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SUMMARY  

Introduction: Chronic kidney disease (CKD) is a significant public health concern worldwide, it 

is primarily caused by well-established factors such as diabetes, hypertension, and genetic 

conditions, there are also unconventional factors that can contribute to its development including 

occupational and environmental factors. These factors may not be as widely recognized but can 

still play a significant role in the progression of CKD. However, Occupational factors for kidney 

failure are not well studied. 

Objective: Therefore, this study aimed to characterize occupational risk factors of chronic 

kidney disease (CKD), as well as their impact on work productivity and activity impairment, 

among patients attending at public hospitals in Addis Abeba, Ethiopia. 

Methods: An institutional cross-sectional study was conducted among chronic kidney disease 

patients at public hospitals in Addis Abeba, Ethiopia, from January 2025 to March 

2025.Structured questionnaires were used in face-to-face interviews with patients who have 

confirmed cases of CKD when they  were come for their  follow up appointment during data 

collection period to assess occupational risk factors related to CKD in two hospitals. The data 

was collected using ODK software. The data was exported and cleaned using SPSS statistical 

software version 25 and characterization occupational risk factors of CKD was analyzed by Chi-

Square test. 

Results: Out of 401 participants, 392 took part in the study, resulting in a 97.8% response rate. 

The largest age group was 61 and above 97(24.5). The most common occupation among 

respondents was office work 83(21.2%), followed by agriculture/farming 58(14.8%). Regarding 

workplace hazards, physical hazards were the most frequently reported, 293(74.7%), followed by 

psychosocial hazards, 226 (57.7%) and chemical hazards 107 (27.3%). 

Conclusion: Workers across different occupations faced multiple physical hazards in labor-

intensive jobs, chemical in agriculture and manufacturing, and psychosocial and ergonomic in 

office, transportation, and construction settings. 

Keywords: CKD, CKDu, Occupational factors, Work productivity, Activity impairment 
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1. INTRODUCTION 

1.1 Background 

When the glomerular filtration rate (GFR) is less than 60 ml/min/1.73 m2 for more than three 

months, it is referred to as chronic kidney disease (CKD), which can have serious health 

consequences [1]. Chronic kidney disease (CKD) is a global public health problem and a major 

contributor to the global disease burden and annual incidence of chronic kidney disease (CKD) 

has climbed to roughly 13–15% globally in recent years[2].  

CKDu is a chronic kidney disease does not correlate with established risk factors such diabetes, 

hypertension, or chronic glomerulonephritis. The term "chronic kidney disease of unknown 

aetiology" has been used in the literature since the 2000s. The term "CKDu" was first used in El 

Salvador in the early 2000s to describe a disease that frequently affected agricultural societies. 

The aetiology of the disease was unclear [3]. 

Chronic disease of unknown aetiology (CKDu) is a chronic renal disease that is a dangerous new 

type of kidney failure that causes early death, especially in underprivileged communities. The 

condition known as CKD of unknown aetiology, or CKDu, primarily affects young individuals in 

the workforce and has grown to be a significant and grave public health concern [4]. 

Occupational and Environmental variables are closely linked to the development of chronic 

kidney disease (CKD) [5]. Previous investigations have verified that Kidney function is also 

thought to be correlated with hazardous work environments. Risky working conditions such as 

long hours, excessive workloads, and shift work have been linked to various chronic diseases 

such as Diabetes, Cardiovascular disease, and Death [6-8]. 

CKD patients may experience symptoms that interfere with their daily lives, impacting their 

quality of life and employment rates [121]. Symptoms commonly include fatigue, weakness, 

decreased mental sharpness, shortness of breath, and more, they have been shown to be 

associated with greater loss of work productivity and activity impairments, leading to increased 

economic consequences [122]

https://journals.plos.org/plosone/article?id=10.1371/journal.pone.0297378#pone.0297378.ref005
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1.2 Statement of the problem 

The 21st century saw the rise of chronic diseases as a significant global health policy concern 

[9]. The worldwide economy and life expectancy have been severely impacted by the alarming 

rise in the risk of death from chronic kidney disease (CKD) [10, 11]. 

The primary causes of CKD in both high-income and low-income countries are diabetes and 

hypertension However, many Lower and Middle Income Countries (LMICs) have identified an 

epidemic of chronic kidney disease (CKD) over the past 20 years that is unrelated to these 

conventional risk factors[12].  

CKDu has a devastating effect on individuals, families and the community, and imposes an 

enormous burden on healthcare systems and it has grown to be a significant and life-threatening 

public health concern [13]. CKDu mainly affects young working-age adults in poor rural 

communities and is often fatal due to rapid disease progression and lack of dialysis or transplant 

options in the affected areas [14]. 

CKD is becoming a more significant public health issue in Africa, primarily due to the presence 

of risk factors that include both communicable such as HIV  and noncommunicable diseases 

such as diabetes, and hypertension [15, 16]. In addition in Africa, there have been reports of an 

extra risk of CKD that cannot be accounted by conventional risk factors [17]. The incidence of 

chronic kidney disease (CKD) is increasing in Ethiopia due to increased risk factors, similar to 

the case with many other chronic diseases. In Ethiopia, renal illness accounts for 1.47% of all 

deaths [18]. 

Some previous studies on occupational risk for chronic kidney disease (CKD) have analyzed a 

limited range of occupations and focused on nephrotoxins [19]. These studies mainly focused on 

exposure to different types of nephrotoxins such as silicon, lead, mercury, glycol ethers, organic 

solvents, copper, chromium, tin, and welding fumes [20-22]. Nephrotoxin exposure is not the 

only occupational risk factor contributing to chronic kidney disease (CKD). Reports indicate that 

jobs in sales, management, carpentry, and cashiering are also associated with an increased risk of 

CKD-related death [23]. Occupations have been linked to an increased risk of CKD mortality, 

including cashier, sales representative, carpenter, and manager and the risk of acquiring chronic 

kidney disease has also been linked to work environments in hospitals, restaurants, and 
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construction sites [23]. Furthermore,  it has been found that working environments in restaurants, 

bars, and hospitals are associated with a higher risk of developing  chronic kidney disease [23].  

Previous studies have identified specific nephrotoxins, such as lead and organic solvents, that are 

linked to renal effects. However, they have not fully explored the broader occupational risks 

associated with CKD. While existing research has highlighted some occupational hazards, many 

studies focus on particular chemicals or environments without considering the overall impact of 

various workplace factors on kidney health [115]. 

In recent years, the number of new CKD cases in Ethiopia has risen significantly, even among 

the younger population, but the underlying causes remain unclear [116]. It could be linked to 

factors of workplace exposure to chemical, physical, and biological hazards. Given this, there is 

an urgent need for further research to identify the contributing factors to the rising CKD rates in 

Ethiopia. This study aims to fill that gap by investigating a more comprehensive range of 

occupational risks and their association with CKD. By broadening the scope and considering 

various occupational exposures, this research intends to provide a clearer understanding of how 

different work environments contribute to CKD, which has not been fully explored in previous 

studies. 

There has been no specific study in Ethiopia characterizing the occupational risks for CKD. 

Therefore, this research was focus on the characterize occupational risk factors of CKD, 

addressing a significant gap in the literature. Occupational and environmental factors, though not 

widely recognized, may play a substantial role in the progression of CKD, and further 

exploration is needed in this area 

In addition, kidney failure itself causes disability and can lead to significant changes in 

employment, with even individuals in the later stages of CKD often discontinuing work [117]. 

While previous research on CKD patients has primarily concentrated on quality of life, there is a 

limited understanding of how the disease impacts patients' ability to work. This includes factors 

such as absenteeism, reduced productivity, and overall work impairment. 

Therefore, this study is aimed at characterizing occupational risk factors of chronic kidney 

disease (CKD), as well as their impact on work productivity and activity impairment, among 

patients attending at public hospitals in Addis Abeba, Ethiopia. 
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1.3 Rationale of the study  

Chronic kidney disease has grown to be a significant and life-threatening public health concern 

globally. Although the amount of evidence supporting CKD is increasing, estimates of the 

disease burden in Ethiopia are still sparse, and little is known about the potential occupational 

and environmental factors that may contribute to CKD. That‘s why this Study aimed at 

characterizing occupational risk factors of chronic kidney disease (CKD), as well as their impact 

on work productivity and activity impairment, at Black Lion Hospital and St. Paul‘s Hospital 

Millennium Medical College Addis Ababa, Ethiopia. 

1.4 Significance of the study  

Despite the increased risk of acquiring chronic kidney disease at work, workers often ignore the 

condition or are unaware of it. The findings from this study will 

 Provide valuable insights into the occupational exposures that may contribute to the 

development and progression of CKD as well as the impact on work productivity and 

activity impairment  

 Could guide the development of targeted interventions aimed at reducing the burden of 

CKD among patients with occupational exposure including workplace safety measures, 

education on the risks of certain exposures, and early detection and management of CKD 

in at-risk individuals. 

 Have the potential to have broader public health implications, as they may inform 

policies and guidelines aimed at protecting individuals from harmful occupational 

exposures that contribute to CKD development could lead to improved workplace safety 

regulations and health education initiatives in the community. 
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 2. LITERATURE REVIEW 

2.1 General situation about CKD 

Currently Chronic kidney disease is a global public health problem, involving about 10% of the 

global population. According to the 2024 Global Burden of Disease (GBD) report The global 

median prevalence of chronic kidney disease is 9·5% (IQR 5·9–11·7) [24]. 

Globally, Population based cross sectional studies conducted in developing countries such as  

Iran, China, North Korea, and Nepal showed that overall prevalence of CKD were range from 

(5%-18.9%) [25-28]. 

Another studies carried out worldwide in prevalence of CKD  in some developed countries like 

the USA and Japan, north california (10% to 37%)[29] 

Over the past five years, 90 percent of the 1 million persons with severe chronic kidney disease 

receiving treatment with renal replacement therapy worldwide reside in wealthy nations. But in 

the majority of developing nations, only 5–10% of individuals in need of renal replacement 

treatment are able to get it. Nevertheless, the sharp rise in diabetes and hypertension, which are 

both expected to fuel an epidemic in chronic kidney disease[30]. 

Studies revealed that the prevalence of CKD Stages 1 to 5 varies from 18.38% in Europe to 

8.66% in South Africa, Senegal, and the Congo [31]. The incidence of chronic renal disease was 

also [9.07%, 24.9%] in Malaysia and Indonesia [32]. 

The frequency of CKD ranged from 2% to 41% throughout Africa. Studies carried out in East 

Africa and Egypt have shown that underdeveloped countries had at least three to four times 

higher rates of chronic kidney disease (CKD) [33]. 

Community-based cross sectional studies conduct in western Africa countries (Senegal, Nigeria, 

Ghana) stated Overall CKD prevalence was (4.9%-27,6) [34-35], In addition, Hospital based 

studies conduct in other African countries (Botswana, Sudan, South Africa) range from (13.5%-

10.32%) [36-38]. 

A study identified a prevalence of CKD (38.6) by CKD EPI equations among Kidney disease 

patients that attend the public hospitals of Addis Ababa[41] 
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Institution-based cross-sectional studies were conducted in Zewditu Memorial referral hospital, 

SPHMMC in Addis Ababa stated that prevalence of CKD were 12.2%, 9.8%, [39-40] 

respectively  

A study in Ethiopia conducted in Zewditu Memorial referral hospital, SPHMMC (Addis Ababa), 

Addis Abeba public hospitals of Addis Ababa [41]. Another study conducted in Dessie Referral 

hospital indicates that the magnitude of CKD was 21.3% [42]. 

2.2 Epidemiology of CKDu 

The results of all of the aforementioned investigations demonstrated that CKD is primarily 

linked to diabetes, high blood pressure, ageing, and cardiovascular disease. Nevertheless, none of 

them measured the participants' occupational exposure or reported a link between work exposure 

and the prevalence of CKD. The risk of workplace exposure to rising CKD prevalence has not 

been evaluated or taken into consideration in prior research [69]. 

Due to the lack of attention and poor focus on the condition, many studies just reported CKD 

with no diabetes, hypertension or HIV [43-45]. 

CKDu affects more than 60,000 individuals, with almost 20,000 deaths every year in Sri Lanka. 

The affected area currently covers almost one-third of the country, and CKDu has recently been 

reported as the seventh leading cause of death nationally the true burden of this disease has not 

been well documented [46]. 

Reports showed that the prevalence of CKDu in some Sri Lanka district was 15.1–22.9% and in 

Nicaragua, Costa Rica, Guatemala, and other areas of El Salvador with a reported prevalence of 

CKD varying between 10% to as high as 42% [47-51]. 

The burden of CKDu among the CKD population in Africa has been shown by previous review 

reports to range from 13.5% to 20%.[52] CKDu accounted for 36.5% of the CKD burden [53]. 

CKD dominated by CKDu, 34.2%–51.6% in Senegal and Nigeria [54-56]. and 24.4%–53.6% of 

ESRD patients due to CKDu in Somalia, Egypt, Gambia, Ethiopia and Sudan [57-60]. 

2.3 Working condition risk factors of CKD 

The onset of chronic kidney disease (CKD) is closely linked to environmental and occupational 

variables. There are currently documented environmental and occupational risk factors for 
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chronic kidney disease of non-traditional causes, or chronic kidney disease of unknown aetiology 

(CKDu) [5]. 

CKD of not conventional causes, or unknown etiology (CKDu) mainly affects young working-

age adults in poor rural communities and is often fatal due to rapid disease progression and lack 

of dialysis or transplant options in the affected areas [4, 61]. CKDu is a growing public health 

concern, causing in excess of 30 000 deaths each year and is estimated to have the highest age-

standardized rate of disability adjusted life years of all causes of CKD [62-64]. 

Work-related CKD mortality have been associated with exposure to silica, organic solvents, lead, 

and cadmium in the range of 8.2% to 14.5% [65]. Exposure to nephrotoxins, such as lead, 

mercury, glycol ethers, organic solvents, copper, chromium, tin, welding fumes, silicon-

containing compounds, and grain dust, has been the main focus of reports on occupational risk 

factors.[19, 66, 67]. However, the impact of occupational exposure is not exclusive to 

nephrotoxins. In actuality, people who work in occupations with the highest burden of 

nephrotoxin exposure are not the only ones who are at risk [68]. 

Compared to people who had reasonably healthy working conditions [69]. Individuals who had 

poor working conditions were linked to a higher risk of chronic kidney disease (CKD). Multiple 

hazardous work environments can simultaneously impact kidney function through similar or 

supplementary routes [70]. 

Research carried out in the United States revealed that certain occupations have been linked to an 

increased risk of CKD mortality, including cashier, sales representative, carpenter, and manager, 

the risk of acquiring chronic kidney disease has also been linked to work environments in 

hospitals, restaurants, and construction sites[71]. Additional study carried out in North Carolina 

Memorial Hospital showed that occupational silica exposure (compared with none) was 

associated with a 40% increased risk of CKD [29]. 

A UK cohort study discovered that unfavorable work environments, including excessive 

workloads, shift work, lengthy workdays, and exposure to secondhand cigarette smoke, were 

linked to a higher risk (88.0%) of chronic kidney disease [69] Finding from Pakistan reported 

chemical exposure in the working environment of garages results in an increased level of 
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different biochemicals among exposed subjects  compared with the unexposed that linked to a 

high risk of  developing CKD [72]. 

Studies conducted in Korea have demonstrated that shift workers have a much higher frequency 

of chronic kidney disease (CKD) than day workers, even in the absence of nephrotoxic drug 

exposure (OR = 2.04) [73]. 

In sectors such as construction and agriculture, workers sometimes faced multiple adverse 

conditions simultaneously) [78]. Being a farmer remained statistically significant for CKD, 

according to Indian research indicating that agricultural activities have been linked in a several  

studies, particularly in areas where pesticide use is extensive [74, 75]. 

An Indonesian study found that the prevalence of CKD among male farmers in our study was 

24.9%. CKDu prevalence in a general working population, i.e. among farmers that are still 

actively working and farmer with longer lifetime duration of insecticide use and the more 

frequent use of insecticides increase in the risk of CKDu[76]. 

A higher than two-fold risk of developing chronic kidney disease (CKD) has been linked to 

agricultural activity in Cameroon, Malawi, and Morocco, Kenya, where higher prevalence rates 

of 6.5%–16.2% have been reported [44, 77, 78]  

Approximately 70% of the population in Africa works in agriculture. This group is susceptible to 

several exposures, including agrochemicals and heavy metals.[79] Additionally, increased use of 

pesticides and herbicides without the use of protective gear may be the cause of CKD in this 

population that is not yet well-known [78, 80]. 

