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EXECUTIVE SUMMARY

In 2007, the Botswana Ministry of Health (MOH) initiated development of the Workplace
Wellness Programme (WWP) to help ensure that health workers are equipped to cope with
the physical and emotional demands of their jobs. This evaluation was conducted to document
the achievements, challenges, and outcomes of the MOH WWP, and to make
recommendations for improving implementation, use, impact, and sustainability of the
programme. The data collection methods for this multifaceted evaluation are listed in the table
below along with information about the target population and sample size.

Table: Data Collection Methods

Data Collection Target Population Sample Size

Method

Implementation WWP district focal persons 27

Assessment

In-Depth Interviews Programme implementation personnel at 17 (National)

national, district, and facility levels 10 (District)

11 (Local)

National Survey Health workers in four cadre groupings 1,348

Focus Groups Health workers in four cadre groupings 10 groups

Desk Review Documents related to development or 68 documents

implementation of WWP

FINDINGS AND RECOMMENDATIONS
The following findings emerged from this evaluation, with specific focus on programme
implementation, awareness and participation, job performance, sources of occupational

stress, mechanisms for coping with stress, and lifestyle behaviours.

Implementation at District and Local Levels

The basic structures necessary to promote implementation of the national WWP for health
workers in Botswana have been put in place across the country. Evaluation results indicate
that having a dedicated and diverse WWP committee enabled implementation of the minimum
package of services. Other factors included support from national and district management,
and organization of the programme into district, facility, and individual performance plans.
Such components as health screening, therapeutic recreation, and promotion of health
through observation of commemorative events were implemented more often than those
related to occupational health and safety or psychosocial services. Rollout of the programme
from district hospitals to individual facilities has happened on only a limited basis. Barriers to
WWP implementation at both district and local levels include: limited branding of pre-existing

health-related activities as part of the WWP, organizational placement of the programme



within the Department of HIV/AIDS Prevention and Care, prioritization of wellness activities
that focus on the general community instead of on health workers, and perceptions that
programme implementation is voluntary, as well as such general constraints as heavy

workloads and limited transport.

Participation in WWP activities

The results for participation in the minimum package of activities were fairly consistent across
components. The vast majority of health workers reported that these services were not
available at their facilities. However, when these services were offered, health workers
generally did participate. The main exception was health screeningd health workers were
more likely to obtain screening as part of an overall health check-up than as part of the WWP.
However, health workers consistently reported that they felt these services would be

beneficial.

Sources, symptoms, and levels of Stress

The three most commonly reported sources of stress were shortages of staff, shortages of
resources, and too much work. Other common sources of stress were conflict with co-
workers, providing support for relatives of patients, and providing care for many HIV/AIDS
patients. Providing care for HIV/AIDS patients was perceived as a source of stress by 42.3%
of participants in 2013, compared to 76% in 2006. Similarly, fewer participants reported that
caring for many patients, too much work, and staff shortages were stressors in 2013
compared to 2006. This suggests that there have been improvements in reducing stress in the
workplace since 2006.

Data related to job satisfaction, as determined using the Job Descriptive Index and Job in
General tools, indicate a general satisfaction with their work, supervision, and co-workers.

Results showed overall dissatisfaction with pay and opportunities for promotion.

Burnout was assessed using the General Survey of the Maslach Burnout Inventory, which
assess exhaustion, cynicism, and efficacy. Over half of the health workers surveyed had high
levels of professional efficacy. High levels of exhaustion were found in 28.6% of respondents.

Cynicism was categorized as high for 37.6% of respondents.

The data suggest that the majority of health workers experience occupational stress. Close to
10% of the respondents indicated that they

data from 2006. Mean values fell above the median for the Stress in General scale, indicating
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that the majority of health workers do experience stress at work. Mean values for the general
health questionnaire were below the median, suggesting low levels of psychological well-

being

Coping with Stress

The most commonly reported stress coping strategy were talking to someoned a family
member, friend, co-worker, supervisor, or even a counsellord and spiritual activities. Nine
percent of health workers reported using alcohol to relieve stress, which was similar to the
data found in 2006. Overall, the reported use of positive coping strategies increased from
2006 to 2013, suggesting improvements related dealing with stress in the workplace since
2006.

Lifestyle Behaviours

Fruit and vegetable intake was generally poor, with only 11.7% reported having five or more
servings of fruits and/or vegetables per day. Almost one-third (31.9%) of respondents
reported consuming one or fewer servings per day. Most respondents (95.2%) reported that
they did not smoke. The results for alcohol use are similar to those for tobacco use, with
75.9% of respondents reporting they had not had an alcoholic drink in the past 30 days.
About 32% of the respondents reported not engaging in any physical activity, 16% reported
that they engage in physical activity once a week, 17% engage in some form of exercise daily,
and 35.8% patrticipate in physical activity three to six days a week.

Relationship between WWP participation and Stress-related Qutcomes

Measures of absenteeism and presenteeism were not significantly associated with WWP
participation. However, stress scores, assessed by the Stress in General tool, were
significantly lower for health workers with a high participation in WWP activities. Similarly,
levels of exhaustion and cynicism, as assessed by the Maslach Burnout Inventory, were
significantly lower for health workers with a high participation in WWP activities. This

suggests that the WWP is having a beneficial impact on healthcare workers.



WWP RECOMMENDATIONS

Programme Implementation and Use: General recommendations

1

Promote stress management and team-building activities to encourage
attendance and improve overall quality of work.

Ensure a systems approach to WWP implementation that takes a holistic
view of wellness, instead of being event-driven.

WWP activities are largely concentrated at district hospitals, with relatively
little impact at other health facilities. Promote efforts to roll out WWP activities
to local facilities to increase the impact of the programme. Local wellness
committees are needed to ensure coordination and implementation of the
WWP.

The importance of the WWP needs to be re-emphasized to the districts and
local facilities, so that they clearly understand their responsibilities.

Promote therapeutic recreation to encourage physical activity.

Programme Implementation and Use: Specific recommendations

1

The district structures for WWP implementation are in place and need to be
supported. Periodic reminders to district leadership of the importance of
the programme and its objectives are needed.

Few district WWP committees had all of the focal-member positions filled.
Given the apparent challenge in filling all key positions within the WWP
committee, the number of WWP committee positions should be reduced
and roles prioritized.

Annual WWP plans are routinely submitted late and the WWP committees
seldom complete annual plan projections. Therefore, the programme should
revisit the need for projections in addition to annual plans. Feedback and
follow-up related to late submission or non-submission of annual plans is
warranted.

The national programme should ensure that key guiding documents are
available for both WWP focal persons and committee members.

Although health screening services are generally available at district hospitals,
only seven local facilities reported having staff clinics. Instead, health workers
generally receive screening services as part of the general client population.

There is a need for additional staff clinics to facilitate access to screening



and other health services. Confidentiality should be inculcated into these
services.

Wellness activities related to health promotion are generally aimed at the
community, not specifically targeted to health workers. An increased focus
on health promotion activities targeting health workers is need.

An increased focus on peer education is warranted, given that this was a
weak aspect of WWP activities.

The programme should review the usefulness of targeted seminars, since
there was a low prevalence of these activities in the field.

Additional materials, such as instructional aides, are needed to facilitate
implementation of activities focused on health promotion, stress
management, team building activities, occupational health, and safety.

Impact and Sustainability

T

Placement of the WWP under the auspices of the Department of HIV/ADS
Prevention and Care (DHAPC) made sense when the programme was being
developed. However, because the HIV epidemic, the health care system, and
the WWP have since matured, the programme should be placed under a
different department to ensure a more holistic approach to wellness.

Increase human resources for health, and implement staffing norms to
reduce stress. Ensure sufficient numbers of health workers at each facility so
that health workers are able to access WWP services. Provide feedback on
staffing needs to district health management teams (DHMTS) to enable more
appropriate workload assignments.

Health facilities need to review how to best provide health services for their
workers. Screening and other wellness events are usually led by health
workers for the benefit of the general community, with little or no focus on
health workers themselves.

Promote stakeholder support and buy-in to strengthen WWP branding of
WWP activities; this will increase visibility and promote support for the
programme me. Coordinate all wellness activities through the WWP to
maximize its use.

Develop a robust monitoring and evaluation system for reporting and
feedback.



INTRODUCTION

HIV/AIDS Has Created a Strain on Health-Sector Human Resources

The HIV/AIDS epidemic continues to pose public health and health system challenges for
many countries, particularly those in sub-Saharan Africa.! As the demand for skilled health
service providers has increased to address the growing disease burden, the supply of health
workers has simultaneously declined due to health worker morbidity and mortality, as well as
workers taking time off to care for ill relatives.? In addition to the challenges caused by health
worker morbidity and mortality, the expansion of health services needed to address the
HIV/AIDS epidemic has put additional professional demands on health workers.?

The increase in demand for HIV services is especially evident in Botswana. Although HIV
rates have been declining in recent years, data from the 2012 Botswana AIDS Impact Survey
indicate that approximately 18.5% of the ¢ o u n tpepuyldiaen is living with HIV/AIDS® among
the highest rates in the world.1* The national response to the HIV/AIDS epidemic in Botswana
has been multifaceted, demonstratingBot swanabs i nternational | eader
implementation of HIV prevention, treatment, and care programmes. For example, the
government of Botswana established the first national antiretroviral therapy (ART) and
prevention of mother-to-child transmission programmes in Africa.>® Botswana has also been a
world leader in the initiation of routine HIV testing.” Although these and other HIV/AIDS
programmes have resulted in a comprehensive package of HIV services to combat the
epidemic through prevention, treatment, and care, they have also created human-resource

challenges for the health care system.

As the national response to HIV expanded, new cadres of health workers, such as lay
counsellors and monitoring and evaluation (M&E) officers, were created to help manage the
workload.®® However, even with these added human resources, health workers assumed
additional responsibilities in implementing new HIV-related programmes. These additional
responsibilities coincided with an increase in overall caseloads at health facilities, due to
higher numbers of patients seeking treatment for HIV and related co-morbidities. For example,
tuberculosis case notification rates increased from 199 to 455 per 100 000 between 1989 and
2011.1%1 The problem of constrained human resources due to increased responsibilities and
caseloads was further exacerbated by the psychosocial demands experienced by those health
workers who were caring for increasing numbers of acutely and terminally ill patients, while

also taking care of family members and friends who were ill. These expanded responsibilities,
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increased caseloads, and psychosocial demands are thought to have contributed to

occupational stress among health workers.!?

Health Workers Responding to the HIV/AIDS Epidemic Are Particularly Susceptible to

Occupational Stress

It is widely accepted that health professionals are particularly vulnerable to high levels of
occupational stress.®®!* Occupational stress has been defined by the US National Institute for
Occupational Safety and Health as dhe harmful physical and emotional responses that occur
when job requirements do not match the capabilities, resources, or needs of the worker.8°
Contributing factors include long hours, heavy workloads, and the mental and physical

demands of providing care for ill patients.

Health workers responding to the HIV/AIDS epidemic are especially susceptible to
occupational stress.'3141617 Several unique stressors related to providing HIV/AIDS treatment
and care have been identified: the clinical manifestation of AIDS and the course of the illness,
the risk of contagion, high mortality rates among patients, ethical concerns about
confidentiality and stigma, and coping with on-going loss.*® Prior to comprehensive treatment
programs, inpatient death rates and the limited possibilities of effective care contributed to
professional frustration and stress among health workers.'’” Although improvements in patient
survival rates may have reduced levels of professional frustration and occupational stress in
countries with large-scale ART programmes, stress in the workplace remains a reality for

many health workers involved in HIV treatment, care, and support.

Stress-Related Burnout Adversely Impacts the Health System

Extended exposure to occupational stress can lead to burnout, a state of physical, emotional,
and mental exhaustion resulting from long-term involvement in work situations that are
emotionally demanding.'® Maslach has characterized burnout as including three constructs:
emotional exhaustion, depersonalization, and reduced personal accomplishment.'®* Emotional
exhaustion refers to the depletion of emotional resources, which leads health workers to feel
exhausted by their work, and unable to give of themselves on a psychological level.
Depersonalization results in negative, cynical attitudes and feelings about clients. Health
workers who have a reduced sense of personal accomplishment evaluate themselves

negatively, particularly with regard to their relationships with clients.

