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Occupational Hazards and Safety Practices Among Primary Health Care Workers in Ikeja Local Government Area, Lagos State, Nigeria: A Cross-Sectional Study

ABSTRACT
Aims: To survey occupational hazards and safety practices among primary health care (PHC) workers in the Ikeja Local Government Area (LGA) of Lagos State, Nigeria, including knowledge of hazards, compliance practices, and safety resources in the facilities.
Study Design: Cross-sectional descriptive study.
Place and Duration of Study: The site of the study was eighteen primary health care facilities in the Ikeja Local Government Area (LGA), Lagos State, Nigeria.
Methodology: A structured, pre-tested, self-administered questionnaire to gather data on socio-demographic characteristics, hazard exposure, hazard knowledge, and compliance, along with a facility safety audit checklist, was used for a census of 310 clinical PHC workers (doctors, nurses/midwives, CHWs/COs, laboratory scientists, pharmacists, and dentists). Data were analyzed using SPSS version 26 by descriptive statistics and chi-square tests with statistical significance set at P < 0.05.
Results: High prevalence of biological hazard exposure (81.6% of workers reported sharps exposure, 80.0% reported contact with infectious materials, 20.0% had a history of needlestick injury, and 47.4% reported incomplete Hepatitis B vaccination). 85.5% of workers said they were exposed to chemicals, 24.8% said they suffered symptoms from chemicals, and 65.2% said they did not have access to Safety Data Sheets. 85.2% of workers reported discomfort in their musculoskeletal system, 57.7% reported stress related to their work, and 31.3% reported violence from others in the workplace. Fewer reported using PPE (50.3%) and fewer reported incidents (33.2%) most of the time, even though 59.0% reported being aware of safety protocols. Forty-one-sixths (41.6%) of facilities had written safety guidelines, and 33.2% of workers said management enforced them. Knowledge of safety procedures was strongly associated with compliance (P < .001); training with PPE usage (P = .002) and management enforcement with PPE usage (P < .001) were also significantly associated with compliance.
Conclusion: Multi-domain occupational hazard exposure coupled with inconsistent safety compliance among the PHC workers in Ikeja LGA is mainly due to organizational and resource inadequacies and not only a lack of knowledge of individual workers. Multi-level interventions in strengthening training, supplying protection equipment, and supervision and enforcement are required.
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1. INTRODUCTION
The primary health care (PHC) sector is the first point of contact for health systems in low- and middle-income countries to provide antenatal care, immunization, communicable disease control, and basic curative services (Rai et al., 2021; World Health Organization [WHO], 2020). During the course of this broad service mandate, PHC personnel are likely to come into contact with biological, chemical, physical, ergonomic, and psychosocial hazards, and this exposure is intensified in resource-poor contexts where infrastructure and equipment are weak, as are the occupational health systems (WHO, 2020; Rai et al., 2021).
Needlestick and sharps injuries are still one of the most common workplace exposures for health workers in Africa, ranging from 22% to 95% (Tadesse & Tadesse, 2010; Mossburg et al., 2019). In Nigeria, evidence confirms this trend (Adebimpe et al., 2018; Abiona & Asaolu, 2023), and stigma and poor surveillance contribute further to under-reporting of the burden. In addition to biological risks, healthcare workers are not always following standard precautions, they don't always have access to personal protective equipment (PPE), and they often don't get the required training (Aluko et al., 2016; Ogoina et al., 2015), and facility-level safety cultures are often weak, which means they don't sustain the efforts of facility staff.
Lagos State is the most urbanized and populous state in Nigeria and has its own unique occupational-risk environment. Ikeja LGA has a high population size and a high rate of commercial and informal settlement activity, which creates a high demand for its 18 PHC facilities (Lagos Bureau of Statistics, 2023; Adegboye et al., 2021). The facilities, managed by the Lagos State Primary Health Care Board (Lagos State Primary Health Care Board, 2022) and the Lagos State Ministry of Health (2025), face problems of insufficient personnel and lack of uniformity in the distribution of trained staff, which limit their capacity to supervise occupational safety.
This vulnerability, however, has not received much attention in the majority of the Nigerian occupational-health research, which has been focused on tertiary hospitals with no empirical evidence of hazards at the primary-care level in urban local government areas like Ikeja (Jonah & Dahiru, 2024). The lack of this gap inhibits evidence-based policies and resource allocation for protection of workers at the PHC level.
