity impairment. This
study intended to establish the factors associated with sickness presenteeism among healthcare
workers at Kenyatta National Hospital in Kenya.

Method: The study employed analytical cross-sectional study design. Data were collected
from a sample of 373 participants using interviewer-administered questionnaires in the month
of April to June 2021. Data were entered into Excel spreadsheet, cleaned, coded and transferred
to STATA version 11.2 for descriptive and inferential analyses. Data were analysed and
presented in frequencies tables. Multivariable logistic regression analyses were conducted and
results summarized in tables.

Results: The mean age of respondents was 41.15 years (41.15 £ 8.854) and mean body mass
index (BMI) was 28.8 + 4.3. Respondents who experienced sickness presenteeism were 8.5%
of study participants and one in every ten respondents experienced sickness presence either in
the form of extreme movement limitation or moderate movement limitation (89.7%) at
workplace. Multiple logistic regression analyses were conducted to determine if
sociodemographic factors, body mass index, lifestyle factors and medical factors had any
significant effect as potential predictors of sickness presence among healthcare workers. The
results of the analyses showed that, among all factors considered in the study, respondents’ age
[OR: 13.7, 95% CI (1.04 - 180.2) P < 0.046] and medical conditions such as hypertension
(OR=1.1226; p = 0.049; CI1 = 1.04 — 1.43), type II diabetes (OR=1.402; p =0.05; CI =1.15 —
1.74) and heart disease (OR=1.506; p = 0.05; CI = 1.11 — 2.03) were the only factors that were
significantly associated with sickness presenteeism among respondents. However, medical
conditions including calcaneous spur, disc dehydration and certain types of cancer were found
to be not significantly associated with sickness presence among respondents.

Conclusion and Recommendations:

Based on the results, healthcare managers and policy makers should introduce health education
and promotion programmes at work places that promote early detection of medical conditions
associated with sickness presenteeism including health screening. Further, formulation and
enforcement of administrative policies on comprehensive provision of medical care, retention
of adequate staff, self-reporting and change of lifestyle to prevent and control sickness presence
should be pursued by key policy makers. Further studies were recommended across several
health facilities and use of administrative data to measure sickness presence among healthcare

workers.

Xl



CHAPTER ONE: INTRODUCTION

1.1 Chapter introduction
Chapter one provides a background on sickness presenteeism and the potential factors that
influence sickness presenteeism among healthcare workers. The chapter also highlights the

problem statement, research questions, study objectives and justification of the study.

1.2 Background information

Sickness presenteeism which is also known as sickness presence, ill-presence or sick
attendance is the state of reporting to work despite sickness or condition which requires rest or
even absence from the workplace thus impairing work productivity (Aronsson & Gustafsson,
2005; Vingérd, Alexanderson, & Norlund, 2004). The impact of sickness presenteeism among
healthcare workers is believed to even outweigh those of sickness absenteeism due to its
negative effects at workplace such as reduced productive time, increased chance of medical

errors and failure to achieve work expectations (Hemp, 2004; Schultz & Edington, 2007).

Globally, the burden of sickness presenteeism has increased over the last decade (Johns, 2010).
Health sector has not been spared the burden either as it continues to experience work
productivity losses and higher costs that even exceed the burden of sickness absenteeism
(Cooper & Dewe, 2008). Even though researchers have attempted to determine various factors
associated with sickness presence which have been grouped into organizational, work-related
or person-related factors, studies have oftentimes been inclined to utilization of self-assessed
data to determine its predictors (Bockerman & Laukkanen, 2010; Caverley, Barton
Cunningham, & MacGregor, 2007; Elstad & Vabg, 2008; Leineweber, Westerlund, Hagberg,
Svedberg, & Alexanderson, 2012). Further, while numerous studies have attempted to
investigate the effect of sociodemographic factors, body mass index, lifestyle factors and
medical conditions on sickness presenteeism among healthcare workers, very scanty data are
available on the actual estimates of its economic impact and its outcome on the quality of
healthcare in developing countries (Mdziniso, 2016; Mekonnen, Tefera, & Melsew, 2018;
Justice Mensah, 2023; Nwosu, Ossai, Onwuasoigwe, Ezeigweneme, & Okpamen, 2021;
Rasmussen, Sweeny, & Sheehan, 2015) which underscores public health importance of this

study to the health sector, country and to the region at large.



1.3 Statement of the problem

Every health organization copes with undesirable consequences of sickness presenteeism
among its workforce such as poor treatment outcomes, low morale and high staff turnover (De
Beer, 2014). Across occupations, prolonged sickness at work leads to disability at a later stage
of life (Bergstrom et al., 2009; Dobson, Schnall, Rosskam, & Landsbergis, 2019; Gustafsson,
Bergstrom, Marklund, Aboagye, & Leineweber, 2019) as working while sick is a risk factor for
adverse health consequences such as burnout, depression, and cardiovascular events (Kotseva
etal., 2019; Pei, Lin, Li, Zhu, & Xi, 2020; Toyoshima et al., 2020). In the health sector, sickness
presenteeism is known to aggravate existing health conditions among staffs as it limits the
opportunity to seek medical attention and the chance to take a break from work thus prolonged
period of recovery among healthcare workers (Aronsson & Gustafsson, 2005; Giaver,
Lohmann-Lafrenz, & Levseth, 2016). Moreover, sickness presenteeism among healthcare staff
causes undesirable treatment outcomes for patients such as poor quality of care, medication
errors, higher patient mortality and general productive losses (Brborovi¢, Daka, Dakaj, &
Brborovi¢, 2017; Letvak, Ruhm, & Gupta, 2012; Michelle Freeling, Jessica G Rainbow, 2020).
A study conducted among 14 countries to establish prevalence of sickness presenteeism found
that the global prevalence of sickness presenteeism among healthcare workers was 49.2%
(Min, Kang, & Park, 2022). The prevalence of sickness presenteeism among healthcare
workers at a health facility in Ethiopia was 52.6% showing the rising burden in developing
countries in Africa (Mekonnen et al., 2018). In Kenya, the World Bank estimated the economic
burden of sickness presenteeism at Kenya shillings 732.2 billion by year 2020. (Julia Mensah,
Korir, Nugent, & Hutchinson, 2020). However, the consequences of sickness presenteeism
among healthcare workers goes beyond the economic burden as it’s a source of risk to patient
safety, disease transmission and outbreaks (Edwards, Tomba, & De Blasio, 2016; Pereira,
Querido, Bieri, Verloo, & Laranjeira, 2021; Vos, 2018). Available data on the impact of
presenteeism and absenteeism in Kenya show that their combined economic burden as a
percentage of Gross Domestic Product was 4.4% by 2015 (Rasmussen, Sweeny, & Sheehan,
2016). In Kenya, the economic burden of sickness presence arising from mental illnesses was
estimated to account for 30% of total cost of healthcare spending according to National
guidelines on workplace mental wellness 2023 (Ministry of Health Kenya, 2023). However, no
studies have been conducted in Kenya on sickness presence among healthcare workers thus
data on factors associated with sickness presence and its impact on the quality of healthcare
remain unknown which calls for an urgent intervention to improve its understanding beyond

just lost productivity at organizational and national levels.
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1.4 Justification of the study

Understanding the predictors of sickness presenteeism among healthcare workers is essential
in addressing its impact. Previous studies on the factors associated with sickness presenteeism
across various occupations have shown mixed results. While studies have been conducted on
sickness presenteeism among general populations in Sub-Saharan Africa, very few studies have
been conducted on factors associated with sickness presenteeism among healthcare workers
and its influence on work productivity, patient safety and quality of care thereby limiting
knowledge on how to handle its impact. Further, few studies conducted on sickness
presenteeism among healthcare workers have frequently just relied upon self-reported data on
critical factors such as body mass index and the extent of limitation at work place. Moreover,
where such data have been measured sources among study participants, the study populations
have been limited thereby confining generalization of the findings. Given that no study has
previously been conducted in Kenya on sickness presence among healthcare workers, the study
was therefore conducted in one of the busiest level-six referral hospitals in East and Central
Africa and thus provides reliable findings on factors associated with sickness presence among

healthcare workers to guide inferences and interventions by administrators and policy makers.

1.5 Research Objectives
1.5.1 Broad Objective

To determine factors associated with sickness presenteeism among healthcare workers at

Kenyatta National Hospital, Kenya

1.5.2 Specific Objectives

.  To determine the relationship between sociodemographic factors and sickness

presenteeism

II.  To establish association between Body Mass Index and sickness presenteeism

III.  To investigate relationship between lifestyle factors and sickness presenteeism

IV.  To examine association between medical conditions and sickness presenteeism



1.5.3 Research Questions

The study investigated research questions under the corresponding specific objectives below:
1. To determine relationship between sociodemographic factors and sickness
presenteeism.

a) What are the sociodemographic characteristics of healthcare workers based
in Kenyatta National Hospital?

b) What is the actual influence of age, sex, marital status, income, education
and cadre on sickness presenteeism among healthcare workers?