According to the Moroccan study, there was a 1.4-fold increase in the risk of CKD when exposed 

to agrochemicals [78]. Case control study in Ghana showed that Agriculture workers who were 

directly exposed to agrochemicals had a three-fold greater frequency of chronic kidney disease 

(CKD) [81]. In Nigeria, a case–control study of several rural farming communities observed an 

almost 81.6% excess risk of CKD among agrochemical applicators [82]. 

A comparative study of workers in bus garages and petrol stations in Harar and Mekelle, Addis 

Abeba, Jimma respectively, found that most biochemical levels (ALT, AST, and Pb) were 

considerably higher in the workers' cases of chronic kidney disease (CKD) as compared to the 
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controls. Long-term worker exposure to this may result in aberrant kidney function, which may 

eventually lead to renal failure [83-86]. 

The most vulnerable are working-age male agricultural laborers who engage in physically 

demanding work. Sugarcane workers are especially vulnerable to heat exhaustion and 

dehydration because of the lack of shade, prolonged periods of intense activity, and limited 

access to clean drinking water during the workday [87]. The affected industries also include 

"hot" occupations like port workers, rice growers, miners, and construction and cotton Workers 

[88, 89].
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2.4 Environmental risk factors for CKD 

 Environmental risk factors for CKDu include exposure to heavy metals (arsenic and cadmium) 

and agrochemicals (fertilizers and pesticides) [74, 75, 90]. Recently, five studies from Tanzania, 

South Africa, Ghana and DR Congo explored the association of urban environmental exposure 

with CKD and found that living in urban environment is associated with higher risk of CKD [45, 

91-94].  

Africa exposes people to other CKD risk factors, such as poor access to affordable healthy 

options, environmental pollution, high temperatures via global warming, infectious diseases and 

urban water-related illness and injury [95]. In addition drinking unsafe water was associated with 

2.1-2.8 fold risks of CKDu [96].   

Studies finding showed that other CKD risk factors, such as poor access to affordable healthy 

options, environmental pollution, high temperatures via global warming, infectious diseases and 

urban water-related illness and injury.[118] 

2.5 Socio-economic and CKD 

Notably, almost 60% of people in Africa live in a rural area, and multiple studies across the 

region have found higher CKD prevalence among the rural than the urban residents and 

identified rural environmental exposure as a risk factors for CKD [16, 97]. Epidemiological 

studies have linked low socioeconomic status (SES), Limited access to water, sanitation and 

hygiene services, and greater use of nephrotoxic herbal and street medications has also been 

reported in the rural areas, which may account for the increased CKD inadequate health access to 

health care and possible adverse environmental exposures, with increased CKD risk [53, 98]. 

2.6 Behavioral factors and CKD 

Current CKD guidelines recommend lifestyle modifications such as regular physical activity, 

abstinence from smoking, achieving a healthy weight, and adopting a healthy diet comprising 

low-fat and higher consumption of whole grains, fruits and vegetables for prevention of onset or 

progression of CKD based on studies conducted in general populations [99]. Lifestyle behaviors, 

such as diet, physical activity, weight management, alcohol consumption, and tobacco use, have 

mainly been studied in relation to reducing chronic disease such as CKD [100-102]. 
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Compared to current smokers, nonsmokers had reduced risk of CKD progression and heavy 

alcohol consumption may increase CKD patients' risk [100].  

2.7 Psychosocial factors and CKD  

Many studies show that smoking uptake, persistent smoking, quit attempts, and cessation/relapse 

are highly correlated with symptoms of depression and anxiety lead to CKD progression and also 

Adults with CKD have high rates of psychological distress, especially depression and anxiety 

[103].  

Depression is a common condition among individuals with end-stage renal disease (ESRD) and 

increases the risk of serious adverse health outcomes, including mortality, more frequent 

hospitalization, and poorer quality of life [104-106]. Between 15 and 30% of ESRD patients 

either report symptoms of depression or are clinically diagnosed with this condition [107, 108]. 

Psychosocial stress may be a facilitating factor for the effects of shift work on kidney diseases. 

Shift workers experience greater stress than do daytime workers [109]. 

2.8 Policy, regulation and standards regarding CKD 

The Ministry of Health-Ethiopia developed this second national strategic plan for the prevention 

and control of NCDs. The scope of the national NCD Strategic Plan is focus on Major NCDs 

(CVDs, DM, CRDs, CKD) and Risk Factors (tobacco use, harmful use of alcohol, khat use, 

unhealthy diet, physical inactivity, air pollution, infectious causes) [110]. 

Ethiopia faces many difficult obstacles in providing RRT, from a shortage of funding to policy 

concerns. Although the public has called for the provision of services, there is currently no 

national renal care policy or strategy. Thus, there is a lack of policy regarding renal treatment in 

Ethiopia. Because of this, stakeholders are unable to collaborate. In a given hospital or clinic, 

services are first provided by one person or a small group of people and are challenging to 

maintain. dialysis is mostly provided by the private sector, and practically all patients Dialysis 

facilities are run with very little, if any, monitoring, and it is impossible to even consider 

imposing minimal standards of quality. In addition, currently Ethiopia has 30 nephrologists (113 

trainees), or 0.26 nephrologists per million people. Since 80% of the country's nephrologists are 

based in the capital, many areas lack even one nephrologist. The nation offers two fellowship 

https://www.sciencedirect.com/topics/medicine-and-dentistry/quality-of-life
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training programs in nephrology. Most nephrologists received their training locally, however the 

first few had their training elsewhere [111]. 

2.9   CKD impact on work productivity and activity impairment 

The literature shows that presenteeism is associated with long-term sick leave [126], prolonged 

absence from work, and greater economic costs than those stemming from sick leave and sick 

days [127]. 

A study conducted in developed countries (France, Germany, Italy, Spain, the UK, the USA and 

China) in 2012–2018 in the Adelphi Real World Disease Specific Programme finding showed 

that CKD associated with greater work productivity losses and total activity impairments, 

suggesting potential economic consequences.[128] 

A study conducted in Malaysia indicated that the employment rate in advanced CKD patients, 

revealing that only half of the population (50%) were employed and CKD patients lost their jobs 

due to the disease burden and had poor mental and physical composites of quality of life [123].  

Another studies conducted in  Netherland and India  which reported employment rates of CKD 

68% in 2019 and 61.1% in 2017 respectively [124, 125]. In addition a study showed that 

Prevalence of work productivity loss in patients with chronic kidney disease (CKD) was 26.0%, 

of which absenteeism and presenteeism accounted for 7.1% and 22.3%, respectively [128] 

Another studies in Bishoftu town, Southeast and Lume district in Ethiopia indicated that the 

prevalence of sickness absenteeism were 54.5%, 58.8% respectively [129.130]. 

Studies have linked low socioeconomic status (SES), Limited access to water, sanitation and 

hygiene services, and which may account for the increased CKD inadequate health access to 

health care and possible increased CKD risk and CKD requiring expensive renal replacement 

therapy (RRT) for survival and has a major impact on healthcare costs, productivity and growth, 

cessation of work it lead to lower socioeconomic status of patients [53]. 

Diabetes, hypertension and HIV are the main contributing factors to CKD and also CKD is a risk 

factor for cardiovascular and other chronic disease morbidity and mortality [15].  

https://link.springer.com/article/10.1186/s41100-022-00403-w#ref-CR2
https://link.springer.com/article/10.1186/s41100-022-00403-w#ref-CR3
https://journals.plos.org/plosone/article?id=10.1371/journal.pone.0297378#pone.0297378.ref030
https://journals.plos.org/plosone/article?id=10.1371/journal.pone.0297378#pone.0297378.ref031
https://link.springer.com/article/10.1186/s41100-022-00403-w#ref-CR4
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Unhealthy Lifestyle behaviors, such as unhealthy diet, physical inactivity, obesity, alcohol 

consumption, and tobacco use, have mainly been studied in relation to increasing chronic disease 

such as CKD and also patient with CKD change their own life style [101].  

Work-related CKD mortality have been associated with exposure to silica, organic solvents, lead, 

and cadmium in the range of 8.2% to 14.5% [65], Unfavorable work environments, including 

excessive workloads, shift work, lengthy workdays, and exposure to secondhand cigarette 

smoke, were linked to a higher risk (88.0%) of chronic kidney disease [69] 

CKD patients have high rates of psychological distress, especially depression and anxiety and 

increases the risk of serious adverse health outcomes, including mortality, more frequent 

hospitalization, and poorer quality of life [107].
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2.9 Conceptual framework the study 

 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  
  
 
  
 
  
 
 
 
 
 
 

 

 
 
 

 

 

Figure 1.1 Conceptual frame work of the study [29, 71, 72, 74-76, 82, 90]
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3. OBJECTIVES 

3.1 General Objective 

Therefore, this study aims to characterize occupational risk factors of chronic kidney disease 

(CKD), as well as their impact on work productivity and activity impairment, among patients 

attending at public hospitals in Addis Ababa, Ethiopia. 

3.2  Specific Objectives 

To characterize occupational risk factors of chronic kidney disease (CKD) among patients 

visiting at public hospitals in Addis Abeba, Ethiopia. 

To assess the impact of CKD on work productivity and activity impairment, among patients 

attending at public hospitals in Addis Abeba, Ethiopia. 
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4. METHODOLOGY 

4.1 Study area 

This study was conducted at Black Lion Specialized Hospital and St. Paul‘s Hospital Millennium 

Medical College in Addis Ababa, Ethiopia. Black Lion Referral Hospital and St. Paul‘s Hospital 

Millennium Medical College are the first and second-largest hospital respectively and most 

advanced public healthcare institutions in Ethiopia. Located in the heart of Addis Ababa. They 

serve as a key teaching hospital affiliated with Addis Ababa University, providing specialized 

medical care to a wide range of patients from across the country. The Renal Unit at Black Lion 

Hospital and St. Paul‘s Hospital Millennium Medical College are specialized department 

dedicated to the diagnosis, treatment, and management of kidney-related diseases, including 

chronic kidney disease (CKD). As one of the leading centers for nephrology in Ethiopia, this unit 

offers critical services such as life-saving dialysis treatments for patients with end-stage renal 

disease (ESRD). St. Paul‘s Hospital Millennium Medical College has the first kidney transplant 

center Since 2015, SPHMMC's renal unit has been the only recognized renal center in a public 

setting for kidney transplants. 

4.2 Study design and Study period 

A hospital-based cross-sectional study was conducted at Black Lion Specialized Hospital and St. 

Paul‘s Hospital Millennium Medical College Addis Ababa, Ethiopia from January 2025 to March 

2025 

4.3. Population 

4.3.1. Source population 

All patients who attend the nephrology outpatient clinics at Black Lion Specialized Hospital and 

St. Paul‘s Hospital Millennium Medical College were considered for inclusion in the study. 
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4.3.2. Study population 

All patients with confirmed chronic kidney disease in the nephrology departments of Black Lion 

Specialized Hospital and St. Paul‘s Hospital Millennium Medical College during the data 

collection period were included. 

4.4. Eligibility criteria 

4.4.1. Inclusion criteria  

Patients over 18 years of age who were diagnosed with CKD and were attending the nephrology 

outpatient clinics at Black Lion Specialized Hospital and St. Paul‘s Hospital Millennium Medical 

College during the data collection period, and who were willing to participate in the study, were 

included. 

4.4.2. Exclusion criteria 

Patients with cognitive impairments that prevented them from providing informed consent or 

participating in the study were excluded. 

4.5 Sample size determination and sampling procedure 

4.5.1. Sample size determination 

For first objective  

1. The sample size was calculated by using double population proportion formula for to 

characterize occupational risk factors of chronic kidney disease (CKD), assuming 90% 

confidence level 80% power, 10% non-response rate and prevalence of CKD from study 

conducted in Ghana were more prevalent on farmer who exposed to agrochemicals than non-

exposed 18.1 and 6.6 respectively [81] 
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  n=number of minimum samples required from study population. 

z= the standard score (critical value) corresponding to 95% confidence level = 1.96. 

d= the proportion of sampling error between the sample and the population (degree of precision) 

= 5% (0.05). 

P = prevalence of sickness absenteeism=54% 

q= 1-p, 1-0.545= 0.455 

n=z² (pq) = (1.96)²((0.54) (0.46) =364.18 

                                                 d²                          0.05² 

Non respondent rate 10% = 36.418= 364.18+36.418 =400.59=401 

P1 is the proportion in exposed 

P2 is the proportion in unexposed 

Z/2 is the quintile of the standard normal distribution for type I error (1.96 for 95%) 

Z is the quintile of the standard normal distribution for type II error/power (0.84 for 80% power) 

n1 is the sample size for group 1  

n2 is the sample size for group 2 

    n1+n2=288 

Non respondent rate 10% = 28.8,      288+28.8= 316.8= 317 

     

 

For 2
nd

 objectives  

The sample size was calculated by using single population proportion formula. Assuming the 

prevalence of  sickness absenteeism during the previous 12  months was 54 from study conducted 

in flower farm industry workers in Bishoftu town, Southeast Ethiopia was 54.5%. [41]  (p- value 

0.545) Assuming 5% margin of error, 95% confidence Interval and 15% non -respondent rate, 

sample size is calculated for the outcome variable.[129] 
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Objective  Sample size  

1
st
 objective 317 

2
nd

 objective  401 

 

1st
objective‘s sample size (317) was a bit small. Small sample sizes can compromise the 

reliability, accuracy, and generalizability of the findings, potentially leading to misleading 

conclusions. Therefore, I was used larger sample size (401). 

4.5.2. Sampling technique and procedure  

Consecutive sampling involves recruiting all eligible participants who attended the renal clinic 

OPD and were willing to participate in the study were included until the calculated sample size 

was reached. 

4.6 Study Variables 

Dependent variable: 

  Chronic kidney disease  

Independent variables: 

 Occupational exposure (physical, chemicals, Agro-chemicals) 

 Type of occupation (e.g. industrial worker, healthcare worker, office worker) 

 Duration of occupational exposure (years) 

 Frequency of exposure to chemicals at work (daily, weekly, monthly) 

 Behavioral factors (Use of personal protective equipment at work, Hydration practice, 

Smoking status) 

 Environmental factors (Contaminated water supplies, raise environmental temperature, 

air pollution) 

 Socioeconomic status (Low, Middle, High) 

 Psychological factors (Stress, Anxiety, Depression)  

 Chronic diseases (Diabetes, Hypertension, Cancer, Cardiovascular disease) 

 Communicable disease (HIV, Urinary tract infection, Chronic pyelonephritis) 
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4.7  Operational Definitions  

1. Chronic Kidney Disease (CKD): is defined as structural/ functional abnormalities of the 

kidney or decreased GFR <60 ml/min/1.73m2 for more than 3 months.[112]  

2. CKDu is a diagnosis of exclusion defined by fulfilling the Kidney Disease Improving 

Global Outcomes (KDIGO) CKD criteria: persistent kidney damage (albuminuria or 

proteinuria) and/or estimated glomerular filtration rate (eGFR) <60 ml/min/1.73m2 for at 

least 3 months in the absence of any traditional risk factor, such as diabetes, hypertension, 

or other known causes of CKD. [61, 113, 114] 

3. Adult patients: Patients who attend Medical OPD at Black Lion referral specialized 

hospital and St Pauli Hospital Millennium Medical College whose Age ≥ 18. [39] 

4. Absenteeism (%): Proportion of work time missed due to health, calculated as Q2 / (Q2 + 

Q4), for participants who were currently employed and had actually worked in the past 

seven days [143,144]. 

5. Presenteeism (%): Level of impairment while working due to health, calculated as Q5 / 

10, for participants who were currently employed and had actually worked in the past 

seven days [143,144]. 

6. Overall Work Impairment (%): Combined effect of absenteeism and presenteeism, 

calculated as: Q2 / (Q2 + Q4) + [(1 − Q2 / (Q2 + Q4)) × (Q5 / 10)] for participants who 

were currently employed and had actually worked in the past seven days [143,144]. 

7. Activity Impairment (%): Degree to which health affected the ability to perform regular 

daily activities (other than paid work), calculated as Q6 / 10, for all respondents 

[143,144]. 
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4.8 Data Collection Tools and Procedures  

Structured questionnaires were used in face-to-face interviews with patients who had confirmed 

cases of chronic kidney disease (CKD) to assess occupational risk factors associated with CKD 

at two hospitals. Data were collected during the patients' routine follow-up appointments.The 

questionnaire was adapted from various literature sources and guidelines developed for similar 

purposes by different authors [39–42, 71, 72]. The Work Productivity and Activity Impairment 

(WPAI) questionnaire, a tool used to assess the impact of disease on work productivity and daily 

activities over the past seven days, was also included. This instrument has been widely used by 

patients across a range of diseases in numerous studies [119]. The data collection tool was 

prepared in Microsoft Excel 2016 in XLS format and then exported to ODK Collect software. 

The form was uploaded and sent to the data collectors' smartphones. During data collection, data 

collectors accessed the questionnaire directly on their smartphones using the ODK app. 

