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ABSTRACT
The purpose of this study was to determine the level of organisational psychosocial
safety climate (PSC) among Oil Marketing Companies (OMCs) and their fuel
service stations (FSSs) in Accra, explore the paths through which PSC predicts
health and safety (H&S) of the attendants and the extent to which job resources
(JR) and PSC mediate the effect of job demands (JD) on H&S of the attendants.
The survey involved four purposively sample OMCs (Allied Oil, Goil, Shell and
Total Petroleum) and 876 conveniently sampled attendants from these companies.
An instrument derived from three pre-existing ones was used for data collection.
The questionnaire yielded composite reliability between 0.91 and 0.95. Tools for
the data analysis included One-way ANOVA, factorial MANOVA and SEM-PLS.
The results revealed a general high risk (36.08) perceived PSC, with forecourt
attendants having significantly higher risk perception (M = 34.98, SD = 12.47) than
lube bay (M = 37.61, SD = 13.20). Also, ANOVA indicates a significant difference
H&S status among the attendants by their OMCS, F (3, 872), 6.14, p = 0.01, Shell
attendants (M = 18.15, SD = 5.77) reported poorer status than those at Allied (M =
19.79, SD = 5.81), GOIL (M = 20.36, SD = 5.97), and Total (M = 20.34, SD =
5.57). Further, PSC significantly and directly and indirectly, via the path of JR,
predict H&S. PSC and JR are also partial mediators of the effect of JD on H&S of
the attendants. Fuel station environment is posing a serious H&S threat to the total
well-being attendants. Management needs to provide a strong safety leadership in
all matters concerning the H&S of the attendants. The supervisors are also
encouraged to increase their support for the attendants. A longitudinal study
exploring changes in H&S of the attendants as PSC, JD and JR change over time is

needed.
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CHAPTER ONE
INTRODUCTION
Background to the Study

Work is often associated with various hazards and risks that have the
potential of causing harm to employees and property (Ana, & Sridhar, 2009).
These harms have health and safety, economic and social effects (Clarke, 2010;
Lanciano, & Zammuner, 2014). For this reason, the existence of occupational
health and safety (OHS) aims at providing protection for workers. Further,
worksite or OHS aimed at promotion and prevention of accidents caused by the
unsafe worker behaviour and/or work environment. Besides, it is supposed to
create a safe working environment that eliminates or significantly reduces
identifiable inherent hazards, to protect the workers (Ostiguy, Roberge, Woods,
& Soucy, 2010).

Over two million workers die worldwide each year from work-related
diseases and accidents (Kanten, 2012). Additional 100 million estimated
occupational injuries occur worldwide each year (Chau et al., 2008). However,
the number of research conducted on health and safety is limited. For instance, in
the last two decades less than 1% of organisational researches have focused on
OHS issues (Mullen, 2004). But, most of these studies were conducted in
developed nations (Dollard et al., 2012ab; Sadullah, & Kanten, 2009), where
OHS policies have been formulated and effective implementations are ongoing
(Clarke, 2010). Yet, most of these recent studies focused much on individuals’

behaviours, rather than organisational factors. The above records give a cause for



concern, considering the health, social and economic consequences associated
with poor OHS issues. The social and economic costs as a result of workplace
accidents call that researchers critically study and understand better the events
antecedents to work-related injuries as well as the organisational factors that
affect an individual’s safety and well-being (Mullen, 2004).

Job schedule such as working on shift bases is one factor that affects the
health and safety of many workers. For example, safety is compromised for shift
workers during the night (Bergh, Shahriari, & Kines, 2013). To illustrate this,
Bergh and colleagues recorded among a large Swedish workers that shift workers
at two different plants had significantly lower scores on all safety climate scales
compared to daytime workers. In addition, shift workers had higher risk of
exposure to dangers and experience the most injury events. Furthermore, Huang,
Chen, DeArmond, Cigularov and Chen (2007) also revealed that a major accident
like Three Mile Island, Chernobyl and Exxon Valdez, which killed hundreds of
workers, occured at night and as such resulted of human error. Unfavourable work
schedules like running shifts cause many ill health conditions including unstable
psychological and emotional states (Marchand, 2007).

Previous research indicates that the experience of mental health concerns
in the workplace differs according to industry, occupation and/or employment
level. For instance, wholesale trade and transportation industries have been
identified as industries at higher risk of poorer mental health than the average
working population (Weiclaw, Agerbo, Mortensen, & Bonde, 2005). This is
attributable to several night shift in these inductries (Marchand, 2007). Among
these kind of workers, there is a lower level of safety climate perception compared

to others without such experiences (Wu, Liu, & Lu, 2007). Besides, night work



deprives workers from quality sleep which is associated with psychological
health problems (Occupational Safety and Health Administration, 2009).
Problems including fire outbreaks, armed robbery attacks and customer abuse are
also frequent in those industries (Ansah, & Mintah, 2012).