This study was driven by a conceptual framework that drew on the Social-Ecological Model (Bronfenbrenner, 1979; McLeroy et al., 1988) and the Health Belief Model (Rosenstock, 1974; Champion & Skinner, 2008) that collectively conceptualize safety compliance as a function of individual, interpersonal, organizational, and policy-level determinants, which are influenced by self-efficacy and perceived susceptibility (Bandura, 1986; Sallis et al., 2008; Glanz et al., 2015). This study, therefore, evaluated biological and non-biological occupational hazards, occupational safety knowledge and practice, compliance factors, and occupational safety resources and systems of PHC workers in Ikeja LGA, Lagos State, with specific objectives of identifying common biological and non-biological occupational hazards, occupational safety knowledge and adherence, occupational safety factors, and occupational safety resources and systems.
2. METHODOLOGY
Study Design and Setting
The study utilized a cross-sectional descriptive design to enable the measurement of the hazard exposures and safety-practice outcomes of PHC workers at the same time (Sedgwick, 2014; Wang & Cheng, 2020). The study was carried out in 18 government-owned PHC facilities in the Ikeja Local Government Area of Lagos State, Nigeria, under the jurisdiction of the Lagos State Primary Health Care Board (Lagos State Primary Health Care Board, 2022; Lagos State Independent Electoral Commission, 2025).
Study Population and Sampling
The study population included clinical PHC workers (doctors, nurses/midwives, community health extension workers/officers, laboratory scientists/technicians, pharmacy workers, dental workers, and environmental health officers) who had been employed in their facility for a minimum of six months. People who were on leave or had less than six months of service were excluded, as were non-clinical staff such as cleaners, security, and administrative staff. A census approach was used, as the total number of clinical PHC workers in the 18 facilities was limited, and all eligible clinical PHC workers with informed consent (310) were enrolled, which meant there was no sampling error for this population (Onoja et al., 2022).
Data Collection Instrument
A structured, self-administered questionnaire was used to gather data, which included questions about socio-demographic and work characteristics; knowledge and awareness of occupational hazards; exposure to biological and non-biological hazards; safety practices and compliance with safety standards; and open-ended questions on barriers to safety and recommendations for improvement. A facility safety audit checklist was completed and included assessments of the availability of safety equipment, standard operating procedures, waste management, and structural safety features. The instrument was developed based on existing instruments such as the Hospital Survey on Patient Safety Culture (Sorra & Nieva, 2004), previously pre-tested among non-sampled PHC workers in a neighboring LGA (Collins, 2003; Althubaiti, 2016), and reviewed by occupational-health experts. Multi-item scales were pre-tested for internal consistency with Cronbach's alpha and were found to be reliable (Streiner et al., 2015).
Ethical Considerations
Ethical approval was granted by the appropriate Health Research Ethics Committee (Approval Number LSHREC/2025/0094), and further approval was obtained from the Ikeja LGA Health Authority and the management of the facilities. All participants signed an informed consent form, and their participation was voluntary and anonymous; confidentiality was ensured; there was no financial compensation; and the respondents had the right to withdraw at any point during the study.
Data Analysis
Data were double independently entered with both range and logic checks (Lauritsen & Bruun, 2000), and data-cleaning procedures (Sterne et al., 2009) were followed in the analysis, which was conducted with IBM SPSS version 26. Socio-demographic and hazard exposures, knowledge, and compliance were summarized with descriptive statistics (frequencies and percentages). Associations among categorical variables (knowledge, training, management enforcement, and compliance outcomes) were analyzed with the chi-square test, and the level of significance was set at P < .05, using criteria for effect size as defined by Cohen (1988). Reporting was done according to the Strengthening the Reporting of Observational Studies in Epidemiology (STROBE) guidelines (von Elm et al., 2007).
3. RESULTS AND DISCUSSION
Overall, 310 clinical PHC workers participated and were fully covered across the 18 study facilities. The results are reported below per hazard and safety practice domain, combining statistical findings with interpretation and comparison with relevant literature.
Socio-Demographic Characteristics
The majority of the workforce was female (65.5%), with the largest cadre being nurses/midwives (33.2%), followed by community health extension workers (25.2%), environmental health workers (14.2%), laboratory scientists (10.0%), medical doctors (7.4%), pharmacists (7.1%), and dental staff (2.9%) (Table 1).
Table 1. Socio-demographic characteristics of respondents (N = 310)
	Characteristic
	Category
	n
	%