4.9 Data Quality Control  

During design  

The questionnaire was originally prepared in English, then translated into the local language 

(Amharic) for data collection, and subsequently back-translated into English to ensure accuracy 

and consistency. Two weeks prior to the start of the study, the structured interviewer-

administered questionnaire was pre-tested on 5% (21 participants) of the total sample size (401) 

at Yekatit 12 Referral Hospital and Zewditu Memorial Referral Hospital. This was done to assess 

the clarity of the questions. Based on the pre-test findings, necessary modifications were made to 

unclear questions. The internal consistency of the data was also evaluated. Four data collectors 

and one supervisor were recruited and trained by the principal investigator for one day on data 

collection procedures and how to ensure data quality. 

During data collection 

The uploaded questionnaire form was sent from the server to the data collectors‘ smartphones. 

During data collection, they used their smartphones to access the questionnaire by retrieving the 

form from the ODK app. Data were entered directly into ODK during the interviews, and the 

collected data were submitted daily to the principal investigator‘s server. Continuous supervision 

was provided by the principal investigator and a trained supervisor. 
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During data analysis 

The collected data were checked for completeness, consistency, and accuracy by the principal 

investigators. After verification, the data were cleaned before further processing. 
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4.10 Data Management and Statistical Analysis  

Data analysis was conducted to address the specific objectives of the study. The collected data 

were checked for completeness, consistency, and accuracy by the principal investigators. Once 

verified, the data were cleaned, tallied, and analyzed using frequency counts in SPSS version 25. 

The results were then expressed in numerical values and percentages. Descriptive statistics were 

presented using tables, percentages, charts, and graphs. A Chi-square test was performed to 

identify associations between occupational risk factors and CKD. Additionally, the WPAI (Work 

Productivity and Activity Impairment) scoring system was used to assess the impact of CKD on 

work productivity and daily activity impairment. 

4.11 Ethical considerations  

Ethical clearance and a support letter were obtained from the Ethical Review Committee of the 

School of Public Health, Addis Ababa University, prior to data collection. An official ethical 

approval letter was provided to Black Lion Specialized Hospital and St. Paul‘s Hospital 

Millennium Medical College by the review board. Subsequently, permission to conduct the study 

was obtained from the clinical directors, renal department heads, and renal unit heads of both 

hospitals. The study was also approved by the Institutional Review Board (IRB) of Addis Ababa 

University. 

Participants who met the inclusion criteria and expressed willingness to participate were 

provided with a consent letter, and their oral consent was obtained prior to the start of data 

collection. In addition, they were asked to sign the consent form after being informed about the 

study‘s objectives and procedures. Participants were informed of their right to withdraw from the 

study at any time. 

The study had no conflicts of interest and aimed to provide potential benefits to the broader 

community. Privacy and confidentiality were maintained by ensuring participant anonymity, with 

access to the data limited solely to the principal investigator. 

 



 
 

23 
 

4.12. Dissemination of the result  

The results of this research will be submitted to Addis Ababa University, College of Health 

Sciences, School of Public Health, Department of Preventive Medicine, Environmental and 

Occupational Health Unit. In addition, the information will be provided to Addis Ababa 

University (AAU). 

5. RESULT 

Section 1 Sociodemographic factors 

Out of 401 participants, 392 took part in the study, resulting in a 97.8% response rate. The largest 

age group was 61 and above 97(24.5%), followed by ages 51–60 87(22.2%). Males made up 

211(53.8%), and females 181(46.2%). Most were married 293 (74.7%). Regarding education, 

150 (38.3%) had completed college or higher. In terms of residence, 289 (73.7%) lived in urban 

areas, 72(18.4%) in rural, and 31(7.9%) in semi-urban areas. About 131(33.4%) had previously 

lived elsewhere, while 261 (66.6%) had not. 

Table 1 Socio-demographic characteristics of CKD patients at Black lion and SPMMCH 2024/25  

Variables   Categories Frequency (Percent) 

Age 18-30 67(17.1) 

31-40 60(15.3) 

41-50 81(20.7) 

51-60 87(22.2) 

61 and above  97(24.7) 

Gender Male 211(53.8) 

Female 181(46.2) 

Marital status  Single 68(17.3) 

 Married 293(74.7) 

 Divorced 13(3.3) 

 Widowed 18(4.6) 

  Educational status    Unable to read and write 46(11.7) 

 Primary school (1-8 grade) 100(25.5) 

 High school (9-12 grade) 96(24.5) 

Grade college/University graduate and above 150(38.3) 
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Section 2 Environmental factors 

Most respondents, 295(75.3%) reported using tap water as their main drinking source, followed 

by protected spring 27(6.9%) and well water 20(5.1%). A large majority 321(81.9%) do not treat 

their drinking water. Regarding air quality, 178(45.4%) described their area as clean, while 

161(41.1%) said it was moderately polluted. Climatic conditions were reported as moderately hot 

by 285(72.7%) and very hot by 40(10.2%). About 37(9.4%) lived or spent extended time in hot 

environments. Environmental exposure showed 102(26%) lived near agricultural fields, and 

76(19.4%) near industrial areas. 

Table 2 Environmental factors of CKD patients at Black lion and SPMMCH 2024/25 (n = 401) 

Variables   Categories  Frequency(%) 

Primary source of drinking water Tap water 295(75.3) 

Protected well water 20(5.1) 

Unprotected well water 10(2.6) 

Protected spring water 27(6.9) 

Unprotected Spring water 8(2.0) 

River/Stream 14(3.6) 

Bottled/Packaged water 18(4.6) 

 drinking water treatment  Yes, by boiling 24(6.1) 

Yes by filtration 47(12) 

Yes, by chemicals 16(4.1) 

 No 321(81.9) 

Climatic condition of living area    Hot 40(10.2) 

 Cold 67(17.1) 

spend prolonged periods in hot 

environments 

 Yes 37(9.4) 

No 3(0.8) 

 Industrial areas/factories 76(19.4) 

Agricultural fields  102(26.0) 

Mining sites 29(7.4) 

Waste disposal sites/landfills 45(11.5) 

Rivers or streams with reported contamination 146(37.2) 

 

Section 3 Personal factor and health condition 

Most respondents 337 (86%) had never smoked, while 1(0.3%) were current smokers and 

54(13.8%) were former smokers. Regular secondhand smoke exposure was reported by 

153(39%) among those 92(23.5) and 58(14.8) were exposed frequently and occasionally 

respectively. Alcohol was consumed occasionally by 216(55.1%). About 164(41.8%) exercised 

daily, and 175(44.6%) drank less than 1 liter of water per day. Regarding diet for kidney health, 
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138(35.2%) rated theirs as very poor. The most common health condition was hypertension 215 

(54.8%), while 133(34%) reported no listed conditions. 

Table 3 Personal factor and health condition of CKD patients at Black lion and SPMMCH 

2024/25  

Variables   Categories Frequency (%) 

smoked tobacco Yes, currently a smoker 1(0.3) 

Yes, Former smoker 54(13.8) 

Never smoker 337(86.0) 

secondhand smoke Yes 153(39.0) 

No 239(61.0) 

Place of secondhand smoke exposure Home 14(3.6) 

Workplace 114(29.1) 

Social settings 102(26.0) 

Other (please specify) 0 

Frequency secondhand smoke Rarely 3(0.8) 

Occasionally (1–2 times a week) 58(14.8) 

Frequently (3–5 times a week) 92(23.5) 

Consumtion alcohol Yes, daily 15(3.8) 

Yes, occasionally 216(55.1) 

Never 161(41.1) 

Amount of alcohol 1-2 9(2.3) 

3-4 3(0.8) 

5 and more 3(0.8) 

Regular exercise per week Daily 164(41.8) 

Weekly 86(21.9) 

Rarely 35(8.9) 

Average daily water intake  Less than 1 liter 175(44.6) 

1-2 liters 176(44.9) 

More than 2 liters 41(10.5) 

How would you rate your diet in terms of kidney health 

(low salt, low protein, etc.)? 

Good 66(16.9) 

Average 105(26.8) 

poor 221(56.4) 

Co-morbidity Hypertension 215(54.8) 

Diabetes 111(28.3) 

Cardiovascular disease 83(21.2) 

Cancer 7(1.8) 

HIV 7(1.8) 

Stroke 19(4,8) 

Urinary tract infections 52(13.3) 

None 133(34) 

kidney function checking  At least once a year 101(25.8) 

Every few years 11(2.8) 

Only when symptoms arise 226(57.7) 

Never 54(13.8) 
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Section 4 General occupational history 

The most common occupation among respondents was office work 83(21.2%), followed by 

agriculture/farming 58 (14.8%). Most 316 (80.6%) were employed full-time, with 15 (3.8%) 

doing shift work 14 (3.6%) of whom worked night shifts. About 157 (40.1%) had over 15 years 

of work experience. Daily working hours varied: 116 (29.6%) worked 12 hours, 86 (21.9%) 

worked 10 hours, and 79 (20.2%) worked 8 hours. Nearly half 177 (45.2%) worked in indoor 

environments. 

Table 4 General occupational history of CKD patients at Black lion and SPMMCH 2024/25 

Variables   Categories Frequency(percent) 

 Current occupation Agriculture/Farming 58(14.8) 

Manufacturing/Factory Work 35(8.9) 

Construction 17(4.3) 

Healthcare 14(3.6) 

Mining 2(0.5) 

Transportation 28(7.1) 

Office Worker 83(21.2) 

Merchants 51(13.0) 

Religious leaders (priest, pastor, sheh) 4(1.0) 

Housewife 34(8.7) 

Students 22(5.6) 

 Non employed 4(1.0) 

Private employed 40(10.2) 

 Type of factory Metal work 5(1.3) 

Woodwork 12(3.1) 

Soap and Detergent 5(1.3) 

Automotive repair/Garaj 7(1.8) 

Textile 6(1.5) 

Work status Full-time 316(80.6) 

Part-time 5(1.3) 

Shift work 15(3.8) 

Current occupation 

Less than 1 year 5(1.3) 

1-5 years 37(9.4) 

6-10 years 70(17.9) 

11-15 years 65(16.6) 

More than 15 years 157(40.1) 

hours of work  8.00 79(20.2) 

Above 8.00 253(64.5) 

Work environment 

Outdoor 108(27.6) 

Indoor 177(45.2) 

Both 47(12.0) 
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Section 5: Occupational Hazard Exposure 

Regarding workplace hazards, physical hazards were the most frequently reported, 293(74.7%), 

followed by psychosocial hazards, 226 (57.7%) and chemical hazards 107 (27.3%). 

 

Fig 2 Bar graph of occupational hazards  

I. Physical work hazards  

Most respondents 293(74.7%) worked in roles requiring prolonged standing or sitting, indicating 

high static postural demands. About 117(29.8%) reported frequent exposure to heat or 

dehydration risk at work. Noise exposure was common for 69(17.6%), mainly from machinery 

45(11.5%). Noise was experienced daily by 48(12.2%) and frequently (3–5 times/week) by 

24(6.1%). Hearing protection use was low only 2(0.5%) used it consistently, 6(2.6%) 

occasionally, and 61(17.9%) not at all 
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Table 5: Physical work hazards of CKD patients at Black Lion and SPMMCH 2024/25  

Variables   Categories Frequency (%) 

Prolonged sitting Yes 293(74.7) 

No 29(7.4) 

High temperatures  Yes, frequently 117(29.8) 

Yes, occasionally 78(19.9) 

No 137(34.9) 

High levels of noise Yes 69(17.6) 

No 259(66.1) 

Type of noise sources  

Machinery 45(11.5) 

Transportation vehicles 37(9.4) 

Tools 26(6.6) 

Frequency of exposure to high noise levels Occasionally (1–2 times a 

week) 

3(0.8) 

Frequently (3–5 times a 

week) 

24(6.1) 

Daily 48(12.2) 

Duration of exposure to high noise levels per shift Less than 8 hrs 1(0.3) 

 8 hrs 11(2.8) 

 greater than 8 hrs 36(9.2) 

Hearing protection equipment  Yes, 8(3.1) 

  No 61(15.6) 

 

II. Chemical and Dust hazards 

About 111(28.3%) of respondents reported workplace chemical exposure, mainly to 

pesticides/herbicides 59(15.1%), Heavy metals 22(5.9) organic solvents 27(6.9%), and cleaning 

agents 23(5.9%). Key exposure sources included handling raw chemicals 93(23.7%) and 

manufacturing processes 21(5.4%). Daily contact was reported by 44(11.2%), with 22(5.7%) 

exposed for over 8 hours per shift. PPE use was low only 31(7.9%) used gloves, 19(4.8%) wore 

masks or respirators, while 64(16.3%) used no protection at all. 

Table 6: Chemical and Dust hazards of CKD patients at Black lion and SPMMCH 2024/25  

Variables   Categories Frequency(%t)  

Contact with any chemicals at work  Yes 111(28.3) 

 No 221(56.9) 

Types of chemicals: Heavy metals  23(5.9) 

Organic solvents  27(6.9) 

Pesticides/herbicides 59(15.1) 

Cleaning agents 23(5.9) 

Primary sources of chemical exposure Handling raw chemicals 93(23.7) 

Manufacturing processes 21(5.4) 

use chemicals in your workplace Daily 44(11.2) 

Monthly 32(8.2) 
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Rarely 15(3.9) 

Weekly 18(4.6) 

Duration of exposure per shift 8 hrs 16(4.1) 

Less than 8 hrs 6(1.5) 

more than 8 hrs 22(5.7) 

Protective equipment when handling chemicals Gloves 31(7.9) 

Masks/respirators 19(4.8) 

Goggles 9(2.3) 

Protective clothing 16(4.1) 

None 64(16.3) 

Area where chemical exposure occurs: Well-ventilated  100(25.5) 

Limited ventilation  6(1.5) 

Poor ventilation  1(0.3) 

 

Conducted in enclosed areas  
 

Yes 24(6.1) 

No 84(21.4) 

Chemical exposure areas Yes         22(5.6) 

No 86(21.9) 

 Training on safe chemical handling  Yes 13(3.3) 

No 95(24.2) 

 Material Safety Data Sheets (MSDS) for the chemicals you handle 

 

Yes 8(2.0) 

No 100(25.5) 

health screenings 
 

Yes 7(1.8) 

No 101(25.8) 

High levels of dust Yes 168(42.9) 

No 165(42.1) 

Types of dust  

 

Mineral dust  8(2.0) 

Metal dust  19(4.8) 

Organic dust  54(13.8) 

Synthetic dust 18(4.6) 

Soil or construction dust 124(31.6) 

Soot or carbon-based particles 7(1.8) 

Vehicles/ transportation 43(11.0) 

Exposure frequency 

Daily 147(37.5) 

Weekly 17(4.3) 

Monthly 4(1.0) 

Rarely 6(1.5) 

duration of exposure per shift  Less than 8 hrs 22(5.6) 

 8hrs 43(11.0) 

More than 8 hrs 82(20.9) 

 

III. Biological Hazards 

Of all respondents, 53(13.5%) reported working in environments with potential exposure to 

infectious agents, mainly fungi or molds like aspergillus 45(11.5%). Common sources included 

animals or animal waste 42(10.7%) and contact with patients in healthcare or labs 12(3.1%). 
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Daily exposure was reported by 32(7.9%), with 22(5.6%) exposed for over 8 hours per shift. 

Only 12(3.1%) used PPE such as gloves or masks, while 34(8.7%) used no protection at al 

Table 6: Biological work hazards of CKD patients at Black lion and SPMMCH 2024/25(n = 401) 

Variables   Categories Frequency(%) 

Exposure to infectious agents Yes 53(13.5) 

 No 279(70.6) 

Types of biological agents  Bloodborne pathogens  16(4.1) 

Bacteria 15(3.8) 

Viruses  17(4.3) 

Fungi or molds  45(11.5) 

 Parasites  17(4.3) 

Animal or human bodily fluids  26(6.6) 

Primary source of biological hazard exposure  Human patients  12(3.1) 

Animals or animal waste  42(10.7) 

Contaminated 1(0.3) 

Frequency of exposure to biological agents: 

Daily 32(7.9) 

Weekly 19(2.3) 

Rarely 2(0.8) 

Duration of exposure Less than 8 hrs 2(0.5) 

 8hrs 8(2.0) 

More than 8 hrs 22(5.6) 

Protective equipment for biological hazards 
 Yes 12(3.1) 

 No 34(8.7) 

IV. Psychosocial Factors 

The results of the study indicate that a majority of respondents 221(56.4%) of participants 

reported experiencing high work-related stress. When asked about the frequency of stressful 

situations at work, 112 (28.6%) reported experiencing stress on a daily basis. Among those who 

reported daily work-related stress, 70(17.9%) indicated that the stress lasts for more than 8 hours. 