Traditionally, occupational safety research focused on identifying
individual attributes such as personality traits, attitudes, and behaviours that are
associated with accident proneness (Neal, & Griffin, 2006). In some cases, it
concentrated on physical work environment and machinery effects in exposure,
injury and other ill health state of the workers (Wills, Watson, & Biggs, 2009).
This traditional paradigm is changing. Organisational climate is now identified as
a mojor factor influencing the worker health and safety of many workers (Dollard
et al., 2012a; Garcia-Herrero, Mariscal, Garcia-Rodriguez, & Ritzel, 2012). As
an organisational factor, safety climate is commonly cited as a determinant of
accident and injury occurrence (Yueng-Hsiang, Ho, Smith, & Chen, 2006), safety
behaviour (Ansah, & Mintah, 2012; Clarke, 2010) and employee well-being
(Dollard, Skinner, Tuckey, & Bailey, 2007; Kanten, 2013). However,
psychosocial safety climate (PSC) is identified as an organisational factor that is
driving the current research focus (Dollard, & Bakker, 2010; Dollard et al.,
2012a). Thus, poor PSC provides the origin of the underlying causes of work
stress and can lead to poor worker health and safety of workers (Abd Radzaz, &
Bahari, 2013). PSC promises to be an effective organisational factor in
determining worker health, safety and well-being (Bakker, & Demerouti, 2007;
Dollard et al., 2012b), though, there is limited available research evidence to that

effect.



Nevertheless, PSC draws relationships among organisational safety
climate, worker psychological health, safety and well-being (Dollard, & Bakker,
2010; Dollard et al., 2012a). It has become an effective path for promoting worker
health, safety and well-being (Law, Dollard, Tuckey, & Dormann, 2011). PSC is
largely determined by organisational management which relates to specific
organisational climate that influences the psychological health, safety and well-
being of the workers. PSC is latent to psychosocial risk factors that pose
psychological and physical strains that influence the health of the workers
(Dollard, et al., 2012b; lavicoli et al., 2014). Thus, PSC becomes a macro-level
resource and safety signal for workers (Hall, Dollard, Winefield, Dormann, &
Bakker, 2013).

Developing a robust organisational PSC safeguards the effects of
workplace psychosocial hazards and builds environments conducive for worker
psychological health and positive organisational safety behaviours (Dollard et al.,
2012ab; Hall et al., 2013). According to Dollard and Neser (2013) high level of
PSC can leads to improve worker health and safety, social and economic growth,
in terms of national gross domestic products (GDP). PSC comprises management
commitment, priority, participation and communication in safety matters
affecting the workforce (Dollard, & Bakker, 2010; Law et al., 2011). Therefore,
in small, medium and multinational organisations, senior management including
safety committees or unions are relevant to promoting PSC (McTernan, Dollard,
& LaMontagne, 2013). In this case, such management activities should aim at
providing a conducive work environment for workers to build a positive safety

culture or climate that serves the good of all workers (Dollard, & Neser, 2013).



Safety climate is a shared perception of workgroup members about
management and workgroup safety related policies, procedures and practices
(Lehmann, Haight, & Michael, 2009; Veltri, Pagell, Behm, & Das, 2007). But
PSC is a more comprehensive concept that refers to an organisation’s true
priorities for the protection of worker psychological health, safety and well-being
(Dollard et al., 2012ab; Hall et al., 2013). Hence, PSC relates to organisation’s
‘true’ priorities given to policies, practices and procedures for the promotion and
protection of health and safety of the workers (Dollard, & Bakker, 2010; Dollard
et al., 2007). Further, it reflects management support for, and commitment to
workplace health and safety. It manifects in organisational safety culture (Okoye,
& Aderibigbe, 2014), which is a set of beliefs, norms, attitudes and social
technical practices. The aim is minimizing the exposure of individual workers to
conditions considered dangerous or injurious within and beyond the organisation
(Okoye, & Okolie, 2013).

Organisational health and safety policies are the basis for providing
workers with protective measures such as personal protective equipment [PPE]
(Rickie, & Sieber, 2010). Such policies result in the formulation of and
effectiveness of safety committee (Parker et al., 2009). The operationalization of
such policies may result to effective bottom up safety communication (Lehmann
et al., 2009). For instance, workers who perceived their management to have
emphasized their well-being, and promote good human relations over
productivity are more likely to report higher levels of safety climate and fewer
incidents (Colley, Lincolne, & Neal, 2013). On the other hand, lack of attention
to safety by senior management personnel significantly could relate to low

frequency of reporting dangerous work procedures (Oltedal, & McArthur 2011).