2. To establish association between Body Mass Index and sickness presenteeism.

a) What is proportion of healthcare workers in Kenyatta National Hospital who
are categorized as normal weight, overweight and obese?

b) Does overweight and obesity expose healthcare workers to sickness
presenteeism and to what extent?

3.  To investigate relationship between lifestyle factors and sickness presenteeism

a) Do lifestyle factors such as alcohol consumption, smoking and physical
activity among healthcare workers influence sickness presence?

b) Is there a link between lifestyle factors such as alcohol consumption,
smoking and physical activity and sickness presenteeism among healthcare
workers?

4.  To examine association between medical conditions and sickness presenteeism

a) What are the existing medical conditions among healthcare workers that are
associated with sickness presenteeism?

b) What is the relationship between medical conditions with sickness

presenteeism and how strong is the relationship?



CHAPTER TWO: LITERATURE REVIEW

2.1 Chapter introduction
This chapter delivers a synopsis of the empirical literature on sickness presenteeism among

healthcare workers as well as the theoretical and conceptual frameworks adopted in the study.

2.2 Sickness presenteeism among healthcare workers

Sickness presence is a condition which occurs when workers choose to go to work while sick
when they actually require rest or treatment hence their inability to fully perform at work
(Johns, 2010; Widera, Chang, & Chen, 2010). While several employers are conscious of
sickness absenteeism and the resulting burden arising from its direct and indirect costs, there
is now a growing proof that sickness presence leads to significant economic costs that may
even exceed sickness absenteeism thus causing loss of productive time, reduced productivity
and increased medical errors among employees who go to work while sick (Bramley, Lerner,
& Sarnes, n.d.; Schultz, Chen, & Edington, 2009; Stewart, Ricci, Chee, Morganstein, & Lipton,
2003; Stewart, Ricci, Chee, Hahn, & Morganstein, 2003).

Among healthcare workers, sickness presenteeism causes numerous adverse effects to both
workers and organizations in terms of work productivity loss, compromised quality of health
service delivery and low morale at work (De Beer, 2014; Sanderson K, 2013). Even though
there is proof that sickness presenteeism is increasing among all populations in general,
healthcare workers bear a disproportionate burden from identifiable risk factors since their job
1s more demanding, highly specialized, involves long working hours which causes higher risk
of stress and burn-out (Demerouti, Le Blanc, Bakker, Schaufeli, & Hox, 2009; Johns, 2010).
The disproportionate burden is mostly borne by clinical staff such as doctors, nurses, clinical
officers, medical laboratory staffs and nutritionists among other healthcare workers whose
scopes of work include first line care and treatment (Sanderson K, 2013). Moreover, there is
evidence that healthcare workers oftentimes work while ill due to higher workload, difficulty
in obtaining sick leave, unsupportive supervisors or colleagues and the perception that one’s
work cannot be delegated due to difficulty in staff replicability (Edwards et al., 2016;
Mekonnen et al., 2018; Ondicho, Omondi, & Onyango, 2016). Sickness presence has also been
shown to be one of the leading causes of medical errors among patients (Homrich, Dantas-

Filho, Martins, & Marcon, 2020) even though its actual consequences to the future of health



service delivery remains unknown thus a potential threat to public health and patient safety
(Garrido et al., 2009; Munir, Yarker, & Haslam, 2008; Yaqoob & Elhisadi, 2013).

In Kenya for instance, while several studies have been conducted on the impact of sickness
absenteeism among healthcare workers (Belita, Mbindyo, & English, 2013; Ngeno, W.K;
Muathe, 2014; Tumlinson, Gichane, Curtis, & Lemasters, 2019), evidence on the actual effect
of sickness presence among healthcare workers remains unavailable arising from the fact that
very few studies have been conducted on sickness presenteeism among healthcare workers (Al
Nuhait et al., 2017; Ngarachu, 2018). Regrettably, results from the few studies reveal both
direct and indirect consequences such as increased spread of communicable diseases causing
potential risks of disease transmission to both patients and colleagues of healthcare workers
who go to work while sick (Aronsson & Gustafsson, 2005; Edwards et al., 2016; Prater &
Smith, 2011).

To adequately explain sickness presenteeism, different factors have been explored in this study
including sociodemographic factors such as age, sex, education and profession which have all
been potentially linked to sickness presence among healthcare workers (Aronsson &
Gustafsson, 2005; Jeon et al., 2014; Martinez & Ferreira, 2012). Based on literature from other
studies (d’Errico et al., 2013; Yildiz, Yildiz, Zehir, & Aykag, 2015), body mass index, lifestyle
factors such as physical inactivity, alcohol use or smoking and medical conditions including
musculoskeletal disorders, diabetes and hypertension among others have all been considered
as potential factors of sickness presenteeism among healthcare workers and have all been

discussed in detail in this study.

2.3 Sociodemographic factors and sickness presenteeism

Sickness presenteeism is associated with sociodemographic factors including age, sex,
education, profession and marital status among other factors (Mekonnen et al., 2018). In terms
of age, several studies have found sickness presenteeism to be more prevalent among young to
middle-age workers probably due to strict attendance requirement by low-grade staft (Gosselin,
Lemyre, & Corneil, 2013). Conversely, other studies have also put forward that senior
managers, who are mostly considerably older population, oftentimes report to workplace while
ill so as to set good example to junior healthcare workers (Kinman, Clements, & Hart, 2019).
Regarding gender parity, several studies have reported higher proportion of sickness
presenteeism among female healthcare workers compared to their male counterparts
(Aronsson, Gustafsson, & Dallner, 2000a; Martinez & Ferreira, 2012; Miraglia M, 2015;
Sendén, Schenck-Gustafsson, & Fridner, 2016). However, other studies such as a study



conducted in Portugal on sickness presence amongst nursing staff reported no gender
differences amongst healthcare staff who experienced sickness presenteeism (Martinez &
Ferreira, 2012). Moreover, studies have also established the link between level of education
and sickness presenteeism as is the case of a study conducted on determinants of sickness
presenteeism in Beijing Institute of Technology, China (Yang, Zhu, & Xie, 2016) which found
that the consequences of sickness presence on health varied significantly across different
educational levels and that staff who had low level of education experienced sickness
presenteeism more than their counterparts who had higher levels of education. The role of
occupation on sickness presenteeism has also been linked to sickness presenteeism as shown
by the results of a study conducted in Sweden (Aronsson et al., 2000a) which revealed that
workers whose routine duties involved welfare and teaching had markedly higher risk of
sickness presence. Similarly, marital status has also been shown to influence sickness
presenteeism even though different studies have reported different results. For instance, a study
conducted amongst adults on determinants of sickness presence (Cocker et al., 2011) revealed
a significant association between marital status and sickness presenteeism. Conversely, another
study on the influence of marital status on sickness presenteeism reported no significant

differences by marital status (Sendén et al., 2016).

2.4 Body Mass Index and sickness presenteeism

BMI factors such as underweight, normal weight, obesity and overweight portend a huge loss
of productivity at the workplace for the reason that they cause sickness presenteeism among
workers (Janssens et al., 2012a). High BMI factors such as overweight and obesity are linked
with MSDs including low back pain and other forms of pain in other anatomical sites such as
neck/shoulder, upper limbs and lower limbs, hip/knee and ankle/foot which result in sickness
presenteeism (Nilsen, Holtermann, & Mork, 2011; Oliveria et al., 2016; Shiri, Karppinen,
Leino-Arjas, Solovieva, & Viikari-Juntura, 2010; Viester et al., 2013). Obesity class 111 (BMI
of 35.0 kg/m? or greater), for instance, has been shown to result in adverse effects among
employees causing reduced productivity on-the-job (Gates, Succop, Brehm, Gillespie, &
Sommers, 2008). Further, obesity-associated factors such as MSDs, depression as well as
anxiety disorders have also been found to have negative influence on sickness presence
(Aronsson et al., 2000a; Druss, Schlesinger, & Allen, 2001; Sanderson, Tilse, Nicholson,
Oldenburg, & Graves, 2007). Similarly, studies have revealed that health conditions that arise

from physical inactivity and imbalanced diet such as hypertension and diabetes are also linked



to work productivity impairment especially when employees report to work while sick
(Janssens et al., 2012a; Merrill et al., 2012; Schell, Theorell, Nilsson, & Saraste, 2013). In
another study conducted among Belgian workers on the correlation between body mass index
and sickness presence, body mass index was significantly linked to sickness presence (Janssens
et al., 2012b). On the other hand, a study among general practitioners in Australia found that
BMI was not associated with sickness presenteeism among health professionals (Winona Pit &

Hansen, 2016).