Table 7 Psychosocial hazards of CKD patients at Black lion and SPMMCH 2024/25  

Variables   Categories Frequency(%) 

High work-related stress Yes 221(56.4) 

No 113(28.8) 

 Under pressure due to 

deadlines  

Yes 192(49.0) 

No 29(7.4) 

Frequency of stressful 

situations  

Daily 112(28.6) 

Weekly 74(18.9) 

 Monthly 5(1.3) 

Rarely 13(3.3) 

Duration of stress 8 hrs 29(7.4) 

Less than 8 hrs 14(3.6) 
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More than 8 hrs 70(17.9) 

Section 6 Work Productivity and Activity Impairment (WPAI) 

Among the 392 respondents, 165(42.1%) were employed in the past 7 days, while 169 (43.1%) 

were not. WPAI results show a significant impact of health conditions on productivity: 28.1% of 

work time was missed (absenteeism), and 165(54.7%) reported reduced productivity while at 

work (presenteeism), leading to an overall work impairment of 165(70.3%). Additionally, 

165(60.7%) experienced limitations in daily non-work activities, showing that the condition 

affects overall functioning beyond the workplace. 

Table 8 WPAI summary of CKD patients at Black lion and SPMMCH 2024/25 (n = 401) 

WPAI components Valid (N) Mean (%) 

Work Time Missed (Absenteeism 165 28.1(10.65) 

Reduced Productivity While Working (Presenteeism) 165 54.7(18.8) 

Overall Work Impairment (Absenteeism + Presenteeism) 165 70.3(53.2) 

Activity Impairment Outside of Work: 392 60.7(14.8) 

Section 7 Awareness and Preventive Measures 

About 10.2% (40) reported significant health changes due to their job, and 44.4% (174) believed 

their work negatively affected their well-being. Only 18.1% (71) were aware of job-related CKD 

risks, while 79.1% (310) had not received any related training or information. Most (76%, 298) 

lacked access to regular health checkups, and 81.4% (319) said their workplace lacked safety 

protocols like training or PPE. However, 82.4% (323) reported their work areas were well-

ventilated.  

Table 9 Awareness and preventive Measure of CKD patients at Black lion and SPMMCH2024/25  

Variables   Categories Frequency (%) 

Risks for chronic kidney disease related to job Yes 71(18.1) 

 No 262(66.8) 

Training about occupational hazards linked to CKD 

Yes 20(5.1) 

No 310(79.1) 

Regular medical checkups through your workplace Yes 35(8.9) 

 No 298(76.0) 

Safety protocols for handling occupational hazards  Yes 14(3.6) 

 No 319(81.4) 

Safety concerns  Yes 11(2.8) 

 No 323(82.4) 

Ventilation in your work area   Well-ventilated  323(82.4) 
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Characterization of the Top Six Occupations with Occupational Hazards 

1. Office Workers 

Among respondents, office work was the most common occupation 83(21.2%). Most office 

workers 61(72.9%) were over age 41 and smaller groups aged 18–30age 21(25.4%) and 31–40 

7(8.8%). Among office workers, 74(89%) reported physical hazards,35 (41.8%) ergonomic 

hazards and 72(86.8%) of office workers reporting high stress levels due to job demands, tight 

deadlines, and low control over tasks. About 51(61.5%) experienced pressure from deadlines, 

with 29(39.7%) and 18(24.2%) facing this stress daily or weekly. Of those exposed daily, 

22(74.8%) reported 8-hour daily stress.  

Among office workers, 54(64.8%) reported no diagnosed health condition, yet only 12(14.3%) 

noted minor health changes. Nearly half 39(47.3%) felt their job negatively affected their health, 

and 32(38.5%) perceived a CKD risk. However, 76(91.2%) lacked access to regular medical 

checkups, and 43(51.8%) had no workplace accommodations to reduce exposure to hazards. 

Limited ventilation  11(2.8) 

Poor ventilation  1(0.3) 

Are you currently employed within 7 days (working for pay) Yes 165(42.1) 

No 169(43.1) 
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2. Agriculture 

Agriculture/farming was the second most common occupation among respondents, accounting 

for 58(14.8%). Among these, 37(64%) reported working in "very hot" conditions and 11(18%) in 

"moderately hot" climates. Physical hazards were reported by 39(67.2%), frequent or occasional 

exposure to heat and dehydration was reported by 23(40%) and 16(27.3%), respectively. 

Chemical exposure was high 51(86.4%), mostly from pesticides and herbicides, with 35(69%) 

handling raw chemicals without protective equipment. Only 4(6.8%) reported biological 

exposure. 

Among agricultural workers, 55(96.4%) reported working in dusty environments, with 36(65%) 

frequently exposed to soil or construction dust and 19(34.4%) to organic dust. Self-rating on 

kidney related nutrition 7(12%) and 6(10%) rating theirs as "poor" or "very poor." Among 

farmers,34 (58.2%) drank less than 1 liter of water daily, 22(38.2%) consumed 1–2 liters, and 

only 3(3.9%) drank more than 2 liters. While 32(55.1%) of farmers reported no diagnosed health 

conditions. 

2. Manufacturing/factory 

Of the 392 respondents, 35 (8.7%) worked in manufacturing or factory settings. Among them 

were metal workers 5(14.2%), wood workers 12(34.3%), soap/detergent workers 5(14.2%), 

garage/automotive repair workers 7(20%), and textile workers 6(17.2%). A large majority 

31(88.2%) reported spending extended time in hot environments, while 17(47.1%) were 

occasionally exposed to high temperatures or dehydration at work.  

In the manufacturing sector, prolonged standing and exposure to high noise levels are prevalent.  

Approximately10(26.5%) of respondents reported exposure to noise levels exceeding 85 dB.  

Among those worker exposed to noise 2(17.6%) daily, out of those exposed 3(32.4%) for more 

than 8 hours.  Only 3(26.5%) consistently used hearing protection, while 7(70%) did not use 

Among 35 manufacturing workers with CKD reported exposure to chemical hazards 29(82.3%), 

The most frequently cited chemical types among this group include heavy metals 16(52.2%), 

organic solvents 19(63%), and cleaning agents 13(43.5%).   
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Primary sources of these chemical hazards are handling raw chemicals 5(14.7%) and 

manufacturing processes 11(38.2%).  Daily exposure was reported by 18(61.7%) of respondents, 

with 7(35.3%) exposed for more than 8 hours.  Only 4(14.7%) reported using gloves alone, while 

25(72%) indicated not using any protective equipment.  Among these workers, 32(91.2%) 

reported working in dusty environments.  The most common types of dust reported were: Metal 

dust: 13(40.6%), 15(46.9%) organic dust, 11(34.4%) soil or construction dust and 2(4.6%) 

mineral dust, substances like silica and asbestos.   

Among factory workers, common dust exposure sources included cutting, grinding, or drilling 

7(20.5%) and operating heavy machinery 4(11.8%). Most 25(79.4%) reported daily exposure to 

dust, fumes, or gases, with 9(35.3%) exposed for 8 hours and 11(41.2%) for over 8 hours per 

shift. 

Psychosocial hazards were reported by 31(88.2%) of workers with CKD. 26(82.4%) worked 

under pressure from deadlines. Over half faced weekly stress and 11.8% reported daily stress. 

Most manufacturing workers with CKD (76.5%) were full-time; 23.5% did shift work. Long 

shifts were common 20(65.3%) worked 12-hour days, and 9(29.4%) worked 14-hour days—

while only 2(5.9%) had 8-hour shifts. 

 Regarding lifestyle, 22.6(64.7%) occasionally consumed alcohol, and most rated their diets 

poorly 12(35.3%) as very poor and 26.5% as poor. Only 5(14.7%) drank more than 2 liters of 

water daily. About 17(47.1%) felt their job negatively impacted their health, while 11(29.4%) 

noticed significant health changes due to work. Nearly a quarter 8(23.5%) believed their job 

increased their CKD risk. Despite these challenges, 32(91.2%) reported working in well-

ventilated spaces. Notably, 17(47.1) had no diagnosed health condition. 

4. Merchants  

Among the 392 respondents, merchants were 51(13%). Respondents reported that: Physical 

hazards 40(78.9%), ergonomic risks 6(12.3%), and prolonged standing 40(77.2%) were 

prevalent among merchants. 
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Noise exposure was also notable, with 10(17.5%) merchants regularly exposed to levels above 

85 dB and 7(70%) reporting daily exposure. Additionally, 31(60%) faced frequent or occasional 

heat and dehydration risks at work. 30(59%) merchants exposed to dusty environment. Work-

related stress was widespread 29(57.8%) experienced high stress, 19(68%) daily, and 7(24.5%) 

weekly. Of those with CKD, 14(75.4%) endured stress for over 8 hours daily. 

Regarding lifestyle factors: 27(52.6%) were non-smokers, 5(10.5%) were former smokers, but 

secondhand smoke exposure was higher among CKD individuals. Over half 28(54.4%) with 

CKD abstained from alcohol, and 22(43.9%) exercised daily. Diet awareness was moderate 

12(22.8%) had a good-to-excellent diet, though 23(45.6%) had low water intake. Furthermore, 

21(42.1%) felt their job harmed their health, and over half acknowledged occupational risk for 

kidney disease. Only 5(8.8%) reported a family history of CKD, and just 8(15.8%) had no prior 

health issues. 

5.Transportation  

Among the 392 respondents, transportation worker was 28(7.1%). All 28 transportation workers 

reported exposure to physical hazards. Nearly all 27(96.4%) worked in roles requiring prolonged 

sitting.  Additionally, 11(39.3%) experienced regular noise exposure above 85 dB, mainly from 

vehicles and machinery. Most exposure was occasional 17(60.7%), while 4(14.3%) experienced 

it daily. No workers reported using hearing protection. Ergonomic hazards were reported by 

12(42.9%). 

Psychosocial hazards were nearly universal 27(96.4%), with 9(32.1%) of CKD cases working 

12-hour days. Among CKD cases, the most reported exposures were vehicle/transport dust 

13(46.4%) and construction/soil dust 9(32.1%).  

Among the respondents, 15(53.6%) were former smokers and 13(46.4%) had never smoked, with 

no current smokers identified. However, 15(53.6%) reported regular secondhand smoke 

exposure 6(21.4%) of them exposed frequently and they were primarily exposed in social 

settings and workplaces, with a notable portion 8(28.6%) Alcohol was consumed occasionally by 

16(57.1%) of participants. Exercise habits varied, with 15(53.5%) exercising occasionally and 

5(17.9%) daily. Diet quality was low: 12(42.9%) rated it as very poor and 7(25%) as poor. 
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Job-related health concerns were common 13(44.4%) felt their job negatively affected their 

health, and 3(10.7%) noticed minor changes. Most 24(85.7%) lacked regular workplace medical 

checkups and access to safety modifications. Only 1(0.3%) reported a family history of CKD. 

Finally, 20(71.4%) reported no diagnosed health conditions.  

6. Construction  

Out of 392 respondents, 17 (4.3%) were construction workers. Among construction workers 

15(88.2) reported prolonged standing, and 8(53.3%) faced frequent heat and dehydration 

exposure. Regular noise exposure (>85 dB) affected 11(73.3%), with most exposed for over 8 

hours per shift from tools and machinery. Nearly half 8(72.7%) did not use hearing protection.  

Ergonomic hazards affected 10(58.8) workers and chemical exposure was reported by 

12(70.5%), including raw chemical handling 7(58.3%) and exposure related to manufacturing 

processes 10(83%). Only 8(66,6%) worked in enclosed, ventilated areas. Most were exposed for 

under 8 hours daily. About 9(75%) said their employer provided health screenings, and 8(66.7%) 

used gloves, sometimes with additional PPE. 

All construction workers 17(100%) reported working in dusty environments, with 15(85.7%) 

exposed daily. Of those, 6(38.1%) were exposed for over 8 hours. Common particulates included 

construction dust, vehicle exhaust, synthetic fibers, and metal particles often in combination 

12(68%). 

Work-related stress was also widespread, with 16(94.1%) experiencing high stress and pressure 

from deadlines or productivity demands. Stress frequency was reported as daily 7(43.75%), 

weekly 3(18.75%), and monthly 6(37.5%). Additionally, 5(71.4%) of workers reported working 

more than 10 hours per day. Among construction workers, 8(47%) were former smokers, and 

none were current smokers. However, 9(52.9%) were regularly exposed to secondhand smoke, 

5(29.4%) in social and workplace settings. 
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Among construction workers, 6(32.1%) reported frequent exposure to occupational hazards. 

Most used alcohol occasionally, and 3(17.9%) exercised daily. Water intake was moderate, with 

10(57.1%) consuming 1–2 liters daily. Only 3(14.3%) believed their job somewhat increased 

their risk of kidney disease. In the construction sector, 15(85.7%) reported no workplace 

modifications to reduce hazard exposure, and only 3(14.3%) had access to employer-provided 

medical checkups. While 13(76.4%) had no diagnosed health conditions. 

Table 10 characterization of occupational risk factors of CKD  

Variable Category Frequency (%) 

Office worker Physical hazards 74(89%) 

Ergonomics hazards 35(41.8%) 

Psychosocial hazards 72(86.8%) 

Agriculture/farming Physical hazards 39(67.2%) 

Chemical hazards 51(86.4%) 

Biological hazards 4(6.8%) 

Manufacturing/factory worker Physical hazards 35(100%) 

Chemical hazards 29(82.3%) 

Psychosocial hazards 31(88.2%) 

Merchant Physical hazards 40(78.9%) 

Ergonomics hazards 6(12.3%) 

Psychosocial hazards 29(57.8%) 

Transportation Physical hazards 28(100%) 

Ergonomics hazards 12(42.9%) 

Psychosocial hazards 27(96.4%) 

Construction Physical hazards 16(94.1%) 

Ergonomics hazards 10(58.8%) 

Chemical hazards 13(76.5%) 

Psychosocial hazards 16(94.1%) 

Discussion 

Out of 401 participants, 392 responded (97.8% response rate). The findings show distinct 

variations in occupational hazard exposure by job type. Physical hazards were most prevalent 

among factory, transportation, and construction workers, reflecting the risks of physically 

demanding roles. Ergonomic hazards were frequently reported by construction and office 

workers, primarily due to poor posture, repetitive tasks, and inadequate workstations factors 

linked to musculoskeletal problems and potential indirect effects on kidney health [69]. 
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Prolonged sitting was reported by 74(89%) of office worker and 27(96.4%) of transportation 

workers sedentary behavior associated with obesity, hypertension, and metabolic syndrome, all 

risk factors for CKD [138]. This may explain why the study found that 28(34.2%) of office 

workers under the age of 40 are more vulnerable to CKD. Consistent with these findings, several 

studies have linked prolonged occupational sitting to increased kidney disease risk. Sedentary 

behavior has been associated with a higher likelihood of proteinuria, an early marker of kidney 

damage [6,138]. One study reported a significant association between extended sitting and 

chronic kidney disease (CKD), with an odds ratio of 1.26 [139]. In support of this, the 2020 

KDIGO guidelines advised reducing sedentary time due to its link with higher CKD-related 

hospitalization and mortality [140]. 

Heat exposure in the workplace is significant, especially among merchants, transportation 

workers, and construction workers. Prolonged heat exposure without proper hydration increases 

the risk of heat stress nephropathy, particularly in outdoor jobs [89].These findings align with 

previous research. A UK cohort study reported that physically demanding jobs and poor working 

conditions increase the risk of dehydration, with occupational heat exposure linked to a 1.24 

times higher risk of chronic kidney disease (CKD) [69]. Similarly, a study in Central America 

identified working-age male agricultural workers especially sugarcane laborers—as high-risk 

due to heat stress, intense labor, limited shade, and poor access to clean water. Other vulnerable 

occupations include port workers, rice farmers, miners, construction workers, and cotton industry 

laborers [87–89]. 

High noise exposure (>85 dB) was reported by manufacturing workers, merchants, and 

transportation workers. Chronic noise can lead to hypertension, oxidative stress, and vascular 

damage factors contributing to CKD [136]. Supporting this finding, cross-sectional studies from 

China and Korea reported significantly higher CKD prevalence among workers exposed to 

occupational noise, with odds ratios of 1.77 and 2.72, respectively [134,135]. Further evidence 

from a cross-sectional study, meta-analysis, and cohort study showed odds ratios of 1.2, 1.39, 

and 1.25, respectively, linking occupational noise exposure to increased hypertension risk a key 

contributor to CKD [136,137]. These studies highlight a significant association between noise 

exposure and both hypertension and CKD. 
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According to this finding chemical hazards were common in agriculture and nearly half of 

farmers were exposed to pesticides/herbicides without protective equipment. These findings are 

consistent with studies from India, which found a strong link between agricultural work and 

CKD, particularly in areas with high pesticide use, where farming remained an independent risk 

factor [74,75]. In Indonesia, CKD prevalence among male farmers was reported at 24.9%, with 

risk increasing alongside longer and more frequent insecticide use [76]. Similarly, agricultural 

work in countries such as Cameroon, Malawi, Morocco, and Kenya have been associated with 

over twice the risk of CKD, with prevalence rates ranging from 6.5% to 16.2% [44,77,78]. 