Occupational stress and burnout have adverse effects for both employers and employees.

Occupational stress can impact employee job satisfaction. This was shown in a small study
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from South Africa, which found that occupational stress adversely impacted job satisfaction
among 50 doctors.?° In addition, stress can contribute to emotional and physical iliness; it has
been shown to contribute to multiple health problems, including musculoskeletal disorders,

cardiovascular diseases, psychological ailments, and reduced immune function.31¢

From an organizational perspective, occupational stress can lead to increased absenteeism,
which is a physical absence from work. It can also lead to presenteeism, in which employees
are physically present at work, but have reduced productivity due to physical or emotional
distractions. Furthermore, occupational stress can lead to increased staff turnover and
decreased work commitment. It can also contribute to poor relationships with clients,® which

can impact the effectiveness of the health system to adequately address public health needs.

Individual Coping Mechanisms and Organizational Interventions Can Help Manage

Occupational Stress and Avoid Burnout

Given the negative effects of occupational stress and burnout on employers and employees, it
is important to address these issues in order to improve the effectiveness of the health
system.!® The health of workers is an essential element in determining the long-term success

of any organization or company, including health facilities.?*

Generating a completely stress-free work environment may not be feasible; therefore, the
adoption of healthy coping strategies by health workers can be an important step in mitigating
the impact of stress and preventing burnout. Individuals can potentially mitigate the effects of
stressors through coping strategies. Coping strategies refers to specific efforts, both
behavioural and psychological, that people employ to master, tolerate, eliminate, or minimize
stressful events or their impact.?? Some examples of coping strategies are talking with co-
workers, taking time off, humour, ignoring or denying stress, blaming others, and alcohol

use.?

Along with the adoption of healthy coping mechanisms by individuals, another important
approach to dealing with occupational stress is to identify organizational factors that contribute
to stress, and address them through such strategies as hiring more staff, creating flexible
working hours, and providing training for employees on stress management, coping
strategies, and relaxation techniques.?® Data from the literature suggest that workplace
wellness programmes can result in reduced absenteeism, increased employee retention, and
reduced health care costs, and that such programs may have substantial health and economic

benefits.?* Workplace wellness programmes are employer-sponsored programs designed to

12



engage and support employees (and often their family members) in adopting and sustaining
behaviours that reduce health risks, improve quality of life, enhance personal effectiveness,

and benefit the organization financially.?®

Occupational Stress and Burnout in Botswana

Relatively little is known about stress and burnout among health workers in Botswana. A study
from 2006 found that 89% of health workers in Botswana reported experiencing occupational
stress, 69% expressed the need for professional counselling, 75% expressed the need for
stress-management services, and 58% suggested on-site provision of health and wellness

services for easy access.!?

Since that study was conducted, several factors have emerged that may have helped to
mitigate occupational stress. The nature of HIV/AIDS care and treatment has changed, with
declining mortality rates, and the achievement of mother-to-child transmission rates that are
among the lowest in the world. Furthermore, the MOH has demonstrated a strong
commitment to ensuring that the health workforce is able to cope with the demands of the
HIV/AIDS epidemic by establishing the national Workplace Wellness Programme (WWP) for

health workers.

WWP for Health Workers in Botswana

In 2000, the Minister of Health highlighted the need to ensure there were appropriate

HIV/AIDS interventions for health workers; this led to a national needs assessment, which was
completed in 2006.? Subsequently, to help ensure that health workers would be equipped to
cope with the physical and emotional demands of their jobs, the MOH initiated development of
the WWP. Implementation of this comprehensive programme began in 2007, with the goal of
empowering health workers with the knowledge and skills necessary to manage and cope with
the dynamic demands of the health system, which had been exacerbated by the HIV/AIDS
epidemic.?® The focus of the programme evolved; it broadened its scope to encompass
comprehensive wellness services, integrating HIV/AIDS-specific interventions geared towards

improving the overall health of health workers.

The programme is coordinated by the national Workplace Wellness Program, under the
auspices of the Department of HIV/AIDS Prevention and Care at the Ministry of Health.
Implementation of the WWP at the district and facility levels is handled through district focal
persons and committees within district health management teams (DHMTS). A draining-of-

trainers6(TOT) model has been used to buildt h e p r o g capacitynte d@ddress stress
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management, team building, and occupational health. The recommended minimum package

for the programme consists of the following components:

1. Health screening, treatment, and care includes comprehensive health services,
from clinical assessments to identify disease before symptoms show to providing
necessary medical consultations, treatment interventions, and referrals. Focal

areas include, but are not limited to, TB, HIV, and cancer screening and treatment.

2. Health promotion addresses health and lifestyle issues through wellness talks,
seminars, commemorations, and peer education activities, including activities
intended to empower health workers to exercise control over all aspects of their
lives (e.g., finances, substance use, and health issues).

3. Stress management and team building training and workshops focus on enhancing
the physical, psychological, emotional, and occupational well-being of health

workers, reducing stress, and strengthening teamwork.

4. Occupational health and safety addresses issues of safety in the workplace,
focusing on identification of health hazards and their prevention, control, and
management. It also addresses occupational exposure, injury, and post-exposure

prophylaxis services.

5. Psychosocial and spiritual care involves support groups consisting of health
workers led by trained group facilitators. It also includes such activities as

counselling, prayer, Holy Communion, and the reading of scripture.

6. Therapeutic recreation focuses on improving the physical, psychological,
emotional, and occupational well-being of health workers through such recreational
activities as physical fitness, s@mas,i al recr

fashion shows).
With the establishment of the national WWP, there is a need to assess the achievements,

challenges, and outcomes of the programme, and to provide recommendations for improving

its implementation.
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OBJECTIVES

This evaluation was conducted to document the achievements, challenges, and outcomes of
the MOH Workplace Wellness Programme (WWP), and to provide recommendations for
improving programme implementation. In addition to implementation, use, impact, and
sustainability of the WWP, the evaluation covered occupational health issues affecting health
workers: stress, coping strategies, lifestyle behaviours, and absenteeism. The specific
objectives of this evaluation, along with the corresponding evaluation questions, are listed

below:

1. Describe the development and administration of the WWP at national, district, and
facility levels from 2007 to 2013.
a. What have been the key inputs and processes of the WWP at these levels?
b. What inputs and processes are needed to ensure the sustainability of the WWP

and its continued rollout to all facilities?

2. Assess the progress of WWP implementation throughout the country, and identify
factors affecting implementation.
a. Which components of the minimum package of services are being
implemented at district and facility levels?
b. What are the factors affecting implementation of the minimum package of

services at district and facility levels?

3. Determine how health workers are using the WWP, and identify factors affecting use.
a. Which components of the minimum package of services are health workers
using? How often?

b. What are the factors affecting the use of wellness services?

4. Ildentify sources, symptoms and levels of occupational stress, and mechanisms for
coping with occupational stress among health workers in 2013; compare, when
possible, with relevant data prior to 2007 (WWP implementation).

a. What do health workers currently perceive to be sources of stress? How do
these compare with those perceived prior to implementation of the WWP?
b. What symptoms of stress are health workers currently experiencing? How do

these compare with those experienced prior to implementation of the WWP?
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c. What coping strategies are health workers using to address stress? How do
these compare with those used prior to implementation of the WWP?
d. What is the current level of stress among health workers? How does this

compare with levels prior to implementation of the WWP?

5. Describe the lifestyle and health behaviours of health workers; use this information to
characterize chronic disease risk and inform intervention development.
a. How can health worker behaviours be characterised in relation to physical
activity, diet, alcohol consumption, and tobacco use?

6. Explore how participation in WWP activities correlates to coping strategies used to
reduce stress, absenteeism, presenteeism, job satisfaction, stress levels, and burnout
among health workers in 2013.

a. Is health worker participation in workplace wellness activities associated with
any of the following outcomes?
Increased use of healthy coping mechanisms.

1

9 Decreased absenteeism.
1 Increased job satisfaction.
1

Lower levels of stress and/or burnout.
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METHODS

A reference group comprising key stakeholders was involved in the development and
oversight of the evaluation. The reference group included representation from the MOH
Departments of Corporate Services, DHAPC, Clinical Services, and Public Health; Seventh
Day Adventist Mission Hospital in Kanye; Directorate of Public Service Management 1 Office
of the President; WHO Botswana; and CDC Botswana. (A copy of the terms of reference for
the evaluation can be found in Appendix A.) This evaluation was approved by the MOH Health
Research and Development Committee; non-research determination was received by the

University of Washingt ¢ApgersdixB)nt er nal Revi ew

This evaluation used a non-experimental, mixed-methods design to collect quantitative and
gualitative data from primary and secondary data sources. The primary data sources were a
national implementation assessment of WWP activities throughout the country; in-depth
interviews with programme implementation staff at national, district, and facility levels; a
national survey of health workers; and focus group discussions with health workers.

Secondary data was obtained from a desk review of pertinent documents.

1. National Implementation Assessment

The national WWP implementation assessment (IA) was administered through telephone
interviews with the WWP focal persons in all 27 health districts. The IA was conducted to
obtain data on levels of WWP implementation throughout Botswana, as well as all factors
affecting programme implementation. A standards-based quantitative interview guide
(Appendix C) was developed from the MOH WWP implementation guide and operational
guidelines. Informed consent was obtained via fax. Data were used to develop scores
reflecting the level of WWP within the district.

2. In-Depth Interviews

In-depth interviews were conducted at the national, district, and facility levels with individuals
having historical knowledge of the WWP, as well as with those currently involved in
administering the programme. The purpose of the interviews was to better understand the
history, political will, implementation, use, rollout, and factors affecting the WWP. Copies of
the interview guides can be found in Appendices D, E, and F. A copy of the consent form used
can be found in Appendix G. Each interview was conducted face-to-face by a skilled

interviewer, with a rapporteur present. With permission, the interviewers also recorded the
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interviews with a digital voice recorder. After the interviews, the voice recordings were

transcribed, and translated as necessary.

National-level interviews were conducted in Gaborone. With guidance from the technical
reference group, purposive sampling was used to select individuals involved in the
development and history of the WWP. In total, 17 interviews were conducted at this level.
Interviewees included knowledgeable personnel from MOH and WHO, as well as former
steering committee members representing the Nurses Association of Botswana, Botswana
Defence Force, Botswana Police Service, Botswana Prison Service, and the CDC.

District and facility interviews were conducted in six of the 27 health districts (22%). To ensure
maximum variation, purposive sampling was used to select these districts based on the IA
scores. Specifically, the three districts receiving the highest and lowest IA scores
(demonstrating higher and lower levels of programme implementation, respectively) were
selected to enable variability of the data and yield the most relevant information related to
factors affecting implementation of the WWP minimum package. The districts selected were
Good Hope, Kgalagadi North, Kweneng West, Mabutsane, Palapye, and Southern.
Interviewees were selected using a snowball technique, whereby WWP district focal persons
were asked to identify other relevant interviewees at the district and facility levels in their
districts who were familiar with WWP implementation. In total, 10 interviews were conducted
at the district level, and 11 at the facility level. Interviewees included WWP district and facility

committee members, as well as district and facility management.

3. National Survey of Health Workers
A self-administered questionnaire (Appendix H) was distributed to randomly selected health
workers in public health facilities in each of B o t s w a2 leedltk districts. This included
health workers in the following four general categories:
1) Doctors and nurses providing clinical care.
2) Other professionals, including:
1 Social workers, pharmacists, and nutritionists
1 Allied health professionals, such as radiographers and pharmacist
technicians
9 Paraprofessionals, such as lay counsellors and health education assistants
3) Administrative personnel (e.g., doctors and nurses acting in an administrative
capacity, human resources staff, and data clerks).