Hence, appropriate OHS is required to effectively preserve, promote and protect
the well-being of workers in all industries. More importantly, emphasis in
promoting worksite health and safety must be put on those industries such as fuel
and gas service stations that may pose high physical and psychological risks to
their workforce (Dollard, & Bakker, 2010).

Workers in the fuel service stations, for example, are continually being
exposed to various workplace hazards in the course of their duties. A recent study
by Ansah and Mintah (2012) in the Central and Western Regions of Ghana found
that fuel service station attendants (FSSAS) experienced various levels of hazards
including fire outbreaks, robbery at gunpoint, vehicular accidents, major oil
spillage, and customer abuses. Several similar incidences resulting in fuel
attendants’ deaths and grave injuries have been reported, including armed robbery
(Olaotse, 2010), fire (Ghana News Agency, 2011), and violent acts from
customers (Oduro, 2006). In another case recently, a fuel station disaster claimed
the lives of more than fifteen fuel station workers and over 200 other individuals
(Ghana News Agency, 2015). Moreover, workers in this industry are grappling
with job insecurity, lack of decision autonomy, high pressure for timely service
delivery, and very active interaction with customers of different behaviours
(Smit, De Beer, & Pienaar, 2016). It is further observed that workers in such
industries have ill health conditions like musculoskeletal disorders, injuries and
psychological health problems including stress, burnout, depression and
emotional exhaustion (Lanciano, & Zammuner, 2014).

Some work arrangements such as shift especially night and 24-hour shift
have been linked to high rate of accidents and poor workplace safety behaviours

(Okoye, & Aderibigbe, 2014). For instance, in the construction industry Okoye



and Aderibigbe found a significant disparity in the safety behaviours of casual
and permanent construction workers on sites in Nigeria. This disparity was due
to perceived difference in the level of management time at work, commitment to
safety, safety obligations in terms of workers involvement, safety education and
training. Unfortunately all these working arrangements are core job schedules in
fuel service station industry (Ansah, & Mintah, 2012; Olaotse, 2010). Besides,
most fuel attendants work 24-hours continuously dispensing fuel for more than a
typical 40-hour work week (Udonwa, Uko, Ikpeme, Ibanga, & Okon, 2009). In
addition, pump attendants relatively work under several compromising health
conditions such as working without the use of nose guards, and under the sun, in
the rain. They also work under adverse weather conditions because some of the
service stations do not have canopy roofing (Santiago et al., 2014). Besides, they
engage in refueling motor vehicles, cleaning vehicle windscreen, topping up
brake fluid and engine oil (Monney, Dramanni, Aruna, Tenkorang, & Osei-Poku,
2015). These job duties have great potentials of exposing them to adverse health
effects.

Fuel service attendants are also exposed constantly to volatile organic
compounds (VOCs) such as benzene, lead, ethyl benzene, nitrobenzene, 1, 3-
Butadiene, Ethylbenzene, n-Hexane, Toluene Xylene, majority of which are
carcinogenic (Udonwa et al., 2009). A recent study about the quality of petroleum
fuel imported and sole in some African countries (including Ghana) indicates that
in addition to high levels of benzene, the sulphur contents are between 2000 to
3000 per part millions (Gueniat, Harjono, Missbach, & Viredaz, 2016). This level
is more than 200% of the acceptable fuel quality, indicating that these young

energetic men and women are also at higher risk of cardio-respiratory illness



health couple with already existence of high rate of workplace injuries (Breslin
et al., 2008). However, since most occupational diseases manifest at later ages,
exposure of young workers to adverse workplace conditions is a great public
health concern (Gilbreath, & Karimi, 2012). Consequently, organisational
productivity should not be placed above the health and safety concerns of such
young workers (Winwood, Bowden, & Stevens, 2013).

Health and safety issues of workers are not only a product of management
efforts (Okoye, & Aderibigbe, 2014) but centered on the wokers’ safety practices
(Ansah, & Mintah, 2012). Safety work practices such as effective use of
appropriate PPE, observing operational procedures, offering assistance to other
workers and reporting hazards to management need to be judiciously observed by
every worker. Nevertheless, safety practices protect the workers first and
foremost before any other auxiliary factor gains that protection (Bjerkan, 2010).
According to Attfield et al. (2012), lack of self-protection contributes to the
increase in the levels of blood lead and benzene among the workers. Therefore,
appropriate workplace safety behaviour promotes the well-being of the workers
and other individuals associated with the work environment. Besides, safety
behaviours are facilitated by the attitude and safety behaviours of management
towards worker safety (Ansah, & Mintah, 2012; Dollard, & Bakker, 2010). This
suggests the reciprocal nature of wokers’ safety behaviour and management
safety practices to promoting employees’ health and safety state.