2.5 Lifestyle factors and sickness presenteeism

Physical activity, alcohol consumption and smoking are considered as behavioral determinants
of sickness presence according to a study conducted among doctors in Australia (Winona Pit
& Hansen, 2016). In another study conducted among older women, alcohol use was correlated
with impaired day-to-day activities and movement difficulties (McKechnie & Hill, 2009;
Saarni et al., 2007). Other findings have also revealed that alcohol consumption is associated
with high proportion of sickness presenteeism as it affects one’s capability to accomplish
routine duties thus decreases productive time (Aas, Haveraaen, Sagvaag, & Therrisen, 2017;
Fisher, Hoffman, Austin-Lane, & Kao, 2000; Verster, Van Der Maarel, McKinney, Olivier, &
De Haan, 2014). In yet another study, alcohol was correlated with high proportion of sickness
presenteeism among both young and elderly workers (Kirkham et al., 2015). However, a study
conducted among doctors in Australia found that alcohol intake was not related with
presenteeism and that the likelihood of sickness presence was greater among doctors who were
reportedly engaged in physical activity at least 1 to 3 times a week. The study also found that
doctors who reported fatigue at work had higher probability of sickness presenteeism (Winona
Pit & Hansen, 2016). However, a study conducted on association between physical activity and
working while sick found that there was relationship between physical exercise and sickness
presenteeism after adjusting for sociodemographic characteristics (Guertler et al., 2015). In
relation to smoking, a study conducted on the proportion of presenteeism among industrial
workers found no association between smoking and presenteeism (Silva, Zanatta, & De Lucca,
2017). However, another study on the influence of smoking status on sickness presence
reported that smokers missed more days away from work and experienced higher productivity
impairment while at work resulting in increased costs to employers (Bunn, Stave, Downs,

Alvir, & Dirani, 2006).



2.6 Medical Conditions and sickness Presenteeism

Substitution hypothesis postulates an assumption that the correlation between work-life and
sickness presence is mediated by the interactions with physical and mental health (Escudero,
Friedlander, Varela, & Abascal, 2008; Johns, 2011; Pohling, Buruck, Jungbauer, & Leiter,
2016). Medical conditions have a substantial influence on work and productivity across all
sectors (Burton, Pransky, Conti, Chen, & Edington, 2004). While direct medical costs incurred
by various organizations have been accurately tabulated and the cost of absenteeism precisely
quantified, the actual cost of presenteeism from medical conditions is yet to be fully defined
and operationalized due to its difficulty in measurement (Aronsson et al., 2000a). Research has
indicated that there is a connection between sickness presenteeism and medical conditions that
limit body movement such as musculoskeletal disorders (osteoarthritis, low back pain and
others), hypertension, diabetes type II, migraine and other significant conditions. (Campo &
Darragh, 2012; d’Errico et al., 2013; Martinez & Ferreira, 2012). A study performed amongst
doctors in New Zealand Hospital, for instance, reported that about 47.8% of the doctors in the
health facility had experienced sickness presenteeism from health-related conditions
(Bracewell LM, 2019). A separate study to investigate determinants of sickness presence
amongst healthcare workers in Ethiopia revealed that musculoskeletal disorders (29.4%) were
the main cause of sickness presenteeism among healthcare workers followed by hypertension
(8.1%) and diabetes (6.1%) (Mekonnen et al., 2018). Another study conducted in Japan among
medical workers and related welfare occupations found that musculoskeletal disorders and
mental illness were the most common health conditions causing sickness presenteeism and was
thus a huge burden to the economy (Yoshimoto, Oka, Fujii, Nagata, & Matsudaira, 2020). In
yet another study on the burden of working while sick; colds and flu (59%) accounted for health
conditions affecting largest number of staff followed by stress/anxiety/depression (21%)),
musculoskeletal disorders (20%) such as low back pain (31%), upper back, neck and shoulder
pain (20%), migraine (20%), and other health conditions including gastrointestinal (17%) and
allergies (16%) (Whysall, Bowden, & Hewitt, 2018). Finally, a study conducted to determine
the role of mental and physical health in mediating sickness presenteeism revealed that work-
life balance was key in reducing the proportion of sickness presenteeism among staffs (Pohling

etal., 2016).



2.7 Theoretical framework

This study used illness flexibility model (Johansson & Lundberg, 2009) to describe sickness
presenteeism among healthcare workers. The model comprises of two components namely;
adjustment latitude and attendance requirements. Adjustment latitude was employed to review
opportunities that healthcare workers devise to report to work while sick. Healthcare workers
may choose tasks to perform, reduce the working hours in a day or just slow down service
delivery due to ill-health. Adjustment latitude was thus used to determine the decision-making
power that a healthcare worker may use to fit in workplace while sick despite the consequences
arising from impaired work productivity. The decision authority was thus explored in the model
to explain how potential factors come to play to influence sickness presenteeism among
healthcare workers. The associated factors are influenced by sociodemographic factors such as
employees’ age, variation by sex, level of education, profession, or lifestyle factors including
smoking status, alcohol consumption and physical activity. The decision-making power used
in the framework also include medical conditions that predict sickness presence such as
musculoskeletal disorders, hypertension, migraine, low back pain and type II diabetes that may
expose healthcare workers to sickness presenteeism in their pursuit to maintain sufficient
ability to work. In regard to attendance requirements, the framework looks at adverse
consequences that compel healthcare workers to be present at workplace while sick such as
anxiety of job loss, lack of replacement to cover for the absent healthcare worker, huge
workload that makes it difficult for other staffs to step up in case a colleague is absent and the
demanding responsibilities that make it challenging to delegate tasks. The framework therefore
aids in explaining the effect of the factors that predict sickness presenteeism among healthcare
workers. However, while the component of attendance requirement extends beyond the scope
of this study, it was used to explain sickness presenteeism and its interaction that may cause
undesirable outcomes to healthcare workers and healthcare organizations thus resulting in loss
of man hours and compromised quality of service delivery (De Beer, 2014; Sanderson K, 2013).
The above models explain a potential relationship captured in the conceptual framework in

figure 1 below.
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2.8 Figure 1: Conceptual framework of factors associated with sickness Presenteeism
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Source: Author’s construct
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The conceptual framework shown in Figure 1 was designed to demonstrate predictor-response
relationship hence the linkage between sickness presenteeism and socio-demographic factors,
Body Mass Index (BMI), lifestyle factors and medical conditions among healthcare workers.
In the context, sickness presenteeism may be influenced by BMI which is measured in three
categories comprising of normal weight, overweight and obesity through a proximate link
accountability. However, the actual influence of BMI can only be isolated when the effect of
other factors in the model are considered and controlled for. The conceptual framework further
demonstrates the potential competitiveness of the two important covariates of sickness
presence among study participants; the sociodemographic factors and lifestyle factors. In the
framework, sociodemographic factors such as age and sex, level of education, income, marital
status and occupation may also influence sickness presenteeism. Similarly, lifestyle factors
such as physical activity, smoking status and alcohol use among healthcare workers may
similarly affect sickness presenteeism. The conceptual framework therefore tested this
proposition to probably isolate the most important predictors of sickness presenteeism. In the
framework, sociodemographic factors, BMI, lifestyle factors and medical conditions are

considered as covariates in the multivariable logistic regression model.

12



CHAPTER THREE: METHODOLOGY

3.1 Chapter introduction
This chapter contains study area, study design, study population, and sampling techniques. The
chapter also provides for procedures of testing validity of the research tools, definition and

measurement of variables as well as data analysis methods applied in the study.

3.2 Study Area

The study was conducted at Kenyatta National Hospital (KNH), Nairobi - Kenya. KNH sits on
approximately 45.7 acres (18.5 Ha) in Upper Hill area of Nairobi City County and is situated
approximately 3.5 kilometers to the West of Nairobi Central Business District. Kenyatta
National Hospital was purposively selected due to its significance as the oldest and largest
Teaching, Referral and Research Public Hospital in East and Central Africa region. Data
Collection was conducted between April to June 2021 from a total population of 2,797
healthcare workers out of which representative samples of doctors (373), nurses (2,133) clinical

officers (91) medical laboratory officers (147) and nutritionists (53) were obtained.

3.3 Study Design

Analytical cross-sectional study design was applied in the study.

3.4 Study Population
Healthcare workers who were based in clinical areas namely doctors, nurses, clinical officers,

medical laboratory officers and nutritionists at Kenyatta National Hospital, Kenya.

3.5 Eligibility Criteria

3.5.1 Inclusion Criteria

All clinical healthcare workers aged between 18 to 59 years who had worked for at least one
year prior to the study. A total of 343 respondents (92%) out of 373 sampled healthcare workers

consented to the study while 10 respondents (2.7%) declined consent.

