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Background: Healthcare professionals encounter many medical risks while providing healthcare services to individuals and the
community. Thus, occupational safety studies are very important in health care organizations. They involve studies performed to establish
legal, technical, and medical measures that must be taken to prevent employees from sustaining physical or mental damage because of
work hazards.

Objectives: This study was conducted to determine if the occupational safety of health personnel at community and family health centers
(CHC and FHC) has been achieved.

Martialsand Methods:The population of this cross-sectional study comprised 507 nurses, 199 physicians,and 237 other medical personnel
working at a total of 18 family health centers (FHC) and community health centers (CHC) in Trabzon, Turkey. The sample consisted of a total
of 418 nurses, 156 physicians, and 123 other medical personnel. Sampling method was not used, and the researchers tried to reach the whole
population. Data were gathered with the Occupational Safety Scale (OSS) and a questionnaire regarding demographic characteristics and
occupational safety.

Results: According to the evaluations of all the medical personnel, the mean * SD of total score of the OSS was 3.57 £ 0.98; of the OSS’s
subscales, the mean + SD of the health screening and registry systems was 2.76 +1.44, of occupational diseases and problems was 3.04 +1.3
and critical fields control was 3.12 £ 1.62. In addition, occupational safety was found more insufficient by nurses (F=14.18; P< 0.001).
Conclusions: All healthcare personnel, particularly nurses working in CHCs and FHCs found occupational safety to be insufficient as

related to protective and supportive activities.
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1. Background

The last two decades have been subject to an increase
in social awareness regarding the rights of all workers
about workplace health and safety. The laws and regu-
lations in this area were established to protect workers
and increase their welfare in the workplace. Irrespective
of the context of the work environment, the importance
of ensuring workplace health and safety for all is now a
reality (1). This fact is valid for the health sector as well,
because the field of healthcare services is one of the sec-
tors carrying significant risks in terms of occupational
health and safety. For example, the injury rate of health-
care workers in this sector is equal to or higher than the
rates in other industries that are traditionally considered
hazardous (2).

In Turkey, the number of medical staff working at
healthcare organizations is around 389,000 and 63% of
this workforce is employed by the Ministry of Health. Of
these, approximately 13,000 physicians, 11,000 nurses,
and 19,000 midwives work at community health centers,
and 5000 physicians, 3000 nurses and 6000 midwives

work at family health centers (3). Health personnel em-
ployed at these centers face various risk factors while of-
fering health services to families and the community
(4). The hazards or threats in these working environ-
ments are classified as biological (e.g. viruses, fungi),
physical (e.g. needle sticking, loud noises), ergonomic
(e.g. pain in the lower back and extremities), chemical
(e.g. disinfectants, germicides), and psychological risks
(e.g. stress, violence). Furthermore, these hazards and
risks increase occupational accidents and diseases, job-
related health problems, and disabled and incapacitated
employees, thus generating new and different problems.
They also reduce job performance, which in turn, gen-
erates economic loss for healthcare organizations (5). A
study conducted at community health centers indicated
that 9 out of 10 personnel were exposed to at least one
kind of occupational risk (6). Violence, periods of acute
or chronic pain, sharp object injuries, chemical matter
spillage, animal attacks, and heat stroke were identified
as the most frequently encountered problems in the
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same study (6). Moreover, some studies stated that oc-
cupations in the health and community services such as
nursing, social work, medicine, rehabilitation work, and
welfare are widely regarded as stressful (7-9), and that
work-related stress is a significant risk factor for physi-
cal health, causing for instance, cardiovascular diseases
in addition to psychological disorders like depression (9,
10). A study conducted regarding risk perception in fam-
ily health work also indicated that healthcare personnel
identified the following risks: physical and moral vio-
lence, emotional exhaustion, typical work accidents, lack
of problem-solving ability, and occupational diseases (11).
A study on workplace injuries at nursing homes showed
that 13.5 per 100 workers needed medical treatment or
experienced lost work (12), and there were 139,700 lost
workdays as a result of injuries (13). In addition, there are
studies indicating that the costs of occupational injuries
and illnesses in health services are high (14).