The 21st century workplace is becoming more complex and diverse (Adei,
& Kunfaa, 2007). This complexity challenges both managers and the employees
on day-to-day basis. Management would have to grapple with business

competition by introducing and/or improving technology. Perhaps, management



also has to compete with hiring and training new and existing workers and
meeting regulatory standards, including those of health and safety (Puplampu, &
Quartey, 2012). At the same time, employees may have difficulty with
understanding and operating new and/or improved technologies as well as going
through training to understand work processes and procedures. Besides, workers
have to meet service delivery deadlines, face and manage clients with different
characters and manage work-family conflicts (Duxbury, & Higgins, 2009). These
situations present health and safety challenges, especially to the workforce,
demanding that there be high level provision of psychosocial climate to facilitate
institution of measures that would mitigate adverse health effects of work on
workers (Dollard et al., 2012a).

The organisational safety climate literature has identified and is making a
strong case for the PSC as the ‘true factor’ affecting health, safety and well-being
of workers (Dollard, & Bakker, 2010; Law et al., 2011). PSC is an organisational
management practice that involves management commitment and priority to
health and safety, and senior management communication and participation in
workplace safety. Accordingly, PSC runs front to and moderates the effects of
job demands and job resources (supervisor support, co-worker support) in a
typical organistional and worker group (Dollard, & McTernan, 2011; Hall,
Dollard, & Coward, 2010). Furthermore, improving organisational PSC provides
a buffer for work outcomes and worker health and safety. Besides, PSC influences
work outcomes and worker health either directly or indirectly through the paths
of job demand and job resources (Dollard, & Bakker, 2010). Thus, an
organisation’s true priorities for the protection its workers’ psychological health,

safety and well-being are largely reflected through enacted organisational



policies, practices and procedures in relation to health and safety (Dollard et al.,
2012ab; Hall et al., 2013).

PSC is of health, moral and economic relevance to all stakeholders in the
world of work (Clarke, 2008; Dollard et al., 2012a). Corporate safety climate
describes shared values within an organisation and influences its members’
attitudes, values and beliefs with respect to health and safety matters (Dollard, &
Bakker, 2010). This shared perception is acknowledged as a strong force
influencing workplace safety behaviour, accident occurrence, injury rate,
workers’ health and well-being (Dollard et al., 2012b; Wills et al., 2009). As a
shared perception of employees, safety climate can be viewed as a snapshot of
the prevailing state of safety in the organisation at a discrete point in time (Yueng-
Hsiang et al., 2006). In line with this evidence, Lehmann et al. (2009) contend
that the presence of a strong safety climate, such as open safety communication
and strong leadership skills, produce the desire safe work behaviour necessary for
the well-being among workers. There is also evidence that organisations with
strong safety attitudes with management support for safety record low turn-over
rate, low absenteeism and presenteeism, lower hospital expenses and worker
compensation claims (Veltri et al., 2007). Additionally, strong organisational
safety climate promotes increase in co-operation, worker confidence,
productivity and corporate image of the organisation (Chau et al., 2008; Clarke,
2008).

An important mover of health and safety in every organisation is an
explicit leader commitment to safety (Clarke, 2010; Dollard, & Bakker, 2010).
Organisational safety climate components may include a focus on system

improvement instead of blaming individual workers for mistakes, reporting

10



accidents and near misses, learning from errors and infrequent unsafe acts
(Dollard et al., 2012ab). Defective safety climate has also been highlighted as one
of the organisational causes of accidents. For example, an accident involving the
space shuttle Columbia has been cited as evidence of high profile management
compromise of safety issues (Thomas, Sexton, Neilands, Frankel, & Helmreich,
2005). Therefore, organisational safety perception is thus seen as an antecedent
and “cause of cause” (p. 2) to worker safety and general workplace well-being
(Dollard et al., 2012b).

The perception of safety among the workforce proved to be a precursor to
employees’ attitude towards safety (Kanten, 2013) that translates either to
demonstrating health protecting or compromising behaviours (Abd Radzaz, &
Bahari, 2013). Positive association between safety climate perception and
healthcare worker compliance with safety regulations has been found. A worksite
safety policy (Akpan, 2011), which a core element of PSC, promotes effective
safety behaviours among workers that also safeguard their health, safety and well-
being (Tsung-Chih, Chi-Wei, & Mu-Chen, 2007). Moreover, Ansah and Mintah
(2012) recently documented that there is a positive high relationship between
management safety practices and safety behaviours among fuel service station
attendants. They observed a positive correlation between high management safety
practices and positive safety behaviours among forecourt attendants at Central
and Western regions of Ghana. This empirical evidence emphasizes the
importance of organisational management in the promotion of the well-being of
the worker (Dollard et al., 2012a).