3.5.2 Exclusion Criteria
Administrative and support staffs were exempted from the study. Clinical staffs on leave and

those absent during the period were similarly excluded from the study.
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3.6 Sample size determination

The sample size was obtained using Cochran’s formula (Cochran, 1977):
As n = Z?PqQ
d2

Where:

Z — was the standard deviate for the set confidence level of 1.96.
p — The population’s proportion of obesity and overweight
q-1-p

d— Desired precision (standard error of 0.05)

No — Desired sample size for a target population >10,000

Hence
Np = 1.962 x 0.5 (1- 0.5)
0.052
No= 385
Since the population of healthcare workers in KNH was < 10,000, the formula was adjusted to:
nf= No
1+ (no-1)
N

Where:
nf — was the sample size desired for a study population < 10,000.
No - was the sample size desired for a study population > 10,000.
N — was the estimate of the actual study population targeted.
n= 385
1+ (385-1)

2797

n =339

An allowance of 10% was considered for non-response thus the final sample was:

n=2339 + (0.1 x 339)

n = 373 healthcare workers
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3.7 Sample size and sampling procedure

Sampling frame of 2,797 healthcare workers was stratified by cadre using a sampling fraction

based on the cadre’s population size as shown in table 1. Stratification helped to identify the

sample size per cadre after which simple random sampling method was applied to select the

final sample size. The final sample size by cadre was calculated as shown in Table 1 below.

Table 1: Determination of proportional final sample size by cadre of respondents

Doctors | Nurses | Clinical Medical Nutritionists | Total
Cadre of Officers | Laboratory
HCW Officers
Population size
(Nn) 373 2,133 91 147 53 2,797
Sampling
Fraction 0.13336 | 0.7626 | 0.033 0.053 0.019 1.00
(Nh/N)
Final sample
size by cadre 50 284 12 20 7 373
(nn)

3.8 Definition and measurement of variables
The dependent variable was described as sickness presenteeism which was recorded as limited

movement experienced by respondents while at work, measured in Likert scale of 1-10 and

categorized as moderate limitation (>5) or extreme limitation (> 5). The outcome variable and

predictor variables were assessed as shown in table 2.

Table 2: VVariable definition and measurement

Variable type

Method of assessment

Source of literature

Sickness
presenteeism

(Nominal)

Sickness presenteeism (sickness
presence) was the dependent
variable. To measure sickness
presenteeism; firstly, presence of
medical conditions ~ among
healthcare workers was assessed

by determining the number of days

Sickness presenteeism  was
measured in two ways namely;
the act or duration of sickness
presenteeism and the
significant effect of sickness

presenteeism on work
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within the last 7 days before an
interview that an individual
attended work despite being sick
and recorded as ‘yes’ or ‘No’.
Secondly, assessment of work
limitation as measure of work
productivity using a modified
Work  Productivity  Activity
Impairment — General Health
(WPAI-GH) questionnaire which
measured level of work limitation
through a ten-point Likert scale
and categorized the limitation as
either moderate limitation (>5) or

extreme limitation ( > 5).

productivity  (Johns, 2010;
Ricci & Chee, 2005)

Age

(Continuous)

Captured as a continuous variable
measured in years (yrs.),
categorized into four groups, and
labelled as 1 = 20-29 yrs., 2 = 30—
39 yrs., 3 =40-49 yrs., 4 =50-59
yrs.

Age is associated with sickness
presenteeism (Gosselin et al.,
2013; Kinman et al., 2019)

Sex

(Nominal)

Entered as “male” or “female”

Sex of the respondents is
linked with sickness
presenteeism among various
populations at work place
including healthcare workers
(Aronsson et al., 2000a;
Martinez & Ferreira, 2012;
Miraglia M, 2015; Sendén et
al., 2016)
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Marital status

(Nominal)

Captured as nominal variable
categorized as 1 = married, 2 =
single, 3 = Others?

Marital status of respondents
is correlated with sickness
presenteeism (Cocker et al.,
2011; Sendén et al., 2016)

Professional cadre

(Nominal)

Entered as nominal variable and
labelled as; 1 = Doctor, 2 =
Nurse, 3 = Clinical Officer, 4 =
Medical laboratory Officer and 5

= Nutritionist

An individual’s occupation or
profession is known to be a
risk factor for sickness
presenteeism (Aronsson et al.,
2000a)

Level of education
(Ordinal)

Recorded as ordinal variable
labelled as; 1= PhD/Masters, 2 =
Graduate, 3 = HND, 4 = Ordinary

Diploma and 5 = Certificate

Level of education is
correlated with sickness
presenteeism (Yang et al.,
2016)

Level of Income
(Ordinal)

Captured as an ordinal variable in
Kenya shillings and categorized
as 1=<50,000, 2= 50,001-100,000
and 3>100,000

Level of income is associated
with sickness presenteeism
among various populations
(Aronsson, Gustafsson, &
Dallner, 2000b)

Body mass index

(Continuous)

Entered as continuous variable
and categorized into 4 classes as;
1=underweight, 2= normal

weight, 3= overweight, 4=obesity

BMI factors such as
overweight and obesity have
been thought to expose
individuals to huge loss of
work productivity from
sickness presenteeism (Gates
et al., 2008; Janssens et al.,
2012a; Viester et al., 2013).

Alcohol use

(Nominal)

Captured as ‘Yes’ and ‘No’

Alcohol use is known to be
significantly associated with
working while ill (Fisher et
al., 2000; McKechnie & Hill,
2009; Verster et al., 2014)
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Smoking status Entered as “Yes’ and ‘No’ Smoking among workers
(Nominal) could lead to sickness
presence (Bunn et al., 2006)

Physical activity Captured as ‘Yes’ and ‘No’ Physical activity has an
(Nominal) influence on sickness presence
(Winona Pit & Hansen, 2016)

Medical conditions | Entered as ‘Yes” and ‘No’ and Medical conditions are

(Nominal) labelled as 1=osteoarthritis, associated with reporting to
2=hypertension, 3= diabetes type | work while sick. (Burton et
1, 4 = back pain, 5 = others® al., 2004)

HND-Higher National Diploma; Others® - separated, widowed, divorced; Others® — heart
disease, calcaneal spur, other forms of cancer; PhD = Doctor of Philosophy.

3.9 Data Collection

Data collection was conducted using pre-tested structured and interviewer-administered
questionnaires during the months of April to June 2021. The aim of the pre-test was to
determine a suitable methodology and data collection tool for appropriate adjustments during
the scale up. Further, the pre-test helped to assess validity of the tools and to guide in addressing
any unforeseen limitations. The questionnaire comprised of four parts namely;
sociodemographic characteristics, body mass index, lifestyle factors and WPAI-GH for

estimating sickness presenteeism.

3.9.1 Data Collection Tool
The first three parts of the questionnaire were formulated by the researcher in English dialect
while the last section was modified from the universal questionnaire WHO approved Work

Productivity and Activity Impairment —General Health V2.0 (WPAI:GH) questionnaire.
3.9.2 Data Quality Control

Three research assistants (RAs) and an ICT officer were trained for 3 days on the use of
electronic gadgets for surveys particularly data collection techniques, operating a weighing
scale, stadiometer and on ethical issues. Data was collected using structured interviewer-
administered questionnaire which was uploaded on Open Data Kit (ODK) survey tool. A pre-
test was conducted using a sample of 38 respondents (10% of desired sample size). prior to the
pre-test, survey questionnaires were modified accordingly for the main study. Finally,
questionnaires were checked for completeness before data entry process and cleaning of the

data was performed before analysis.

18



3.10 Study Variables

3.10.1 Dependent Variable

Dependent variable of the study was sickness presenteeism which was measured using a single
item; during the past seven days, how much did your health limit your performance at work?
A ten-point Likert scale was used where zero (0) was translated to mean that no health problem
existed which could prevent the respondent from working while 1 to 10 meant health problem
which prevented respondents from working. For multivariable logistic regression, response
scale was categorized into two levels as <5 =0 and > 5 = 1. Respondents who indicated that
they had experience limitation of less than five (<5) in the scale were considered to have
experienced moderate form of sickness presenteeism while 5 or more (> 5) on Likert scale was

interpreted as severe form of sickness presenteeism.

3.10.2 Independent Variables

Predictor variables of this study were classified into four categories namely; sociodemographic
factors, body mass index, lifestyle factors, and medical conditions. Sociodemographic
characteristics comprised of age, sex, level of education, income, marital status and cadre.
Body mass index (kg/m?) of respondents was calculated from measured body weight (kg) of
the respondent divided by the square of height (m?) (World Health Organization, 2019) which
was classified into three broad categories namely normal weight, overweight, obesity
(measured in three classes). Further, the respondents were asked about lifestyle factors that
determined individual lifestyle such as participation in physical activity, alcohol use and
smoking status. Finally, respondents were asked about the existence of medical conditions from
a list of health conditions that were associated with BMI such as osteoarthritis (or other forms

of MSD), obesity, hypertension, coronary heart disease, stroke, breathing problems and cancer.