Further evidence from African studies reinforces this link. A Moroccan study found a 1.4-fold 

increased CKD risk from agrochemical exposure, including pesticides and insecticides [78]. In 

Ghana, agricultural workers exposed to these chemicals had a three-fold higher CKD rate [81]. 

Similarly, in rural Nigeria, agrochemical applicators faced an 81.6% greater risk of CKD 

compared to non-exposed individuals [82].  

Manufacturing workers commonly reported exposure to heavy metals, organic solvents, cleaning 

agents, and harmful dust particles such as silica and metal dust. These substances are known to 

cause kidney inflammation and toxicity. Studies have linked prolonged exposure to heavy metals 

and solvents in such settings to impaired kidney function and potential renal failure [83–86]. 

Additional research highlights nephrotoxic substances like lead, mercury, glycol ethers, 

chromium, and welding fumes as key occupational CKD risk factors [19,66,67]. In addition, a 

study from North Carolina Memorial Hospital found a 40% increased CKD risk from silica 

exposure [29], while research from Pakistan showed elevated CKD-related biomarkers among 

garage workers exposed to chemicals [72]. 

Psychosocial hazards were most common among transportation, construction, and office 

workers, and most participants reported full-time work, with shift work especially night shifts 

primarily observed among factory workers. Chronic stress often tied to job pressure, long hours, 

and low autonomy, from these conditions may elevate cortisol and blood pressure, increasing 

CKD risk [109]. Prior studies have linked shift work to circadian rhythm disruption, poor sleep 

hypertension, obesity, metabolic syndrome, and heightened stress and inflammation [69]. In 

addition, a U.S. study found that occupations involving workplace stressors such as job strain 

and shift work were linked to increased CKD risk due to heightened sympathetic activity.[71] 
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This study results showed that the WPAI results indicate that chronic kidney disease (CKD) 

significantly impairs both work productivity and daily functioning.  

CKD patients missed over a quarter of their working hours, largely due to medical appointments, 

dialysis, and managing health complications. Supporting this finding, studies in Bishoftu town 

and Lume district in Ethiopia reported sickness absenteeism rates of 54.5% and 58.8%, 

respectively, with contributing factors including lack of regular medical checkups, shift work, 

occupational stress, and job dissatisfaction [129,130]. Similarly, a multi-country study (France, 

Germany, Italy, Spain, the UK, USA, and China) found a mean absenteeism rate of 18.6% among 

CKD patients with low hemoglobin levels [128], while a U.S. survey reported an even higher 

rate of 21.6% among dialysis patients [142]. 

Among those attending work, productivity dropped by over half, likely due to CKD-related 

fatigue, anemia, cognitive issues, and treatment side effects. This finding is consistent with a 

multinational study across seven countries that reported a mean presenteeism rate of 26.5% 

among CKD patients with low hemoglobin levels, indicating significantly reduced productivity 

despite being present at work [138]. 

Overall work impairment was high among CKD patients, reflecting significant economic and 

personal burdens, including job instability, financial strain, and limited career advancement.  

multinational study reported a 42.7% overall work impairment among CKD patients with low 

hemoglobin levels, while a U.S. survey showed a 44.3% activity impairment in dialysis patients, 

underscoring CKD's significant impact on work performance [138]. 

CKD patients experienced high activity impairment beyond the workplace. This finding is 

consistent with a multinational study reporting 55.6% among those with low hemoglobin levels 

[138], and a U.S. survey showing a similar rate of 55.5% indicating significant limitations in 

daily tasks, household management, and social engagement [142].  

The study findings showed that a high percentage of workers reported no diagnosed co-morbid 

conditions: office workers 43 (51.8%), farmers 32 (55.1%), factory workers 17 (47.1%), 

merchants 8 (15.8%), transportation workers 20 (71.4%), and construction workers 13 (76.4%). 

This suggests that the occupational hazards mentioned above may contribute to the development 

of CKD even in the absence of pre-existing co-morbidities. 
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6. STRENGTH AND LIMITATION 

Strength: The study employed an optimal sample size and included the two leading referral 

hospitals, which serve a high volume of patients from across the nation. This provided easier 

access to CKD patients and enabled the characterization of various occupational sectors along 

with their associated hazards and implications. 

Limitation: This study lacked a control group, preventing bivariate and multivariate analysis to 

assess statistical associations between specific occupational hazards and CKD. Renal function 

tests are required to confirm CKD-free status, but most patients at the two referral hospitals 

present with chronic or severe conditions, making it difficult to identify true controls. Future 

studies should consider cohort or case-control designs with adequate time and budget to include 

confirmatory kidney testing.  

7. Conclusion  

The findings reveal that occupational hazards are common across all employment sectors, with 

physical hazards emerging as the most widespread concern. Psychosocial hazards also appear 

frequently, suggesting significant levels of job-related stress and mental health challenges in both 

manual and office-based occupations. Ergonomic risks are notable in sectors involving either 

physically demanding labor or prolonged sitting. Chemical hazards are primarily associated with 

agriculture, manufacturing, and construction, while biological hazards are limited and mainly 

observed in agricultural settings. Overall, each occupation demonstrates a distinct combination 

of hazard exposures, emphasizing the importance of developing targeted occupational health and 

safety strategies tailored to the specific risks present in different work environments. 

 8. Recommendations 

 Implement tailored safety programs with regular training and audits to address job-

specific risks. 

 Prioritize mental health support through stress management resources and open 

communication. 

 Improve ergonomic conditions by redesigning tasks and workstations to reduce physical 

strain. 
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 Ensure proper and consistent use of personal protective equipment (PPE) with clear usage 

guidelines. 

 Establish proactive risk assessments to identify and mitigate hazards across all sectors. 

 Future research should aim to evaluate the occupational risk factors for CKD through 

cohort and case-control study designs 
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ANNEXES  

Annex 1: English Participant’s information sheet  

Introduction: Greetings; this is Yetemwerk Dagmawi. I came from Addis Ababa University, 

College of Health Science, School of Public Health to conducted to characterizing occupational 

risk factors of chronic kidney diseases and its impact on work productivity and activity 

impairment. I will conduct a face-to-face interview on investigate the characterizing occupational 

risk factors of chronic kidney diseases and its impact on work productivity and activity 

impairment, So, I am inviting you/ your child to take part in the survey. For each participant will 

be asked to complete a questionnaire. I ask you to consider this information sheet, and if you 

agree to you/ your child taking part in the survey, I would like you to put a tick in the ‗Yes‘ box. 

Then you will complete the attached questionnaire This study will be designed to generate 

information on the chronic kidney disease and occupational risk factors, as well as their impact 

on work productivity and activity impairment. This study will not give any direct benefit to the 

participants, but the information that will be gained from the participants will help to design an 

appropriate intervention.   

The study will have an ethical approval form School of Public Health Ethical Committee. The 

study will not impose any risk on participants expect few minutes spent on interviewing. By 

assuring that information that you provide will be treated with strict confidentiality and honesty, 

you will be invited to participate in this study voluntarily. At any time, you can quit answering 

the questionnaire that you are not willing to answer or even withdraw any time you want without 

being affected. Whom to contact: If you have any question about the research you may contact  

 Yetemwerk Dagmawi (PI): +251-947709886 

 Dr. Samson Wakuma (Primary Advisor): +251-923940998 

 Prof. Abera Kumie (Secondary Advisor): +251-911882912 

At this time, do you want to ask me anything about the purpose or content of this interview? Are 

you willing to participate in the study?  YES       NO 
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 Annex 2: English Consent form  

English version questionnaire Consent form Assessments of characterizing occupational risk 

factors of chronic kidney diseases and its impact on work productivity and activity impairment  

I: Individual consent form  

Section : Questionnaire Identification Date___/____/______  

Qustionnaire Identification Number ____________  

health institution __________   

Dear Participant 

Dear Participant, 

You are invited to take part in this research study, which has received ethical approval from the 

Addis Ababa University Ethical Review Board. Permission has also been granted by the Ethical 

Boards of Black Lion Specialized Hospital and St. Paul‘s Hospital Millennium Medical College. 

Your participation in this study is entirely voluntary. You have the right to agree or decline to 

take part in the research at any time without any consequences. 

The purpose of this study is to characterizing occupational risk factors of chronic kidney diseases 

and its impact on work productivity and activity impairment. The findings may be used by Black 

Lion Specialized Hospital, St. Paul‘s Hospital Millennium Medical College, Addis Ababa 

University, the Ministry of Labor and Social Affairs (MoLSA), and other relevant stakeholders to 

guide future interventions in occupational health and safety. 

Participating in this study involves completing a questionnaire, which will take approximately 

15–25 minutes of your time. Your honest and sincere responses are highly valued and will 

significantly contribute to the success of the study. Your responses will be kept strictly 

confidential, and your name will not appear on any form or report. 

You may choose not to answer any question or to withdraw from the interview at any time if you 

feel uncomfortable. However, your full participation will greatly assist in identifying key 

occupational risk factors related to CKD. 
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Please initial box 

1. I confirm that I have heared and have understood the information sheet dated [___________] 

for the above study, or it has been read to me. I have had the opportunity to consider the 

information, ask questions and have had these answered satisfactorily. 

2. I understand that my participation is voluntary and that s/he is free to stop taking part and can 

withdraw from the study at any time without giving any reason and without his/her rights 

being affected. In addition, I understand that I am free to decline to answer any particular 

question or questions. 

3. I understand that I can ask for access to the information I provide and I can request the 

destruction of that information if I wish at any time prior to publication of the results. I 

understand that following publication I will no longer be able to request access to or 

withdrawal of the information I  provide. 

4. I understand that other authorised researchers may use my words in publications, reports, 

webpages, and other research outputs, only if they agree to preserve the confidentiality of the 

information as requested in this form.  

5. I understand that the information I provide will be held securely and in line with data 

protection requirements  

6. I agree that to participate in the above study. 
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Annex 3: Amharic Participant’s information sheet  

አባሪ  3  የ አማረኛ  የ ተሳታፊዎች መረጃ  

የ ተሳታፊው የ መረጃ ወረቀት እና   

መግቢያ ፡  ሰሊምታ፡  ሰሊም; ስሜ የ ትምወርቅ  ዲግማዊ ይባሊሌ ከአዱስ  አበባ  ዩ ኒ ቨርሲቲ፣  ጤና  ሳይን ስ  ኮላጅ፣  የ ህብረተሰብ 

ጤና  ትምህርት ቤት ምርመራ ሇማካሄዴ መጥቻሇሁ።  ይህ  ጥናት ሥር  የ ሰዯዯ  የ ኩሊሉት በሽታ እና  የ ሥራ  ሁኔ ታዎች እና  የ ስራ 

ምርታማነ ት እና  የ ተግባር  እክሌ መጠይቅ መረጃን  ሇማመንጨት ይዘ ጋጃሌ።  ስሇዚህ፣  እርስዎ በዲሰሳ  ጥናቱ ሊይ እንዱሳተፉ 

እ የ ጋበዝኳችሁ ነ ው።  ሇእያ ን ዲንደ ተሳታፊ መጠይቁን  እን ዱያጠናቅቅ  ይጠየ ቃሌ።  ይህን  የ መረጃ ለክ  እንዴታጤኑት 

እጠይቃሇሁ፣  እና  እርስዎ በዲሰሳ  ጥናቱ ሊይ ሇመሳተፉ ከተስማሙ፣  ‘አዎ’ በሚሇው ሳጥን  ሊይ ምሌክት እንዴታስቀምጡ 

እፈሌጋሇሁ።   

ከዚያም የ ተያ ያ ዘውን  መጠይቅ  ያጠናቅቃለ ይህ  ጥናት ሥር  የ ሰዯዯ  የ ኩሊሉት በሽታን  እና  የ ሥራ ሁኔ ታዎችን  እና  የ ስራ 

ምርታማነ ት እና  የ ተግባር  እክሌ መጠይቅ መረጃ ሇማመንጨት የ ተነ ዯፈ ይሆናሌ።  ይህ  ጥናት ሇተሳታፊዎች ምንም አይነ ት 

ቀጥተኛ ጥቅም አይሰጥም, ነ ገ ር  ግን  ከተሳታፊዎች የ ሚገ ኘው መረጃ ተገ ቢውን  ጣሌቃገ ብነ ት ሇመንዯፍ ይረዲሌጥናቱ የ ስ ነ -

ምግባር  ማረጋገ ጫ ቅጽ ይኖረዋሌ የ ህዝብ ጤና  ሥነ -ምግባር  ኮሚቴ።   

ጥናቱ በቃሇ  መጠይቅ  ሊይ ጥቂት ዯቂቃዎችን  በሚጠብቁ  ተሳታፊዎች ሊይ ምንም አይነ ት አዯጋ  አይፈጥርም።   ያ ቀረቡት መረጃ 

በጥብቅ ሚስጥራዊ እና  ታማኝነ ት እን ዯሚስተና ገ ዴ በማረጋገ ጥ፣  በዚህ  ጥናት ሊይ በፈቃዯኝነ ት እንዱሳተፉ ይጋበዛ ለ።  

በማንኛውም ጊዜ፣  መሌስ  ሇመስጠት ፈቃዯኛ ያ ሌሆኑትን  መጠይቁን  መመሇስ  ማቆም ወይም በፈሇጉት ጊዜ ሳይነ ኩ ማን ሳት 

ይችሊለ።   

ማን ን  ማነ ጋገ ር  እን ዲሇብዎ፡  ስሇ  ጥናቱ ምንም አይነ ት ጥያቄ ካልት ማነ ጋገ ር  ይችሊለ።  

የ መጀመሪያ  ዯረጃ መርማሪ  የ ትምወርቅ  ዲግማዊ : +251-947709886 

ዋና  አማካሪ  ድ/ር  ሳምሶን  ዋቁማ: +251-923940998 

ሁሇተኛ ዯረጃ አማካሪ  ፕሮፌሰር  አበራ ኩሚ: +251-911882912 
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Annex 4: Amharic consent form 

አባሪ  4 የ ስምምነ ት ቅጽ   

ውዴ ተሳታፊ  

ከአዱስ አበባ ዩኒቨርስቲ ሥነ-ምግባር ክሇሳ ቦርዴ የሥነ ምግባር ፍቃዴ ባገኘው በዚህ የምርምር ጥናት ሊይ እንዴትካፈለ 

ተጋብዛችኋሌ። በጥቁር አንበሳ ስፔሻሊይዝዴ ሆስፒታሌ ና በቅደስ ጳውልስ ሆስፒታሌ ሚሉኒየም ህክምና ኮላጅ የሥነ ምግባር 

ቦርዴም ፈቃዴ ተሰጥቶታሌ. 