Generally, unsafe work environments and worker behaviours are

considered to be some key factors responsible for occupational accidents

11



(Sadullah, & Kanten, 2009). This classification acknowledges that the promotion
of workers’ health and safety places relatively equal responsibilities on both the
employer and the employees (Clarke, 2008). Perception of organisational safety
climate is also a critical determinant of an individual’s behaviour in the
workplace. Further, such perception mediates the relationships between objective
characteristics of the work environment and the individual’s response to this same
environment. Besides, protective physical working environment is a significant
determinant of safety performance, which promotes worker health and well-being
(Bjerkan, 2010). Therefore, work safety requires that safe working conditions be
provided to reduce risks significantly, especially for workers, such as the young
and physically disabled individuals, who are deemed less fit for their jobs. This
is because the aim of workplace health and safety is creating conducive working
conditions, capabilities and habits that enable the workers and the organisation to
carry out their work efficiently to avoid harm (Garcia-Herrero et al., 2012). In
this case, the attainment of such a health protecting work environment and the
workers’ health and safety rest predominantly on the organisation’s PSC
(Dollard, & Bakker, 2010; Dollard et al., 2012ab).
Statement of the Problem

Issues of workplace health and safety practices have received little
research attention in the developing world to date (Alli, 2008). As a result, OHS
has continued to remain outside mainstream organisational and management
research. Most countries and industries scarcely recognise OHS practices as
crucial determinants of organisational success and national development. Hence,
mainstreaming OHS into institutions and national agenda must become an

important consideration not only for the organisations in heavily industrialised

12



countries but also for those in the developing world (Katsoulakos, & Katsoulacos,
2007). The worst of it is that only a small number of the world’s workforce has
access to occupational health services for prevention and control of diseases and
injuries caused or aggravated by work (WHO, 2013). But the challenges of
availability and access to these occupational health services is even more in the
developing countries (Clarke, 2010).

Apart from little research attention given to OHS issues in general, most
African countries are struggling with OHS practices at industry and government
set ups (Regional Committee for Africa Report, 2004). However, it is recorded in
up-and-coming industrial nations that lack of OHS infrastructure, untrained and
inadequate OHS professionals, lack of proper monitoring and surveillance for
OHS diseases and injuries are key issues hindering the promotion of the health
and safety of their workforce (Ministry of Health, 2012). This is an indication that
workers in the developing nations including Ghana may be working in
occupational environments that are injurious to their psycho-physiological health
and well-being. Moreover, these developing nations record the highest and the
most severe work-related accidents resulting in injuries, diseases and deaths
(WHO, 2013). In recent times, exposure to psychosocial risk factors in work
environments has also been strongly linked to mental health and well-being of
workers (Fernandes, & Pereira, 2016). Therefore, working environments in such
nations need more worker friendly interventions in the promotion of
organisational PSC (Dollard et al., 2012b). These acts are believed to increase
worker health and safety protection and promotion of the general workplace

health and safety (Dollard, & Bakker, 2010).
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PSC is an indicator of psychosocial hazards, psychological health
problems and work engagement (Law et al., 2011). Positive PSC has a link with
improved safety behaviour, well-being, general psychological health and safety
(Dollard, & Bakker, 2010). PSC reveals the importance organisational leaders
place on the psychological health of their employees. It comprises dimensions
such as senior management commitment and support for stress prevention, and
priority given to psychological health versus productivity goals. It further stresses
the reciprocal communication concerning psychological safety and involvement
of senior managers and workers toward psychological health and safety
procedures (Dollard et al., 2012b). Such determinant of safety climate like safety
management practice, is an antecedent to safety behaviour, worker safety
orientation (Ansah, & Mintah, 2012) and psychological well-being (Law et al.,
2011). For example, better perceptions of workplace safety climate is positively
related to lower patients’ safety indicators (Singer, Lin, Falwell, Gaba, & Bakker,
2009), self-reported injury rate (Clarke, 2010) and safety behaviours among fuel
attendants (Ansah, & Mintah, 2012).

Ghana’s discovery of oil in commercial quantity has brought about the
proliferation and setting up of fuel service stations all over the country expecially
in big cities like Accra, Tema, Kumasi and Takoradi (Ansah, & Mintah, 2012).
This development has also brought about the increase in the number of
employment in the sector. Such an increase in the rate of employment could result
in the rise of physical and psychological work demands and their associated
psychosocial health, safety and well-being challenges (Dollard, & Bakker, 2010).
Statistical evidence from industry health and safety outcomes indicate that

wholesale and retail trades (where fuel attendants and shop attendants belong)
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have highest and third highest poor scores of 1.8 and 1.4 injury rate, respectively.
Unfavorable physical and psychological demands of work result into
occupational diseases, accidents, injuries and near misses (Winwood et al., 2013).
These adverse effects increase the economic costs on the employees and
employers (Tappura, Sievanen, Heikkla, Jussila, & Nenonen, 2014).