4) Support staff (e.g., drivers, cleaners, and gardeners).
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A multi-stage sampling procedure was used to first select facilities in which the surveys were
to be administered, and then to identify potential participants. All facilities and health workers
were included in the sample. Five facilities were randomly selected in each district,
representing the following strata: DHMTSs, hospitals, clinics with maternity services, clinics
without maternity services, and health posts. When there was no facility available in a
particular stratum, an additional facility from the next level up was selected in its place. For
each of the selected facilities, a staff list was obtained from the DHMT. Employees were
categorized according to the four cadre groups listed above; random selection was then used
to select participants. Four participants per cadre at each facility were selected, with an
additional two selected as alternates in case selected participants were unavailable during the
data collection period. (When a facility had fewer than four employees in a cadre group, all
were selected.)

District WWP focal persons administered the surveys. These individuals received training on
the survey tool and the distribution process to ensure the tasks were performed in a uniform
manner, regardless of location. They were also tasked with helping those with limited literacy
and English skills to complete the self-administered survey. Study participants were asked to
complete the questionnaire, seal it in a confidential envelope, and return it to the district WWP
focal person, who then forwarded the envelopes to the research team in Gaborone (through
government transport, post, and courier). Completion and submission of the survey

guestionnaire indicated consent, since a consent form was included in the questionnaire.

The self-administered survey consisted of quantitative, closed-ended questions. Responses to
the questionnaire provided information on access to and use of WWP services, absenteeism,
presenteeism, job satisfaction, occupational stress, stress coping mechanisms, and lifestyle
behaviours (including nutrition and exercise). In total, surveys were distributed to 1,856 health

workers; 1,348 completed and returned their surveys, a response rate of 73%.

Sources of stress were measured by asking participants to rate various work-related
stressors, and by assessing job satisfaction using the Job Descriptive Index (JDI). The JDI is
a well-validated, commonly used tool developed at Bowling Green State University.?” The JDI
looks at satisfaction with co-workers, the work itself, pay, opportunities for promotion, and
supervision. The tool measures job satisfaction by asking respondents to think about
components of their job, then rate their satisfaction with those components. Additionally, the
Job In General scale, which is a companion tool to the JDI, was used to provide a measure of

overall job satisfaction.
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The JDI was presented in the form of a checklist of adjectives and short phrases. Each item
consisted of no more than five words, and was easy to read. Health workers selected \N§ &6
or & 6based on how they thought the item applied to their current job. Numerical values
ranging from Oi 3 were assigned for each variable. Scales were formed by summing across
the six variables comprising each job satisfaction facet; values for each facet ranged from 01
18. The median value, nine (9), represented the neutral point. A score above or below the
neutral point indicated either general satisfaction or general dissatisfaction. The Job in
General scale contained eight items; therefore, its values ranged from Oi 24, with 12
representing the neutral point.

Symptoms of stress were assessed by measuring absenteeism, presenteeism, and burnout.
Absenteeism and presenteeism were assessed using questions from the WHO Health and
Work Performance Questionnaire (HPQ).?8%° The HPQ was developed by WHO in conjunction
with Harvard Medical School for use in community surveys and intervention studies to assess
work performance. It is a well-validated tool that has been used to generate nationally
representative data in 28 countries around the world.?® The absenteeism and presenteeism
items include 22 brief, closed-ended items assessing time at work and performance self-

assessment.

Burnout was assessed using an abbreviated, nine-item version of the Maslach Burnout
Inventory (MBI). The MBI, which was developed over 25 years ago to measure burnout in
such areas as human services, is recognised as the leading measure of burnout.*® The
abbreviated tool includes three items assessing each of the following constructs: emotional

exhaustion, depersonalization, and personal accomplishment.

Coping mechanisms were assessed by asking a series of closed-ended questions, in which
participants rated their use of various general mechanisms for coping with stress. Additionally,

participants were able to provide write-in responses for additional coping mechanisms.

Stress was assessed by use of the Stress in General scale, which is designed to measure
general levels of occupational stress. Participants are asked to think about whether or not
particular stress-related descriptors are characteristic of their jobs. Stress was also assessed
using the General Health Questionnaire (GHQ), a well-validated, widely used, twelve-item tool
for assessing psychological well-being.3! Sample GHQ questions: Have you recently been
able to concentr at eHavenwyoudostantch sleepuoder eorry® &dacmitgn?
has four possible responses: not at all, no more than usual, rather more than usual, and much

more than usual.
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Health and lifestyle behavioursd e.g., diet, exercise, alcohol consumption, and tobacco used
was assessed using questions adapted from the WHO STEPS Survey on Chronic Disease

Risk Factors and the 2005 Botswana Global School-Based Student Health Survey.3233

4. Focus Group Discussions
Focus group discussions were conducted to capture in-depth information from district and
facility health workers, in order to better contextualize data from the national survey. One set
of focus groups discussed occupational stress, coping mechanisms, and lifestyle behaviours;
the other set discussed factors affecting use of the WWP. For each set of focus groups,
separate discussions were held with the following four cadre groups of health workers:
1) Doctors and nurses providing clinical care.
2) Other professionals, including:
1 Social workers, pharmacists, and nutritionists
9 Allied health professionals, such as radiographers and pharmacist

technicians

9 Paraprofessionals, such as lay counsellors and health education assistants

3) Administrative personnel (e.g., doctors and nurses acting in an administrative
capacity, human resources staff, and data clerks).
4) Support staff (e.g., drivers, cleaners, and gardeners).
Table 1 lists the number of focus groups conducted for each cadre by topic.

Tablel. Focus group discussions and participants

Focus Group Topic

Cadre Group Occupational WWP Use
Stress and Lifestyle
Behaviours

Number of Focus Groups
Nurses providing clinical care 1 1
Other professionals 2 2
Administrative personnel 1 1
Support staff 1 1

Discussions were held separately with each of the four cadre groups to enable participants to

be more open in their participation. Eight of the focus groups were held in Gaborone and

Francistown, using WWP focal persons and DHMT management to help select the personnel

from each cadre group in the district to be invited to participate. Two additional focus groups

were conducted as part of a national workshop that had brought health workers from

throughout Botswana to Gaborone. The FGD guide related to stress can be found in Appendix
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I; the guide covering WWP services can be found in Appendix J. Consent forms can be found

in Appendix K.

A skilled focus group administrator ran the focus groups, with a rapporteur present to take
notes. Informed consent was obtained from all participants before discussions began. With
consent from all participants, discussions were voice recorded, and later transcribed. Four
(40%) of the ten focus groups were conducted in English, six (60%) in Setswana. (Those
discussions conducted in Setswana were subsequently translated into English.) Of the ten
focus groups, two (20%) were conducted with nurses, four (40%) with other professionals, two
(20%) with administrative personnel, and two (20%) with support staff. Although two focus
group discussions were also scheduled with doctors, neither was conducted, due to
scheduling conflicts on the part of the participants.

5. Desk Review

The research team used a desk review to describe the key inputs (e.g., funding, human
resources, and training materials) and processes (e.g., governance, administration, capacity
development, and M&E) related to the development of the WWP. This was done to compile a
comprehensive operational history of the programme. The team obtained documents from the
MOH WWP unit, and through research. In total, 68 documents were obtained and reviewed.
These included national governance documents, assessment reports, training materials,
training reports, health promotion materials, programme reports, M&E data and reporting
tools, and international standards and relevant country programme documents. See Appendix

L for the desk review tool, and Appendix M for a list of these documents.

Data Analysis

As part of this evaluation, both qualitative and quantitative data were collected. A sequential
explanatory strategy was used for data analysis. Quantitative data from the national WWP 1A
and the survey of health workers were collected and analyzed prior to collection and analysis
of the qualitative data. This allowed for the in-depth interviews and focus groups to be tailored
to explain findings from the IA and survey. This approach to mixed-methods data collection
was selected to compensate for the overall lack of information related to WWP implementation

and use.

Qualitative Data

Quialitative data included full transcriptions of in-depth interviews. A general inductive

approach was taken for analyzing the interview data. This involved the manual coding of
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textual data and identification of common themes, in order to condense the data into a
summary format and establish links with the evaluation objectives. Transcripts were reviewed

to identify and code themes using ATLAS.ti v7.0 software.

Quantitative Data

Quantitative data included data from the national WWP IA and the national survey of health
workers. Databases were created using REDcap,* a secure, web-based application; data
were then entered and exported to IBM SPSS Statistics version 19 for analysis. For the
national WWP |A, descriptive statistics were generated to characterize findings. For the
survey, descriptive statistics were generated to characterize the study population. To explore
relationships with participation in the WWP program, survey respondents were categorized
into the following three groups: high WWP participation (seven or more WWP activities a
year), medium WWP patrticipation (1-6 WWP activities a year) or low WWP patrticipation (O
WWP activities per year). Chi-square and ANOVA models were used to explore whether
participation in WWP activities was related to demographic characteristics as well as job
satisfaction and measures of stress and burnout. Bonferonni correction was applied to adjust

for multiple comparisons.
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RESULTS

History and Development of the Workplace Wellness Program
This section of the results addresses the following key questions:
1. What have been the key inputs and processes of the WWP at the national, district, and
facility levels?
2. What inputs and processes are needed to ensure the sustainability of the WWP and its

continued rollout to all facilities?

The WWP for health workers was established in 2005, with its official launch in 2008. The
programme was introduced to address the challenges to the health workforce brought on by
the effects of HIV/AIDS, as well as in recognition of health system human resources as a pillar
and driver of the health care system in Botswana. The programme was developed in response
to the results of the needs assessment conducted by the MOH and Ministry of Local
Government, which revealed that health workers experience occupational stress, and

therefore would benefit from professional counselling services.

The programme has been supported by PEPFAR, coordinated by the MOH and DHAPC, and
implemented nationwide in all districts through focal persons and multidisciplinary WWP
committees. The programme covers a comprehensive range of wellness services that
comprise the following components: health screening, treatment and care; health promotion;
occupational health and safety; stress management and team building; psychosocial support
and spiritual care; and therapeutic recreation. The goal of the programme is to provide
services and support to enhance the well-being and job satisfaction of health workers, in order
to improve their emotional and physical health, prevent burnout, enhance staff retention, and

have a positive impact on patient care.

The objectives of the programme are to:
1 Increase health worker knowledge of HIV/AIDS and other related diseases (especially
tuberculosis and cancer) as core diseases.
1 Improve access to health services by health workers.
9 Reduce stigma and discrimination within the health workforce.
1 Mitigate the impact of HIV/AIDS by enabling staff to address matters of stress
management, team building, occupational health and safety, etc.

1 Improve staff morale to enhance productivity.
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The programme received PEPFAR support and technical assistance between 2005 and 2011
for programme development (coordinator position, study tour), development of training and
promotional materials, TOT and health workers, purchase of equipment and supplies, and
supervisory travel. It is now a well-established MOH programme with the full support of the

government of Botswana.

To inform the WWP, the MOH (with funding from the CDC) engaged I-TECH to evaluate the
WWP to determine its successes and challenges, and to make recommendations for
improvement. From the evaluation findings, it is evident that the following inputs and
processes need strengthening if the WWP is to achieve its intended objectives:
1 Procurement of resources, especially recreational equipment.
1  WWP district committees.
9 Coordination of all WWP activities under the WWP to maximize the benefits to health
workers.
Maximizing limited resources to promote WWP use.
Strengthen the TOT model to expand the programme to all facilities in Botswanad

including the very remote areas.
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WWP Implementation: Implementation Assessment and Key Informant

Interviews.

This section of the results addresses the following key questions:
1 Which components of the minimum package of services are being implemented at
district and facility levels?
1 What are the factors affecting implementation of the minimum package of services at

district and facility levels?

Planning and Support

In total, 25 of the 27 (93%) districts reported having WWP committees in place (Table 2).
Almost half (48%) of the districts reported that these committees were chaired by WWP focal
persons. Most districts (81%) reported holding meetings at least monthly. WWP committees
ranged in size from 8 to 34 members. The mean * standard deviation value for committee size
was 15 + 7. Only four districts (15%) reported having all nine recommended key focal
members on their WWP committees. Nearly 25% of the districts (n=6) reported having none of
these key positions filled. The focal member positions most commonly reported as being filled
were therapeutic recreation, publicity, stress management and team building, and TB/HIV.

