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Introduction
Cleaning of healthcare facilities is performed for medical, sani-
tary, and public health reasons. Maintaining an environment 
with a low pathogenic burden is essential for avoiding compli-
cations during the care and recuperation of patients.1 One spe-
cific department that is cardinal to organizational outcomes is 
environmental services (EVS). From fostering a culture of 
safety to improving hospital user experience as well as employee 
engagement, the EVS department plays a vital role in trans-
forming the culture of an organization.2

EVS is a term that refers to cleaning in healthcare facilities.2 
EVS personnel perform a critical role in health care, collabo-
rating with hospital staff to ensure the safety of patients and 
staff through proper medical cleaning and disinfection. Because 
of its importance, the service is frequently referred to as “the 
first line of defense against infection control.”3 EVS staff clean 
patient rooms, nursing units, surgical areas, offices, laboratories, 
waiting rooms, and restrooms regularly to assist in the preven-
tion of hospital-acquired infections.4 This is a crucial activity in 
a healthcare facility because a defective environmental service 

has an impact on a hospital’s ability to function and the quality 
of treatment it provides.3 And amid a pandemic marked by the 
need for cleanliness, it makes perfect sense that the individuals 
cleaning the hospitals where Coronavirus (COVID-19) vic-
tims fight for their lives are of critical importance.

Hospital environmental hygiene, however, is far more com-
plex than other types of cleaning. EVS personnel are exposed 
to a variety of hazards, including physical, chemical, ergonomic, 
cognitive, and biological hazards that contribute to the devel-
opment of diseases and disabilities.3,5,6 Despite these risks, 
environmental service personnel are generally undertrained, 
underpaid, and underappreciated by other hospital staff. When 
this is combined with understaffed environmental service 
departments, it leads to long-term concerns about patient and 
healthcare worker safety.4,7,8 The EVS workforce has also been 
proven to be one of the most vulnerable groups to nosocomial 
COVID-19 infections.9

Currently, in Addis Ababa, 9 government-owned hospitals 
serve as COVID-19 treatment centers. Despite the many stud-
ies on safe work behaviors among front-line health care 
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professionals, there is scant evidence on barriers to safe work 
practices among environmental service personnel. The limited 
literature on factors affecting safe practices among hospital 
cleaners reveals that we currently lack adequate models for 
standards and techniques that can work at scale to maintain 
safety in contexts where risks are prevalent, compliance costs 
are high, and enforcement capability is poor. Given the very 
different healthcare systems and regulatory environments, the 
approaches used successfully in developed countries cannot be 
directly applied to developing ones. In light of this, the purpose 
of this article is to investigate the attitudes and expectations of 
environmental service personnel and safety managers in Addis 
Ababa government hospitals during COVID-19, as well as to 
identify the factors that impede safe work behaviors among 
these workers in 2020.

Methods and Materials
The study was conducted in 3 government hospitals in Addis 
Ababa city, the Ethiopian capital, from June 25 to July 22, 
2020. The 3 government hospitals were purposefully chosen 
for this investigation because of their large COVID-19 patient 
flow. The study team consisted of 4 investigators, 4 professional 
data collectors, and 1 supervisor. The supervisor and the 4 data 
collectors received 2 days of intensive training. Lessons on data 
collection strategies and how to effectively handle study par-
ticipants were conducted during the training.

The study involved 2 groups of participants in each hospital. 
One group was made up of personnel from the environmental 
services department, while the other was made up of in-hospi-
tal Infection Control and Patient Safety personnel (IPPS). An 
on-site survey was conducted in each hospital to identify study 
participants. As per the census, there were 69 environmental 
service workers and 15 infection control and patient safety spe-
cialists across all 3 hospitals.

Study participants were then selected using staff rosters pro-
vided by the hospitals’ Human Resources departments. The 
authors wanted to include as many EVS/IPPS staff as feasible 
to reflect workers along the typical patient trajectory. Thus, 
purposive sampling was used to acquire data that was repre-
sentative of the setting. Semi-structured key informant inter-
views (KII) and in-depth interviews (IDI) were used to collect 
data in this study. Interviews were conducted until the data was 
saturated, or until recurring patterns emerged in the individu-
als’ narratives. The study included 19 EVS personnel and 6 
infection prevention and patient safety officers from various 
task classifications, hospital settings, and seniority levels.