3.11 Data Processing and analysis

The study employed Open Data Kit (ODK) survey tool to enter, clean and guarantee
completeness of the data. STATA software version 11.2 was applied during analysis.
Descriptive statistics were summarized as percentages, frequencies, mean and standard
deviation while binomial multiple logistic regression was conducted to ascertain influence of

the predictor variables on the outcome variable.
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3.12 Minimization of errors and biases

Due to self-reporting of sickness presenteeism by study participants, the researcher identified
a risk of recall bias and devised various techniques to minimize the identified risk. First, the
study considered a shorter recall period of seven (7) days from the date of interview. Secondly,
a huge response rate of 343 responses from 373 targeted participants (92% response rate)

inspired confidence on the meaningful range of responses.

3.13 Ethical approval, authorizations and considerations

Permission to undertake research was obtained from School of Public Health - University of
Nairobi. Authorization was also acquired from KNH-UoN Ethical Review Committee
Approval No. P99/02/2021. In addition, regulatory approval was obtained from National
Commission for Science, Technology, and Innovation (NACOSTI) No. NACOSTI/P/21/9999.
Administratively, permission was sought from the Medical Research Department of KNH and
relevant heads of technical departments who were all informed prior to data collection. Finally,

individual consent was obtained from all study respondents who were involved in the study.

3.14 Study Limitations

The study experienced various limitations. Notably, the study obtained information on sickness
presence based on self-reported data from respondents. As a result, recall bias and under-
reported cases were assumed. Further, the study exempted administrative and support staff
which may have possibly affected the study outcomes thus limiting generalization of the study
findings to all working populations that contribute to the quality of care. Finally, the study was
conducted among healthcare workers based in a single health facility which could limit

generalizability of findings to other settings and populations.

3.15 Further Research

Based on the identified gaps, future research could be conducted on the actual prevalence of
sickness presenteeism among healthcare workers in several healthcare facilities in Kenya and
other workers in administrative roles who contribute to quality of care to determine impact of
sickness presenteeism at all levels of care. Further research could utilize administrative data on
sickness presenteeism rather than self-reported data and explore the actual economic burden

and impact of sickness presenteeism on the quality of care.
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CHAPTER FOUR: RESULTS

4.1 Chapter introduction:

The overall proportion of sickness presenteeism among healthcare workers in the study was
8.5% (N=29) during the previous seven days. Majority, 20 (5.8%) of respondents were female
healthcare workers who had experienced either moderate limitation (69.25%) or severe
limitation while at work (61.5%). Sickness presenteeism was reportedly high, 14 (19.7%)
among age 50-59 years. However, sickness presenteeism among respondents varied across age
categories, sex, level of education, income and cadres. In addition, respondents experienced
varied levels of sickness presenteeism; those who experienced mild limitation at work were 13
(44.8%) same proportion as moderate limitation who were 13 (44.8%) while participants who

experienced extreme limitation at work were 10.3% of the participants.

4. 2 Descriptive Analyses
A descriptive analysis was performed to describe the characteristics of the study population

and presented in frequency tables.

4.2.1 Socio-demographic characteristics

A total of 343 participants successfully completed the survey questionnaire translating to a
response rate of 92% (n =343). Participants’ age ranged between 23 to 59 years and the mean
age was 41.15 years with a standard deviation of+ 8.854 (41.15 + 8.854). Majority of the
respondents (62.97%) were females and majority of respondents were married (81.34%).
Categorized by cadre, majority of respondents were nurses (74.34%), followed by medical
doctors (14.58%), medical laboratory staffs 5.25%, clinical officers (3.5%) and nutritionists
(2.33%) respectively. Analysis of the data by level of education showed that 12.24 % had post-
graduate degree (PhD/Masters), 33.24% were first degree holders, 22.45% were Higher
National Diploma holders, 31.2% were ordinary diploma holders and 0.87% were certificate
holders. Classification by term of employment revealed that healthcare workers on permanent
and pensionable term formed majority (88.63%) of the respondents most of whom were high
income earners (92.42%). Overall, the reported proportion of sickness presenteeism among

respondents stood at 8.45%. (Table 3)
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Table 3 Descriptive analysis of the study participants (N= 343)

Variable Frequency (n) Percentage (%) Mean (p) SD (8) Median
Age (yrs.) 343 41.15 8.85 41
Age group (yrs.) 20-29 38 11.08
30-39 123 35.86
40-49 111 32.36
50-59 71 20.70
Sex Male 127 37.03
Female 216 62.97
Marital status Married 279 81.34
Single 63 18.37
Others? 1 0.29
Professional cadre Doctors 50 14.58
Nurses 255 74.34
Clinical officers 12 3.50
Laboratory staffs 18 5.25
Nutritionists 8 2.33
Level of education PhD/Masters 42 12.24
Graduate 114 33.24
HND 77 22.45
Ordinary diploma 107 31.20
Certificate 3 0.87
Type of employment Permanent 304 88.63
Contract 39 11.37
Income (Kshs.) <50,000 2 0.58
>50,001-<99,999 24 7.00
> 100,000 317 92.42
343
Body Mass Index Normal weight 66 19.24 28.83 4.33
Body Mass Index Overweight 152 44.31
Obesity (Class I) 97 28.28
Obesity (Class I1) 25 7.29
Obesity (Class I11) 3 0.87
Alcohol use Yes 153 44.61
No 190 55.39
Smoking status Yes 11 3.29
No 332 96.79
Physical Activity Yes
15+ min <3 t/w 90 26.24
15+ min >3 t/w 127 37.03
No 126 36.73
Medical conditions
Yes 69 20.12
No 274 79.88
Medical conditions
Hypertension 46 61.33
Type Il Diabetes 10 13.33
Osteoarthritis 18 24.0
Back pains 2 25
Others? 5 0.01
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Sickness presenteeism

Work Limitation Yes 29 8.45
No 314 91.55

Moderate limitation 26 89.7

Extreme limitation 3 10.3

Keys: - HND = Higher National Diploma; Kshs. = Kenya Shillings; KNH= Kenyatta National Hospital; min = minutes;
Others? = separated/widowed/divorced; others® = back pain, heart disease; t/w = times per week;

4.2.2 Body Mass Index (BMI)

Mean BMI among respondents was 28.8 = 4.3 (range 19.28 — 45.45). None of the study
respondents were underweight (BMI< 18.5) and 19.24% of respondents were normal weight
(BMI < 25). Majority of respondents were either overweight (44.31%) or obese (36.44%).
Among obese respondents, mild obesity was 28.28%, moderate obesity was 7.29% while

extreme obesity accounted for 0.87% respectively. (Table 3).

4.2.3 Lifestyle factors among healthcare workers

In relation to lifestyle factors considered in the study, nearly half of the respondents (44.1%)
were alcohol users, another 3.29% were active smokers and slightly more than one third
(36.73%) of participants did not take part in any form of physical activity. Moreover, less than
one third (26.24%) of the respondents took part in forms of physical exercise more than 15
minutes a day for less than three times every week while another 37% of the respondents got

involved in physical activity more than 15 minutes a day for more than three times every week.

(Table 3)

4.2.4 Medical Conditions associated with sickness presenteeism

Every one in five respondents (20.1%) reported the existence of at least one medical conditions
associated with limitations at work. The reported medical conditions that were associated with
sickness presence comprised of hypertension (61.33%), osteoarthritis (24%), type II diabetes
(13.33%) and back pain (2.5%). Other medical conditions that were associated with sickness
presenteeism such as coronary heart diseases and calcaneus spur recorded less than 1% each
among study participants. Regarding severity of medical conditions experienced by
respondents, one in every ten respondents experienced extreme work limitation while 89.7%

of the respondents experienced moderate work limitation. (Table 3).
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4.2.5 Multiple binomial logistic regression of factors associated with sickness
presenteeism

Further evaluation was performed to establish the link between sickness presenteeism and its

hypothesized potential determinants. The analysis focused on sociodemographic factors, body

mass index, lifestyle factors and medical conditions among study respondents.