	Cadre
	Nurses/Midwives
	103
	33.2

	
	Community Health Extension Workers
	78
	25.2

	
	Environmental Health Workers
	44
	14.2

	
	Laboratory Scientists/Technicians
	31
	10.0

	
	Medical Doctors
	23
	7.4

	
	Pharmacists/Pharmacy staff
	22
	7.1

	
	Dental staff
	9
	2.9

	Sex
	Female
	203
	65.5

	
	Male
	107
	34.5


Values are frequencies (n) and percentages (%).
This distribution of cadres reflects the usual distribution of cadres in PHC in Nigeria, whereby the majority of the cadres are mid-level (Onoja et al., 2022). Together, nurses and community health extension workers accounted for 58.4% of the respondents and conducted the greatest number of procedures that involve biological hazard exposure, such as venepuncture, injection, wound care, and assistance in delivery, thus giving a strong sense of confidence that the findings reflect the experiences of workers with the highest biological hazard exposure. The higher proportion of female staff mirrors the larger proportion of female health workers in Nigeria generally and in nursing and midwifery cadres specifically, whereas the relatively low number of doctors and pharmacists is likely due to reliance on task-shifting to mid-level cadres in the Nigerian PHC context where physicians are limited.
Biological Hazard Exposure
Exposure to biological hazards was high (Table 2). 81.6% of workers reported they were exposed to sharps (often or rarely); 80.0% of workers reported being exposed to infectious materials; 20.0% of workers reported at least one needlestick injury; and 47.4% of workers had never had a hepatitis B vaccination (or never received a full vaccination).


Table 2. Biological hazard exposure among primary health care workers (N = 310)
	Biological Hazard Indicator
	Response
	n
	%

	Sharps exposure
	Often
	107
	34.5

	
	Rarely
	146
	47.1

	
	Never
	57
	18.4

	Contact with infectious materials
	Often
	124
	40.0

	
	Rarely
	124
	40.0

	
	Never
	62
	20.0

	History of needlestick injury
	Yes
	62
	20.0

	
	No
	248
	80.0

	Hepatitis B vaccination status
	Fully vaccinated
	163
	52.6

	
	Partially vaccinated
	76
	24.5

	
	Not vaccinated
	42
	13.5

	
	Not sure
	29
	9.4


PPE = personal protective equipment; values are frequencies (n) and percentages (%).
The 20.0% prevalence of needlestick injuries was on the lower end of the range of 22–95% reported by other sub-Saharan African studies in tertiary hospitals (Tadesse & Tadesse, 2010; Mossburg et al., 2019; Adebimpe et al., 2018). Although this is a relatively low prevalence, this should be viewed with caution because of the possibility of underreporting of occupational exposures due to stigma and weak surveillance among health workers in Nigeria, which is well documented (Ekanem et al., 2020) and may help account for the observed lower prevalence, rather than meaning that sharps safety is truly better. Less than half of workers (52.6%) were ever vaccinated against hepatitis B, which is somewhat disappointing given the intermediate-to-high endemicity of hepatitis B in Nigeria and the proven cost-effectiveness of vaccination as a bloodborne-pathogen control tool, as general hazard awareness was relatively high in this population suggesting supply and cost were likely the main factors behind this finding.
Chemical Hazard Exposure
Table 3 indicates that 85.5% of workers were exposed to chemical hazards (daily, weekly, or occasionally), and 24.8% experienced symptoms related to the chemical hazards, with 65.2% of workers not having access to Safety Data Sheets (SDS).


Table 3. Chemical hazard exposure among primary health care workers (N = 310)
	Chemical Hazard Indicator
	Response
	n
	%