Besides these results, it was determined that the work-
ing environment and conditions negatively affect the oc-
cupational safety of the staff such as physicians, nurses,
midwives, and laboratory technicians working at those
centers (4). However, the correlation between the work-
ing life and health of medical staff working in primary
healthcare centers has been demonstrated; therefore,
identifying the risks associated with the health and safety
of medical staff and launching initiatives regarding oc-
cupational safety should be obligatory. It has also been
mentioned that there is a limited number of studies in
this field (6). After the recognition of the importance
of this issue in Turkey, a declaration was promulgated
in 2009 for the provision and protection of patient and
personnel safety in healthcare organizations, including
community and family health centers (15). All these stud-
ies have demonstrated that the occupational safety of the
medical workforce employed at community and family
health centers as well as in the whole field of healthcare
should be ensured.

In this respect, this study may enable us to determine
the frequent hazards and risks encountered at these cen-
ters and take necessary preventive measures. Inadequate
and incomplete activities in terms of work safety may be
identified too. Thereby, a contribution was made to re-
duce occupational accidents or diseases and to prevent
workforce losses in the health sector as well as the social
and familial problems that occur because of these losses.
The safety of patients may be secured through the safe,
restful, happy, and satisfied work of the staft. The costs of
the hazards and damages brought forward by the lack of
work safety may be diminished in these centers.

2. Objectives

This study was conducted to determine whether the oc-
cupational safety of nurses, physicians, and other health-
care personnel employed at family and community
health centers (FHCs and CHCs) in Trabzon/Turkey had
been achieved.

3. Materials and Methods

This research was a cross-sectional study that was con-
ducted from February 15 to 26", 2010. The population of
the study comprised 507 nurses, 199 physicians, and 237
other healthcare personnel working at a total of 18 FHCs
and CHCs affiliated with the Ministry of Health in Trab-
zon, Turkey. The sample of the study consisted of a total
of 418 nurses, 156 physicians and 123 other healthcare per-
sonnel. No sampling method was used, and the research-
ers tried to reach the whole population. At the same time,
223 healthcare personnel who were on leave for any rea-
son or were unwilling to participate were excluded from
the study. In addition, 23 healthcare personnel who had
failed to complete or incorrectly completed the data col-
lection instruments were excluded from the research.

In terms of ethical considerations, the study was con-
ducted in all FHCs and CHCs of the Directorate after writ-
ten permission had been obtained from the Provincial
Health Directorate affiliated with the Ministry of Health
in Trabzon, Turkey on December 31, 2010. In addition,
the data collection forms were filled out by volunteer-
ing health staff whose informed consent to participate in
the study had already been obtained. Furthermore, this
study did not encounter any conflict or potential con-
flict. All data and tables, the scale and questionnaire used
in the study, were originally prepared by the authors of
the study. The fact that the data collection tools were the
work of the researchers and no conflict had been encoun-
tered is one of the strengths of the research. Another
strong point is that the study was conducted with a large
sample group that encompassed the entire province of
Trabzon. A limitation of the study was that it relied solely
on the opinions of nurses, doctors and other healthcare
professionals who volunteered to participate or who
were working at the FHCs and CHCs within the boundar-
ies of the province of Trabzon.

Data were collected with a survey, containing 6 ques-
tions related to demographic characteristics (age, gen-
der, marital status, educational background, occupation
and work experience at the hospital), and 6 questions
related to occupational safety (level of satisfaction from
occupational health implementations, the frequency of
occupational accidents and diseases at the center, the
state of exposure to occupational accidents and occupa-
tional diseases, being informed of the communiqué on
patient and personnel safety), accompanied by an occu-
pational safety scale (OSS) consisting of 42 items, devel-
oped by Ozturk et al. (16). The researchers distributed and
collected the data collection instruments by hand among
the healthcare personnel working at the FHCs and CHCs.