Sociodemographic factors such as age, sex, marital status, level of education, income level and
cadre were all considered as potential predictors of sickness presenteeism. Among the
sociodemographic factors analysed, only age was significantly associated with sickness
presenteeism as age category 50-59years among respondents was 13.7 times likely to
experience sickness presenteeism (OR = 13.7; P =0.046; CI = 1.04 — 180.2) compared to other
age categories. Other potential factors including sex, marital status, income, education and
cadre were not significantly associated with sickness presenteeism. (Table 4)

Table 4: Logistic regression analysis of factors associated with sickness presenteeism

Sickness Presenteeism

Variable No Yes OR (95% CI) P-values
Category
Age (yrs.) 20-29 37 1 Ref Ref
30-39 116 7 2.41 (0.205 - 28.267) 0.484
40-49 104 7 3.48 (0.269 - 45.159) 0.34
50-59 57 14 13.712 (1.043 - 180.196) P =0.046*
Sex Male 118 9 Ref Ref
Female 196 20 0.601 (0.231 - 1.563) P =0.296
Marital Status Married 251 1 Ref Ref
Single 62 28 - -
Others? 1 0 0.137 (0.015 - 1.23) 0.076
Income <Kshs. 50,000 2 0 Ref Ref
Kshs 50,001 — 99,999 22 2 - -
>Kshs 100,000 290 27 - -
Education PhD/Masters 40 2 Ref Ref
First Degree 105 9 - -
HND 66 7 - -
Diploma/Cert 103 7 - -
Cadre Doctors 45 5 Ref Ref
Nurses 234 21 3.11 (0.302 -31.91) 0.34
Clinical Officers 10 2 0.32 (0.021 - 4.91) 0.414
Laboratory officers 17 1 0.53 (0.083 -3.4) 0.5
Nutritionists 8 0 - -
Lifestyle factors and presenteeism
Participate Yes 108 10 Ref Ref
No 206 19 1.558 (0.416 - 5.833) 0.511
Physical activity Yes
At least 1 activity 89 7 Ref Ref
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2 or more activities 19 3 0.564 (0.131 -2.431 0.442

Alcohol Use Yes 143 10 Ref Ref

No 171 19 0.643 (0.282 — 1.467) 0.294
Smoking Status Yes 10 1 Ref Ref

No 304 28 1.41(0.166-11.999 0.753
Body Mass Index variables
Normal weight 62 4 Ref Ref
Overweight 142 10 1.02 (0.33 - 3.61) 0.981
Mild Obesity 86 11 1.43 (0.376 — 5.46) 0.60
Moderate obesity 21 4 2.28 (0.42 - 12.36) 0.336
Extreme obesity 3 0 - -

Body Mass Index and Medical conditions variables

Normal weight 62 4 Ref Ref
Overweight 142 10 - -
Mild Obesity 86 11 2.114 (0.672 — 6.649) 0.201
Moderate/Extreme obesity 24 4 1.092 (0.330 - 3.614) 0.886

Medical conditions, lifestyle factors and presenteeism

Hypertension 46 8 1.154 (1.01 - 1.30) 0.041*
Osteoarthritis 18 10 1.226 (1.04 — 1.43) 0.049*
Type Il diabetes 10 5 1.402 (1.15-1.74) 0.05*
Back pain 2 2 1.142 (0.97 - 1.32) 0.07
Heart disease 1 1 1.506 (1.11- 2.03) 0.05*
Others® 5 2 1.039 (0.76 — 1.44) 0.081
Physical activity

Yes

At least 1 activity 89 7 Ref Ref

2 or more activities 19 3 0.461 (0.088 — 2.422) 0.360
Alcohol Use Yes 143 10 Ref Ref

No 171 19 0.952 (0.381 — 2.377) 0.916
Smoking Status Yes 10 1 Ref Ref

No 304 28 4.615 (0.484-43.961) 0.184

*OR = Qdds ratio; CI= 95% Confidence interval; others * = widowed, divorced; separated; others® = calcaneous
spur, certain types of cancer, disc dehydration; Yrs.= years * = significant at 95% CI

Further, body mass index (BMI) factors were analysed as a potential predictors of sickness
presence among respondents. The results indicated non-significant correlation between BMI
factors and sickness presenteeism {mild obesity (OR =2.114; P=0.201; CI = 0.672 — 6.649);
moderate/extreme obesity (OR = 1.092; P = 0.886; CI = 0.330 — 3.614)}. On the other hand,
BMI was known to be associated with medical conditions (Kopelman, 2000; Udo, Purcell, &
Grilo, 2016; Williams, Mesidor, Winters, Dubbert, & Wyatt, 2015) which prompted further
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analyses to establish if any relationships existed between BMI and medical conditions that were
correlated with sickness presence. Results of analyses between BMI and medical conditions
(Table 4) revealed that healthcare workers who had moderate or extreme obesity were 2.3 times
likely to experience one or more medical conditions such as hypertension, type II diabetes,
osteoarthritis, back pain and heart disease among others as shown in table 4. Based on this
result, it was evident that healthcare workers’ body mass index was a predisposing factor for
medical conditions that were linked to sickness presence. Further investigation performed to
establish the link between medical condition and sickness presence reported significant

correlation among various variables considered in the study.

Lifestyle factors were equally analysed in the study to determine their relationship with
sickness presenteeism among respondents. Lifestyle factors considered in this study included
participation in physical exercise for at least 15 minutes a day three times a week, alcohol use
and smoking status among study participants. The results showed that, compared to
participation in at least one form of physical activity, taking part in two or more forms of
physical activity (15 or more minutes a day for 3 or more times every week) was not
significantly linked to sickness presenteeism (OR = 0.461; P = 0.36; CI = 0.088 — 2.422). In
addition, both alcohol consumption (OR =0.952; P=0.916; CI =0.381 — 2.377) and smoking
status (OR = 4.165; P = 0.184; CI = 0.484 — 43.961) were not significantly associated with

sickness presenteeism among respondents. (Table 4).

Further investigations were undertaken to establish the link between various medical
conditions among study respondents and sickness presenteeism. The results revealed that
respondents who had medical conditions such as hypertension, type II diabetes and
musculoskeletal disorders (osteoarthritis, back pain) recorded varying results based on the
specific medical conditions reviewed. Respondents with hypertension were 1.2 times likely to
experience sickness presence (OR = 1.1544; p = 0.041; CI = 1.01 — 1.30). Similarly,
respondents with osteoarthritis were 1.2 times likely to experience sickness presence
(OR=1.1226; p = 0.049; CI = 1.04 — 1.43) while participants with type II diabetes were 1.4
times likely to experience sickness presence (OR=1.402; p = 0.05; CI = 1.15 — 1.74).
Respondents with heart disease were 1.5 times likely to experience sickness presence
(OR=1.506; p =0.05; CI = 1.11 — 2.03). However, back pain (OR=1.142; p = 0.07; CI = 0.97
— 1.32) calcaneous spur, disc dehydration and types of cancer (OR=1.039; p =0.081; C1=0.76

— 1.44) were not significantly associated with sickness presenteeism.
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CHAPTER FIVE: DISCUSSIONS, CONCLUSION AND
RECOMMENDATIONS

5.1 Chapter introduction
This chapter presents a summary of the discussions of study findings, interpretations of study
results and linkage of literature to the research outcomes. The chapter also provides a synopsis

of conclusion and recommendations for consideration.

5.2 Discussions

Sickness presenteeism is an emerging global public health challenge that continues to impair
work productivity among all occupations including healthcare workers. However, very little
attention has been paid to studies that are focusing on sickness presenteeism to address the
matter. The primarily intention of this study was therefore to ascertain factors associated with

sickness presenteeism among healthcare workers in Kenyatta National Hospital, Kenya.

The study identified components of socio-demographic factors as predictors of sickness
presence among study respondents. Amongst the sociodemographic factors, sickness
presenteeism was significantly correlated with age category 50-59 years. The result was
consistent with that of a study done in United Kingdom among prison officers (Kinman et al.,
2019) which revealed that older populations were likely to experience presenteeism at
workplace. Medical conditions such as osteoarthritis, hypertension and other lifestyle
conditions among participants in the age group 50-59 years for instance might explain a
possible reason for the association with sickness presenteeism. Contrastingly, the findings
contradicted another study on presenteeism in Canada (Gosselin et al., 2013) which reported
that sickness presenteeism was more prevalent among young to middle-age workers due to
strict attendance requirement by low-grade staff. This difference might be explained by the less
likelihood of young to middle-aged healthcare workers to experience medical conditions that
would predispose them to sickness presenteeism compared to their older counterparts.

However, other sociodemographic factors considered in this study such as sex, marital status,
income, level of education and cadre of respondents were not significant predictors of sickness
presenteeism. These results were comparable various studies including results of a study among
nursing staff at a hospital in Portugal (Martinez & Ferreira, 2012) which reported that there
were no gender differences among participants who experienced sickness presenteeism. The

findings were also similar to another study in Swedish healthcare organization (Sendén et al.,
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2016) which found no significant differences by marital status among study participants who
experienced sickness presenteeism. A probable justification of the non-significant relationship
between gender and sickness presenteeism might be that the study participants were less likely
to report any existing health conditions due to fear of administrative action hence no apparent
gender differences were recorded among participants who experienced sickness presenteeism.
In relation to the association between sickness presenteeism and marital status, a suggestion
might be that married couples oftentimes have better health-seeking behaviour compared to
their unmarried counterparts hence are more unlikely to report to work while ill. Conversely,
the results contradicted findings of several other studies (Aronsson et al., 2000a; Miraglia M,
2015; Sendén et al., 2016) which found out that more female workers experienced moderate to
severe forms of sickness presenteeism while at work. The results also contradicted the findings
of other studies (Aronsson et al., 2000a; Cocker et al., 2011; Mekonnen et al., 2018; Yang et
al., 2016) which associated sociodemographic factors including respondents’ sex, marital
status, level of education, income status and cadre to sickness presence. A possible explanation
for this contradicting findings might be that participants in this study were more knowledgeable
on the predisposing health conditions of sickness presenteeism hence were less likely to
accurately report their experience. Another possible suggestion might be that the higher the
educational level and income status, the more likelihood of seeking medical attention hence

the less probability of either having an experience or even reporting sickness presenteeism.