	Frequency of chemical exposure
	Daily
	47
	15.2

	
	Weekly
	78
	25.2

	
	Occasionally
	140
	45.2

	
	Never
	45
	14.5

	Chemical-related symptoms experienced
	Yes
	77
	24.8

	
	No
	233
	75.2

	Access to Safety Data Sheets
	Yes
	108
	34.8

	
	No
	140
	45.2

	
	Not sure
	62
	20.0


SDS = Safety Data Sheet; values are frequencies (n) and percentages (%).
It was noted that almost two thirds of workers had no access to SDS, which is a key weakness in chemical-safety infrastructure because it provides information on disinfectants and sterilizing agents that are routinely used in PHC settings, including hazard identification, safe handling, and emergency response. This finding is consistent with the general trend of hazard exposure observed in healthcare professionals in low-resource countries, where hazard documentation and hazard communication systems are often inadequately developed (Rai et al., 2021; WHO, 2020).
Physical, Ergonomic, and Environmental Hazards
The physical, ergonomic, and environmental hazards in the workplace were widespread (Table 4): 85.2% of workers had musculoskeletal symptoms of discomfort, often or rarely; 24.8% reported a physical injury at work; 74.9% of the workers rated the lighting in their workplace as being fair to poor; 70.0% of workers rated the noise levels in the workplace as being high to very high; 80.0% of workers reported that thermal conditions in their workplace were unpleasant or poorly ventilated, and 60.0% of workers reported that the floor and surface conditions were unsafe.


Table 4. Physical, ergonomic, and environmental hazard indicators (N = 310)
	Physical/Ergonomic/Environmental Indicator
	Response
	n
	%

	Frequency of physical hazard exposure
	Daily
	47
	15.2

	
	Weekly
	93
	30.0

	
	Occasionally
	124
	40.0

	
	Never
	46
	14.8

	Physical injury sustained at work
	Yes
	77
	24.8

	
	No
	233
	75.2

	Musculoskeletal discomfort
	Often
	140
	45.2

	
	Rarely
	124
	40.0

	
	Never
	46
	14.8

	Workplace lighting
	Good
	78
	25.2

	
	Fair
	140
	45.2

	
	Poor
	92
	29.7

	Noise level
	Acceptable
	93
	30.0

	
	High
	140
	45.2

	
	Very high
	77
	24.8

	Thermal comfort/ventilation
	Comfortable
	62
	20.0

	
	Hot/uncomfortable
	155
	50.0

	
	Poor ventilation
	93
	30.0

	Floor/surface condition
	Safe
	124
	40.0

	
	Unsafe
	186
	60.0


Values are frequencies (n) and percentages (%).
The results show that the PHC facilities in Ikeja are a blend of physically demanding clinical activities such as standing for extended periods, handling patients without using mechanical devices, and repetitive procedures and structurally poor workplaces. Poor lighting, unsafe flooring, and high ambient noise levels likely exacerbate the risk of sharps injuries, medication errors, and slips or falls and are indicative of long-standing underinvestment in facility infrastructure and ergonomics identified in the assessment of Nigerian PHC settings (Owoaje et al., 2020).
Psychosocial Hazards
Additionally, psychosocial hazards were prevalent (Table 5): 57.7% of workers reported frequent-to-constant work-related stress, 31.3% had encountered workplace violence or harassment (usually by patients or family members), and 80.0% had no access to mental health support.
Table 5. Psychosocial hazard indicators among primary health care workers (N = 310)
	Psychosocial Hazard Indicator
	Response
	n
	%

	Work-related stress
	Always
	54
	17.4

	
	Sometimes
	125
	40.3

	
	Rarely
	103
	33.2

	
	Never
	28
	9.0

	Experienced workplace violence/harassment
	Yes
	97
	31.3

	
	No
	213
	68.7

	Perpetrator (of those affected, n=97)
	Patient/relative
	45
	46.4

	
	Colleague
	32
	33.0

	
	Supervisor
	20
	20.6

	Access to mental health support
	Yes
	62
	20.0

	
	No
	186
	60.0

	
	Not sure
	62
	20.0


Values are frequencies (n) and percentages (%).
The proportion of stress among health workers is broadly similar to that described in the literature for workers in low-resource settings (Rai et al., 2021), while the lack of institutional mental health support indicates a substantial extent of under-addressed psychosocial hazards in PHC settings, as evidenced in the literature as contributing factors to absenteeism, poorer service quality, and occupational attrition (Owoaje et al., 2020).
Safety Knowledge and Awareness
Awareness of safety knowledge was moderate but incomplete (Table 6): 59.0% of workers said they knew safety procedures, 70.0% said they knew about hazardous activities, and 65.2% said they knew health effects of hazardous activities, but only 55.2% said they knew correct reporting procedures and only 50.0% said they knew emergency guidelines. Limited training coverage: 41.6% received workplace safety training within the last year, and 42.6% received emergency management training within the last two years.