The post most commonly reported as vacant was peer education.

From the in-depth interviews, it was clear that having a dedicated, diverse WWP committee
promoted implementation of the activities in the minimum package. Below are statements
made by health workers in the three districts with the highest IA scores.

@he programme is well known at the [local level] and each facility has a representative
at [the] committee level; they also have clusters. In the clusters, they also have focal

A

persons for different components of the WWP. 0

e try as much as possible to get individuals from different locations within the
district; however, we centralized the committee [at] the hospital because it is nearer,
and other people joined us from outside to make a larger committee.6

&e went around to all of the facilities and tried to [educate] them about wellness, what
it entails, what are the components. We invited all the cadres, starting [with] the
gardeners and cleaners. From there we had sensitization meetings with them to tell
them about wellness, and to choose members who can represent them [on] the
committee.6
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Table2. WWP Committee loaracteristics(h=27)

Characteristic

n % of Total

WWP focal person chairs the WWP committee 13
Frequency of committee meetings
Weekly 4
Fortnightly 4
Monthly 14
Quarterly 1
Annually 2
Total number of members on the wellness committee
1710 7
117 20 13
21i 30 4
317 40 1
Committees having focal members in recommended key areas:
Therapeutic recreation 16
Publicity 15
Stress management and team building 14
TB/HIV 14
Occupation health and safety 12
Health screening, treatment and care 11
Health talks 11
Psychosocial support 11
Peer education 7
Number of key focal members on the WWP committee
9 4
8 4
7 2
6 2
5 1
4 1
3 1
2 1
1 3
0 6

48%

15%

15%

52%
4%
%

26%

48%

15%
4%

59%
56%
52%
52%
44%
41%
41%
41%
26%

15%
15%
%
7%
4%
4%
4%
4%
11%
22%

Few districts (n=5, 19%) reported producing annual plan projections (Table 3). None of these

districts reported submitting their projections by the prescribed deadline, which is the first

week of October. Most districts producing annual plan projections indicated they would submit

their projections at the same time as their annual plans. The majority of districts (n=21, 78%)

did report developing annual plansd but only eight districts reported submitting these by the

prescribed deadline.

Table3. Development of annual plan projections and annual plaims=27)

n (% of Total)

Annual plan projections

Developed 5 (19%)

Submitted on time (Oct. 7) 0 (0)
Annual plans

Developed 21 (78%)

Submitted on time (April 21) 8 (30%
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Slightly over half of the district interviewees (n=14, 52%) indicated that they knew about the
2012/2013 WWP Implementation Guide, with all of these individuals reporting they had
copies. When asked if they received support for WWP activities from district management, 19

(70%) responded affirmatively.

Mobilization scores were created for each district based on the number of the following six
criteria met:
1 Committee meeting monthly or more often.
Committee having at least nine members.
Committee having focal persons for each of the nine priority areas.

1

1

91 Developing an annual plan.

1 Having a copy of the Implementation Guide
1

Receiving support from district leadership.

As depicted in Table 4, only three districts reported meeting all six criteria.

Table4. Summary of district planning and support

Mobilization Score Districts meeting this criteria

(number of criteria met) N (%)

2 (7%)

0 (0.0)

3 (11%)

2 (7%)
12 (44%)

5 (19%)

3 (11%)

OO~ wWNEFEO

Component 1 8 Health Screening Services

Of the 13 health screening services recommended for implementation as part of the WWP,
only blood pressure monitoring and HIV testing were reported as being available at all 27
district hospitals (Figure 1). The health screening services offered by the fewest numbers of
district hospitals were those for prostate cancer (9); ears, nose, and throat health (15); breast

cancer (18); and cholesterol levels (18).

There are multiple ways in which screening services can be made available to health workers:

through staff clinics, designated staff clinicians, clinic days designated specifically for staff,

prioritizing staff over other clients, attending clinicsa s 0 r e g us| aadafiendingi e nt
community/commemorative health promotion events. Across all screening services, screening

was most commonly offered to health workers through general clinicsas o6r egul ar 6 cl i e

Seven districts reported staff clinics being available to health workers for some of the
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screening services. None of the district hospitals reported offering designated clinicians or

clinic days for health workers.

One of the barriers to participation in health screening activities identified during the in-depth
interviews was confidentiality and trust. As one health worker stated:

&hen it comes to issues like HIV and TB screening, there is still a lot of self-

stigmatization among health workers. This is hindering our progress; we are not able

to come together and work as a team. | remember last time when we were talking

about HIV testing, they raised concerns regarding confidentiality. They said that

someti mes they are not coming forward to test
be known by other health workers. 0

Figurel. Health £reeningservices offered by the health districts
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Component 2 & Health Promotion

The minimum standard set of activities for WWP health promotion consists of health day
commemorations, health talks, and targeted seminars. As depicted in Figure 2, the
recommended health commemorations were held in the majority of district hospitals, with

Breast Cancer Awareness Month and World Diabetes Day being the least observed.
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However, with the except for Wellness Week, commemorations generally targeted the general
public as opposed to health workers. The most commonly offered health talk topic was
personal finance, which 18 district hospitals (67%) reported offering over the past year. Talks
on alcohol and tobacco use were offered the least. Health talks were generally conducted by
outside professionals. Only one district reported offering peer education on any of these

topics. Targeted seminars were not commonly conducted.

The main barrier to health worker participation in these activities is that they are generally not
held specifically for health workers. Instead, they are held for the local community, with health
workers expected to attend, including some for the purpose of facilitating the events. As one
health worker stated:

&'ou know, in my district people are organizing wellness campaigns. When they do,
they always call us for assistance, such as providing lectures or education on such
health conditions as hypertension. We are always ready to do that because we are the
headquarters [for] health here on behalf of Ministry Of Health.6

Figure2. Health promotion activities atdistrict hospitals
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Component 3 8 Stress Management & Team Building

Twelve districts (44%) reported conducting stress management and team-building activities.
Table 5 shows the number of these activities conducted over the previous year. The activities
generally targeted all staff, as opposed to those in specific departments, and staff generally
participated during work hours. In ten of the districts, activities were led by TOTs and senior
staff with experience on the subject.

Tableb. Stressmanagementand team-building activities conductedat district hospitals

Number of Activities  Number of Districts
Conducted (% of Total)

15 (55.5)
5(18.5)
3(11.2)
2(7.4)

1(3.7)
0 (0)
1(3.7)

OO WNEO

According to interviewees, the low implementation of this component of the WWP can be
partially attributed to the need for further expertise in stress management and team building at
district hospitals. There did appear to be strong interest in stress management, however. As
stated by one local health worker involved with the WWP:

Ghe facilitators wauringthd discussiort [inetresso s pi t al é
management] you could see people were engaged, and kept saying we should have

more of these trainings so that we can be equipped with ways of coping with life

stress. 0

Component 4 8 Occupational Health & Safety

Twenty-four of the districts (89%) reported having post-exposure prophylaxis (PEP) for health
workers available at district hospitals. Fifteen district hospitals (56%) reported conducting talks
on issues of occupational health and safety. In eight of these 15 districts, sessions were led by
occupational health officers. Other presenters included master trainers, environmental health
technicians, experienced officers, nurses, outside professionals (e.g., MedRescue), and risk-
management committee members. Screenings for occupational infections were offered at 11

(41%) district hospitals. These were offered mostly on an as-needed basis.

Interviewees often reported occupational health and safety activities not being conducted
because of lack of competence in this area. As one health worker explained:

&e never planned any activities under this component. The problem is that we never
had training on them before. What we have is just general knowledge.6
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Figure3. Number of districts offering occupational health and safety activities
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Component 5 & Psychosocial & Spiritual Care

As depicted in Figure 4, 26 of the 27 district hospitals (96%) reported offering spiritual care to
health workers as part of the WWP. Sixteen (59%) offered such care daily, with seven (26%)
offering it weekly. These activities were most often led by either staff members or outside
professionals (e.g., pastors). In 24 of the districts (89%), staff were allowed to attend these

activities during work hours.

Eighteen districts (67%) reported offering counselling to health workers. This service, provided
by social workers, was generally offered on a daily basis, during work hours, as needed.
Thirteen district hospitals (48%) reported having active support groups. These were generally
led by TOTSs (in five districts), peer educators (three), and general staff (two). Ten districts
reported allowing staff to attend support groups during work hours. Only seven district
hospitals (26%) reported making anxiety and stress assessments available. In these seven
districts, the services were generally provided by a social worker, on an as-needed basis,

during work hours.

According to interviewees, spiritual care often encompasses morning prayers. Although
counselling services were offered in 18 districts, data from the interviews indicated that
counselling services were not felt to be sufficient. At the district level, counselling was
generally conducted by social workers, but receiving this service from a colleague was
identified as a challenge. Culture was also noted as a challenge. According to one health

worker:
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&es, counselling is available. My observation is that as staff we do not feel

comfortable about receiving services from colleagues in the same hospital. Even our
Setswana culture influences this nature. There are a few that do come for the
counselling services, especially those that understand professionalism. However, other
staff can be overly inquisitive about off-duty colleagues seeking services at the facility.6

Figure4. Number of districtsoffering psychosociaand spiritual care services
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Component 6 1 Therapeutic Recreation

Twenty-one districts (78%) reported offering therapeutic recreation in the form of physical
fitness activities (Figure 5). Access to a fithess or sporting facility at the district hospital was
available in 15 districts (56%), while social and edutainment activities were each offered in 10
districts (37%). In most instances, health workers were allotted time for these activities. These
were mostly offered on a daily basis, with edutainment activities more likely to be offered on

an as-needed basis.

One barrier to use of these services identified by interviewees was lack of equipment. As

stated by two respondents:

@ctivities using balls are the only ones available. For things like,d anci ng we
have music or equipment.6

We used to have equipment for football,

youwherei t i s. O
Although stress management and team building are distinctly different in the WWP guidelines

from therapeutic recreation, the difference is not necessarily clear to those in the field. In

some instances, questions about the former elicited responses about the latter.
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Figure5. Number of districtsoffering therapeuticrecreationactivities
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Rollout from District Hospitals to Other Health Facilities

Seventeen districts (63%) have rolled out the WWP to at least one clinic within their
jurisdiction. The WWP components most commonly reported being made available to health
workers through clinic-based WWPs were health screening and therapeutic recreation. One
strategy shared during interviews for rolling out the WWP to facilities was to select a single
facility to host an event for the entire district. As one health worker explained:

&e create one event and choose where we will host it for the whole district. In this

way, programme ownership [remains with] the committee and representatives of
facilities, and then we source out help from management and other members of the
program. We then call in the rest of staff members so that they provide their expertise. 6

Figure6. Rollout of WWPcomponentsfrom district hospitals to clinics
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During the interviews, several factors affecting both district implementation and local rollout of
the WWP were identified. Interviewees often cited barriers to WWP implementation at both
district and facility levels that are common barriers to implementation of any health
programme such as high workloads and lack of transport. One particularly notable barrier
cited by smaller facilities what they often did not have enough people to form their own
committees. Another factor noted was lack of commitment to follow through with programme
implementation after training.

dime on my part is a challenge. There is a lot of work for me as we have a serious
staff shortage. So, this leaves me with little time.d

dhere is poor meeting attendance because most of us are held up by our core duties.
Also our district is vastd from [Village A] to [Village B] is such a huge distance. That
presents a challenge, especially when it comes to meetings, because of lack of
transport.6

dind you, we are talking about nurses. Here at [District A] we are short-staffed, so
they have other responsibilities. Sometimes they are forced to prioritizeé sometimes
when there is a client to be attended to, they have to skip the wellness programme
activities. 0

Mostofour ToTsar e i n health postséif |I,itmeadsthatt hose |
the health post will close downd so that is a problem for us. 6

&e train people [to lead WWP activities], then, when perhaps they are requested to
go and practice or help other people with team building, they pull back.6

Another barrier cited was that the WWP committees were not leveraging existing wellness

activities at district and local facilities. Many interviewees reported that activities such as

health promotion, spiritual care, and occupational health were taking place at their facilitiesd

but that these were not seen as being part of WWP activities. Working collaboratively with the

staff i mplementing these activities to 6branddo t
beneficial.