The study team developed the interview guides after con-
ducting a thorough evaluation of the relevant literature 
(Supplemental Material S1 file). The interview guides used 
with both groups of participants were made similar to ensure 
that the replies were comparable. The interviews lasted 35 to 
45 minutes; probing questions were used when replies were 

unclear or ambiguous, or to get more extensive information. In 
addition to the study participants, the interview included an 
interviewer, a note-taker, and an observer.

The tape-recorded interviews were transcribed in Amharic 
and translated into English by the researchers. The translated 
data were exported into Open Code 4.03 software to facilitate 
coding and analysis. A priori themes were coded based on the 
study objectives and emergent themes were identified based on 
the narratives of research participants. The credibility of the 
analysis was further enhanced by having 2 researchers analyze 
each data set. All members of the research team worked sys-
tematically through entire data sets, giving full and equal atten-
tion to each data item. Individual extracts of data were coded in 
as many different themes as they fit and as many times as 
deemed relevant. Memos were recorded to identify interesting 
aspects in the data items and emerging impressions that may 
form the basis of themes across the data set.

Biweekly research meetings were held throughout the cod-
ing process to allow time for peer debriefing and to help the 
research team to examine how their thoughts and ideas were 
evolving as they engaged more deeply with the data. Meeting 
minutes were recorded as a means of establishing an audit trail 
and to help keep track of emerging impressions of what the 
data means and how they related to each other. A method of 
negotiated agreement was then used to reconcile any differ-
ences. Related verbatim quotes are used to help in the interpre-
tation of the data when presenting the data.

Wachemo University College of Medicine and Health 
Sciences’ institutional review board granted ethical approval 
(IRB). Before collecting data, a permission letter was obtained 
from the Addis Ababa City Health Bureau. Furthermore, par-
ticipants’ involvement was contingent on their full approval 
and agreement. All the study participants were de-identified 
during the analysis and the reporting of the data used in this 
study.

Result
This study included a total of 25 hospital personnel. 
Environmental service personnel accounted for 19 of the total, 
while personnel from the Infection Control and Patient Safety 
departments accounted for 6. Females made up 20 of the study 
participants (80.0%). The participants’ mean age was 38.2, with 
a standard deviation (SD) of 8.2 and a range of 18 to 59.

Factors Related to Unsafe Work Behaviors
Themes and sub-themes (categories) identif ied

Three main themes emerged from the participants’ perspec-
tives concerning the factors associated with unsafe work behav-
iors—(1) Poor management and supervision of safety, (2) 
Unsafe workplace conditions, and (3) Perceptions, skills, and 
training level of workers (Table 1).
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Theme 1: Poor management and supervision of safety
Ineffective safety management.  Almost all of the participants 

cited a general lack of personal protective equipment (PPE) 
as a primary impediment to safe behaviors. There was also 
evidence of a tendency to suggest that hospital administrators 
were unaware of the need for timely, adequately, and appro-
priately provided PPE. One respondent, for example, voiced 
dissatisfaction with the shortage of crucial PPE supplies, as 
described below (P12 refers to participant 12).

P12: One barrier to safe behaviors is that the personal protec-
tive equipment if available is very worn-out and defective. I’ve 
been working here for 6 months, and so far I haven’t gotten any 
PPE. I use the worn-out equipment that was used by those who 
worked here before the pandemic.

Furthermore, many participants stated that personal protective 
equipment such as masks, gloves, and goggles were either too 

big or too small for them to wear comfortably. As a result, it 
appears that the workers were left with nothing to use.

P4: Although I know we are supposed to use facemasks while 
cleaning, I prefer instead to cover my face with a scarf because 
the masks the hospital gives us do not fit properly.

On the other hand, key informants considered in this study 
justified supply shortfalls as follows: (K2 refers to Key-
informant 2).

K2: .  .  . We [hospitals] survive with our existing old gear because 
the pandemic has strained all available resources. We take what 
we can get and use it to the best of our advantage; the govern-
ment provides what it has and what it can.

Respondents cited a lack of training as another key cause for 
the staff ’s failure to fully engage in safe work practices. 

Table 1.  Classification of themes, categories, and codes according to the thematic analysis.

Main themes Subthemes (category) Sub-categories

Poor management and 
supervision of safety

Ineffective safety management - � Lack of ready access to personal protective equipment (PPE) in the 
workplace.