Table 6. Safety knowledge, awareness, and training coverage (N = 310)
	Knowledge/Awareness Indicator
	Response
	n
	%

	Awareness of workplace safety protocols
	Yes
	183
	59.0

	
	No
	52
	16.8

	
	Not sure
	54
	17.4

	
	No policy exists
	21
	6.8

	Awareness of hazardous work activities
	Yes
	217
	70.0

	
	No
	93
	30.0

	Knowledge of health effects of hazards
	Yes
	202
	65.2

	
	No
	108
	34.8

	Knowledge of incident-reporting procedure
	Yes
	171
	55.2

	
	No
	78
	25.2

	
	Not sure
	61
	19.7

	Awareness of emergency guidelines
	Yes
	155
	50.0

	
	No
	93
	30.0

	
	Not sure
	62
	20.0

	Safety training received (past year)
	Yes
	129
	41.6

	
	No
	118
	38.1

	
	Not sure
	63
	20.3

	Emergency-management training (past 2 years)
	Yes
	132
	42.6

	
	No
	111
	35.8

	
	Not sure
	67
	21.6


Values are frequencies (n) and percentages (%).
The moderate level of general hazard awareness and the low level of hazard reporting and emergency procedures awareness are similar to the knowledge-practice gap observed among healthcare workers in Nigeria, where people felt they were well aware of the hazards but not necessarily of how to report or what to do in case of emergency (Aluko et al., 2016). The relative low percentage of workers who have recently received formal training corroborates evidence of the scarcity and uneven distribution of training in Nigerian PHC environments (Ogoina et al., 2015).
Safety Compliance Practices
There was inconsistent adherence to safety practices by domain (Table 7). The highest levels of compliance were with hand hygiene (67.4% always), followed by sharps-disposal compliance (59.7% always) and PPE use (50.3% always), whereas the lowest level of compliance was seen with regard to the reporting of occupational incidents (33.2% always). If the PPE was not available, 48.7% used none (20.3%) or made do with alternatives (28.4%).
Table 7. Safety compliance practices among primary health care workers (N = 310)
	Safety Practice
	Response
	n
	%

	Use of personal protective equipment
	Always
	156
	50.3

	
	Sometimes
	124
	40.0

	
	Never
	30
	9.7

	Proper sharps disposal
	Always
	185
	59.7

	
	Sometimes
	101
	32.6

	
	Never
	24
	7.7

	Hand hygiene practice
	Always
	209
	67.4

	
	Sometimes
	72
	23.2

	
	Never
	29
	9.4

	Incident reporting
	Always
	103
	33.2

	
	Sometimes
	126
	40.6

	
	Rarely
	60
	19.4

	
	Never
	21
	6.8

	Action when PPE unavailable
	Stop procedure
	159
	51.3

	
	Improvise with alternatives
	88
	28.4

	
	Proceed without protection
	63
	20.3


PPE = personal protective equipment; values are frequencies (n) and percentages (%).
The gradient of compliance (highest for hand hygiene and lowest for incident reporting) is similar to that previously reported among Nigerian HCWs: practices that are universally encouraged (such as hand hygiene) have comparatively high levels of uptake while institutional systems (such as incident reporting) have comparatively low levels (Aluko et al., 2016; Ekanem et al., 2020). The fact that almost half of the workers without PPE resorted to unsafe work practices shows that resource availability is the limiting factor for the number of workers willing to comply with regulations—it is not necessarily a lack of individual will.
Facility-Level Organisational and Safety-Resource Indicators
The organizational indicators at the facility level showed that there were significant gaps in the enabling environment for safety (Table 8): only 41.6% of the facilities had written safety guidelines, only 33.2% of the workers reported that the management enforced safety procedures, only 34.8% of them said that they were supervised while performing hazardous procedures, and only 24.2% said that PPE was always available.
Table 8. Facility-level organisational and safety-resource indicators (N = 310)
	Facility-Level Indicator
	Response
	n
	%