There are rampant fuel service station disasters in Ghana. These accidents
are claiming the lives of the attendants and leaving many of other workers and
customers severely injured (Ghana News Agency, 2015). For example, the June
3rd 2015 “twin disaster” climed about 159 lives including all the fuel attendants
on duty. The remote cause of this was fuel tank leakage, which occurs in most
fuel stations during delivery or the discharge of fuel into underground tank. To
protect lives, the interim report recommended standardised training, certification
and licensing of filling station attendants (Smith-Asante, 2016). This is an
indication of the realization and acknowledgement of the hazards at the fuel
stations and attempts to ameliorate that without research component. Besides, the
fuels sold by these attendants contain high amount of sulphur (3000 ppm) and
other VOCs that have acute and/or chronic debilitating effects on the health of
these workers (Attfield et al., 2012; Gueniat et al., 2016). Therefore, the
protection of these categories of workers is of greater concern now than ever.
Perhaps, the first and the best approach towards this occupational health and
safety challenges is research that facilitates the understanding of the
interrelationships among related factors. The aim would be to develop and
promote high levels of workplace safety climate in which the workers feel safe

and protected (Avram, lonescu, & Mincu, 2015).

15



Building of PSC lies with organisational senior management in every
workplace (Dollard, & Bakker, 2010). PSC is mutually beneficial for all
stakeholders to monitor, address and evaluate within organisations, and across
each industry sector (Dollard, Shimazu, Nordin, Brough, & Tuckey, 2014) and
country with differing cultures (Singer et al., 2009). Studies testing PSC in
Western developed countries (Dollard et al., 2012ab) and few Eastern Asia
countries have given evidence that PSC is an organisational factor (Idris, Dollard,
& Winefield, 2011). It is this factor that promotes worker psychological health,
safety and well-being (Law et al., 2011). However, very few research have tested
the theory of PSC (McLinton, Dollard, Tuckey, & Bailey, 2014; Abd Radzaz, &
Bahari, 2013). Even these studies are focusing predominantly on psychological
health (Yulita, Idris, Dollard, 2016) neglecting OHS or physical health of the
workers. Furthermore, in sub-Saharan African there is no available research
evidence showing how the theory and its related constructs have been tested
empirically in any organisation or population segment including fuel service
stations attendants.

More importantly, only two studies have attempted to give some
understanding into health and safety of FSSAs in Ghana (Ansah, & Mintah, 2012;
Monney et al., 2015). The first ever study in Ghana by Ansah and Mintah
investigated the safety measures of the OMCs as they relate to the safety
behaviours of the attendants. They found very low provision of measures like
PPE by the companies. These authors concluded that availability of adequate
safety measures is important to increase safety behaviours among the attendants.
The second study by Monney et al. explored health and safety standards,

occupational hazards and health problems among attendants. Monney and
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colleagues concluded that attendants are predisposed to “dire health risks due to
their working conditions and require urgent measures” (p. 139) that protect them.
Though, a good attempt, these two studies concentrated on attendants in Central
and Western regions and Kumasi in Ashanti region. Thus, skewing the results and
conclusions which could not cover or represent the vast majority of attendants
and their companies in Ghana. Moreover, these studies failed to address the
fundamental issues, such as PSC (Dollard, & Bakker, 2010; McLinton et al.,
2014), confronting workplace health and safety in the developing nations in
comtemporary times. In furtherance, WHO’s Global Plan of Action (GPA) for
workers’ health (WHO, 2007) also stressed the need for workplace research
evidence. Accordingly, such evidences are to support policy interventions,
programmes and projects that are geared towards protecting and advancing the
health and well-being of the worker (WHO, 2013). Besides, the Sustainable
Development Goal (SDG) eight advocates for the promotion of sustained,
inclusive and sustainable economic growth, full and productive employment and
decent work for all (Osborn, Cutter, & Ullah, 2015). Apparently, these
interventions towards decent work, health and safety and well-being of the
workers could only be achieved when driven by empirical research evidences.
Purpose of the Study

The purposes of this study were to: (1) explore the level of organisational
PSC among the Oil Marketing Companies (OMCs) at the fuel service stations
(FSSs) in Accra, (2) test the paths through which PSC predicts worker health and
safety of the fuel station attendants, and (3) determine the extent to which job
resources and PSC mediate the influence of job demands on health and safety of

the fuel service station attendants in Accra. The study futher hypothesised the
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significant interaction effects between category of OMC and FSSAs on the

perceived PSC levels and worker health and safety of attendants and that PSC,

job demands and job resources would predict worker health and safety of FSSAs
in Accra, Ghana.