-  Poor design and quality of available PPE

-  Insufficient training

-  Haphazard inventory tracking

-  Delayed payments for wages and salaries that minimize security incentives

-  Lack of rewards and recognitions for positive safety outcomes

Poor monitoring and 
supervision of safety

- N egligent control of PPE compliance

-  Haphazard safety inspections

Unsafe workplace 
conditions

Unsafe psychological 
environment

-  Fatigue relating to work

-  Excessive loads of work

-  Condescending safety supervision and maltreatment

-  Stress-related to work

-  Separation from family

Unsafe physical environment -  Excessive noises

-  Increased traffic

Perceptions, skills, and 
training level of workers

Safety misconceptions and risk 
perception

-  Concerns about PPE interfering with work

-  Hazards that are “normalized” over time

Socio-cultural aspects of work -  Culture, beliefs, and attitudes getting in the way of workplace safety

Workers not skilled enough to 
deal with safety issues

-  Lack of experience and skills in dealing with hazards
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Participants discussed their training and expressed their dis-
satisfaction with the frequency of training (and adequacy by 
implication).

P16: They do train us but in my view, it’s not adequate. It was 
only given to us once since the pandemic began .  .  . I’d have pre-
ferred it if it were at least once every few weeks. A lot of new 
personnel have come and gone after the training. Thus, beginners 
are usually left to their own devices to find out why the equip-
ment is needed and how and when it is used.

Key informants clarified that given the costs that go into 
scheduling training more than once a year; priority was given 
to clinical workers.

K2: Training on how to protect themselves from COVID-19, 
as well as steps for appropriate PPE use, is given to all staff. The 
training was given to physicians and nurses twice this year, but 
it was given once to the other staff members. We must prioritize 
our resources, and use them more where they are most needed

The lack of best practices in safety management was also visi-
ble from the participants. This impacted the work behavior of 
the staff. For example, a worker’s job status, such as whether 
they are a permanent or temporary employee, affects their 
access to training or PPE, even if both types of employees may 
be exposed to the same risk.

P13: as you know, safety goggles protect us from exposure to 
droplets from infected individuals, but it’s hard for those of us 
working under temporary contracts since our bosses say it’s only 
for permanent employees and not for others.

P8: Permanent hospital employees were given a participa-
tion fee of $7 (300 Ethiopian birr) for COVID-19 preven-
tion training, but for workers employed under contractual terms 
there was no such fee. So many of our colleagues skipped the 
training out of anger.

In addition to these ineffectual best practice regimes, the lack 
of efficient inventory management systems within hospitals 
was identified as a significant impediment to employees’ pur-
suit of safe work practices.

P8: Often the hospital wards get so loaded with COVID patients 
that we have to work overtime and when we ask for mask or 
glove replacements, our superiors say okay, but once we enter the 
storeroom, the item is out of stock. We can’t afford to lose our jobs 
so we work under these circumstances.

Finally, the apparent mismatch between participants’ expecta-
tions of benefiting from reward programs and hospital admin-
istrators’ incapacity to set up effective programs appears to have 
an impact on employees’ enthusiasm for safe work practices.

P1: Here those who work hard are not valued; in other divisions, 
I have, many acquaintances, and for their selfless duties they get 
bonuses and rewards, this should be introduced here to encourage 
safety, to endorse hard work.

Poor monitoring and supervision of safety.  Maintaining work-
place safety and health in any workplace is as much the duty of 
the manager as it is the responsibility of the employees them-
selves. In the present study, participants discussed in detail the 
lack of strict supervision and scheduled inspection as one of the 
major barriers to safe work behavior among the cleaning staff.

P5: Supervisors came this morning but they asked us how the work 
was going and not about our protection. .  .  . There’s no concern 
about what we’re missing, more so when we’re on the night shift.

Theme 2: Unsafe workplace conditions
Unsafe psychological environment.  The data gathered in this 

study demonstrates the prevalence of a high-stress environ-
ment. Many participants, for example, regarded departmental 
pressure as onerous due to productivity demands.

P16: We feel the pressure. We feel that any interruption in our 
services could cause severe problems. These patients may be indi-
viduals who we know or whom we work with. We see them fight 
for their lives and feel like we must make their stay here as com-
fortable as possible. So it’s hard when you’re feeling that, that 
constant urge to fix everything.

Some features of the workers’ characterization of workplace 
conditions were also reflected upon by key informants.

K4: Any worker who develops or is suspected of developing symp-
toms gets placed in our isolation centers. So the alienation from 
your family and the concerns about your job security is constantly 
at the back of your mind .  .  . you suffer psychologically, of course, 
ideally not to the point of stress-induced accidents.