	Written facility safety guidelines exist
	Yes
	129
	41.6

	
	No
	105
	33.9

	
	Not sure
	76
	24.5

	Management enforcement of safety protocols
	Yes
	103
	33.2

	
	No
	207
	66.8

	Supervision during hazardous procedures
	Yes
	108
	34.8

	
	No
	202
	65.2

	Consistent PPE availability
	Always
	75
	24.2

	
	Sometimes
	137
	44.2

	
	Rarely
	79
	25.5

	
	Never
	19
	6.1


PPE = personal protective equipment; values are frequencies (n) and percentages (%).
The individual knowledge and attitudes were moderate, which is consistent with previous descriptions of the low level of occupational health infrastructure in Nigerian PHC facilities, such as limited staffing and poor supervisory capacity (Onoja et al., 2022; Owoaje et al., 2020), which explains why moderate individual knowledge did not result in consistent compliance: workers without enforced guidelines, supervision, or reliable PPE supply cannot maintain safe practices, regardless of their own knowledge or attitudes.
Barriers and Facilitators of Compliance
Lack of training (42.9%), security not being needed (42.6%), too much work/time pressure (41.6%), lack of supervision (41.3%), and lack of safety materials or equipment (35.8%) were the top five most commonly reported barriers to compliance. On the other hand, the most commonly reported facilitators were supportive supervision (41.9%), functional reporting and feedback systems (41.0%), regular training and updates (38.4%), adequate supply of PPE (38.1%), and incentives/compliance recognition (37.7%) (Table 9).


Table 9. Barriers and facilitators of safety compliance, ranked by frequency (N = 310)
	Barriers to Compliance
	n
	%
	Facilitators of Compliance
	n
	%

	Inadequate training
	133
	42.9
	Supportive supervision
	130
	41.9

	Perception that safety measures are unnecessary
	132
	42.6
	Functional reporting/feedback systems
	127
	41.0

	High workload/time pressure
	129
	41.6
	Regular training and updates
	119
	38.4

	Poor supervision
	128
	41.3
	Adequate PPE supply
	118
	38.1

	Lack of safety materials/equipment
	111
	35.8
	Incentives/recognition for compliance
	117
	37.7


Respondents could select more than one item; values are frequencies (n) and percentages (%).
The pattern of barriers and facilitators around training, supervision, and resource availability and not just around attitudes suggests that factors within the workplace and system shape the likelihood of this occupational-safety compliance, consistent with the framework of the Social-Ecological Model, which emphasizes interpersonal and organizational influences on health behaviors (Bandura, 1986; McLeroy et al., 1988; Sallis et al., 2008).
Factors Associated with Safety Compliance
The bivariate analyses showed that there were statistically significant relationships between a number of organizational and individual factors and compliance outcomes (Table 10). The overall compliance was highly significantly associated with knowledge of safety protocols (P < .001). The extent of training was significantly associated with the use of PPE (P = .002) and hand hygiene (P = .016). The use of PPE and reporting of incidents were highly significantly associated with management enforcement (P < .001) and management enforcement (P < .001), respectively. The availability of PPE was highly significantly correlated with the use of PPE (P < .001); hazard exposure was significantly correlated with the use of PPE and sharp exposure (P = .005) and with the availability of SDS and chemical exposure (P < .001).
Table 10. Bivariate associations between selected predictors and safety-compliance outcomes
	Association Tested
	Test
	P value
	Interpretation

	Knowledge of safety protocols × Overall compliance
	χ²
	< .001
	Highly significant