The OSS consisted of 42 items and intended to deter-
mine whether the occupational safety of health person-
nel or worker safety in the family and community health
centers, as well as the activities carried out for occupa-
tional safety, have been achieved. It is assessed on a scale
from 6 (I completely agree) to 1(I completely disagree). In
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the evaluation of the scale, the total score of the scale is
proportional to the total number of items, whereas the
subscale scores are proportional to the number of items
on the subscale; testing and interpretation is carried out
afterwards (Table 1). Accordingly, receiving more than 3.5
points on an average from the scale shows that occupa-
tional safety prevails at family and community health
centers; obtaining less than 3.5 points on average means
that occupational safety is not sufficient.

There are 7 subscales of the OSS that have been catego-
rized as “Occupational Diseases and Complaints” (S1),
“Injuries and Poisoning” (S2), “Health Screening and Reg-
istry Systems” (S3), “Material, Tools and Equipment Con-
trol” (S4), “Physical Medium Compatibility” (S5), “Critical
Fields Control” (S6), and “Instructions and Rules” (57)
(Table1).

The scale is a reliable and valid instrument (16). Sur-
face validity, content validity, and construct validity with
explanatory factor analysis were tested for the validity
of the scale. Item-total correlation and Cronbach a tests
were used to test the reliability of the scale (Table 1) (16).
In this process, first of all, the draft scale consisting of the
75 items was formed by the researchers based on the lit-
erature review. It was then evaluated by four colleagues/
health personnel to test its surface validity, a process that
was performed to assess the understandability and length
of items. Surface validity was ensured by the revision of 5
items (17). Afterwards, the draft scale was presented to five
experts in occupational safety to test for both surface va-
lidity and content validity. By scoring each item between
1and 4 (1=not appropriate, 2 = should be revised, 3 = ap-
propriate but needs minor changes, 4 = appropriate), the
experts evaluated the suitability of items to purpose or
conceptual structure and whether the items were stated
in a correct, clear and explicit form (Sencan, 2005). None
of the items were removed from the scale.

However, 16 items, which were not comprehensible,
were optimized. As a result, the content validity index
(CVI) of the draft scale was %92 (16). Explanatory factor
analysis was conducted for construct validity with the
Kaiser-Meyer-Olkin (KMO), Bartlett test, anti-image cor-
relation, principal component analysis, and Varimax
Rotation tests. The KMO test, which shows whether a
given sample is sufficient for factor analysis, was 0.93; the
Bartlett test, which shows whether there is a sufficient
relationship between the variables, was found to be y? =
1.935; P < 0.001(18). Anti-image correlation values, which
test the suitability of each item to factor analysis, ranged
from 0.97 to 0.83. The high values of KMO and anti-image
as well as significance of the Bartlett test indicated that
factor analysis could be carried out (18-20). Subsequently,
Varimax rotation was used to determine the construct
validity. Following the rated component matrix, 33 items
with a subscale/componentload of below 0.50 were omit-
ted (18, 19). Therefore, the scale finalized with 42 items
and 7 subscales (19). This result was desirable in practice.
Some researchers accept this ratio at 50% minimum (20).
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The results also supported the validity of the scale. In ad-
dition, Item to total score correlation values ranged from
0.38 to 0.67, and the Cronbach a value was 0.94 (it was
0.94 for nurses, 0.96 for physicians, and 0.93 for the other
healthcare personnel) (Table 1). The values obtained from
these tests showed that none of the items would have to
be removed from the draft scale and that the scale was
found to be reliable (17-20).

In the evaluation of the data with the SPSS13.0 program,
frequency, percentages, and averages, the Kolmogorov-
Smirnov test for normality, t test, analysis of variance
(ANOVA) for independency variables, homogeneity, and
normality, Tukey and Scheffe as posttest, Kruskal-Wallis,
Mann-Whitney U due to non-homogeneity or not distrib-
uting normally, Bonferroni correction for posttest were
used to determine whether the occupational safety of
nurses, physicians, and other healthcare personnel em-
ployed at family and community health centers had been
achieved.