Others felt that they were working under extreme pressure. 
They stated that some mid-level staffs seem to believe, perhaps 
incorrectly, that exhibiting an authoritarian attitude toward 
workers is the way to enhance productivity and achieve objec-
tives in the workplace.

P2: Often, because of personal or family issues, people may miss 
work, so our bosses come here to check who is absent and late, not 
to ask us if they can do something for us .  .  . Most of the ques-
tions that are asked here are questions such as has the floor been 
cleaned? Have the toilets been washed? And if not; they go on a 
long rant but never really ask why?

Unsafe physical environment.  Noise, increased traffic, and 
other changeable environmental variables impacting workplace 
safe behaviors were also discussed.
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K6: These are unusual times, there are people in the halls, in-
patient wards are packed .  .  . people here are crying for relatives 
.  .  . people there are gasping for air .  .  . the staff is constantly 
interacting with each other.  .  . your voice is being muffled with 
masks on .  .  . so you have to repeat things to your colleagues or you 
are momentarily pulling them down to be audible.  .  . COVID-
19 has made hospitals congested beyond belief.

Theme 3: Perceptions, skills, and training level of workers
Safety misconceptions and risk perception.  Similarly, subgroup 

demographic characteristics (eg, job position and experience 
level) also had a tremendous impact on safety perceptions. 
For some, the key factor in avoiding infections was to rely on 
experience and self-confidence while doing the work; this is 
reflected in their optimistic views of themselves and their con-
ceptualizations of advantageous improvements related to age, 
such as the ability to execute tasks with minimal risk to oneself.

P10: the techniques of working safely and preventing any kind 
of danger have been perfected by seasoned staff, so I feel like I 
can function perfectly well if there is a pandemic or an outbreak. 
Guidelines add little to my know-how

Other young participants seem to have accepted that more 
seasoned employees are less likely than their novice peers to 
get a work-related illness. One worker related this to the levels 
of promotion that, as seen in the excerpt below, come with 
experience.

P6: Older and more seasoned staffs are more likely to be in team 
leader roles and are often active in activities that do not require 
them to face dangerous conditions.

Socio-cultural aspects of the work.  Socio-cultural aspects of 
work such as culture, beliefs, and attitudes too became appar-
ent as a major impediment to safe work behaviors. A repeated 
allusion from the interviewees was that some had a negative 
attitude toward safe work behaviors within the workforce.

P18: Several workers in our hospital believe that using personal 
protective equipment is a waste of time and that using masks 
increases the incidence of syncope because it doesn’t give the brain 
enough oxygen, particularly the older employees. They say to us 
the only security we need is God.

For some, perceptions of minimal health threat from the 
Coronavirus dissuaded safe work behaviors.

P12: Whether or not you take precautions, we’re all bound to 
inevitably get it .  .  . I hear most people don’t even notice when 
they get it .  .  . it’s like the flu at best.

Workers not skilled enough to deal with safety issues.  Partici-
pants were quick to point out that many of their coworkers, 

particularly the new ones, lacked the basic skills and experience 
required for employees to execute their jobs properly. Accord-
ing to them, this resulted in many employees using untested 
work techniques and normalizing workplace risks.

P14: We see inexperienced workers take greater risks when con-
ducting routine tasks. The hospital administration frequently 
assigns the task of training to employees who have been on the job 
longer. But we don’t get additional time to do that many times; 
we still need to finish our jobs. Therefore we leave it to the new 
employee to ask questions. So if you’re inexperienced; in cleaning 
hospitals in the COVID-19 era, it shouldn’t be your meal ticket.

Discussion
The COVID-19 pandemic presents substantial challenges to 
health systems around the world, including balancing the 
additional service delivery needs required to combat the pan-
demic with maintaining and improving access to critical 
health services.10 Historically underfunded health systems in 
parts of Africa were strained to breaking point during the pan-
demic.11 In many cases, frontline health workers lacked ade-
quate protective equipment for much of the pandemic, putting 
their lives at risk.12

It is well established that effective performance in any 
healthcare setting necessitates the availability of appropriate 
facilities, and supplies.13 Employers are responsible for provid-
ing, replacing, and paying for personal protective equipment 
that can protect the user against health and safety risks at work, 
reduce physiological stress, facilitate engagement, and keep 
people comfortable, according to the Ethiopian infection pre-
vention and patient safety guideline, and the national health-
care waste management guideline.14-16 However, the 
implementation of such recommended evidence-based meas-
ures leaves much to be desired as Ethiopian health care workers 
still lack access to appropriate PPE.17,18