Research Questions

The following research questions guided the study:

1. What is the level of PSC at OMCs and FSSs in Accra, Ghana?

2. What differences in PSC exist among departments of FSSAs in Accra,
Ghana?

3. What differences exist in health and safety status of FSSAs from different
OMCs in Accra, Ghana?

4. What interaction effects exist among categories of OMCs and different
FSSAs on PSC levels and worker health and safety of attendants in Accra,
Ghana?

5. To what extent do PSC, job demands and job resources predict worker health
and safety of FSSAs in Accra, Ghana?

6. To what extent do job resources and PSC mediate effect of job demands on
worker health and safety of FSSAs in Accra, Ghana?

Significance of the Study

Organisational psychosocial environment is recently identified as a major
factor in determining the psychological health, safety and well-being of workers.

This places much emphasis on organisational managers, than employees, to be

responsible for “all” workplace conditions necessary for worker well-being and

safety. Therefore, the findings of this study can assist employers, workers,

workers’ unions and their representatives, practitioners and policy makers in the

18



development of policy to reduce work stress and related injuries. This may
improve work relationships between workers, their employers and other clients.
Improvement in such relationships is likely to result to improve confidence of
clients in FSSAs. And that promotes worker health, safety and well-being,
improves productivity, cooperate image and overall business for the organisation
(Hafner, van Stolk, Saunders, Krapels, & Baruch, 2015).

OHS is at an infant stage in most African nations, with Ghana at
gestational stage. For example, Ghana as of now has no comprehensive OHS
policy (Clarke, 2010). The findings of this study can be a reference point for
advocating for a national comprehensive health and safety policy that advance
the health, safety and well-being of the Ghanaian worker. The findings could also
serve as reference material for developing and implementing both national and
organisational health and safety policies for the Ghana’s downstream oil industry.
In the future, it can also be used to evaluate current and future worker injury
prevention and intervention strategies or organisational worksite health
promotion interventions.

There is limited literature exploring the theory of PSC and its closely
related constructs. Also, there is yet no available literature on PSC from any
nation in Africa. Hence, this study is likely to produce a psychometric data based
on participants in Ghana and specifically for the fuel service station sector. This
instrument will be useful for researchers in the field of OHS. It will also be
essential for monitoring and diagnosis of PSC at fuel service station industry and

other analogous industries in Ghana and other African nations.
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Delimitation of the Study

The study was delimited to using descriptive survey design to explore the
relationships among PSC, job demands, job resources, and worker health and
safety. It was further delimited to using only a survey instrument (questionnaire)
for data collection. Thus, the study was delimited in exploring the concept of PSC
and health and safety of the workers working in Accra. In addition, only means,
One-Way ANOVA, MANOVA and structural equation model with partial least
squared were statistical tools used for the data analysis.

The study was further delimited to surveying attendants working in OMCs
in Accra, the capital city of Ghana. The population of OMCs includes Total Qil
Company, Shell Ghana Limited, Ghana Oil Limited (GOIL) and Allied Oil
Company. Moreover, only attendants working one year or above and were present
at their service stations during the data collection took part in the study.
Attendants involved in this included forecourt attendants, shop attendants or
shopkeepers and mechanics. Besides, background data included in the research
are age, sex, work experience and educational attainment.

Limitations of the Study

| envisage that the results, findings and conclusions drawn from this study
cannot be deemed to be the ‘“absolute true” of PSC. In effect, making
generalization based on the results of this study will be a limitation. This is
because few purposively selected OMCs were part of the study. Thus, attendants
from these OMCs may not be the true representations of the companies and their
fuel service station attendants in Accra. Moreover, only those attendants in Accra
took part and that these could not represent the characteristics and perception of

those of the entire nation.
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Definition of Terms

Forecourt: An open space either with or without roof where the sale of fuels such
as petrol, diesel, kerosene and other products take place at the fuel stations
(GOIL, 2010; Shell Australia, 2007).

Fuel Service Station Attendants: Includes all workers who sell petrol, diesel,
kerosene, work (repair) on the vehicles at the fuel filling stations and those
that sell items such as dresses, alcoholic beverages, and other household
appliance in the shops (GOIL, 2010).

Fuel Filling Stations/Filling Stations/Service Stations/Petrol Stations/Fuel
Service Stations: Established fuel dispensing stations where petrol,
diesel, kerosene and various engine oils are sold to the public. Such
stations also have convenience shops and lube bays where vehicles are
repaired (GOIL, 2010; Shell Australia, 2007).