4. Results

Sixty percent of the healthcare personnel consisted of
nurses, 22% of physicians, and 18% of other healthcare
personnel such as x-ray, laboratory, community, and en-
vironmental health technicians. Seventy-nine percent of
the nurses were female, 82% were married, and 43% had
associate degrees; on average + SD, they were 34.93 +7.56
years old, had 13.57 £ 8.06 years of professional experi-
ence, and 7.06 £7.79) years of work experience at the insti-
tution. Seventy-two percent of the physicians were male,
87% were married, and 100% had bachelor’s degrees; on
average * SD, they were 40.27 + 6.10 years old, had 15.47
* 6.01 years of professional experience, and 6.08 * 7.09
years of work experience at the institution. Fifty-eight per-
cent of the other health personnel were female, 73% were
married, and 43% had graduated from a vocational high
school of health; on average + SD, they were 35.04 + 8.58
years old, had 12.29 £7.86 years of professional experience,
and 8.8 £ 7.41years of work experience at the institution.

According to the findings related to occupational safety,
73% of the nurses, 71% of the physicians, and 71% of other
health personnel explained that they had not been aware
of the “communiqué on patient and occupational safety.”

According to results of scale, all the healthcare person-
nel working at FHCs and CHCs evaluated the mean * SD of
the total score of the scale as 3.57 £ 0.98. In addition, they
evaluated mean + SD scores of the health screening and
registry systems as 2.76 + 1.44, occupational diseases and
complaints 3.04 +1.3, and critical fields control 3.12 +1.62,
which is lower than 3.5 when compared to the other sub-
scales (Table 2).

Fifty one percent of the nurses, 63% of the physicians,
and 47% of the other healthcare personnel stated that
occupational injuries or accidents were rarely observed
in their centers while 42% of the nurses, 45% of the physi-
cians, and 32% of the other healthcare personnel stated
that occupational diseases were rarely observed at their
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centers (Table 3). However, in terms of experienced occu-
pational accident or injuries, 26% of the nurses indicated
soft tissue trauma such as needle sticking and verbal vio-
lence from patient and relatives, whereas 21% of the physi-
cians and 41% of other health personnel pointed to verbal
violence;in addition, in terms of the experienced occupa-
tional diseases, 18% of the nurses and 17% of the physicians
expressed digestive system diseases such as ulcers, coli-
tis, while 36% of the other health personnel mentioned
muscle-joint diseases such as disk hernia (Table 3).
Additionally, with respect to occupational safety at the
center, 62% of the nurses were not satisfied with the un-
dertaking and support of the institution in the event of
an occupational accident or occupational disease, 61%
were not happy with the health and safety policies for
the personnel, and 61% were unsatisfied with the occupa-
tional safety training provided (Table 4). Seventy-two per-
cent of the physicians were not satisfied with the number
of nurses, 62% with the undertaking and support of the
institution in the event of an occupational accident or
occupational disease, 60% with the occupational safety
training provided. Furthermore, 67% of the other health-
care personnel were not satisfied with the undertaking
and support of the institution in the event of an occupa-
tional accident or occupational disease, 65% were dissat-
isfied with personnel safety training, 59% were unhappy
with the quality of cleaning materials used (Table 4).

When the OSS and subscale scores were compared ac-
cording to occupations, nurses found occupational safe-
ty more insufficient than physicians with regard to the
total score of the OSS (F =14.18, P < 0.001). According to
the subscales, nurses found occupational safety more
insufficient in terms of injuries and poisoning (?K-W
= 8.59, P < 0.05), health screening and registry systems
(x*K-W = 8.99, P < 0.05), materials, tools, and equipment
control (y2K-W =16.14, P < 0.001) than physicians. On the
other hand, nurses found occupational safety more insuf-
ficient than both physicians and other health personnel
in the following subscales: occupational diseases and
complaints (¥*K-W=17.31,P < 0.001), critical field’s control
(x*K-W =24.33, P < 0.001), and protective instruction and
rules (3*K-W =16.41, P < 0.001). In addition, other health
personnel found occupational safety more insufficient in
materials, tools, and equipment control (y?)K-W=16.14,P <
0.001) and physical medium compatibility (y’K-W =14.79,
P < 0.001) than physicians (Table 5).