Biealth promotion is handled by doctors. They choose a topic they will present to the
health workersé but then they do it in their capacity as doctors, not as members of the
wellness committee.d

& will not say infection control activities are by the wellness committee. By virtue of our
positions as nurses and doctors talking about infection control is our responsibility.6

&ven t hough it byshewalesseamqiter,iwe @ograyé Every Friday
we have prayers for anybody in this building. We have a schedule where departments
are allocated slots to lead prayers during these Friday sessions.0
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Another barrier to WWP implementation is the programme &ptacement within the MOH
organizational structure. Multiple interviewees suggested that the programme would be better
overseen by a different department, such as Clinical Services or Corporate Services.

& am not sure if keeping it [WWP] in the HIV department is a good idea. | think it would
benefit if it could be moved to corporate services with personnel from the programme
me. é If you really want to have a broad focus and not be attached to a single disease
like HIV, they should take it out of that department.6

& can say the programme started in the wrong place, and [because of the] HIV stigma,
the programme is associated with HIV. When people hear about the workplace
wellness programme me, they think that it is just another HIV initiative. There are
people who may not want to participate that strongly, in case people may think maybe
he is HIV-positive. | think decoupling the programme from HIV is a key way forward.6

d&very employer should be responsible for the health and safety of their employeesé
The WWP needs to be decoupled from HIV/AIDS so that it is something that looks at
the entire wellness of a worker and their safety.6

&hat | can say is that | believe that maybe it could be worthwhile if this programme
were moved out of maybe being an HIV-related programme me, to being a more
holistic programme meé if it can be removed from HIV and put maybe under corporate
services. Really, if you talk of wellness and safety of the staff in the workplace, that is a
human resources issue.6

@&o, the wellness programme finds itself within the department of HIV/AIDS... To me
t hat means it has nadltshduld eave been mlagesl rightwithimtha ¢ e d
office of the permanent secretary.

An additional barrier is that health workers often prioritize wellness activities that focus on the
general community over those that focus on health workers. This creates a barrier to health
worker participation.

ot only were they [WWP committee members] delivering their mandate to internal

stakeholders, but they were also expected to respond to external stakeholdersé so,

they were often getting calls from outside, and from other ministries, to either assist in

developing something or just to come and speak at a wellness day. This was a whole
variety of things, whichisverygoodd i t was just that they didnot
do it all, which may or may not detract them from their main mandate, which was

internal staff. | know that was a strain on capacity.6

One other barrier to WWP implementation was that health workers at all levels often tend to
perceive the WWP as a voluntary, add-on programme me.

firhere is a belief that wellness programme is voluntary. That is what [is] killing the
wellness programme: fiThe wellness programme is on a voluntary basis.®

&ome are trained, then when they go back they decide to focus on their daily duties
and forget about this workplace wellness thing because they call it an fadd-ono
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responsibility. It is a thingd they are not paid for that. Some decide to forget. Some run
with it. Those who have passion, they make sure that whatever knowledge they
gained, they put it into practice.6

A clear catalyst of programme implementation was national and district support. Respondents
tended to focus on support received from the national level. It was clear, however that
administrative support from national, district, and facility management is critical to the success
of the programme me. This illustrates the need to ensure that management are well aware of
the programme 6iraportance. It also shows the need to have the programme moved to a
higher-profile position within the MOH.

@he national level is very supportive. We are very much supported. When it comes to
management, | would say perhaps it is a case of 60-40 because we try very much to
push the programme me, they recognize that we are pushing the programme me, and
they are buying into the programme. [Progress is slow], but they are doing their best,
so | would say yes, we get support, both nationally and from the district.6

@he other reason for success is that, as it is a health issue, it is easy to take it up to
the management, and management will just run it down through clinic supervisors. It is
very easy that way.6

& e have long asked for someone from management to always attend [WWP
committee] meetings so that there can be a connection between us and management.
This will make communication easier between us and the Ministry. 6

danagement should talk to their employees about the workplace wellness programme
me so there is buy-in from the employees. Employees should not hear about this
programme from the paper, the radio, or committee members. Management should
expect department heads to play an active role in the programme me.6

d&very time we have an activity here, they [the national WWP committee] get involved.
They literally come and spend time with us, and give us assistance where necessary.
Maybe giving us funds and gracing the occasion with their presence.6

MNow we have started to engage supervisors, because when supervisors have a sense
of ownership, we hope it will trickle down to everybody at the health facilities.6

Another boost to WWP implementation was integration of the programme into facility
operations. A number of specific examples were given during interviews as to how more
progress could be made on this front. Several facilities reported setting aside specific times for
specific wellness activities on a regular, recurring basis. A simple example of this is the
0 We d n e s d a yAndtheraxampletited was the inclusion of WWP activities in
institutional and district performance plans as well as in individual performance development
plans.
dhe programme has been rolled out to facilities. They already know what the
programme and its mandate are all about. They have brought their workplace wellness
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programme facility plans, which have timelines. We are going to evaluate the
programme in the coming year. We are yet to meet and incorporate these plans in the
district plan.6

&t should form part of the institutional performance plan so that they report on those
areas that are used to assess performance on a monthly basis. When you discuss the
strategic plan for an institution, this should form part of your plan. 6

& am planning to sit down with management to see how we can schedule my core
work and wellness programme me, because this thing now forms part of my PDP
[Professional Development Plan] and | want them to help me schedule everything.6

drirst, | think everybody who comes into the health profession to practice needs to
know about wellness programme. | came here around last year March and knew 6
months later that there is a workplace wellness programme , but | think people should
know as soon as they join enter the field that there is wellness programme .0

Conclusion

The basic structures necessary to promote implementation of the national WWP for health
workers in Botswana have been put in place across the country. Evaluation results indicate
that having a dedicated and diverse WWP committee enabled implementation of the minimum
package of services. Other factors included support from national and district management,
and integration of the programme into district, facility, and individual performance plans. Such
components as health screening, therapeutic recreation, and promotion of health through
observation of commemorative events were implemented more often than those related to
occupational health and safety or psychosocial services. Rollout of the programme from
district hospitals to individual facilities has happened on only a limited basis. Barriers to WWP
implementation at both district and local levels include: limited branding of pre-existing health-
related activities as part of the WWP, organizational placement of the programme within the
Department of HIV/AIDS, prioritization of wellness activities that focus on the general
community instead of on health workers, and perceptions that programme implementation is

voluntary, as well as such general constraints as heavy workloads and limited transport.
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WWP Use: National Survey and Focus Group Discussions.

This section of the results addresses the following key questions:

1.

What do health workers currently perceive to be sources of stress? How do these
compare with those perceived prior to implementation of the WWP?
What symptoms of stress are health workers currently experiencing? How do these
compare with those experienced prior to implementation of the WWP?
What coping mechanisms are health workers using to address stress? How do these
compare with those used prior to implementation of the WWP?
What is the current level of stress among health workers? How does this compare with
levels prior to implementation of the WWP?
How can health worker behaviours be characterized in relation to physical activity, diet,
alcohol consumption, and tobacco use?
Is health worker participation in workplace wellness activities associated with any of
the following outcomes?

9 Increased use of healthy coping mechanisms.

9 Decreased absenteeism.
91 Increased job satisfaction.
1

Lower levels of stress and/or burnout.

Demographics

The mean age + standard deviation (SD) of survey respondents was 40.0 + 9.9 years. Table 6

shows the demographic characteristics of the participants. The majority of respondents were

female (62.4%). Most reported that they were not married (65.6%). Non-citizens accounted for

a small percentage of respondents (5.5%). In terms of duration worked in the health services,

the mean was 11.8 + 8.8 years. Average time spent workinga t o cureedtgacility was 3.1 +

1.3 years. Most of the respondents were doctors, nurses, and professionals (59.5%);

administrative and support staff accounted for 40.4% of respondents.
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Table 6. Demographic characteristics alurvey participantqn=1348)

Characteristic

Frequency Percentage

(n) (%)
Gender
Female 841 62.4
Male 503 37.3
Missing/Not Specified 4 0.3
Marital Status
Married 455 33.8
Not Married 879 65.2
Missing/Not Specified 14 1.0
Number of Children
0 221 16.4
1 298 22.1
2 341 25.3
3 245 18.2
4 124 9.2
5 58 4.3
6 or more 43 3.2
Missing/Not Specified 18 1.3
Highest Level of Education Completed
Primary School 182 13.5
Junior Secondary School 233 17.3
Senior Secondary School 214 15.9
Diploma 498 36.9
Degree 154 114
Post-Graduate Degree 25 1.9
Missing/Not Specified 42 3.1
Nationality/Citizenship
Citizen 1266 94.5
Non-Citizen 73 55
Cadre
Doctor 38 2.8
Nurse 394 29.2
Professional 365 27.1
Administrative 140 10.4
Industrial 370 27.4
Missing 41 3.0
Facility Type
Hospital 363 26.9
Clinic (with maternity) 336 24.9
Clinic (without maternity) 238 17.7
Health Post 117 8.7
DHMT 265 19.7
Missing/Not Specified 29 2.1
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Participation in WWP Activities

Health Screenings

In total, 76.5% of the respondents reported having an HIV test in the past year, with the vast
majority of those (61.2%) having done so in the course of a routine check-up, not as part of

the WWP. Less than half of respondents indicated they had the following screening
conducted in the past year related to body mass index (BMI), cholesterol, TB, or cancer. Most

respondents reported not having participated in any screenings in the past year. For those
who did, it was generally as part of a routine check-up, rather than as part of a WWP activity.

Figure7 BMI Assessment

Figure8 Cholesterol Assessment
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Figurel3 CancerScreening
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Health Promotion

Slightly over half of the participants (56.3%) had participated in WWP health promotion
activities (wellness talks, health campaigns, seminars, commemorations, and peer education
activities) at their facilities over the past year. Most reported one or two activities being offered
during that year, with 7.8% reporting six or more activities offered. Of the 759 respondents
who reported health promotion activities being offered at their facilities over the past year,
80% reported participating in those activities. Overall, 77.5% of respondents felt that these

activities would be very beneficial.

Stress Management & Team Building

Most health workers (63.5%; n=856) reported not having stress management and team-
building activities offered at their facilities. Of the 432 who did report these activities being
offered, 74.3% indicated they had participated in stress management or team-building
activities over the past year. Overall, 76.8% of respondents felt that these activities would be

very beneficial.

Occupational Health & Safety

Most respondents reported that occupational health and safety activities were not offered at
their workplaces (72.7%; n=933). Of the 351 reporting such activities were offered during the
past year, 75.2% reported participating. Overall, 75.7% of survey respondents felt these

activities would be very beneficial.

Psychosocial Support & Spiritual Care

Over half (52.6%) of the survey respondents reported that psychosocial support and spiritual

care were not offered at their facility. Of the 569 respondents working at facilities where they
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were offered, 98.8% participated. Overall, the majority of respondents (75.6%; n=1019) felt

these activities would be very beneficial.

Therapeutic Recreation

Most respondents reported that recreational activities were not offered at their facilities
(64.2%; n=866). Of the 406 respondents reporting that these activities were available, 70%
indicated that they had participated. Overall, 75% of survey respondents felt these activities
would be very beneficial.

Barriers to Participation in WWP activities

From the focus group discussion, two of the most significant barriers to use of the WWP
across all cadres of health workers appear to be lack of time and too much work. Health
workers are often burdened with extremely heavy workloads, and are thus unable to take time
during the workday to attend wellness activities. Consequently, many respondents reported
that, after a long day of work, they were unlikely to want to remain at the clinic for wellness
activities scheduled in the evening.