በዚህ ጥናት ሊይ ያሇህ ተሳትፎ ሙለ በሙለ በፈቃዯኝነት የሚዯረግ ነው ። ምንም ዓይነት መዘዝ ሳያስከትሌ በማንኛውም 

ጊዜ በምርምሩ የመስማማት ወይም የመካፈሌ መብት አሇህ ። 

የዚህ ጥናት ዓሊማ በሥራ ሊይ ሇሚከሰቱ አዯጋዎች መጋሇጥንና በጤና ሊይ የሚያሳዴረውን ተጽዕኖ በተሇይም ሥር የሰዯዯ 

የኩሊሉት በሽታ ሉያስከትለ የሚችለ ነገሮችን መመርመር ነው ። ግኝቶቹን በጥቁር አንበሳ ስፔሻሊይዝዴ ሆስፒታሌ፣ በቅደስ 

ጳውልስ ሆስፒታሌ ሚሉኒየም ሜዱካሌ ኮላጅ፣ በአዱስ አበባ ዩኒቨርስቲ፣ የሠራተኛና ማህበራዊ ጉዲይ ሚኒስቴር (MoLSA) 

እና ላልች ተያያዥ ባሇዴርሻ አካሊት ወዯፊት በስራ ጤናና ዯህንነት ሊይ የሚዯረጉ ጣሌቃ ገብነትዎችን ሇመምራት 

ሉጠቀሙበት ይችሊለ። 

በዚህ ጥናት ሊይ መሳተፍ ጥያቄ ማጠናቀቅን ያጠቃሌሊሌ። ይህ ጥያቄ ከ15 እስከ 25 ዯቂቃ ገዯማ ይወስዲሌ። በሐቀኝነትና 

በቅንነት የምትሰጠው ምሊሽ ከፍ ያሇ ግምት የሚሰጠው ከመሆኑም በሊይ ጥናቱ ስኬታማ እንዱሆን ከፍተኛ አስተዋጽኦ 

ያበረክታሌ ። ምሊሾችህ ምሥጢራዊ ሆነው ይቆያለ፤ እንዱሁም ስምህ በማንኛውም ዓይነት መሌክ ወይም ሪፖርት ሊይ 

አይታይም። ሇማንኛውም ጥያቄ መሌስ ሊሇመስጠት ወይም ቅር ከሰኛችሁ በማንኛውም ጊዜ ከቃሇ መጠይቁ ሊሇመውጣት 

ትመርጡ ይሆናሌ። ይሁን እንጂ የተሟሊ ተሳትፎ ማዴረግህ ከሲኬዱ ጋር ተያይዘው የሚመጡ ችግሮችን ሇይተህ ሇማወቅ 

ይረዲሃሌ። 

እባክዎ የመጀመሪያ ሳጥን 

1. ከሊይ ሇተቀመጠው ጥናት [___] የተጻፈውን መረጃ አዲምጬ እንዯተረዲሁት አረጋግጣሇሁ። ወይም ሇኔ የተነበበሌኝ። 

መረጃውን የማጤን ፣ ጥያቄ የመጠየቅና አጥጋቢ መሌስ የማገኛቸው አጋጣሚ አግኝቼያሇሁ ። 

2. የኔ ተሳትፎ በፍቃዯኝነት እንዯሆነና ሰ/ት/ቤቱ ምክኒያት ሳይሰጥ ና ምንም አይነት ምክንያት ሳይሰጥና መብቱ ሳይነካ 

በማንኛውም ጊዜ ከጥናቱ ሉሊቀቅ እንዯሚችሌ ተረዴቻሇሁ። በተጨማሪም ሇማንኛውም ጥያቄ ወይም ጥያቄ መሌስ 

ሇመስጠት ፈቃዯኛ እንዲሌሆንኩ ተረዴቻሇሁ ። 

3. የምሰጠውን መረጃ ሇማግኘት መጠየቅ የምችሌ ከመሆኑም በሊይ ውጤቱ ከመታተሙ በፊት በማንኛውም ጊዜ ብፈሌግ 

የዚያ መረጃ እንዱጠፋ መጠየቅ እችሊሇሁ። ከዚያ በኋሊ የምሰጠውን መረጃ ማግኘትም ሆነ ማውጣት እንዯማሌችሌ 

ተገንዝቤያሇሁ ። 

4. ላልች የተፈቀዯ ተመራማሪዎች ቃላን በጽሑፎች፣ ሪፖርቶች፣ ዴረ ገጾች ሊይ ሉጠቀሙበት እንዯሚችለ ተረዴቻሇሁ። 
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5. የምሰጠው መረጃ በአስተማማኝ ሁኔታና ከመረጃ ጥበቃ መስፈርት  

6 ጋር በሚስማማ መሌኩ እንዯሚካሄዴ ገብቶኛሌ። ከሊይ በተጠቀሰው ጥናት ሇመካፈሌ እስማማሇሁ ። 
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Annex 5: English questionnaire 

Section 1: Socio-demographic Information 

1. What is your age? 

A. 18-30  

B. 31-40 

C. 41-50 

D. 51-60 

E. 61 and above 

2. What is your gender? 

A. Male                                                                 B. Female 

3. Religion  

A. Orthodox                 B.  Muslim                       C. Protestant                   D. Others ____  

4. What is your current marital status?  

A. single                       B. married                        C. divorced                     D. widowed 

5. What is your level of education? 

A. Unable to read and write  

B. Primary school (1-8 grade)  

C. High school (9-12 grade)  

D. collage /University graduate and above 

6. Place of your current Residence 

A.  Rural                                 B. Urban                                  C.  Semi-urban 

7. Did you live other than the current resident       

    A. Yes                                          B. No 

8. If yes, where did you live?  
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A. Rural                                 B. Urban                                  C.  Semi-urban  

Section 2: Environmental Factors 

9.  What is your primary source of drinking water? 

A. Tap water                     B. Well water               C. Borehole              D. River/Stream 

D. Bottled/Packaged water                     E. other (specify)  

10. Do you treat your drinking water? 

A. Yes, by boiling              B. Yes, by filtration     C.  yes (other specify)      D.  No        

11.  Air Quality in Living Area: 

 A. Very polluted                            B. Moderately polluted         C.  very clean         D. Clean   

12. The weather/ climatic condition in your living area  

A. Very hot                                     B. Moderately hot                   C. Very cold             D. Cold 

13. Do you live near any of the following? (Select all that apply): 

A. Industrial areas/factories where there is smoke, dust, chemical spill or discharges reach 

your living area  

B.  Agricultural fields (pesticide, insecticides or fertilizer use) 

C. Mining sites 

D. Waste disposal sites/landfills 

E. Rivers or streams with reported contamination 

14. Do you live or spend prolonged periods in hot environments? 

A.  Yes                             B. No 

Section 3: General Occupational History 

15. What is your current occupation?  

A. Agriculture/Farming 
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B. Manufacturing/Factory Work 

C. Construction 

D. Healthcare 

E. Mining 

F. Transportation 

G. Office Worker 

H. Merchants  

I. Religious leaders (priest, pastor, sheh) 

J. Housewife 

K. Students 

L. Non employed 

16. What kind of risks are there in your workplace? 

A. Physical hazards                         B. Chemical hazards           C. Biological hazards  

D. Ergonomics Hazards                   E. Psychosocial hazards      F. Other specify 

17. What is a Work schedule? 

A. Full-time                       B. Part-time                  C. Shift work       D. Other (specify) 

18. If the answer of Q19 is ―C‖ what is your occupation shift pattern? 

B. A. Day                      B. Night                             C. Rotational                 D. if other specify  

19. How long have you been working in your current occupation? 

A. Less than 1 year 

B. 1-5 years 

C. 6-10 years 

D. 11-15 years 

E. More than 15 years 

20. On average, how many hours do you work per day? 

A. Less than 8 hrs                   B. 8 hrs             D. More than 8 hours 

21. What type of work environment do you have? 

A. Outdoor 

B. Indoor 
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C. Both 

Section 3 Occupational Hazard Exposure 

I. Physical work hazards  

22. Do you work in positions that prolonged standing and sitting? 

A. Yes                                              B. No 

23. Are you exposed to high temperatures (extreme heat) or risk of dehydration in your 

workplace? 

A. Yes, frequently                             B. Yes, occasionally                    C. No 

24. Do you experience regular exposure to high levels of noise (>85 dB)? 

A. Yes                                            B. No 

25. If yes, type of noise sources (check all that apply): 

A. Machinery 

B. Transportation vehicles 

C. Tools (e.g., drills, saws) 

D. Other (specify)____________ 

26. Frequency of exposure to high noise levels: 

A. Occasionally (1–2 times a week)          B. Frequently (3–5 times a week)             C. Daily 

27. If Daily, Duration of exposure per shift: 

A. Less than 8 hrs                   B. 8 hrs             D. More than 8 hours 

28. Do you use any hearing protection equipment? (e.g earplugs, noise-canceling headphones)? 

A. Yes, always 

B. Yes, occasionally 

C. No 

II. Chemical hazards 

29. Do you handle or come into contact with any chemicals at work? 

A. Yes                                            B. No 

30. If yes, specify types of chemicals: 

A. Heavy metals (e.g., lead, mercury, cadmium) 

B. Organic solvents (e.g., benzene, toluene) 
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C. Pesticides/herbicides 

D. Cleaning agents 

E. Other (please specify) 

F. None of the above 

31. Primary sources of chemical exposure (check all that apply): 

A. Handling raw chemicals         B. Manufacturing processes          C. Other (specify): 

32. How often do you come into contact with or use chemicals in your workplace? 

A. Daily          B. Weekly             C. Monthly               D. Rarely                    E. Never 

33. If Daily, Duration of exposure per shift  

A. A. Less than 8 hrs                   B. 8 hrs             D. More than 8 hours 

34. Do you use any of the following protective equipment when handling chemicals? 

(Check all that apply) 

A. Gloves            B. Masks/respirators        C. Goggles    

D. Protective clothing     E. if other specify_______               f. None 

35. Describe the ventilation in your work area where chemical exposure occurs: 

A. Well-ventilated (e.g., open windows, exhaust fans) 

B. Limited ventilation (e.g., occasional airflow) 

C. Poor ventilation (e.g., enclosed or poorly ventilated spaces) 

36. Does your workplace have exhaust systems or air purifiers to manage airborne chemicals? 

A. Yes               B. No 

37. Is chemical handling conducted in enclosed areas or with fume hoods? 

A. Yes                                     B. No 

38. Do you take regular breaks away from chemical exposure areas? 

A. Yes                                b. No 

39. Have you received any training on safe chemical handling and hazard identification? 

A. Yes                 B. No 

40. Does your employer conduct regular safety briefings or refreshers? 

A. Yes               B. No 
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41. Do you have access to Material Safety Data Sheets (MSDS) for the chemicals you handle? 

A. Yes                       B. No 

42. Does your employer provide health screenings related to chemical exposure (e.g., blood tests 

for heavy metals)? 

A. Yes                      B. No 

43. Have you ever been diagnosed with any chronic health condition that could be related to 

chemical exposure (e.g. Cancer, heart disease, respiratory conditions, liver or kidney issues)? 

A. Yes (specify condition)               B. No 

44. Have you been diagnosed with any kidney-related conditions that could be associated with 

chemical exposure? 

A. Yes (specify condition)                    B. No 

45. Do you work in an environment with high levels of dust or particulate matter? 

A. Yes                                    B. No 

46. If yes, types of dust or particulate matter encountered (check all that apply): 

A. Mineral dust (e.g., silica, asbestos) 

B. Metal dust (e.g., aluminum, lead, chromium) 

C. Organic dust (e.g., wood, grain, flour) 

D. Synthetic dust (e.g., fiberglass, carbon fibers) 

E. Soil or construction dust 

F. Soot or carbon-based particles 

G. Other (specify): 

47. Source of dust or particulate matter exposure (check all that apply): 

A. Cutting, grinding, or drilling materials 

B. Operating heavy machinery 

C. Using chemicals or powders 

D. Handling bulk materials (e.g., sand, gravel, soil) 

E. Working in confined spaces (e.g., mines, tunnels) 

F. Other (specify): 

48. How often are you exposed to dust, fumes, smoke or gases at work? 
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A. Daily             B. Weekly           C. Monthly           D. Rarely                E. Never 

49. If Daily, Duration of exposure per shift: 

 A. Less than 8 hrs                   B. 8 hrs             D. More than 8 hours 

50. Do you use respiratory protective equipment (e.g., masks, respirators)? 

A. Yes                                        B. No 

III. Biological Hazards 

51. Do you work in an environment with potential exposure to infectious agents?  

A. Yes                                     B. No 

52. If yes, types of biological agents potentially encountered in the workplace (check all that 

apply): 

A. Bloodborne pathogens (e.g., hepatitis B, hepatitis C, HIV) 

B. Bacteria (e.g., tuberculosis, E. coli) 

C. Viruses (e.g., influenza, COVID-19) 

D. Fungi or molds (e.g., aspergillus) 

E. Parasites (e.g., toxoplasma, schistosomes) 

F. Animal or human bodily fluids (e.g., blood, saliva, urine) 

G. Other (specify): 

53. Primary source of biological hazard exposure (check all that apply): 

A. Human patients (e.g., healthcare, laboratory) 

B. Animals or animal waste (e.g., veterinary, farming) 

C. Contaminated 

54. Frequency of exposure to biological agents: 

A. Daily                              B. Weekly                         C. Monthly              D. Rarely  

55. Use of protective equipment for biological hazards? 

A. Yes                                         B. No 

IV. Psychosocial Factors 

56. Do you experience high work-related stress? 

A. Yes                                 B. No 
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57. Do you work under pressure due to deadlines or productivity targets? 

A. Yes                                  B. No 

58. Frequency of stressful situations at work: 

A. Daily                                B. Weekly                          C. Monthly 

Section 5: Personal factor and health condition 

59. Have you ever smoked tobacco? 

A. Yes, currently smoker                         B. Yes, Former smoker               C. Never smoker  

60. Have you ever been regularly exposed to secondhand smoke? 

A. Yes                                                        B. No 

61. If yes, where have you been exposed to secondhand smoke? 

A. Home                      B. Workplace                   C. Social settings        D.  Other (please specify) 

62. How often were/are you exposed to secondhand smoke? 

A.  Rarely                         B. Occasionally                      C. Frequently 

63. Have you ever consume alcohol? 

A. Yes, daily                                             B. Yes, occasionally  

C. Yes, previous not now                          D. Never 

64. How often do you exercise per week? 

A. Daily 

B. A few times per week 

C. Weekly 

D. Rarely 

65. How often do you consume processed or salty foods? 

A. Rarely                                      B.  Occasionally                           C. Frequently 

66. How would you rate your diet in terms of kidney health (low salt, low protein, etc.)? 

A. Excellent 

B. Good 

C. Average 

D. Poor 
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E. Very poor 

67. What is your average daily water intake? 

A.  Less than 1 liter                        B.  1-2 liters                         C. More than 2 liters 

68. Ever been told you had any of the following health conditions? 

(Check all that apply) 

A. Hypertension  

B. Diabetes 

C. Cardiovascular disease 

D. Cancer 

E. HIV 

F. Stroke 

G. Urinary tract infections 

H. Other (specify) 

I. None 

69. How often do you get your kidney function checked? 

A. At least once a year 

B. Every few years 

C. Only when symptoms arise 

D. Never 

Section 6: Awareness and Preventive Measures 

70. Do you know the potential health risks associated with your occupational exposure? 

A. Yes, fully 

B. Yes, somewhat 

C. No, not at all 

71. Have you received any workplace training on reducing exposure to occupational hazards? 

A. Yes                                   B. No 

72. Do you regularly take any measures to reduce your exposure to harmful substances at work? 

A. Yes, always 

B. Yes, occasionally 

C. No 

73. Have you noticed any changes in your health that you think may be related to your job? 
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A. Yes, significant changes 

B. Yes, minor changes 

C. No, no changes noticed 

74. How satisfied are you with your current job? 

A. Very satisfied                       B. Satisfied                    C. Neutral      

D.  Dissatisfied                         E. Very dissatisfied 

75. Do you feel that your job positively or negatively impacts your physical and mental well-

being? 

A. Positively               B. Neutral                  C. Negatively 

76. Perceived Impact of Occupational and Environmental Factors on Health: 

A. Significant               B. Moderate               C. Minimal                        D. None 

77. Are you aware of any risks for chronic kidney disease related to your job? 

A. Yes                           B. No 

78. Did you believe your job may increase your risk of kidney disease? 

A. Yes, significantly               B. Yes, somewhat                      C. No 

79. Have you received information or training about occupational hazards linked to CKD? 

A. Yes                                      B. No 

80. Do you have a family history of CKD or kidney-related health issues? 

A. Yes                           B. No                       C. Unsure 

81. Did you take any measures outside of work to protect kidney health (e.g., drinking water, 

avoiding certain substances)? 

A. Yes (specify)                             B. No 

82. Had you screened for kidney function in the before diagnosed CKD? 

A. Yes                            B. No 

83. Had you noticed any symptoms that may indicate kidney issues at working days (e.g., 

swelling, changes in urination)? 

A. Yes (specify symptoms)                            B. No 

Section 7: Protective Measures and Workplace Safety 

84. Do you have access to clean drinking water at work? 
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A. Yes, always                               B. Yes, occasionally                    C. No   

85. Do you have access to regular medical checkups through your workplace? 

A. Yes, always 

B. Yes, occasionally 

C. No 

86. Is personal protective equipment (PPE) available and provided at your workplace? 

(Check all that apply) 

A. Yes, always 

B. Yes, occasionally 

C. No 

87. Do you have any work modifications available for reducing occupational hazards exposure? 

A. Yes, always 

B. Yes, occasionally 

C. No 

88. Do you have access to resources for managing workplace stress and potential hazards? 

A. Yes                         B. No 

89. Does your workplace have safety protocols for handling occupational hazards? 

A. Yes                                                             B. No 

90. Have you received training on workplace health and safety practices? 

A. Yes, comprehensive                            B. Yes, minimal                        C. No 

91. How often is health and safety training provided? 

A. Annually                                 B. Every few years                    C. Only once, during 

onboarding 

92. Do you feel your workplace is committed to occupational safety? 

A. Yes                                       B. No 

93. Is there health monitoring in place (e.g., regular check-ups for exposure effects)? 

A. Yes                                      B. No 

94. Are there procedures for reporting and addressing health and safety concerns? 

A. Yes                                      B.  No   
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Section 8: Work Productivity and Activity Impairment 

Questionnaire 

The following questions ask about the effect of your PROBLEM on your ability to work and 

perform regular activities. Please fill in the blanks or circle a number, as indicated.  