When compared to male nurses, female nurses thought
that occupational safety was more insufficient in the fol-
lowing subscales: occupational diseases and complaints
(U=8678, P <0.001), injuries and poisoning (U = 11130.5,
P < 0.001), health screening and registry systems (U =
10932, P < 0.001), critical fields control (U = 12295.5, P <
0.05), protective instruction and rules (U = 12430.5, P <
0.05), and in the total score of OSS (t =-4.495, P < 0.001).

Table 1. Cronbach a Values and Loads of Subscales of OSS

Subscales Number of Items Cronbach o Values Ranges of Subscale Loads
S1. Occupational diseases and complaints 15 0.942 0.783-0.540
S2.Injuries and poisoning 6 0.924 0.863-0.541

S3. Health screening and registry Systems 6 0.881 0.807-0.665

S4. Material, tools, and equipment control 5 0.850 0.781-0.688

S5. Physical medium compatibility 4 0.779 0.771-0.688

S6. Critical fields control 3 0.872 0.814-0.688

S7. Protective instructions and rules 3 0.851 0.845-0.657
Total 42 0.946 0.863-0.540
Table 2. Mean Scores of 0SS for Health Personnel in FHCs and CHCs &P

Subscales Nurses Physicians Other Health Personnel  All Health Personnel
S1. Occupational diseases and complaints 2.88t13 3.38%1.29 314 +1.24 3.04%13
S2.Injuries and poisoning 3.96 £1.55 4.36 +1.41 4.22+1.4 4.09t15

S3. Health screening and registry systems 2.65+1.43 3.05%15 2.77£136 2.76 £1.44

S4. Materials, tools and equipment control  3.74 £1.41 4.27+133 3.81+1.49 3.87+1.42

S5. Physical medium compatibility 434%135 4.72+1.25 418+13 440133

S6. Critical fields control 2.89 £1.62 3.53+1.49 3.3911.66 312+1.62

S7. Protective instructions and rules 3.53£1.55 4.03+1.44 3.99+1.24 3.73+1.49

Total 3.43+0.97 3.91+1.03 3.64+0.87 3.57£0.98

2 Nurses, n = 418; Physicians, n =156; other health personnel, n=123.
All of the values are presented as Mean + SD.
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Table 3. Opinions of the Health Personnel Working at FHCs and CHCs on Occupational Accidents and Diseases @

Opinions of Health Personnel Nurse Physician Other Health Personnel

Frequency of occupational accidents
or injuries at the center

Often 8(2) - 6(5)
Frequent 25(6) 7(5) 11(9)
Medium 83(20) 8(5) 31(25)
Rarely 221(53) 98 (63) 57(46)
Never observed 81(19) 43(28) 18 (15)
Total 418 (100) 156 (100) 123 (100)
Frequency of occupational disease at
the center
Often 8(2) 2(1) 10 (8)
Frequent 22(5) 8(5) 17 (14)
Medium 9(23) 26(17) 37(30)
Rarely 176 (42) 70 (45) 39(32)
Never observed 114 (27) 50 (32) 20 (16)
Total 418 (100) 156 (100) 123 (100)
Experienced occupational injuries b
Soft tissue trauma 110 (26) 15 (10) 46 (37)
Verbal violence from patient and rela- 110 (26) 32(21) 50 (41)
tives
Experienced occupational diseases P
Digestive system diseases such as ulcers, 76 (18) 26(17) 18 (15)
colitis
Muscle-joint diseases such as disk hernia 44 (1) 16 (10) 44 (36)

2 All of the values are presented as No. (%).
More than one response was given.

Table 4. Satisfaction status of the Health Personnel Working at FHCs and CHCs on Activities Related to Occupational Safety 2