Body Mass Index (BMI) factors were not significantly associated with sickness presence
among respondents. The results showed that there were no direct links between respondents’
BMI and sickness presenteeism controlling for all other variables. This finding was comparable
to results of a similar study performed in Australia among medical doctors (Winona Pit &
Hansen, 2016) which revealed that BMI on its own was not directly associated with sickness
presenteeism. Further analyses in this study found that there was a direct relationship between
various medical conditions that were associated with BMI such as Musculoskeletal Disorders
(MSDs) including osteoarthritis, hypertension and diabetes among others thereby indirectly
associating BMI with sickness presenteeism among study respondents. A study from United
states (Viester et al., 2013) and many other independent studies (Aronsson et al., 2000a; Druss
et al., 2001; Janssens et al., 2012b, 2012a; Merrill et al., 2012; Sanderson et al., 2007; Schell
et al., 2013) also had similar findings. A possible explanation might be that BMI factors such
as overweight and obesity on their own do not cause any limitations or forms of productivity

impairment among healthcare workers but play an intermediate role in predisposing individual
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workers to associated health conditions which may in turn cause physical limitations at work
place thus impairing work productivity and thereby compromising quality of services including
healthcare services provided by healthcare workers.

Lifestyle factors that were equally considered in the study such as participation in physical
activity, alcohol consumption and smoking among respondents were all found to have no direct
relationship with sickness presenteeism among healthcare workers. These results were in
coherence with results from a study in the United States (Bunn et al., 2006) which reported no
significant association between smoking and sickness presenteeism and another study
conducted among Australian doctors (Winona Pit & Hansen, 2016) which reported no
significant association between alcohol consumption with sickness presenteeism. A possible
reason might be that healthcare workers are knowledgeable on behavioral/lifestyle factors as
risk factors for non-communicable conditions and are less likely to provide accurate
information on their involvement in these apparently risky lifestyle factors. The other possible
reason might be due to the fact that healthcare workers may have underreported their
involvement in physical activities in anticipation of administrative and/or policy interventions
such as incentives, subsidies to gym facilities or provision of health promotion facilities in their
workplace among others. On the other hand, these results contradicted several findings (Aas et
al., 2017; Bunn et al., 2006; Guertler et al., 2015; Verster et al., 2014; Winona Pit & Hansen,
2016) which found a positive association between lifestyle factors and sickness presenteeism.
A possible explanation could be that there might have been strict policy against smoking in the
healthcare facility which might have discouraged accurate reporting on the actual smoking

status by healthcare workers in the study. (Table 4)

Finally, various medical conditions that were associated with sickness presenteeism such as
hypertension, osteoarthritis, type II diabetes and heart disease were positively identified as
significant predictors of sickness presenteeism among healthcare workers in the study. This
finding was consistent with various similar studies (Bracewell LM, 2019; Burton et al., 2004;
Campo & Darragh, 2012; d’Errico et al., 2013; Martinez & Ferreira, 2012; Mekonnen et al.,
2018; Pohling et al., 2016; Whysall et al., 2018; Yoshimoto et al., 2020) which reported positive
association between medical conditions among workers and sickness presenteeism. Possible
explanation was that medical conditions caused limited movement and functionality in
undertaking routine duties related to provision of healthcare services thus impairing work
productivity and quality of care. However, this study did not explore if medical conditions such

as diabetes and hypertension among respondents were controlled or uncontrolled and the extent
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to which this difference had an effect on sickness presence among respondents thus further

studies were recommended on this area.

5.3 Conclusion

The study identified predictors of sickness presenteeism among healthcare workers.
Sociodemographic factors measured in the study showed that a rise in age of the participants
increased the risk of sickness presence which was demonstrated by the fact that the highest age
category (50-59years) was the most at risk of sickness presenteeism among study respondents.
Further, participants’ body mass index was predominantly a predisposing factor for medical
conditions linked with sickness presentecism. Moreover, lifestyle factors such as alcohol
consumption, smoking and participation in physical activity did not have any direct association
with sickness presenteeism. Generally, medical conditions commonly reported by respondents
such as hypertension, osteoarthritis, diabetes type Il and heart disease were identified as the

predictors of sickness presenteeism among respondents in this study.

5.4 Recommendations

Healthcare managers and policy makers should institute strategies and measures to address
various factors that are linked to sickness presenteeism among healthcare workers. The
following are the recommendations of the study based on the findings:

1.  Health organizations should incorporate health education and promotion programmes
at workplace as key interventions towards prevention and control of sickness
presenteeism. Strategies such as health screening for lifestyle conditions such as
hypertension and diabetes among others should be used to identify early warning signs
to detect and manage medical conditions that predispose healthcare workers to sickness

presenteeism.

2. Policy makers and administrators should implement key prevention and control
strategies geared towards reduction of sickness presenteeism among healthcare workers
including formulation and enforcement of administrative policies on sick leave and
health-seeking behaviour among healthcare workers. Other strategies should
incorporate comprehensive provision of medical insurance to promote access to quality

healthcare among healthcare workers, retention of adequate staff at workplace to permit
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staff replacement in case of sickness to reduce the burden of sickness presenteeism

among healthcare workers.

Healthcare organizations and policy makers should also incentivize healthy lifestyles
at workplace to reward healthcare workers who participate in regular physical activity.
This should include provision of work health promotion programmes such as staff
gyms, restriction of organic foods in staff canteens and other facilities that promote
healthy lifestyles. Further, healthcare organizations should implement good human
resource management practices that promote working in shifts, encourage adequate rest

among sick staffs to promote recovery and healthy workplace culture.

Healthcare organizations and managers should put in place and enforce administrative
policies to providing adequate mechanisms for self-reporting of sickness among staffs
and promote policy changes that incorporate healthy lifestyles such as physical activity,
smoking cessation, and reduced alcohol use to prevent and control sickness

presenteeism among healthcare workers.

Finally, further studies should be conducted on the economic burden of sickness

presence among healthcare workers and its impact on the quality of healthcare.
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APPENDICES

Appendix 1: CONSENTING EXPLANATION FORM

TITLE OF THE STUDY: Factors associated with sickness presenteeism among healthcare

workers in Kenyatta National Hospital, Kenya

INTRODUCTION TO THE STUDY

My name is Aggrey Oriema, a researcher from the University of Nairobi — Master of Public
Health. The purpose of this study is to ascertain the influence of Body Mass Index (BMI) on
work productivity among healthcare workers in Kenyatta National Hospital, Nairobi-Kenya.
You have been identified to take part in this study as an eligible participant. You are therefore
kindly requested to provide information and responses that will support this study.

OPEN, VOLUNTARY PARTICIPATION AND WITHDRAWAL

Taking part in the study is entirely based on your consent to participate. There are no penalties
whatsoever, should you choose not to take part. Notwithstanding your approval to participate,
you will not be bound to respond to any questions that you are not comfortable answering.
Confidentiality will be observed throughout the study and no means of personal identification
will be required in this study.

BENEFITS AND RISKS

As a volunteer in the study, the study may benefit you in determining your Body Mass Index
as well as making recommendations which may be taken up by the KNH to determine policy
change in the workplace such as the consideration of or enhancement of Work Health
Promotion Programmes. Besides, the information provided in the study may provide a basis
for the improvement of work environment for healthcare workers in this and other health
facilities across the Country. However, there are no identified risks of taking part in this

research study.
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PROCEDURE

As a participant, you are requested provide information for the study through the measurement
of your weight and height as well as through filling in of a questionnaire.

The interview sessions and measurement taking of your weight and height will take about a

total of 30 minutes.

CONFIDENTIALITY

You will be issued with a consent form for signing which you may preserve a copy for your
record. Any form of personal identification including your name, identity number or any other
information will not be required for recording. The questionnaires will be kept safely during

the study period but will be shredded after the study for confidentiality purposes.
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Appendix 2: CONSENTING FORM

STUDY NUMBER

I confirm that I have been taken through and understood what the study involves, aim, and type

of the study. The confidentiality measures observed, the merits, dangers involved, and I do

hereby consent/do not consent to partake of this research study.