1.Are you currently employed (working for pay)? 

A. Yes                                                    B.  No   

If NO, check ―NO‖ and skip to question 6 

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

associated with your PROBLEM? Include hours you missed on sick days, times you went in late, 

left early, etc., because of your PROBLEM. Do not include time you missed to participate in this 

study. 

                   ___ ___ HOUR 

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

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

___ ___ HOURS 

4. During the past seven days, how many hours did you actually work? _____HOURS (If ―0‖, 

skip to question 6.)  

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

you were working? 

 

Think about days you were limited in the amount or kind of work you could do, days you 

accomplished less than you would like, or days you could not do your work as carefully as 

usual. If PROBLEM affected your work only a little, choose a low number. Choose a high 

number if PROBLEM affected your work a great deal.  

Consider only how much PROBLEM affected productivity while you were working. 
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PROBLEM had no effect                                                                   PROBLEM completely  

 on my work                                                                                   prevented me from working 

              1            2            3             4           5          6           7          8             9             10        

                                                          SELECT A NUMBER                                                                                                  
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Annex 6: Amharic questionnaire 

አባሪ  6: የ አማርኛ  መጠይቆች 

ክፍሌ 1 የ ስ ነ -ሕዝብ መረጃ 

1. እዴሜህ  ስን ት ነ ው? 

ሀ . ከ20 በታች                       ሇ . 21-30                              ሐ. 31-40 

መ.41-50                            ሠ. 51-60                              ረ . 61 እና  ከዚያ  በሊይ 

2. ፆታህ  ምንዴን  ነ ው? 

ሀ . ወንዴ                                               ሇ . ሴት 

3. ሃ ይማኖት  

ሀ . ኦ ርቶድክስ                     ሇ . ሙስሉም                    ሐ. ፕሮቴስታንት           መ. ላልች ____  

4. አሁን  ያ ሇህበት የ ትዲር  ሁኔ ታ ምን  ያ ህሌ ነ ው?  

ሀ . ያ ሊ ገ ባ                    ሇ . ያ ገ ባች                            ሐ. የ ተፋታ               መ. ባሌ የ ሞተባት 

5. የ ትምህርት ዯረጃዎ ስን ት ነ ው? 

ሀ . ማንበብና  መጻፍ አይቻሌም  

ሇ . የ መጀመሪያ  ዯረጃ ትምህርት ቤት (1-8 ክፍሌ) 

ሐ. ሁሇተኛ ዯረጃ ትምህርት ቤት (9-12 ክፍሌ)  

መ. ኮላጅ/የ ዩ ኒ ቨርሲቲ ምሩቅ  እና  ከዚያ  በሊይ 

6. የ መኖሪያ  ቦታዎ የ ት ነ ው? 

ሀ . ገ ጠር                                        ሇ . ከተማ                         ሐ. ከፊሌ ከተማ 

7. ከአሁኑ  መኖሪያ  ቦታ ላሊ  ኖረዋሌ? 

ሀ . አዎ                                ሇ . አይ 
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8. አዎ ከሆነ  የ ት ነ በር  የ ምትኖረው?  

ሀ . ገ ጠር                          ሇ . ከተማ                        ሐ. ከፊሌ-ከተማ 

ክፍሌ 2: የ አካባቢ ሁኔ ታዎች 

9. ዋናው የ መጠጥ ውሃ  ምንጭ ምንዴን  ነ ው? 

ሀ . የ ቧንቧ ውሃ                ሇ . የ ጉዴጓዴ ውሃ                          ሐ. ወንዝ/ጅረት            

መ. የ ታሸገ /የ ታሸገ  ውሃ                                       ሠ. ላሊ  (ይግሇጹ)  

10. የ መጠጥ ውሃዎን  ታክመዋሌ? 

ሀ . አዎ፣  በመፍሊት                    B. አዎ፣  በማጣራት                   ሐ. አዎ፣  ላሊ  (ይግሇጹ)           መ. አይ   



 
 

75 
 

11. በመኖሪያ  አካባቢ ያ ሇው የ አ የ ር  ጥራት፡ - 

 ሀ . በጣም ሞቃት                      ሇ . መካከሇኛ                 ሐ. ቀዝቃዛ           መ. በጣም ቀዝቃዛ    

12. የ ሚኖሩት ከሚከተለት ውስጥ በአንደ አጠገ ብ ነ ው? (የ ሚመሇከተውን  ሁለ ይምረጡ) 

ሀ . የ ኢንደስትሪ  ቦታዎች / ፋብሪካዎች 

ሇ . የ እርሻ  ማሳዎች (ፀ ረ -ተባይ ወይም የ ማዲበሪያ  አጠቃቀም) 

ሐ. የ ማዕ ዴን  ቦታዎች 

መ. የ ቆሻሻ  ማስወገ ጃ  ቦታዎች/የ ቆሻሻ  ማጠራቀሚያዎች 

ሠ.. ወን ዞ ች ወይም ጅረቶች ሪፖርት የ ተዯረገ  ብክሇት 

13. በሞቃታማ አካባቢዎች ውስጥ ረዘም ያ ሇ  ጊዜ ይኖራለ ወይም ያ ሳሌፋለ? 

ሀ . አዎ                                    ሇ . አይዯሇም 

ክፍሌ 2: አጠቃሊይ የሙያ ታሪክ 

14. አሁን  ያ ሇህበት ሥራ ምንዴን  ነ ው?  

ሀ . ግብርና /እርሻ  

ሇ . የ ማምረት / የ ፋብሪካ  ሥራ 

ሐ. ግን ባታ 

መ. የ ጤና  እን ክብካቤ 

ሠ. ማዕዴን  ማውጣት 

ረ . መጓጓዣ 

ሰ . ቢሮ ሰራተኛ  

ሸ . ነ ጋዳዎች 

ቀ . የ ሃ ይማኖት መሪዎች (ቄስ ፣  ፓስተር፣  ሸህ ) 

በ . የ ቤት እመቤት 

ተ. ተማሪዎች 

ቸ. ስር  ፈሊጊ / ስራ አጥ 

15. በስራ ቦታዎ ውስጥ ምን  አይነ ት አዯጋዎች አለ? 

ሀ . አካሊዊ አዯጋዎች                      ሇ . የ ኬሚካሌ አዯጋዎች                     ሐ. ባዮልጂካሌ አዯጋዎች  
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መ. ኢርጎ ኖሚክስ  አዯጋዎች            ሠ. ሳይኮሶ ሻሌ አዯጋዎች                    ረ . ላሊ  ይግሇጹ 

16. የ ሥራ መርሃ  ግብር  ምንዴን  ነ ው? 

ሀ . የ ሙለ ጊዜ                    ሇ .  የ ትርፍ ሰዓት            ሐ.. የ መቀየ ሪያ  ሥራ   መ. ላሊ  (ይግሇጹ) 

17.የ እርስዎ የ ስራ ፈረቃ ንዴፍ ምንዴን  ነ ው? 

ሀ . ቀን           ሇ . ምሽት        ሐ. ማዞ ሪያ                 መ. ላሊ  (ይግሇጹ) 

18. አሁን  ባሇህበት ሥራ ምን  ያ ህሌ ጊዜ እ የ ሠራህ  ነ ው? 

ሀ . ከ1 አመት በታች                             ሇ . 1-5 ዓመታት                         ሐ. 6-10 ዓመታት 

መ 11-15 ዓመታት                                            ሠ. ከ  15 ዓመት በሊይ 

19. በአማካይ በቀን  ስን ት ሰዓት ነ ው የ ምትሰራው? 

ሀ . ከ8 ሰአት በታች                        ሇ . 8 ሰዓታት                  ሐ. ከ  8 ሰአታት በሊይ 

20. ምን  አይነ ት የ ስራ አካባቢ አሇህ? 

ሀ . ከቤት ውጭ                            ሇ . የ ቤት ውስጥ                          ሐ. ሁሇቱም 

ክፍሌ 3 የሙያ አዯጋ ተጋሊጭነት 

I. የአካሌ ሥራ አዯጋዎች 

21. በስራ ቦታዎ ውስጥ ሇረጅም ጊዜ መቀመጥ እና መቆም አሇህ? 

ሀ. አዎ                           ሇ. አይ 

22 በስራ ቦታዎ ውስጥ ሇከፍተኛ ሙቀት (ከፍተኛ ሙቀት) ወይም ሇዴርቀት የተጋሇጡ ናቸው? 

ሀ. አዎ፣ በተዯጋጋሚ                     ሇ. አዎ፣ አሌፎ አሌፎ                ሐ. አይ 

23. ሇከፍተኛ ጫጫታ (> 85 ዱቢቢ) በመዯበኛነት መጋሇጥ ያጋጥምዎታሌ? 

ሀ. አዎ                           ሇ. አይ 

24. አዎ ከሆነ፣ የዴምጽ ምንጮች አይነት (የሚመሇከተውን ሁለ ያረጋግጡ) 

ሀ. ማሽን                       ሇ. የመጓጓዣ ተሽከርካሪዎች 

 ሐ. መሳሪያዎች (ሇምሳላ፣ መሰርሰሪያ፣ መጋዝ)         መ.ላሊ (ይግሇጹ)____ 

25. ሇከፍተኛ የዴምፅ ዯረጃዎች የመጋሇጥ ዴግግሞሽ; 
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ሀ. አሌፎ አሌፎ (በሳምንት 1-2 ጊዜ)                 ሇ. ብዙ ጊዜ (በሳምንት 3-5 ጊዜ)             ሐ. በየቀኑ 

26. በአንዴ ፈረቃ ሇከፍተኛ የዴምፅ ዯረጃዎች የመጋሇጥ ቆይታ፡- 

ሀ. ከ8 ሰአት በታች                        ሇ. 8 ሰዓታት                  ሐ. ከ 8 ሰአታት በሊይ 

27. ማንኛውንም የመስማት ችልታ መከሊከያ መሳሪያ ይጠቀማለ?  

(ሇምሳላ የጆሮ ማዲመጫዎች፣ ጫጫታ የሚሰርዙ የጆሮ ማዲመጫዎች)? 

ሀ. አዎ፣ ሁሌጊዜ               ሇ. አዎ አሌፎ አሌፎ             ሐ. አይ 

II.የኬሚካሌ አዯጋዎች 

28. በስራ ሊይ ካለ ኬሚካልች ጋር ይገናኛለ ወይም ይገናኛለ? 

ሀ. አዎ                               ሇ. አይ 

29. አዎ ከሆነ፣ የኬሚካሌ ዓይነቶችን ይግሇጹ፡- 

ሀ. ከባዴ ብረቶች (ሇምሳላ እርሳስ፣ ሜርኩሪ፣ ካዴሚየም) 

ሇ. ኦርጋኒክ መሟሟት (ሇምሳላ፡ ቤንዚን፣ ቶለይን) 

ሐ. ፀረ-ተባይ/አረም ማጥፊያዎች 

መ. የጽዲት ወኪልች 

ሠ. ላሊ (እባክዎ ይግሇጹ) 

ረ. ከሊይ ከተጠቀሱት ውስጥ አንዲቸውም 

30. ዋና የኬሚካሌ መጋሇጥ ምንጮች (የሚመሇከተውን ሁለ ያረጋግጡ) 

ሀ. ጥሬ ኬሚካልችን አያያዝ                ሇ. የማምረት ሂዯቶች           ሐ.  ላሊ (ይግሇጹ) 

31. በስራ ቦታዎ ውስጥ ኬሚካልችን ምን ያህሌ ጊዜ ይገናኛለ ወይም ይጠቀማለ? 

ሀ. ዕሇታዊ                 ሇ. ሳምንታዊ          ሐ. ወርሃዊ                 መ. አሌፎ አሌፎ    ሠ. በጭራሽ 

32. የተጋሊጭነት ጊዜ በአንዴ ፈረቃ 

ሀ. ከ8 ሰአት በታች                        ሇ. 8 ሰዓታት                  ሐ. ከ 8 ሰአታት በሊይ 

33. ኬሚካልችን በሚይዙበት ጊዜ ከሚከተለት የመከሊከያ መሳሪያዎች ውስጥ አንደን ይጠቀማለ? 
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(የሚመሇከተውን ሁለ አረጋግጥ) 

ሀ. ጓንት                         ሇ. ጭምብልች / የመተንፈሻ አካሊት                      ሐ.  መነጽር  

መ. መከሊከያ ሌብስ                                  ሠ. ላሊ ከተገሇጸ___                   ረ.  ምንም 

34. የኬሚካሌ መጋሇጥ በሚከሰትበት የስራ ቦታዎ ውስጥ ያሇውን አየር ማናፈሻ ይግሇጹ፡- 

ሀ. በዯንብ አየር የተሞሊ (ሇምሳላ፣ ክፍት መስኮቶች፣ የጭስ ማውጫ አዴናቂዎች) 

ሇ. የተወሰነ የአየር ማናፈሻ (ሇምሳላ፣ አሌፎ አሌፎ የአየር ፍሰት) 

ሐ. ዯካማ አየር ማናፈሻ (ሇምሳላ፣ የታሸጉ ወይም በዯንብ ያሌተነፈሱ ቦታዎች) 

35. የስራ ቦታዎ የአየር ወሇዴ ኬሚካልችን ሇማስተዲዯር የጭስ ማውጫ ዘዳዎች ወይም አየር ማጽጃዎች አለት? 

A. አዎ ሇ. አይዯሇም 

36. ኬሚካሊዊ አያያዝ የሚከናወነው በተዘጉ ቦታዎች ነው ወይንስ በጢስ ማውጫ ውስጥ? 

ሀ. አዎ                                ሇ. አይዯሇም 

37. ከኬሚካሌ መጋሇጥ ቦታዎች ርቀህ መዯበኛ እረፍት ታዯርጋሇህ? 

ሀ. አዎ                                     ሇ. አይ 

38. በአስተማማኝ ኬሚካሊዊ አያያዝ እና አዯጋን መሇየት ሊይ ስሌጠና ወስዯዋሌ? 

ሀ. አዎ                                      ሇ. አይ 

39.ቀጣሪዎ መዯበኛ የዯህንነት መግሇጫዎችን ወይም ማዯሻዎችን ያካሂዲሌ? 

ሀ. አዎ                                     ሇ. አይ 

40. ከኬሚካሊዊ ተጋሊጭነት ጋር ሉዛመደ ከሚችለ ከኩሊሉት ጋር የተዛመደ በሽታዎች ታውቀዋሌ? 

ሀ. አዎ (ሁኔታን ይግሇጹ)                                    ሇ.    አይ 

III. ባዮልጂካሌ አዯጋዎች 

41. ሇተሊሊፊ በሽታዎች ተጋሊጭነት ባሇው አካባቢ ውስጥ ይሰራለ?  

ሀ. አዎ                ሇ. አይዯሇም 

42. አዎ ከሆነ፣ በስራ ቦታ ሉያጋጥሟቸው የሚችለ የባዮልጂካሌ ወኪልች ዓይነቶች (የሚመሇከተውን ሁለ ያረጋግጡ) 
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ሀ. የዯም ወሇዴ በሽታ አምጪ ተህዋሲያን (ሇምሳላ፡ ሄፓታይተስ ቢ፣ ሄፓታይተስ ሲ፣ ኤች አይ ቪ) 

ሇ. ባክቴሪያ (ሇምሳላ ቲዩበርክልሲስ፣ ኢ. ኮሊይ) 

ሐ. ቫይረሶች (ሇምሳላ፡ ኢንፍለዌንዛ፣ ኮቪዴ-19) 

መ. ፈንገሶች ወይም ሻጋታዎች (ሇምሳላ፣ አስፐርጊሇስ)\ 

ሠ. ጥገኛ ተውሳኮች (ሇምሳላ፡ ቶክሶፕሊስማ፣ ስኪስቶሶም) 

ረ. የእንስሳት ወይም የሰው አካሌ ፈሳሾች (ሇምሳላ፡ ዯም፣ ምራቅ፣ ሽንት) 

ሰ. ላሊ (ይግሇጹ) 

43. ዋናው የባዮልጂካሌ አዯጋ መጋሇጥ ምንጭ (የሚመሇከተውን ሁለ ያረጋግጡ) 

ሀ. የሰዎች ሕመምተኞች (ሇምሳላ፡ የጤና እንክብካቤ፣ ቤተ ሙከራ) 

ሇ. የእንስሳት ወይም የእንስሳት ቆሻሻ (ሇምሳላ፡ የእንስሳት ህክምና፣ እርሻ)    

ሐ. የተበከሇ 

44. ሇባዮልጂካሌ ወኪልች የመጋሇጥ ዴግግሞሽ; 

ሀ. ዕሇታዊ                       ሇ. ሳምንታዊ          ሐ. ወርሃዊ         D. አሌፎ አሌፎ  

45. ሇባዮልጂካሌ አዯጋዎች የመከሊከያ መሳሪያዎችን መጠቀም? 