Activities regarding occupational Nurse Physician Other Health Personnel
safety Satisfied  Not Satisfied Satisfied NotSatisfied Satisfied Not Satisfied
Number of nurses 212 (51) 206 (49) 44 (28) 12(72) 58 (47) 65 (53)
Quality of cleaning materials 205(49) 213 (51) 130 (83) 26(17) 51(42) 72(59)
Health and safety policies for 165 (40) 253 (61) 79 (51) 77(49) 56 (46) 67 (55)
personnel

Personnel safety training 164 (39) 254 (61) 63(40) 93(60) 43(35) 80 (65)
Undertaking and support 158 (38) 260 (62) 60 (39) 96 (62) 41(33) 82 (67)

of the institution about an
occupational accident or disease

a Data are presented as No.(%)
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Table 5. Comparison of OSS Score Means of Health Personnel in FHCs and CHCs

Subscales Nurse (n=418) Physician (n=156)  Other Health Personnel (n=123)  y’¢,and FValues

S1
Mean Rank 324.5 4003 367.1 Prw=17312
Median 2.93 3.20 3.13
IQR 1.87 1.67 1.83

S2
Mean Rank 316 384.5 363.0 Prw=2859 P
Median 4.50 4.50 4.66
IQR 217 2.13 2.0

S3
Mean Rank 332.4 388.4 3553 Prw =899 P
Median 333 3.16 3.16
IQR 3.0 2.5 2.33

S4
Mean Rank 330.1 405.4 341.6 Prw =16.142
Median 4.40 4.40 4.40
IQR 2.2 2.0 2.40

S5
Mean Rank 341.4 399.1 399.1 Prw=14792
Median 5.00 475 475
IQR 2.0 215 2.0

S6
Mean Rank 318.9 403.6 403.6 Lrw = 2433 a
Median 4.00 4.00 4.00
IQR 3.0 2.0 2.42

S7
Mean Rank 323.9 389.5 389.5 Yrw=16.412
Median 433 4.00 416
IQR 2.33 2.0 2.08

Total

Mean + SD 3.43+0.97 3.91+1.03 3.91+1.03 F=14.182

ad p<o.00L
P<0.05.

5. Discussion

The purpose of community and family health centers is
to improve, protect and develop the health of the com-
munity and individuals and to treat their non-serious
diseases. While offering such services, health personnel
experience health problems ranging from infectious dis-
eases to violence, from burnout syndrome to radiation-
related cancers and repetitive traumas (21). All the health-
care personnel, including nurses, physicians, and others
who participated in this study and worked at the family
and community health centers explained that although
some areas related to occupational safety were covered,
significant issues such as health screening and registry

systems, radiation, special area inspections regarding
chemicals and infections were ignored. Furthermore, oc-
cupational safety in general was evaluated to be insuffi-
cient by nurses. The poor perception of the occupational
safety by nurses might be due to the fact that the majority
of them were women. Female nurses, in particular, stated
that occupational safety was insufficient in injuries, acci-
dents and poisoning, as well as in the protective instruc-
tion and rules. These findings demonstrated the insuffi-
ciency of protective and supportive activities associated
with occupational safety at these centers.

The fact that more than half of nurses and other health-
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care personnel are dissatisfied with the institutional
policies regarding occupational health and safety sup-
ported this idea. In fact, directors of healthcare organi-
zations must establish policies to prevent occupational
accidents and diseases. These protective policies should
include the stages of making corporate-administrative
provisions, follow-up, enlightenment, sensitization, and
adaptation (21). However, the majority of healthcare per-
sonnel employed at these centers were not even aware
of the “communique on patient and personnel safety,”
and also not satisfied with the training provided on the
subject. It is therefore believed that education is insuf-
ficient at these centers. Nevertheless, the first step in
studies on health protection is the dissemination of in-
formation (6). Accordingly, the importance of improv-
ing the awareness and quality of staff through in-service
training is emphasized (15, 22-24). Additionally, a study
conducted on occupational health and safety states the
need for providing training on subjects such as the en-
lightenment of health personnel about defined risks and
dangers, prevention and mitigation of exposure to and
preparation for emergencies, use of personal protective
equipment, notification of accidents and injuries, and so
on (10). The same study points to the importance of medi-
cal examinations before starting to work and periodically
while working, providing immunization, sufficient and
balanced nutrition, and the need to treat injured or sick
health personnel. Conducting inspections regarding in-
fectious diseases and enlightenment of personnel, man-
agement, labor unions, and registry issues, health screen-
ing and research results were also emphasized in the
same study (10). The findings of our study indicated that
health screening and registry systems were insufficient.