This was especially evident in the current study; the lack of 
adequate and appropriate personal protection equipment was 
a serious impediment to employees’ safe work practices. 
Hospitals in low-income countries use the same supply chains 
as hospitals in wealthy countries to get medical supplies, but 
they have significantly less negotiation leverage to secure 
resources.19 In Sub-Saharan Africa, healthcare spending 
accounts for only 5% of GDP or approximately half of the 
global average.20 PPE is in short supply throughout the region. 
Purchasing PPE can be a difficult process for African health-
care providers, many of whom are small and medium-sized 
operations. Highly specialized knowledge of the market is 
needed to gain a clear grasp of what equipment to buy, where 
to get it, and how much to pay for it.21

Simultaneously, the pandemic has brought greater financial 
strains, particularly on healthcare facilities. There are direct 
expenses associated with the disease, as well as indirect costs 
associated with the general economic downturn. During the 
crisis, many of the smaller healthcare facilities that provide 
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crucial services in countries across the region have battled to 
stay afloat. As a result, healthcare professionals have little addi-
tional revenue to spend on PPE.22 Bridging this financing gap 
and helping with the knowledge gap is critical to help more 
healthcare providers access needed equipment. Linking part-
ners across the supply chain, from PPE manufacturers to finan-
cial institutions to healthcare businesses, is critical to getting 
this right.19

Similarly, any behavior in a health-related workplace must 
be sustained by a high degree of knowledge and empirical evi-
dence.23 Within the academic literature, a focus on the train-
ing and empowerment of EVS personnel in lower and 
middle-income countries (LMICs) has gathered pace in 
recent years. In an assessment of hospital training practices in 
India, Bangladesh, The Gambia, and Zanzibar, less than a 
third of the facilities assessed provided formal training to their 
EVS personnel.7 Similar investigations in Ghana, Tanzania, 
and Nigeria have also highlighted deficiencies in the training, 
knowledge, and practices of EVS personnel.24-26 According to 
these studies, training for both healthcare staff and hospital 
cleaners represents an enormous opportunity for quality 
improvement. In the present study, the absence of appropriate 
and up-to-date safety training in hospitals was seen as con-
tributing to the cleaners’ inability to effectively adhere to safety 
regulations. Moving forward, the people who are largely 
responsible for cleaning hospitals must be included in the 
focus in order to develop and maintain a safe atmosphere in 
Ethiopian hospitals.

Hospital policy as a feature may affect the observance of 
safety protocols.27 Despite their key role in infection preven-
tion and control (IPC), little reference is made to cleaning staff 
in many of the international and regional IPC/environmental 
hygiene guidelines. The absence of cleaners among the key 
stakeholders included in the WHO Essential Environmental 
Health Standards in Health Care, generally referred to as the 
gold standard, is a glaring example of this omission.28

Past studies also point to a generalized neglect of cleaners in 
LMICs; cleaners have little control over their role, responsibili-
ties, and work environment.8,24 In the present study, workers’ 
perceptions of hospital administrative models were identified 
as impediments to their workplace safety. EVS personnel had 
the impression that the hospitals’ administrative models were 
geared to prioritize technical outputs over people and the envi-
ronment. However, these viewpoints are not limited to medical 
establishments. Within the wider context of LMICs, there is a 
societal undervaluing of these individuals’ roles and rights.7,8 
Even so, small efforts can be made to begin to address these 
challenges, beginning with the work environment.

EVS personnel, healthcare providers, and the rest of the 
hospital staff must cultivate productive, mutually respected 
relationships. While hospital training is crucial for preventing 
HCAIs, it also has the potential to influence relationships 
with healthcare providers, foster recognition of cleaning staff 

as valuable members of the workforce, and assist cleaning 
staff in understanding the importance of their role in infec-
tion prevention.8 Nonetheless, it is important to recognize 
that without broader system changes; the benefits of training 
may not be fully realized. A successful program, according to 
the WHO core components for IPC programs, must work 
across the entire system and include organizational and cul-
tural change.29,30 This should include a stronger emphasis on 
staffing and cleaning equipment.31