	Safety training × PPE usage
	χ²
	= .002
	Significant

	Safety training × Hand hygiene compliance
	χ²
	= .016
	Significant

	Management enforcement × PPE usage
	χ²
	< .001
	Highly significant

	Management enforcement × Incident reporting
	χ²
	< .001
	Highly significant

	PPE availability × PPE usage
	χ²
	< .001
	Highly significant

	Sharps exposure × PPE usage
	χ²
	= .005
	Significant

	Chemical exposure × SDS availability
	χ²
	< .001
	Highly significant


χ² = chi-square test; statistical significance was set at P < .05.
The associations found in this study empirically support the study hypotheses of a significant association between workers' knowledge of safety practices and workers' compliance with safety practices and a significant association between facility-level safety resources and workers' compliance with safety practices. The consistency of these relationships in the various compliance domains (knowledge, training, enforcement, and equipment availability) suggests that efforts focused solely on knowledge acquisition will have limited impact on long-term improvements in safety compliance if not accompanied by efforts to enhance organizational supervision, enforcement, and reliable supply of protective equipment (Bandura, 1986; Champion & Skinner, 2008).
The overall results describe a PHC occupational-safety system that performs reasonably well in certain areas (general hazard awareness and hand hygiene compliance) but has critical gaps in facility-level infrastructure, training levels, supervision of compliance, and psychosocial support. Awareness of risk and a general willingness to comply were found to be independent factors that suggested institutional constraints were systemic rather than merely individual level constraints, where workers who are aware of a risk and generally willing to comply are still constrained by inadequate institutional supports (Rai et al., 2021; WHO, 2020).
4. Conclusions
Primary healthcare workers in the surveyed facilities reported substantial exposure to biological, chemical, ergonomic, physical and psychosocial hazards. Full hepatitis B vaccination, consistent use of personal protective equipment and routine incident reporting were not universal. Respondents also reported gaps in safety training, management enforcement, supervision, mental-health support and reliable protective-equipment availability. Safety knowledge, training and organizational support were associated with selected compliance outcomes. These findings support the need for improved occupational-safety training, dependable protective supplies, clearer reporting procedures and stronger supervisory systems. Because the study was cross-sectional and primarily based on self-reported information, the observed associations should not be interpreted as causal.
Limitations
The cross-sectional design prevents determination of temporal or causal relationships. Most variables were self-reported and may be affected by recall and social-desirability bias. Several exposures lacked defined recall periods, and objective environmental measurements were not performed. Workers were clustered within 18 facilities, but facility-level clustering and potential confounders were not incorporated into the analysis. The findings are limited to government-owned urban primary healthcare facilities in Ikeja and may not represent private, rural or higher-level healthcare institutions.
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QUESTIONNAIRE 

Assessment of Occupational Hazards and Safety Practices among Primary Health Care Workers in Ikeja LGA, Lagos State
You are being invited to participate in a research study titled "Assessment of Occupational Hazards and Safety Practices among Primary Health Care Workers in Ikeja Local Government Area, Lagos State." This study is being conducted to understand the safety risks and practices at your workplace to help improve health and safety policies.
Before you decide whether to participate, it is important that you understand the purpose of the study, what your participation involves, and your rights as a participant.
Participation in this study is entirely voluntary. You may choose not to participate, or you may withdraw at any time without any penalty or loss of benefits. The information you provide will be treated with strict confidentiality and used only for the purposes of this study. Your identity will not be revealed in any reports or publications.
The study will involve completing a questionnaire that asks about your work environment, safety knowledge, exposure to hazards, and safety practices. There are no anticipated risks beyond what you normally encounter at work.
If you have any questions about the study or your rights as a participant, you may contact the researchers or the ethics committee overseeing this research.
By agreeing to participate, you confirm that you have read and understood the information provided, your questions have been answered satisfactorily, and you consent to take part in this study.

Section A: Respondent Demographics and Work Profile
1. Respondent ID: __________________________
2. Facility Name:
·  All 18 PHCs in Ikeja LGA (list selectable options)
3. Designation:
·  Doctor
·  Nurse
·  Environmental Health Worker (EHW)
·  Community Health Extension Worker (CHEW)
·  Laboratory Scientist/Technician
·  Pharmacist/Pharmacy Technician
·  Dentist/Dental Technician
·  Others (please specify): _______________
4. Years of Work Experience:
·  1–5 years
·  6–10 years
·  11–15 years
·  16–20 years
·  More than 20 years
5. Age Group:
·  <20
·  21–25
·  26–30
·  31–35
·  36–40
·  41–45
·  46–50
·  51–55
·  56–60
·  >60
6. Sex:
·  Male
·  Female

Section B: Knowledge of Occupational Safety Protocols
1. Are you aware of occupational safety protocols in PHC facilities?
·  Yes
·  No
·  Not Sure
·  Not available / No policy
2. Have you received training on workplace safety within the last year?
·  Yes
·  No
·  Not Sure
3. Are you aware of activities that predispose you to workplace hazards?
·  Yes
·  No
4. Do you know the possible health effects of workplace hazards?
·  Yes
·  No
5. Do you know the correct procedure for reporting workplace injuries?
·  Yes
·  No
·  Not Sure
6. Are you aware of emergency response guidelines for incidents such as chemical spills, sharps injuries, or patient aggression?
· Yes
· No
· Not Sure
7. Do you know the correct step-by-step procedure for reporting occupational incidents (e.g, needlestick injury, chemical exposure, violence)?
· Yes
· No
· Not sure
8. Have you received training specifically on the management of workplace emergencies in the last 2 years?
· Yes
· No
· Not Sure