&ou find out that you donét eprogramnteave ti me t
even if they are available. So, that is an issue again.6

& ou will find that with these activities such as wellness and talks, people would
rather go home and rest after work.6

@ hat is why you cannot even find time to go and access psychosocial
supportd we dondét have time to play darts. There
that is our own.6

Related to the lack of time and the heavy workloads is the shortage of staff that is prevalent at
many facilities; this was cited by the majority of focus group participants. The three factors are
interconnected, and together form a significant barrier to use of WWP servicesd but, at the
same time, are the very factors that contribute most to the need for such programmes as the
WWP.

&hortage of manpower is also a contributing factor to the failure of the
programme med the appointed focal person cannot find time to attend to
wellness issues, because she has to create extra time after her heavy workload
to attend to them.o

Addi tional |l y, o o6rWeVP hctivities n gaarad, forGthat matterd often involves
testing and health screening for health workers, which increases the workload for those
performing the tests, particularly lab personnel. As such, these cadres of health workers are

unable to participate in the activities because they are too busy implementing them.
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d-or us, | think it is once a year or something, that wellness programme, and it

runs for a week. We run tests, we run every medical exam for all health

personnel. That wellness week is hell, because you are running specimens,

because you know health workers will ask for any possible tests that could be

run. For us, that means workd it is not like doubled, it is more like ten times [the

work], includingforour own patients. We dondét even have
that programme because we are busy running tests there. That week in

general, is not a wellness week for us, but it is just hell, and it is done once a

year. That means | have not participated, you see.d

A few participants asserted that neither the WWP in its current state, nor the existing
programmes that are being implemented, address the real problems faced by health workers.
Another remarked that many of the activities merely shed light on problems faced by health
workers, such as the heavy workloads, but do nothing to help overcome them. They hoped
that, with this feedback and evaluation of the programme me, practical solutions could be
found that will improve the WWP and make it better able to serve the needs of health workers.

&ay for example, wellness programme s within [local] facilities are known for
maybe carrying out activities like soccer matches, going out for maybe a
weekend by the game reserve. Yes, it is good for the well-being of the
employees to relaxd also things like aerobics. But, if we look at the major
issues, which we are talking about today, those things are not being
addressed. [We need] something like an audit system that can help wellness
programme s within facilities target issues and be effective, in the sense that
when they carry out a programme , they look at what they have managed to
achieve. These programmes also need to include everybody.o

&es. Let us tackle the stressors, not how we cope with the stressors. You see.
I f we st dmreventionhsdetter han cure.d

&n my view, | think all problems should be treated the same wayd like dealing

with the root of the problem. Sometimes they deal with the problem,but dondt

deal with the real cause of the problem. [If] you have a personal problem, you

wi || be wasting energy if yo,youderdhtdt deal wi t |
dealwitht he r oot and find out what [Fld the source
instance, the resource shortage problem, that is what needs to be dealt withd

and then other stressors caused by shortage of resources will go [away].6

& think that these strategies are not successful. Most of these efforts are futile
because they are not addressing the real issue that [health workers] are
struggling with.o

It was also noted during the discussions that WWP activities are implemented in Gaborone, or
at larger facilities, but not outside the city, or in smaller, more rural clinics. The reasons for this
varied, but usually centred around lack of funding and support, as well as lack of mechanisms

to ensure that services are implemented. Directly related was the observation by many
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participants that there is a lack of ownership on the part of management with regard to the
programme me, and that they often do not follow through with or support programme
activities. If the activities do take place, it is only for one day or one week a year, and then
wellness is forgotten.

&t MOH, they are too alienated, and decisions are made at the central office
without engaging any of us in the field. With local government, discussions are
held; with MOH, we get directives only. There are no consultations. There is
too much bureaucracy.6

A few of the participants were confused about the purpose of the WWP, and had little
exposure to its activities. Some even thought it was a wellness programme for their patients
and people in the community; they were unaware that it was intended for health workers.
Another barrier cited was health worker attitudes or awareness. One participant observed that
health wor ker s @drdomlpractice thé knowedge thay aré giving to their
patients and the community, especially when it comes screening and testing services.

6Heal t h &veeryé@mpartanh lgecause in the health cadres, especially

when we are already sick, we [are afraid] to come for screening and treatment

until we are bedridden or even [aboutto]d i e . It seems | ike we dond
knowl edge that we are giving to the communi t)\
what is happening to the rest of the community can affect us, t00.0

Sources and Symptoms of Stress

Sources of stress

As shown in Table 7, the three most commonly reported sources of stress were shortages of
staff, shortages of resources, and too much work. Other common sources of stress were
conflict with co-workers, providing support for relatives of patients, and providing care for
many HIV/AIDS patients. Providing care for HIV/AIDS patients was perceived as a source of
stress by 42.3% of participants in 2013, compared to 76% in 2006. Similarly, fewer
participants reported that caring for many patients, too much work, and staff shortages were in
2013 compared to 2006. This suggests that there have been improvements in reducing stress

in the workplace since 2006.
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Table7. Sources obccupationalstress

Source of Occupational Stress %
2013 20062

Shortage of staff 78.0 91
Too much work 72.7 88
Insufficient resources and supplies 76.7 -
Not being appreciated for the work | do 64.1 76
Non-supportive supervisors 59.5 58
Balancing demands of work and family 51.3 -
Providing care for many patients 49.0 85
Providing care for many HIV/AIDS patients 42.3 76
Providing support for relatives of patients 41.3 55
Conflict with co-workers 39.7 -

8 2007 data source: Caring for health workers-a national strategy for Botswana: needs

assessment report, summay, and recommendations. Gaborone, Botswana, Ministry of HealtH?

Table 8 summarizes data related to job satisfaction, as determined using the Job Descriptive
Index and Job in General tools. Mean values fell above the median for work in present job,
supervision, co-workers and the Job in General scale, indicating satisfaction in those areas.

Results showed overall dissatisfaction with pay and opportunities for promotion.

Table8. Job satisfaction data

Job Satisfaction Facet? n Range Median Mean SD
Work in present job 1065 0118 9 10.3 5.6
Supervision 1059 0118 9 10.2 5.8
Pay 1055 0118 9 44 4.6
Opportunities for promotion 1037 0118 9 59 47
Co-workers 1055 0118 9 121 6.0
Job in General 1037 0124 12 150 6.8

a. Scores for each individual facet ranged from 07 18, with the median value, nine (9), representing the neutral point. Scores above or
below the neutral point indicated general satisfaction or general dissatisfaction, respectively. The Job in General scale contained eight

items; therefore its values ranged from Oi 24, with 12 representing the neutral point

Symptoms of stress

Respondents reported working 52.5 £ 27.0 hours during the previous week, while indicating
that their employers expected them to work 44.9 + 19.7 hours during that period. Absolute
absenteeism (hours expected to work minus hours worked) was 1 7.7 = 24.7 hours, indicating
that respondents generally worked more hours than their employers were requiring. Absolute
presenteeism was calculated as percentage of performance based on three questions. The
lower bound was 0, representing a total lack of performance during time on the job; the upper

bound was 100, representing no lack of performance. Absolute presenteeism was 82.0 + 14.3.
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Burnout was assessed using the General Survey of the Maslach Burnout Inventory, which
assess exhaustion, cynicism, and efficacy. As shown in Table 9, over half of the health
workers surveyed had high levels of professional efficacy. High levels of exhaustion were

found in 28.6% of respondents. Cynicism was categorized as high for 37.6% of respondents.

Table9. Maslach Burnoutnventory assessments of exhaustion, cynicism and efficacy

Level
MBI Category Low Moderate High
N Mean + SD N (%)
Professional Efficacy 1273 4.9+1.0 247 (18.3) 316 (23.4) 710 (52.7)
Exhaustion 1276 2.3+1.7 488 (36.2) 402 (29.8) 386 (28.6)
Cynicism 1262 2.4+14 212 (15.7) 543 (40.3) 507 (37.6)

Stress Coping Strategies

Table 10 lists coping strategies reported by health workers. The most commonly reported
stress coping strategy were talking to someoned a family member, friend, co-worker,
supervisor, or even a counsellord and spiritual activities. Nine percent of health workers
reported using alcohol to relieve stress, which was similar to the data found in 2006. . Overall,
the reported use of positive coping strategies increased from 2006 to 2013, suggesting
improvements related dealing with stress in the workplace since. 2006.

Tablel0. Copingstrategiesfor stress (=1295)

Strategy® 2013%2006
Talking with friends 84.2 68
Talking with family members 823 52
Praying, attending church, other spiritual activities 78.6 58
Talking with co-workers 769 68
Dealing with problems as they occur 66.9
Optimism/looking at the bright side of things 56.2
Exercise 52.7
Dealing with problems objectively in an unemotional way 46.8
Seeking support from supervisors 45.9
Taking leave from work 278 37
Visiting a counsellor 21.2 13
Alcohol 8.8 7
Missing/Not Specified 4.6
Gambling 1.4 2

& 2007 data source: Caring for health workers-a national strategy for Botswana: needs

assessment report, summary, and recommendations. Gaborone, Botswana, Ministry of Healtk
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Levels of stress

Tablell. Frequency of stress at work013 vs 200

a 2013 2006
Do you feel stressed when you are at work? n % n %
Always 128 95
Sometimes 841 62.4 194 89.0
Rarely 192 14.2
Never 131 9.7 20 9.0
Missing/Not Specified 56 4.2 5 2.0

8 2007 data source: Caring for health workers--a national strategy for Botswana: needs

assessment report summary, and recommendations. Gaborone, Botswana, Ministry of HealtA?

Tablel?2. Level of stress

Measurement Tool n Range Median Mean SD
Stress in General 1022 0124 12 134 7.7
General Health Questionnaire 1294 1712 6 40 2.6

The data suggest that the majority of health workers experience occupational stress. Close to

10% of the respondent s fdltstedsedatiwerld whichisidimildrtoey O nev e
data from 2006. Mean values fell above the median for the Stress in General scale, indicating

that the majority of health workers do experience stress at work. Mean values for the General

health questionnaire were below the median, suggesting low levels of psychological well-

being.

Data from the focus groups support the findings form the survey. Sources and symptoms of
stress described by focus group participants generally revolved around shortages of
resources and staff, and the heavy workloadsd also described above as a barrier to use of the
WWP. The components of the wellness programme that health workers were able to access
did not do much to target these fundamental sources and symptoms of stress. Stress is
caused in the workplace, but it is not dealt with there. Patients cause stress. Lack of resources
and staff cause stress. Heavy workloads and low salaries cause stress.

dhe work meant for 10 people [is] being done [by] two people. Which means

really you are just pulling with whatever that you have.® Other professional

d.ack of resources is a deterrent to our service delivery. It would be helpful to

have all resources available, so that when a customer needs to be served, they

donod6t get excUslsgsheweriysdayg network, tomorr o\
photocopier has brokendown,or we dondt o&hwhichemightieadrnos por t

them thinking we are not serious about assisting them. It is very stressful to

work under those conditions.6d Administrative worker
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A sense of resignation or acceptance of heavy workloads was cited by a few of the
participants as something that further cemented the effects of these shortages, and led to
many feelings of helplessness or lack of control.

& would say it is institutionalizedd that means it is part of the health system in
[this] country.60 Other professional

&es, they [stressors] are there; our workplaces are different. Some are in the
most remote areas where there is no power, no water, and no basic amenities.
Then, because nobody else is willing to be deployed to those areas, you stay
for a long time without being transferred, and you just give in because it is
beyond your control.60 Nurse

These factors and the resulting stress often have significant impact on the quality of care and
services provided by health workers. The stress manifests itself in fatigue and anger, and can
lead to absenteeism in some cases, or to poor or negative attitudes towards clients and
colleagues.

dMaybe | think you can understand that the summary of it is that the output and
guality of our service goes down. If we are going to have shortage of staff
because people are off sick, or if you are going to have someone not work at
full capacity because they are not happy, that means work is not going to be
completed on time, and the quality of the service, because we work looking at
the turnaround time, output goes down. These are some of the defects of the
well-being of health workers, especially in our department and [in] the lab.6

& Other professional

@he thing is, you will continue to work with so much stress and have nobody to
talk to about it. If you try to tell them that you are not well, they will tell you that
there is [a] shortage [of staff]. That response will make you unhappy and
demoralized the whole day, and you end up not helping your clients properly.6
0 Other professiona

Stress is also caused by poor leadership: health workers often feel discounted and not valued
at work. Participants stated that at times management does not listen or respond to feedback
or complaints, which makes them feel undervalued. There is poor communication and a lack

of transparency between leadership and health workers.