The physical environment, as an element of the workplace, 
has a direct impact on worker safety.32 Overcrowding in hospi-
tals harms healthcare delivery and results.33 Despite WHO 
recommendations to reduce hospital overcrowding, it contin-
ues to be a problem in most African hospitals today.34 The pri-
mary cause is a mismatch between bed supply and demand, as 
well as a poor flow of patients through beds. As demand 
increases and the bed supply shrinks, flow through hospitals 
becomes impaired.35 EVS personnel in the current study 
reported that the recent crowded working environment pro-
duced by the pandemic jeopardized their ability to work safely. 
As a result, today’s managers must alter their management cul-
ture to make significant progress in these areas. First and fore-
most, it is critical to place a strong emphasis on diverting 
patients to community services and providing additional ser-
vices in the community that are often provided in hospitals (eg, 
hospital outreach programs). Further significant improvements 
will necessitate large infrastructure and workforce investments 
in order to expand the workforce’s flexibility and the health-
care system’s capacity.36

Because of the trade-offs between hazardous exposures and 
the challenges of donning, wearing, and doffing PPE, EVS per-
sonnel frequently fail to properly adhere to PPE and infection 
control protocols.37,38 Individual-level factors including knowl-
edge, beliefs, attitudes, risk perception, and socio-demographics 
have consistently been highlighted as factors that influence 
PPE-related behaviors and safety compliance in several studies 
conducted throughout the developing world.21,39-41

EVS personnel, managers, and institutions must work 
together to improve the safety culture in healthcare facilities. 
This culture necessitates a company-wide commitment to 
developing, implementing, evaluating, and maintaining effec-
tive and current safety practices.42 Although organizational 
and cultural considerations in the context of workplace safety 
have garnered a lot of attention in recent years, individual-level 
factors affecting healthcare worker safety have received less 
attention.7

Several individual-level characteristics were observed to 
contribute to poor compliance and other safety-related out-
comes in the current study. While some EVS personnel relied 
on their own risk assessments when selecting whether or not to 
use PPE, others had significant knowledge gaps when it came 
to correct PPE use, transmission modes, and other infection 
control concerns. These mindsets eventually lead to increased 
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risk-taking and an inability to prepare for the next unknown.8 
According to a Tanzanian study, however, these beliefs, habits, 
and knowledge gaps can be altered through scientific problem-
based training programs.24

There are some limitations to the current study. This is a 
3-site study, and the findings are unlikely to be representative 
of all other hospitals. Other hospitals will inevitably have their 
own characteristics that mediate barriers to safe practices; how-
ever, some of the ones found in this study will likely resonate 
there as well. Furthermore, social desirability may skew partici-
pant responses, causing them to deliver sociably desired 
answers. As a result, it’s impossible to rule out the possibility of 
some individuals being reluctant to share their real-life experi-
ences. The PPE findings described in this study are almost 
entirely based on the participants’ perceptions, rather than 
empirical evidence, such as assessments of protective garment 
effectiveness, durability, and fit. The reported results have not 
been independently corroborated. Though perceptions are 
important, they can be skewed by passion and vested interests, 
and thus may fail to accurately reflect actual circumstances. 
Aside from these flaws, the study has several advantages. This 
is the first study in Ethiopia that provides a full and meaningful 
assessment of barriers to safe practices among EVS personnel.

Future Direction for Research
The number of hospitals and the regions studied in this study 
was limited due to a lack of research resources. Future research 
should include a broader network of hospitals. Future research 
may also be required to determine the expenses associated with 
injuries caused by unsafe work practices, as well as worker and 
process downtime due to injuries induced by unsafe practices. 
Furthermore, while research and more broadly publications 
from LMICs are scarce, what is available illustrates that EVS 
personnel are a neglected part of the health workforce, with 
either no or inadequate training; the current study also demon-
strated that training is an important determinant of safe prac-
tices. It was done, however, in a broader context. The type and 
frequency of training, as well as the information presented, may 
need to be investigated more in future studies. Finally, in terms 
of the research agenda, more work should be done to see how 
findings from high-income countries might complement or be 
coupled with those from LMICs’ neglected frontlines.

Conclusion
This was the first study to look into what drives environmental 
service workers to engage in unsafe workplace practices. 
Changes in the organization’s policies, processes, managerial 
actions and priorities, and resources dedicated to safety are all 
required to implement a safety culture. Furthermore, the com-
mitment to, and support of, safety should be conveyed to work-
ers at all levels through active and sincere engagement by those 
in leadership positions. Thus, improved access to personal pro-
tective equipment, decent working conditions, occupational 
health and safety training, mental health and psychosocial 

support, remuneration and incentives, and a supportive work 
environment, including a manageable workload, should be part 
of the solution efforts going forward. Finally, and importantly, 
individual accountability is key to improving and sustaining 
safe practices.
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