ሀ. አዎ                                                ሇ. አይዯሇም 

IV. ሳይኮሶሻሌ እና ኤርጎኖሚክ ምክንያቶች 

46. ከሥራ ጋር የተያያዘ ከፍተኛ ጭንቀት ያጋጥምዎታሌ? 

ሀ. አዎ                                  ሇ. አይዯሇም 

47. በጊዜ ገዯብ ወይም በምርታማነት ዒሊማዎች ምክንያት በግፊት ይሰራለ? 

ሀ. አዎ                                    ሇ. አይ 

48. በሥራ ሊይ የጭንቀት ሁኔታዎች ዴግግሞሽ; 

ሀ. ዕሇታዊ                         ሇ. ሳምንታዊ                   ሐ. ወርሃዊ 
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49. የተጋሊጭነት ጊዜ በአንዴ ፈረቃ 

 ሀ. ከ8 ሰአት በታች                        ሇ. 8 ሰዓታት                  ሐ. ከ 8 ሰአታት በሊይ 

V. ሇአቧራ እና ሇከፊሌ ቁስ መጋሇጥ 

50. ከፍተኛ መጠን ያሇው አቧራ ወይም ብናኝ በሆነ አካባቢ ውስጥ ይሰራለ? 

ሀ. አዎ                                ሇ. አይ 

51. አዎ ከሆነ፣ የአቧራ ዓይነቶች ወይም ጥቃቅን ቁስ አካሊት አጋጥሟቸዋሌ (የሚመሇከተውን ሁለ ያረጋግጡ) 

ሀ. የማዕዴን አቧራ (ሇምሳላ፣ ሲሉካ፣ አስቤስቶስ) 

ሇ. ብረት ብናኝ (ሇምሳላ፡ አለሚኒየም፣ እርሳስ፣ ክሮሚየም) 

ሐ. ኦርጋኒክ አቧራ (ሇምሳላ እንጨት፣ እህሌ፣ ደቄት) 

መ. ሰው ሠራሽ አቧራ (ሇምሳላ፣ ፋይበርግሊስ፣ የካርቦን ፋይበር) 

ሠ. አፈር ወይም የግንባታ አቧራ 

ረ. ሶት ወይም ካርቦን-ተኮር ቅንጣቶች 

ሰ. ላሊ (ይግሇጹ 

52. የአቧራ ወይም የንጥረ ነገሮች መጋሇጥ ምንጭ (የሚመሇከተውን ሁለ ያረጋግጡ) 

ሀ. ቁሶችን መቁረጥ፣ መፍጨት ወይም ቁፋሮ 

ሇ. ከባዴ ማሽነሪዎችን መሥራት 

ሐ. ኬሚካልችን ወይም ደቄትን መጠቀም 

መ. የጅምሊ ቁሳቁሶችን (ሇምሳላ አሸዋ፣ ጠጠር፣ አፈር) አያያዝ 

ሠ. በተከሇከለ ቦታዎች ውስጥ መሥራት (ሇምሳላ፣ ፈንጂዎች፣ ዋሻዎች) 

ረ. ላሊ (ይግሇጹ): 

53. የተጋሊጭነት ጊዜ በአንዴ ፈረቃ፡- 

ሀ. ከ1 ሰአት ባነሰ ጊዜ          ሇ. 1-3 ሰአታት            ሐ. 4-6 ሰአታት              መ. ከ 6 ሰአት በሊይ 

54. በሥራ ቦታ ሇአቧራ፣ ሇጭስ፣ ሇጭስ ወይም ሇጋዞች ምን ያህሌ ጊዜ ይጋሇጣለ? 
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ሀ. ዕሇታዊ                   ሇ. ሳምንታዊ                ሐ. ወርሃዊ        መ. አሌፎ አሌፎ     ሠ. በጭራሽ 

55. የመተንፈሻ መከሊከያ መሳሪያዎችን (ሇምሳላ, ጭምብልች, መተንፈሻዎች) ይጠቀማለ? 

ሀ. አዎ                          ሇ. አይ 

ክፍሌ 4፡ የጤና እና የአኗኗር ዘይቤዎች 

56. ሇሲጋራ ማጨስ ምን ያህሌ ጊዜ ተጋሌጠዋሌ? 

 ሀ. አሌፎ አሌፎ                          ሇ. በተዯጋጋሚ 

57. አሌኮሌ ጠጥተው ያውቃለ? 

ሀ. አዎ፣ በየቀኑ                         ሇ. አዎ፣ አሌፎ አሌፎ      ሐ. አዎ፣ ያሇፈው አሁን አይዯሇም     መ. በጭራሽ 

58. በሳምንት ስንት ጊዜ የአካሌ ብቃት እንቅስቃሴ ያዯርጋለ? 

ሀ. በየቀኑ           ሇ በሳምንት ጥቂት ጊዜ       ሐ. በየሳምንቱ              መ. አሌፎ አሌፎ 

59. የተሻሻለ ወይም ጨዋማ ምግቦችን ምን ያህሌ ጊዜ ይጠቀማለ? 

ሀ. በየቀኑ           ሇ.  በሳምንት ጥቂት ጊዜ       ሐ. በየሳምንቱ              መ. አሌፎ አሌፎ 

60. አመጋገብዎን ከኩሊሉት ጤና (ዝቅተኛ ጨው፣ ዝቅተኛ ፕሮቲን፣ ወዘተ) አንፃር እንዳት ይመዝኑታሌ? 

ሀ. በጣም ጥሩ                   ሇ. ጥሩ           ሐ. አማካኝ                   መ. ዴሆች                ሠ.. በጣም ዴሆች 

61. አማካይ ዕሇታዊ የውሃ ፍጆታዎ ስንት ነው? 

ሀ. ከ 1 ሉትር ባነሰ                ሇ. 1-2 ሉትር              ሐ. ከ 2 ሉትር በሊይ 

62. አሁን ካሇው ስራ ላሊ ሰርተሃሌ? 

    ሀ.  አዎ                                         ሇ. አይ 

63. አዎ ከሆነ ሁለንም ከሊይ ያሇውን (ከ21-85) ጥያቄ ይዴገሙት 

ክፍሌ 5: የጤና ሁኔታዎች  

64. ከሚከተለት የጤና እክልች ውስጥ አንዲቸውም እንዲሇዎት ተነግሮዎት ያውቃሌ?(የሚመሇከተውን ሁለ አረጋግጥ) 

ሀ. ከፍተኛ የዯም ግፊት  

ሇ. የስኳር በሽታ 
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ሐ. የካርዱዮቫስኩሊር በሽታ 

መ. ካንሰር 

ሠ. ኤች.አይ.ቪ 

ረ. ስትሮክ 

ረ. የሽንት ቧንቧ ኢንፌክሽኖች 

ሰ. ላሊ (ይግሇጹ) 

ሸ. የሇም 

65.  የኩሊሉትዎን ተግባር ምን ያህሌ ጊዜ ይመረምራለ? 

ሀ. ቢያንስ በዓመት አንዴ ጊዜ 

ሇ. በየጥቂት ዓመታት 

ሐ. ምሌክቶች ሲታዩ ብቻ D. በጭራሽ 

ክፍሌ 6፡ የግንዛቤ እና የመከሊከያ እርምጃዎች 

66. ከስራዎ ተጋሊጭነት ጋር ተያይዘው ሉከሰቱ የሚችለትን የጤና አዯጋዎች ያውቃለ? 

ሀ. አዎ፣ ሙለ በሙለ                       ሇ. አዎ፣ በመጠኑ                       ሐ. አይዯሇም፣ በፍጹም 

67. ሇሙያ አዯጋዎች ተጋሊጭነትን ሇመቀነስ በስራ ቦታ ስሌጠና ወስዯዋሌ 

ሀ. አዎ                  ሇ. አይዯሇም 

68. በሥራ ሊይ ሇጎጂ ንጥረ ነገሮች ተጋሊጭነትን ሇመቀነስ በመዯበኛነት ማንኛውንም እርምጃ ይወስዲለ? 

ሀ. አዎ፣ ሁሌጊዜ                ሇ. አዎ፣ አሌፎ አሌፎ                            ሐ. አይ 

69. በጤናዎ ሊይ ከስራዎ ጋር ሉዛመዴ ይችሊሌ ብሇው የሚያስቡትን ሇውጦች አስተውሇዋሌ? 

ሀ. አዎ፣ ጉሌህ ሇውጦች 

ሇ. አዎ፣ ጥቃቅን ሇውጦች 

ሐ. አይ፣ ምንም ሇውጦች አሌተስተዋለም። 

70. በአሁኑ ስራዎ ምን ያህሌ ረክተዋሌ? 
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ሀ. በጣም ረክቻሇሁ                       ሇ. እርካታ                             ሐ. ገሇሌተኛ  

መ. አሌረካም                           ሠ. በጣም አሌረካም 

72. ስራዎ በአካሊዊ እና በአዕምሮአዊ ዯህንነትዎ ሊይ አዎንታዊ ወይም አለታዊ ተጽእኖ እንዯሚፈጥር ይሰማዎታሌ? 

ሀ. በአዎንታዊ መሌኩ                                   ሇ. ገሇሌተኛ                    ሐ. በአለታዊ መሌኩ 

73. አለታዊ ከሆነ, ዯህንነትዎን የሚነኩ የስራዎን ገፅታዎች ይግሇጹ 

74. በጤና ሊይ የሙያ እና የአካባቢ ሁኔታዎች ተጽእኖ 

ሀ. ጠቃሚ             ሇ. መካከሇኛ              ሐ. አነስተኛ                         መ. የሇም 

75. ከሥራዎ ጋር በተገናኘ ሥር በሰዯዯ የኩሊሉት በሽታ ሊይ ሉከሰቱ የሚችለ አዯጋዎችን ያውቃለ? 

ሀ. አዎ                       ሇ. አይዯሇም 

76. ሥራዎ ሇኩሊሉት በሽታ ሉያጋሌጥዎት ይችሊሌ ብሇው ያምኑ ነበር? 

ሀ. አዎ፣ ጉሌህ በሆነ መሌኩ             ሇ. አዎ፣ በመጠኑ                      ሐ. አይ. 

77. ከ ሥር የሰዯዯ የኩሊሉት በሽታ ጋር ስሇተያያዙ የሙያ አዯጋዎች መረጃ ወይም ስሌጠና ወስዯዋሌ? 

ሀ. አዎ                             ሇ. አይ 

78. የቤተሰብ ሥር የሰዯዯ የኩሊሉት በሽታ ታሪክ አሇህ ወይም ከኩሊሉት ጋር የተያያዙ የጤና ጉዲዮች? 

ሀ. አዎ                      ሇ. አይ                                      ሐ. እርግጠኛ ያሌሆነ 

79. የኩሊሉት ጤናን ሇመጠበቅ ከስራ ውጭ ማንኛውንም እርምጃ ወስዯዋሌ (ሇምሳላ የመጠጥ ውሃ፣ አንዲንዴ ንጥረ ነገሮችን 

ማስወገዴ)? 

ሀ. አዎ (ይግሇጹ)                             ሇ. አይ 

80. ከታወቀ ሥር የሰዯዯ የኩሊሉት በሽታ በፊት የኩሊሉት ሥራን መርምረዋሌ? 

ሀ.አዎ                                                                    ሇ. አይ 

81. በስራ ቀናት ውስጥ የኩሊሉት ችግሮችን የሚጠቁሙ ምሌክቶችን አስተውሇዋሌ (ሇምሳላ እብጠት፣ የሽንት ሇውጦች)? 

ሀ. አዎ (ምሌክቶችን ይግሇጹ)                                           ሇ.  አይ 
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ክፍሌ 7፡ የመከሊከያ እርምጃዎች እና የስራ ቦታ ዯህንነት 

82. በስራ ቦታ ንጹህ የመጠጥ ውሃ አልት? 

ሀ. አዎ፣ ሁሌጊዜ                             ሇ. አዎ፣ አሌፎ አሌፎ                                           ሐ. አይ 

83. በስራ ቦታዎ አማካኝነት መዯበኛ የሕክምና ምርመራ ማዴረግ ይችሊለ? 

ሀ. አዎ፣ ሁሌጊዜ                                  ሇ. አዎ አሌፎ አሌፎ                                 ሐ. አይ 

84 የግሌ መከሊከያ መሳሪያዎች (PPE) በስራ ቦታዎ ይገኛለ እና ይሰጣለ? 

(የሚመሇከተውን ሁለ አረጋግጥ) 

ሀ. አዎ፣ ሁሌጊዜ                                ሇ. አዎ 

85. የስራ ቦታዎ የሙያ አዯጋዎችን ሇመቆጣጠር የዯህንነት ፕሮቶኮልች አለት? 

ሀ.. አዎ                                            ሇ. አይዯሇም 

86. በስራ ቦታ ጤና እና ዯህንነት ሌምድች ሊይ ስሌጠና ወስዯዋሌ? 

ሀ. አዎ                                                            ሇ.  አይ 

87. የጤና እና የዯህንነት ስሌጠና ምን ያህሌ ጊዜ ይሰጣሌ? 

ሀ. በየአመቱ                                ሇ. በየጥቂት አመታት                     ሲ. አንዴ ጊዜ ብቻ፣ በመሳፈር ወቅት 

88. የስራ ቦታዎ ሇሙያ ዯህንነት ቁርጠኛ እንዯሆነ ይሰማዎታሌ? 

ሀ.. አዎ                                         ሇ. አይዯሇም 

89. የጤንነት ክትትሌ በቦታው አሇ (ሇምሳላ, የተጋሊጭነት ተፅእኖዎች መዯበኛ ምርመራዎች)? 

ሀ. አዎ                                        ሇ.  አይ 

90. የጤና እና የዯህንነት ስጋቶችን ሪፖርት ሇማዴረግ እና ሇመፍታት ሂዯቶች አለ? 

ሀ.. አዎ                                           ሇ. አይ 

ክፍሌ 8፡ የስራ ምርታማነት እና የተግባር እክሌ መጠይቅ  

የእንቅስቃሴ እክሌ መጠይቅ 
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የሚከተለት ጥያቄዎች የእርስዎ ችግር በመሥራት እና መዯበኛ እንቅስቃሴዎችን በማከናወን ሊይ ስሊሇው ተጽእኖ ይጠይቃለ። 

እባክህ ባድውን ሙሊ ወይም ቁጥር አክብብ፣ እንዯተመሇከተው። 

1. በአሁኑ ጊዜ ተቀጥረው (ሇክፍያ እየሰሩ ነው)? 

A. አዎ ሇ. አይዯሇም 

እይ ከሆነ መሌሱ ውዴ ስዴስተኛው ጥያቄ ይሂደ 

2.ባሇፉት ሰባት ቀናት ውስጥ ከችግርህ ጋር በተያያዙ ችግሮች ምክንያት ከስራ ሇምን ያህሌ ሰአት አምሌጠሃሌ? በችግርዎ 

ምክንያት በህመም ቀናት ያመሇጡዎትን ሰዓቶችን፣ ዘግይተው የገቡበትን ጊዜ፣ ቀዯም ብሇው የወጡበትን፣ ወዘተ ያካትቱ። 

በዚህ ጥናት ውስጥ ሇመሳተፍ ያመሇጠዎትን ጊዜ አያካትቱ። 

                                  _ _ ሰአት 

3.ባሇፉት ሰባት ቀናት ውስጥ በዚህ ጥናት ሊይ ሇመሳተፍ እንዯ ዕረፍት፣ በዓሊት፣ የእረፍት ጊዜያት ባለ ላልች ምክንያቶች 

ከስራ ምን ያህሌ ሰዓት አምሌጦሃሌ?  

                  _ _ ሰአት 

 

4. ባሇፉት ሰባት ቀናት ውስጥ ምን ያህሌ ሰዓታት በትክክሌ ሠርተዋሌ? _ 

   ----ሰዏት 

5. ባሇፉት ሰባት ቀናት ውስጥ፣ እርስዎ በሚሰሩበት ጊዜ ችግርዎ በምርታማነትዎ ሊይ ምን ያህሌ ተጽዕኖ አሳዴሯሌ?   

እርስዎ በሚሰሩበት ጊዜ   በምርታማነት ሊይ ምን ያህሌ እንዯተጎዲ ብቻ አስቡበት።         

 

 ችግሩ በሥራዬ ሊይ ምንም                                                                            ችግሩ ሙለ በሙለ ሥራ  

                                                                                                                            መሥራት  ከሇከሇኝ 

ውጤት አሌነበረውም  

    

                               1       2        3        4         5        6         7              8        9      10     

 

ችግሩ በሥራዬ ሊይ ምንም ውጤት አሌነበረውም ችግሩ ሙለ በሙለ ሥራ መሥራት ከሇከሇኝ
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