Section C: Exposure to Occupational Hazards
1. How often are you exposed to sharp objects (e.g., needles)?
·  Often
·  Rarely
·  Never
2. How often do you come in contact with infectious materials?
·  Often
·  Rarely
·  Never
3. How often do you experience musculoskeletal discomfort while working?
·  Often
·  Rarely
·  Never
4. How frequently are you exposed to chemicals in your daily work?
·  Daily
·  Weekly
·  Occasionally
·  Never
5. Which areas of the PHC are most associated with chemical use or exposure? (Select all that apply)
·  Laboratory
·  Pharmacy/Dispensary
·  Maternity/Labor room
·  Cleaning/Waste disposal area
·  Others (please specify): _______________
6. What activities expose you to chemicals? (Select all that apply)
·  Preparing disinfectants
·  Cleaning or sterilizing instruments
·  Handling laboratory reagents
·  Administering or disposing of medications
·  Waste segregation and disposal
7. Have you ever experienced any symptoms after working with chemicals?
·  Yes (please specify): ___________________________
·  No
8. Are Safety Data Sheets (SDS) or chemical labels available for chemicals used in your PHC?
·  Yes
·  No
·  Not sure
9. How often do you experience work-related stress?
·  Always
·  Sometimes
·  Rarely
·  Never
10. What are the main causes of stress in your workplace? (Select all that apply)
·  High patient load
·  Inadequate staffing
·  Poor working conditions
·  Long working hours
·  Lack of administrative support
·  Interpersonal conflict with colleagues or supervisors
11. Have you ever experienced verbal abuse, bullying, or violence while at work?
·  Yes
·  No
12. If yes, who was the perpetrator?
·  Patient or relative
·  Colleague
·  Supervisor
·  Other (please specify): _______________
13. How do psychosocial hazards affect your work performance? (Select all that apply)
·  Fatigue
·  Reduced concentration
·  Low motivation
·  Absenteeism
·  Emotional distress
14. Do you have access to counseling or employee support services at your PHC?
·  Yes
·  No
·  Not sure
15. How frequently are you exposed to physical hazards during your work?
·  Daily
·  Weekly
·  Occasionally
·  Never
16. Which areas of the PHC are more prone to physical hazards? (Select all that apply)
·  Laboratory
·  Maternity or theatre
·  Waste disposal area
·  General consultation room
·  Others (please specify): _______________
17. Have you ever experienced any injury or discomfort due to physical hazards at work?
·  Yes (please specify type): _____________________
·  No
18. How do you rate the general condition of your workplace regarding:
a) Lighting:
·  Good
·  Fair
·  Poor
b) Noise level:
·  Acceptable
·  High
·  Very high
c) Temperature/Ventilation:
·  Comfortable
·  Hot
·  Poor
d) Floor and surface conditions:
·  Safe
·  Unsafe
19. Have you ever experienced a needlestick or sharp injury at work?
· Yes (please specify year/incident): 
· No
20. Have you completed the Hepatitis B vaccination series?
· Yes, full dose
· Partially vaccinated
· Not vaccinated
· Not Sure
21. Are PPE items (e.g, gloves, face masks, aprons, etc,) consistently available in sufficient quantity at your PHC?
· Always Available
· Sometimes available
· Rarely available
· Never available


Section D: Compliance with Safety Practices
1. How often do you wear appropriate personal protective equipment (PPE) while performing procedures?
·  Always
·  Sometimes
·  Never
2. How often do you dispose of sharps in approved safety boxes immediately after use?
·  Always
·  Sometimes
·  Never
3. How often do you wash your hands before and after patient care?
·  Always
·  Sometimes
·  Never
4. When PPE is unavailable, do you improvise or proceed without protection?
· I improvise (e.g, reuse PPE, use makeshift barriers)
· I proceed without PPE
· I stop the procedure until PPE is provided
5. When you experience or witness an occupational incident, how often do you file an official report?
· Always
· Sometimes
· Rarely
· Never

Section E: Factors Influencing Compliance to Safety Practices
1. Are safety guidelines available in your PHC?
·  Yes
·  No
·  Not sure
2. Does management enforce adherence to safety protocols?
·  Yes
·  No
3. Do you receive supervision or monitoring when using hazardous substances?
·  Yes
·  No
4. What factors discourage compliance with safety procedures? (Select all that apply)
·  Inadequate training
·  Lack of safety materials/equipment
·  Poor supervision
·  High workload/time pressure
·  Perception that safety measures are unnecessary
5. What factors encourage compliance with safety practices at your PHC? (Select all that apply)
· Adequate supply of PPE
· Regular training and updates
· Supportive supervision
· Good reporting and feedback systems
· Incentives or recognition for compliance.
6. What suggestions do you have for improving safety practices at your PHC
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