& ou end up with negative emotions, thank you, so | believe that with proper
communication everything can run smoothly. | mean if, like you mentioned,
there is shortage of staff, shortage of resources, and too much work, the impact
of these can be mitigated by good and well-structured communication channel.
There is also a need for transparency, because at the moment a lot of things
are done behind closed doors and the only thing we see is when something is
been implemented and usually this is done without our input.68 Industrial
worker, P5

Furthermore, in some facilities there are elements of hierarchy among the cadres of health
workers. According to some respondents, lower-level workers are expected to assist the
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higher-level cadres, but the reverse is not true. Support staff in particular talked about this,
and gave examples of not being invited to participate in WWP activities, or given leave when
they are sick, whereas those in upper cadres are.

@he challenge of not meeting as [a full] staff is serious. We knew that we were
to meet every Wednesday or Thursday at the council. That was going to be a
good platform to share and discuss issues so that we can plan together. We
are really not involved in any meeting with them [higher cadres], and therefore
we are alienated. We are just coming to work so that we get a salary, but we
wish things were better.68 Support staff

Lifestyle Behaviours

Nutrition

When asked how many fruits and vegetables they ate each day during the past 30 days,
almost one-third (31.9%) of respondents reported consuming one or fewer servings per day.
Two servings per day were reported by 34.2% of respondents. Only 11.7% reported having
five or more servings of fruits and/or vegetables per day

Tooth Brushing

A large percentage of respondents, 66.4%, reported brushing their teeth twice each day, with
17.3% reporting that they brush their teeth three or more times a day, and 8.4% only once a
day. Just 2.2% averaged less than once a day.

Smoking
Most respondents (95.2%) reported that they did not smoke; about 5% reported smoking one

or more days a month. Neither is use of other forms of tobacco common among health
workers: 98% reported not having used any form of tobacco in the last 30 days (only 1% had).
Surprisingly, 68.4% of respondents reported exposure to second-hand smoke (passive
smoking), because of people who smoke around them. When asked whether or not they had
tried to stop smoking, the majority (n=1079) of respondents consistently reported that they do
not smoke. Among those who do smoke, 5% reported having tried to quit; 11% have never
tried.

Alcohol Use

The results for alcohol use are similar to those for tobacco use, with 75.9% of respondents
reporting they had not had an alcoholic drink in the past 30 days, 13.7% reporting consuming
at least one drink one or two days a month, and a smaller percentage (0.5%) having

consumed alcoholic drinks every day during the past 30 days. When asked how many drinks
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they usually had per day, respondents gave similar answers, with 984 (76.9%) reporting that
they do not drink alcohol, a very small percentage (1.7%) consuming less than one drink per
day, and 21.4% consuming one or more drinks daily over the past 30 days. Respondents
continued to demonstrate consistency in their responses when asked about the types of
alcohol they consume: most (n=961; 74.2%) reported not consuming any kind of alcoholic
beverage; 14.4% reported drinking beer, lager or stout; and 7.5% reported consuming other
types of alcoholic drinks.

Physical Activity

About 32% of the respondents reported not engaging in any physical activity, 16% reported
that they engage in physical activity once a week, 17% engage in some form of exercise daily,
and 35.8% patrticipate in physical activity three to six days a week. When asked how long they
exercise, about 28% of respondents affirmed that they never participated in any form of
exercise, whereas 24.1% of respondents reported exercising for 60 minutes one or two days a
week. Similarly, 39.2% said they had not walked or ridden a bicycle to work in the past seven
days, compared to 27.8% who had. The majority (73.7%) of respondents reported spending
one hour or longer each day on sedentary activitiesd e.g., working on a computer, watching
television, talking to friends, playing cards, or listening to the radiod whereas 26.3% reported

being sedentary for less than an hour each day.

Relationship between WWP Participation and Stress-related Outcomes

To examine the potential impact of WWP activities on health workers, survey respondents
were stratified based on the number of WWP activities they participated in over the past year.
As presented in Table 13, males were more likely than females to have a high participation in
WWP activities. When examining participation by cadre type, professional staff were the most
likely to have a high participation in WWP activities, while nurses were significantly less likely
to have a high participation. Those posted at hospitals and the DHMT were more likely to

report a high WWP patrticipation than those in clinics.

Measures of absenteeism and presenteeism were not significantly associated with WWP
participation. Stress scores, assessed by the Stress in General tool, were significantly lower
for health workers with a high than a low participation in WWP activities. Similarly, levels of
exhaustion and cynicism, as assessed by the Maslach Burnout Inventory, were significantly

lower for health workers with a high than a low participation in WWP activities
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Tablel3. Demographic and Stress related characteristics of health workers with high, medium, and low
participation in WWP activities over the past year

WWP Participation

N (%) 0 Activities 1-6 7o0rmore p

Gender (%) 0.04

Male 465 (38.0%) 32.72 39.220 41.4°

Female 759 (62.0%) 67.3? 60.8%° 58.6°
Cadre group 0.0001

Doctor 37 (3.1) 2.3 3.3 3.7

Nurse 371 (31.1%) 37.52 31.7% 24.5P

Professional 334 (28.0) 21.32 28.6% 33.5°

Administrative 123 (10.3) 10.5% 12.82 7.1°

Industrial 327 (27.4%) 28.4* 23.6%° 31.18
Facility type 0.0001

hospital 331 (27.6%) 17.62 31.3° 32.3°

Clinic (with maternity) 304 (25.3%) 36.22 37.8% 26.0°

Clinic (without maternity) 212 (17.7) 24.42 15.1° 14.6°

Health Post 110(9.2) 11.3 8.9 7.6

DHMT 243 (20.3) 15.62 19.9% 25.0°

N

Age (years) 1190 39.9+10.1% 39.0+9.4® 40.8+10.0° 0.03
Absenteeism 1135 -8.1+ 275 -7.9+223 -6.8+24.2 0.70
Presenteeism 1176 81.8+145 81.0+143 829+14.0 0.17
Stress in General 956 14.4+8.0° 135+75% 123+7.4> 0.003
Burnout

Professional Efficacy 1182 49+1.1 49+1.1 5104 0.09

Exhaustion 1184 2.7+1.8 23+ 1.7° 21+ 15° 0.0001

Cynicism 1173 25+ 1.42 24+ 143 22+1.4° 0.02

ANOVA for continuous variablesx(_ SD) and chisquare tests for categorical variables (%) were used for each sex to compare persons within
the 3 categories of WWP participation, mean values with different superscript letters are significantly dféerfentonicorrection was
appliedto adjust for multiple comparisons.
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FINDINGS AND RECOMMENDATIONS

The following findings emerged from this evaluation, with specific focus on programme
implementation, awareness and participation, job performance, sources of occupational

stress, mechanisms for coping with stress, and lifestyle behaviours.

Implementation at District and Local Levels

The basic structures necessary to promote implementation of the national WWP for health
workers in Botswana have been put in place across the country. Evaluation results indicate
that having a dedicated and diverse WWP committee enabled implementation of the minimum
package of services. Other factors included support from national and district management,
and organization of the programme into district, facility, and individual performance plans.
Such components as health screening, therapeutic recreation, and promotion of health
through observation of commemorative events were implemented more often than those
related to occupational health and safety or psychosocial services. Rollout of the programme
from district hospitals to individual facilities has happened on only a limited basis. Barriers to
WWP implementation at both district and local levels include: limited branding of pre-existing
health-related activities as part of the WWP, organizational placement of the programme
within the Department of HIV/AIDS Prevention and Care, prioritization of wellness activities
that focus on the general community instead of on health workers, and perceptions that
programme implementation is voluntary, as well as such general constraints as heavy

workloads and limited transport.

Participation in WWP activities

The results for participation in the minimum package of activities were fairly consistent across
components. The vast majority of health workers reported that these services were not
available at their facilities. However, when these services were offered, health workers
generally did participate. The main exception was health screeningd health workers were
more likely to obtain screening as part of an overall health check-up than as part of the WWP.
However, health workers consistently reported that they felt these services would be

beneficial.

Sources, symptoms, and levels of Stress

The three most commonly reported sources of stress were shortages of staff, shortages of
resources, and too much work. Other common sources of stress were conflict with co-

workers, providing support for relatives of patients, and providing care for many HIV/AIDS
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patients. Providing care for HIV/AIDS patients was perceived as a source of stress by 42.3%
of participants in 2013, compared to 76% in 2006. Similarly, fewer participants reported that
caring for many patients, too much work, and staff shortages were stressors in 2013
compared to 2006. This suggests that there have been improvements in reducing stress in the

workplace since 2006.

Data related to job satisfaction, as determined using the Job Descriptive Index and Job in
General tools, indicate a general satisfaction with their work, supervision, and co-workers.
Results showed overall dissatisfaction with pay and opportunities for promotion.

Burnout was assessed using the General Survey of the Maslach Burnout Inventory, which
assess exhaustion, cynicism, and efficacy. Over half of the health workers surveyed had high
levels of professional efficacy. High levels of exhaustion were found in 28.6% of respondents.
Cynicism was categorized as high for 37.6% of respondents.

The data suggest that the majority of health workers experience occupational stress. Close to
10% of the respondents indicated that they
data from 2006. Mean values fell above the median for the Stress in General scale, indicating
that the majority of health workers do experience stress at work. Mean values for the general
health questionnaire were below the median, suggesting low levels of psychological well-

being

Coping with Stress

The most commonly reported stress coping strategy were talking to someoned a family
member, friend, co-worker, supervisor, or even a counsellord and spiritual activities. Nine
percent of health workers reported using alcohol to relieve stress, which was similar to the
data found in 2006. Overall, the reported use of positive coping strategies increased from
2006 to 2013, suggesting improvements related dealing with stress in the workplace since
2006.

Lifestyle Behaviours

Fruit and vegetable intake was generally poor, with only 11.7% reported having five or more
servings of fruits and/or vegetables per day. Almost one-third (31.9%) of respondents
reported consuming one or fewer servings per day. Most respondents (95.2%) reported that
they did not smoke. The results for alcohol use are similar to those for tobacco use, with

75.9% of respondents reporting they had not had an alcoholic drink in the past 30 days.
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About 32% of the respondents reported not engaging in any physical activity, 16% reported

that they engage in physical activity once a week, 17% engage in some form of exercise daily,

and 35.8% patrticipate in physical activity three to six days a week.

Relationship between WWP participation and Stress-related Outcomes

Measures of absenteeism and presenteeism were not significantly associated with WWP
participation. However, stress scores, assessed by the Stress in General tool, were
significantly lower for health workers with a high participation in WWP activities. Similarly,
levels of exhaustion and cynicism, as assessed by the Maslach Burnout Inventory, were
significantly lower for health workers with a high participation in WWP activities. This

suggests that the WWP is having a beneficial impact on healthcare workers.
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WWP RECOMMENDATIONS

Programme Implementation and Use: General recommendations

1

Promote stress management and team-building activities to encourage attendance
and improve overall quality of work.

Ensure a systems approach to WWP implementation that takes a holistic view of
wellness, instead of being event-driven.

WWP activities are largely concentrated at district hospitals, with relatively little
impact at other health facilities. Promote efforts to roll out WWP activities to local
facilities to increase the impact of the programme. Local wellness committees are
needed to ensure coordination and implementation of the WWP.

The importance of the WWP needs to be re-emphasized to the districts and local
facilities, so that they clearly understand their responsibilities.

Promote therapeutic recreation to encourage physical activity.

Programme Implementation and Use: Specific recommendations

T

The district structures for WWP implementation are in place and need to be supported.
Periodic reminders to district leadership of the importance of the programme
and its objectives are needed.

Few district WWP committees had all of the focal-member positions filled. Given the
apparent challenge in filling all key positions within the WWP committee, the number
of WWP committee positions should be reduced and roles prioritized.