Another matter of complaint was the deficiency in the
number of nurses. A study on nursing homes also found
that staffing levels for registered nurses and nurse’s aides
were associated with injury rates (25). Another study con-
ducted at community health centers stated that work-
loads increased at community health centers as a result
of the multiple duties performed with a limited number
of personnel (4). Workload intensity, at the same time,
causes diseases such as musculoskeletal disorders and
certain psychological problems (19). Other healthcare
personnel, on the other hand, complained of the use of
unqualified/hazardous cleaning materials that contain
chemicals since these may be responsible for causing
diseases such as asthma or allergic dermatitis (24, 26).
The procurement therefore of non-hazardous cleaning
materials may prevent such complaints or diseases. In-
sufficient protective and supportive activities related to
occupational health and safety may result in increased
complaints in institutions and the occurrence of injuries,
accidents and diseases (23).

According to the findings of the present study, all health
personnel, albeit rarely, were exposed to violence from
patients and their relatives. In addition, nurses reported
experiencing injuries due to soft tissue trauma. The situ-
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ation was the same for occupational diseases. However,
digestive system diseases such as ulcers and colitis were
the primary occupational diseases experienced by nurses
and physicians whereas other health personnel com-
plained more about muscle-joint diseases such as disk
hernias. Results of some international and national stud-
ies also supported the findings of this study. These stud-
iesreported that verbal and physical violence (26-32), soft
tissue trauma based on sharp/piercing tools, injuries,
and infections associated with chemical and biological
solid and liquid matter contamination (6, 11, 33-36), and
complaints related to muscle-joint pains were observed,
in particular (2, 6, 26, 37). In addition, musculoskeletal
injuries in the healthcare setting may result from oc-
currences outside of patient’s control, such as assaults,
slipping, tripping (2, 38). However, it was stated that the
visibility rate of some infections like HIV was lower at
these centers (11, 39). Another study also determined typi-
cal occupational accidents at 12 levels, besides violence;
8 of these levels were related to piercing-cutting materi-
als and biological fluids whereas the other 3 levels were
related to socioenvironmental factors such as electric
fences, dogs, horses, and poisonous animals encountered
during home visits, while one was related to physical
characteristics like the small scale of family health cen-
ters (11). All of these studies show that the health of medi-
cal staff is under threat and activities directed toward
occupational safety in these centers remain insufficient.

In conclusion, health personnel working at commu-
nity and family health centers, particularly nurses, have
found insufficient the protective and supportive activi-
ties or applications related to occupational safety pro-
vided by their institutions. These insufficient activities
or applications had primarily been defined for the fol-
lowing areas: the lack of informative and educational
meetings; health screening and registry systems; spe-
cific areas that needed to be inspected periodically; non-
compliance with protective directions, rules or policies;
and non-compliance with regulations. However, occu-
pational diseases of the digestive system and musculo-
skeletal system, occupational injuries such as soft-tissue
trauma, and violence are observed due to insufficient
occupational safety. Therefore, activities concerning oc-
cupational safety must be accelerated in order to meet
regulations related to this subject and the requirements
specific to these centers, protect the healthy workforce
from avoidable health problems in their jobs, increase
work performance, reduce the number of absence days,
and not to victimize the personnel and his or her family.
Moreover, some procedures such as health screening and
examinations, establishment of registry systems, as well
as the frequency of occupational accidents and diseases
must be periodically monitored and controlled through
mechanisms established within the scope of the ministry
and local health authorities. Finally, security personnel
should be hired to avoid cases of violence that may occur
at these centers.
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