Signature of participant Date

Signature of the researcher/Research Assistant

Contact Information

In case of any concerns, clarity, or queries regarding this study, be at liberty to contact the
Principal Researcher Aggrey Oriema on Tel: 0721 759 808, or the Research Supervisors Dr.
George A. Nyadimo on Tel No. 0721 589 544 or_Prof. Joseph Wang’ombe on Tel

0722770006. You may also contact the Secretary, Kenyatta National Hospital /University of
Nairobi — Ethics and Research Committee on Tel: 020 272 6300- Ext. 44102.
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Appendix 3: INTERVIEWER-ADMINISTERED QUESTIONNAIRE

Introduction
My name is , I am a Research Assistant in this study that seeks to

determine factors associated with sickness presenteeism among healthcare workers in Kenyatta
National Hospital, Kenya.
General Instructions

e Your participation in this study is open, voluntary, and consensual.

e [tis optional to indicate your name or your identity.

e [ request you to kindly provide accurate responses in this questionnaire.

o  This questionnaire will take a maximum of 30 minutes to administer, I therefore
request you to spare a few minutes of your busy schedule to take part in this study.

o The questionnaire will include oral responses and measurements of your weight and
height, I therefore request for your consent in administering this questionnaire (If
consent is not granted, discontinue the interview session)

Date and time of the Interview:
Respondent’s ID: Interviewer’s ID:

Department/Section/Unit Designation

SECTION I: SOCIO-DEMOGRAPHIC CHARACTERISTICS

1. Age (In years)

How old are you? years.

2. Sex Male Female

3. Marital Status
Single Married Other (Specify)

4. Cadre of Healthcare worker

Doctor Nurse Clinical Officer Laboratory Staff Nutritionist
Other (Specify)
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5. Term of Employment

Permanent Contract Other (Specify)

6. Highest Level of Education

Ph.D./Masters Graduate HND Ordinary Diploma Certificate

7. Personal Income (in Kenya shillings)

What is your average monthly income in Kenya Shillings? Kshs.

8. Frequency of Physical exercise (Per week)
No exercise 15+ Minutes for <3 times > 15+ minutes for >3 times a week

9. Smoking status

Never smoked Former smoker Current smoker

10. Alcohol Use
Does not currently drink Currently drinks

SECTION 2: BODY MASS INDEX

At this point, I will request to measure your weight and height to ascertain your BMI

Weight (kg) Height (m)

From the above measurements, your BMI is which is categorized by WHO

classification as (Normal/Overweight/obesity class I/Il/III).

SECTION 3: WORK HEALTH PROMOTION PROGRAMMES (WHPP)

Having measured your BMI, I will ask you a few questions on your access to WHPP and your

level of participation in WHPP.

1. Have you ever heard of WHPP? Yes[ ] No[|(If'No, skip to No. 5)
2. Which WHPP exists in this HF? (Tick mark where applicable)
a) WHPP facilities (Gym, indoor games, outdoor games) I:I
b) Health Education on WHPP for HCW organized by the HF? I:I
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c) Health assessment for HCW organized by the HF? |:|
d) Physical activity indoor/outdoor facilities (gyms, playing grounds) provided by the
HF and accessible to HCW? |:|
e) Wellness programmes (counseling/coaching/mental health) sessions by the HF |:|
f) Policies that support healthier work environment (smoking cessation/interrupted |:|
sitting programmes, subsidized membership to offsite facilities) implemented by HF?|:|
3. Do you ever participate in any of the above WHPP? Yes |:| No |:|
4. If yes, how many of the above WHPP activities do you ever participate?
a) Atleast one activity[ |
b) Two or more types of activities |:|
5. Do you take part in any Health-promoting lifestyle activities outside the HF? Yes |:|

No [ ]

6. If yes, which Health-promoting lifestyle activities do you take part in?

Gym facilities [ ] Sportsclubl | Cycling[ ] Jogging [ | Running [ |
Indoor |:| games/facilities |:| Others (specify)

7. How many times a week do you take part in such activities?

None |:| Once a week for > 15 minutes |:| Two times a week for >15 minutes |:|

Three times a week or more for >15minutes |:| Use of accelerometer |:|

SECTION 4: WORK PRODUCTIVITY

The Work Productivity and Activity Impairment -General Health is a well validated data
collection tool used to assess impairments in work and Activities. The study will
Work Productivity and Activity Impairment Questionnaire:

Modified General Health Problem V2.0 (WPAI:GH)

The questions below will find out about the effect that your HEALTH has on your ability to
perform work-related activities on regular basis. Your response will guide me to complete the

blanks or to circle the numbered areas in the questionnaire.
1. How long have you been employed by KNH (working for pay)? years
The following questions will be about your past seven days, excluding today.

2. Within the past seven days, how many hours did you miss from work because of reasons

associated with your health? Include hours you missed on sick days, times you went in
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late, left early, etc., because of your health reasons. Do not include time you missed to

participate in this study.

HOURS

. During the past seven days, how many hours did you miss from work because of any

other reason, such as vacation, holidays, time off to participate in this study?

HOURS

. During the past seven days, how many hours did you offer health service at work?

HOURS (1f “07, skip to question 6.)

. During the past seven days, how much did your HEALTH affect your productivity while

you were working?

Think about days you were limited in the amount or kind of work you could do, days you
accomplished less than you would like, or days you could not do your work as carefully
as usual. If HEALTH PROBLEM affected your work only a little, choose a low number.
Choose a high number if HEALTH PROBLEM affected your work a great deal.

Consider only how much HEALTH PROBLEM affected

productivity while you were working.

PROBLEM had PROBLEM
no effect on my completely
0 1 2 3 4 5 6 7 8 9 10
work prevented me from
working
CIRCLE ANUMBER

. During the past seven days, how much did your HEALTH PROBLEM affect your ability

to do your regular daily activities, other than work at a job?

By regular activities, we mean the usual activities you do, such as work around the house,
shopping, childcare, exercising, studying, etc. Think about times you were limited in the

amount or kind of activities you could do and times you accomplished less than you
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would like. If HEALTH PROBLEM affected your activities only a little, choose a low
number. Choose a high number if HEALTH PROBLEM affected your activities a great
deal.

Consider only how much HEALTH PROBLEM affected your ability

to do your regular daily activities, other than work at a job.

HEALTH HEALTH
PROBLEM had PROBLEM
0 1 2 3 4 5 6 7 8 9 10

no effect on my completely

daily activities prevented me from
doing my daily
activities

CIRCLE ANUMBER

Original Source: WPAI:GH V2.0 (US English) - (Reilly, Zbrozek, & Dukes, 1993)
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Appendix 4: ETHICAL REVIEW AND APPROVAL DOCUMENTS

UNIVERSITY OF NAIROBI KENYATTA NATIONAL HOSITAL
COLLEGE OF HEALTH SCIENCES P O BOX 20723 Cote 00202

P 0 BOX 19675 Code 00202 KNH-UCN ERC Tel: TZE300-9

Tabegrams: varsdy Emall: wonknh_erofuonbi.ac ke Fax: 725272

T4:254-020) ZV26300 Ext 44350 Wabsita: htp:''wwan.erc.uonbiac ke Telagrams: MEZSUP, Nalrob!

“acebook: I v facebook conwuon<ah.ore
Twriee! @UONKNH FRE hripa:rwitterromUOKKNHE_=RG

Ref: KNH-ERCiAN 22 En Lpril 2021

Aggrey Criema

Req. Mo.5/76682017
School of Public Fealth
College cf Health Scicnzes W AtT\
Un versity of Naioby R

Dezr Aggrey

RESEARCH PROPOSAL - NFLUENCE OF BODY MASS INDEX ON WORK PRODUCTIVITY AMONG HEALTHCARE WORKERS IN
KENYATTA NATIONA. HOSPITAL {P99/ 0220213

I'nis is to inform you that the KhH- Uch Ethcs & Research Commitlze (KNH- UoN ERC) hes raviewed and
approved ycur above ressarch proposal The approval perod s 8" Azl 2021 — 7 Apeil 2022

Tris apzroval 's susject to compliance with the followir g requ rements:

a. Only approved documerts [informec consents, stucy nstrumenls, advsrlising mzlesials ele) will e
dsed.

b, Allchanges (amendmznts, deviations violations efe.) ars subm tted for revew ard approva by
KNH-UoN ERC before implemantation.

¢. Death and life threatening problems and senzus adverse evenls (SAES) or unexpected zdverse
2vents whatrer related or unrelatsd to the study mus: be rezared to the KNA-Uol FRC witkin 72
neus o noifizaton,

d. Any changes, enticipated or othenwise that mey increase the fisks or affect safety or welfare of
stucy participants and others cr affect the integrity of thz research must ba reparted o KMH- UaN
ERC within 72 hours.

e. Clzarancz for exaort of tiological specimens must be obtained from KAH- Liah ERC for zach
bztch of shigment.

f.  Submission of 3 recuest for renewal of approval at least €0 days prior to expiry o the approval
penad. [Attach a comprehensive progress repart to sugporn the renelvail.

g. Submission of an execufive summary report withir 90 days upon completion of e study

Tis infermation will form part of the data base that will be consulted in future 'when precessing
re'atzd resezrch studizs so as Lo minimize chances of study duplicatior and! or plagiarism.

Protert to discaver
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peried ending : 200 April2022,
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MATIOMAL COMMISSION FOR
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Verfication R Code
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Sican the (JR Code using QR scanner application.
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Appendix 5: SIMILARITY INDEX REPORT
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