Annual WWP plans are routinely submitted late and the WWP committees seldom
complete annual plan projections. Therefore, the programme should revisit the
need for projections in addition to annual plans. Feedback and follow-up related
to late submission or non-submission of annual plans is warranted.

The national programme should ensure that key guiding documents are
available for both WWP focal persons and committee members.

Although health screening services are generally available at district hospitals, only
seven local facilities reported having staff clinics. Instead, health workers generally
receive screening services as part of the general client population. There is a need
for additional staff clinics to facilitate access to screening and other health
services. Confidentiality should be inculcated into these services.

Wellness activities related to health promotion are generally aimed at the community,
not specifically targeted to health workers. An increased focus on health promotion
activities targeting health workers is need.

An increased focus on peer education is warranted, given that this was a weak

aspect of WWP activities.
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1

The programme should review the usefulness of targeted seminars, since there
was a low prevalence of these activities in the field.

Additional materials, such as instructional aides, are needed to facilitate
implementation of activities focused on health promotion, stress management,

team building activities, occupational health, and safety.

Impact and Sustainability

1

Placement of the WWP under the auspices of the Department of HIV/ADS
Prevention and Care (DHAPC) made sense when the programme was being
developed. However, because the HIV epidemic, the health care system, and the
WWP have since matured, the programme should be placed under a different
department to ensure a more holistic approach to wellness.

Increase human resources for health, and implement staffing norms to reduce stress.
Ensure sufficient numbers of health workers at each facility so that health workers
are able to access WWP services. Provide feedback on staffing needs to district
health management teams (DHMTSs) to enable more appropriate workload
assignments.

Health facilities need to review how to best provide health services for their workers.
Screening and other wellness events are usually led by health workers for the benefit
of the general community, with little or no focus on health workers themselves.
Promote stakeholder support and buy-in to strengthen WWP branding of WWP
activities; this will increase visibility and promote support for the programme me.
Coordinate all wellness activities through the WWP to maximize its use.

Develop a robust monitoring and evaluation system for reporting and feedback.
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APPENDICES

Appendix A. Evaluation Terms of Reference

Terms of Reference for the Evalution of the

Health Worker WellnessProgramme

Background

The i mpact of HIV/ AI DS on Botswanads healthcare
has substantially increased the physical and emotional demands on health workers. Throughout the
epicemic, health workers have been in the forefront of care and prevention activities, managing greatly
increased numbers of severely ill patients and assuming responsibilities for new HIV/AIDS sétvices.
the same time, many health workers have found it miffieult to respond to the demands of work as
some are HIV infected or otherwise affected by the epidemic. Although, health workers are generally
knowledgeable about HIV/AIDS, many seek prevention and treatment services late mainly due to fear
of stigmaand discrimination. To respond to the needs of health workers, the Ministry of Health
embarked on the development of a workplace wellpesgrammethatwas initiated in 2007. With

support from PEPFAR, a baseline assessment of health worker needs afileasailvices was

conducted and programmeestablished

The goal of thgorogrammas to provide services and support to enhance theledtig and job
satisfaction of health workers in order to improve their emotional and physical health, prevent,burnout
enhance staff retention and have a positive impact on patient care.

The objectives of theprogramme are to:

1 Increase health worker knowledge of HIV/AIDS and other related diseases especially
tuberculosis and cancer as core diseases.
Improve access to h#h services by health workers.
Reduce stigma and discrimination within the health workforce.
Mitigate the impact of HIV/AIDS by building staff capacity in stres@hagement, team
building, occupational health and safety etc.
Improve staff morale to enhe@ productivity.
TheprogrammeaeceivedPEPFAR support and technical assistance between 2005 and 2011 for
programmaeadevelopmenfcoordinator position, study tour), development of training and
promotional materials, training of trainers and health workmnchase of equipment and
supplies and supervisory travilis now a weHestablished Ministry of Healghrogramme

fully supported by Government.
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The purpose of this evaluation is to document the achievementspbtirammeunderstand the
challengesand make recommendations to the Ministry that will assist in improving the services in the

future to achieve the abowtated goal and objectives.

Objectives
1 To document the achievements and challenges gfrttgrammesince inception
 Toassesshealthor ker s 6 yprogeamme as well aslheir perceived levels of
workplace stress and their access to wellness services
9 To provide recommendations to enable Government to improve and sustaiagtamme

and achieve stated objectives

Key Tasks
Describe the curremrogrammeand document the achievements
Conduct an assessment of health workersé per
wellness services, perceptions of these services and current needs and desires for the
programme

1 Make reommendations tprogrammeimprovements and sustainability

Methodology

This evaluation will require a combination of methods, qualitative and quantitative.

Deliverables
1 Inception report with methodology, tools, work plan and timeframe
9 Draftand final eports
I Twoi three dissemination presentations to stakeholders
1

Electronic copy and 100 hard copies of the report
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Appendix B. Ethical Approval Documents

‘TELEPHONE: 363 2766 MINISTRY OF HEALTH
FAX: 391 0647 PRIVATE BAG 0038
TELEGRAMS: RABONGAKA GABORONE
TELEX: 2818 CARE BD
Republic of Botswana
REF NO: PPME-13/18/1 Vol VIILL (17) 29 April 2013
Health Research and Development Division
Notification of IRB Review: New application
Mr Jenny H.Ledikwe
ITECH Botswana
P O Box AC46
Ach,Riverwalk
Protocol Title: EVALUATION OF BOTSWANA MINISTRY
OF HEALTH WORKPLACE WELLNESS
PROGRAM TO IMPROVE
IMPLEMENTATION, UTILIZATION,
IMPACT AND SUSTAINABILITY
Sponsor: N/A
HRU Review Date: 20 April 2013
‘HRU Expiration Date: 20 April 2014
HRU Review Type: Expedited Review
HRU Review Determination: Approved
Risk Determination: Minimal risk
Dear Sir/Madam

Thank you for submitting a new application for the above referenced study. This approval
includes the following:

- Application form

- Proposal

- Data collection tools

This permit does not however give you authority to collect data from the selected site
without prior approval from the management. Consent from the identified individuals
should be obtained at all times. '
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The research should be conducted as outlined in the approved proposal. Any changes to the
approved proposal must be submitted to the Health Research and Development Division in the
Ministry of Health for consideration and approval.

Furthermore, you are requested to submit at least one hardcopy and an clectronic copy of the
report to the Health Research, Ministry of Health within 3 months of completion of the study.
Copies should also be submitted to all other relevant authorities.

Continuing Review

In order to continue work on this study (including data analysis) beyond the expiry date, submit a
Continuing Review Form for Approval at least three (3) months prior to the protocol’s expiration
date. The Continuing Review Form can be obtained from the Health Research Division Office
(HRDD), Office No. 9A 10 or Ministry of Health website: www.moh.gov.bw or can be requested
via e-mail from Mr. Kgomotso Motlhanka, e-mail address: kgmmotlhanka@gov.bw As a
courtesy, the HRDD will send you a reminder email about eight (8) weeks before the lapse date,
but failure to receive it does not affect your responsibility to submit a timely Continuing Report
form.

Amendments

During the approval period, if you propose any change to the protocol such as its funding source,
recruiting materials, or consent documents, you must seek HRDC approval before implementing
it. Please summarize the proposed change and the rationale for it in the amendment form
available from the Health Research Division Office (HRDD), Office No. 9A 11 or Ministry of
Health website: www.moh.gov.bw or can be requested via e- mail from Mr. Kgomotso
Motlhanka, e-mail address: kgmmotlhanka@gov.bw . In addition submit three copies of an
updated version of your original protocol application showing all proposed changes in bold or
“track changes”.

Reporting

Other events which must be reported promptly in writing to the HRDC include:

+ Suspension or termination of the protocol by you or the grantor

* Unexpected problems involving risk to subjects or others

+ Adverse events, including unanticipated or anticipated but severe physical harm to subjects.

If you have any questions please do not hesitate to contact Mr. P. Khulumani at
pkhulumani@gov.bw, Tel +267-3914467 or Lemphi Moremi at lamoremi@gov.bw or Tel: +267-
3632754

Thank vou for your cooperation and your commitment to the protection of human subjects in
research.

Yours sincerely

ﬁacﬁ mwgﬁi 7N

Q..
2013 -04- 19

P. Khulumani
For Permanent Secretary

pRAL uﬂa% ‘é‘ y/a
Boﬂolx W
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TELEPHONE: 363 2766 MINISTRY OF HEALTH

FAX: 391 0647 PRIVATE BAG 0038
TELEGRAMS: RABONGAKA GABORONE
TELEX: 2818 CARE BD
Republic of Botswana
REFERENCE No: PPME: 13/18/1 Vol VIH (434) 11 April 2014

Principal Investigator: Gabrielle O’Mallley

Protocol Title: Evaluation of Botswana Ministry of Health Workplace Wellness Program to
improve Implementation, Utilization, Impact and sustainability

Review Type: Expedited Review/Health Research and Development Committee
Approval Date: 11 April 2014
Expiration Date: 11 April 2015

This certifies that the continuing review request for the protocol above was reviewed and
approved for a period of 1 year, effective 11 April 2014.
___X_the research poses minimal risk to participants
_ The study has not been activated
Enrollment is still ongoing

__ Study is continuing
X Study open for analysis

includes only collection of data from voice, video, digital, or image recordings made for
research purposes
__research on individual or group characteristics or behavior (including, but not limited to,
research on perception, cognition, motivation, identity, language, communication, cultural beliefs
or practices, and social behavior)
____Research employing survey, interview, oral history, focus group, program evaluation, human
factors evaluation, or quality assurance methodologies.

Continuing Review

In order to continue work on this study (including data analysis) beyond the expiration date, the
Health Research and Development Committee (HRDC) must reapprove the protocol after
conducting a substantive, meaningful, continuing review. This means that you must submit a
Continuing Report form as a request for continuing review. To best avoid a lapse, you should
submil your request 3 months before the lapse date. Please use the forms supplled by our office
available on our website: http://www.moh.gov.bw
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_As a caurtesy, the HRDC will send you a reminder email about eight (8) weeks before the lapse
date, but failure to receive it does not affect your responsibility to submit a timely Continuing
Report form.

Reporting

Other events which must be reported promptly in writing to the HRDC include:

* Suspension or termination of the protocol by you or the grantor

* Unexpected problems involving risk to subjects or others

» Adverse events, including unanticipated or anticipated but severe physical harm to subjects
Do not hesitate to contact us if you have any questions.

Thank'you for your cooperation and your commitment to the protection of human
subjects in research.

Yours sincerely
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P. Khulumam

For/Permanent Secretary
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PLOT 1836 HOSPITAL WAY PRINCESS MARINA HOSPITAL
TELEPHONE: 3621400 P. 0. BOX 258
FAX: 3973776 GABORONE
BOTSWANA
RE PLIBLIC OF BOTSWANA
REF: PMH 5/79(51a) 23" September 2013

Heather Mothibedi
Ministry of Health — Dept HIV/AIDS

Dear Ms Mothibedi

RE: Evaluation of Botswana Ministry of Health Workplace Wellness Program to Improve
Implementation, Utilization, Impact, and Sustainability

Your application for a research permit for the above stated research protocol refers. The Research
and Ethics Committee of Princess Marina Hospital met on the 20" August 2013 and discussed your
propasal. Full approval to do the aforementioned study is granted.

You are advised to observe the following:

1. You must get permission from head of department in the unit that you intend to do your
research.

2. You must at all times get consent from individuals that you are using as subjects in your study.

3. You will not change any aspect of your research without permission from the REC.

4. You need to report any unforeseen circumstances including the termination of the study to
the REC.

5. You must allow the REC access to the study at anytime for purposes of auditing.

6. This permit is valid for one year; from 23" September 2013 to 22™ September 2014.

7. At the end of the study you should give the research and ethics committee a hard copy and
soft copy of your report.

Wishing you success In your research.

Gladness O. Tih .

For Chairman Researctiand Ethics Committee



67


































































































































