Hazards: A situation, condition or environment which has a potential to cause
harm, damage, human injury or ill health or combination of these (Shell
Australia, 2007).

Lube Bay Attendants/Mechanics: Are the fuel station workers who normally
work or repair vehicles or wash cars.

PPE: All equipment (including clothing affording protection against the weather)
which are intended to be worn at work and which protect workers against
one or more risks to health or safety, e.g. safety helmets, gloves, eye
protection, safety footwear and safety harnesses (Chilcott, 2007; Shell

Australia, 2007).
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Presenteeism: This is being at work despite poor or compromised health and
performing below working capacity (Brown, Gilson, Burton, & Brown,
2011).

Psychosocial Safety Climate/Safety Climate: Includes ‘policies, practices and
procedures for the protection of worker psychological health, safety and
well-being. It reflects senior management priority, commitment,
participation and consultation in relation to stress prevention about the
value of worker health and safety (Dollard, & Bakker, 2010). It is
measured through the perceptions of the workers (Dollard et al., 2012ab).

Pump/Forecourt Attendants: Are the fuel station workers who normally sell at
the forecourt.

Risk: The probability of occurrences of a hazardous event or exposure and the
severity of injury or ill health that can be caused by event or exposure
(Chilcott, 2007).

Shop Attendants: Fuel station workers who normally sell at the grocery stores
or bars.

Supervisor: A person who helps the station manager and other station workers
in the discharge of their duties. He or she also liaises between the manager
and other workers (GOIL, 2010; Olaotse, 2010).

Workplace Accidents: They include accidents, assaults and abuses related
incidents and illnesses resulting from work related stress (Sullivan,
Seymour, McDermott, Hrymak, & Pérezgonzalez, 2007).

Organisation of the Study
This study is organised under five separate chapters, one, two, three, four

and five. Chapter one laid the background for the study, provided the problem
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statement, purposes of the study, research question and hypotheses. It further,
explained the significance of the study, delimitation and limitations and the
definition of terms. The review of related literature is captured under chapter two.
It took a critical look at the concept of occupational health and safety, prevalence
of occupational health and safety problems, occupational health and safety
response, overview of Ghana’s downstream oil sector, some theories of
occupational health and safety promotion, theoretical model PSC, the main theory
underpinning this research. Besides, the chapter two literature has been reviewed
on job demands, job resources and health and safety, interactions among PSC,
job demands and job resources, factors affecting PSC and worker health and
safety, conceptual framework and concluded with the summary. The plan for this
research is provided under chapter three. This chapter involved the design,
including the philosophical approach underpinning the study, population and
sample descriptions, data collection instrument with its validity and reliability
indices, data collection procedures and ended with statements about how data
analyses were carry out. Meanwhile, as chapter four presented the results of the
analyses and the discussions thereof, chapter five covered summary, the main

findings, conclusions and recommendations.
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CHAPTER TWO

REVIEW OF RELATED LITERATURE

The purposes of this study were to: (1) explore the level of organisational
PSC among the OMCs at the fuel service stations in Accra, (2) test the paths
through which PSC predicts worker health and safety of the fuel station
attendants, and (3) determine the extent to which job resources and PSC mediate
the influence of job demands on health and safety of the fuel service station
attendants in Accra. The study futher hypothesised the significant interaction
effects between category of OMC and FSSAs on the perceived PSC levels and
worker health and safety of attendants and that PSC, job demands and job
resources would predict worker health and safety of FSSAs in Accra, Ghana.This
chapter presents a review of related literature that guides the study. The review
of related literature is organised under the following headings:
1. Concept of Occupational Health and Safety
2. Prevalence of Occupational Health Safety Problems
3. Occupational Health and Safety Responses
4. Overview of Ghana’s Down Stream Oil Sector
5. Theories of Occupational Health and Safety Promotion
6. Theoretical Model of PSC
7. Interactions among PSC, Job Demands and Job Resources
8. Factors Affecting PSC and Worker Health and Safety

9. Conceptual Framework
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10. Summary
Concept of Occupational Health and Safety

Historically, the importance of worker health and safety has been
acknowledged and documented early in the mid 1500 century (Jensen, 2005).
Hownver, the issues of the health and safety of workers became more pronounced
during the industrial revolution. This period witnessed an upsurge in the demand
for and number of people employed in the vaious industries (Asogwa, 2000). In
addition, the industrial revolution has led to the introduction of many labour
saving devices and different working methods. During this era, it is oberseved
that workers were negligent and inexperienced in the use of working equipment.
The era further broght about high work load on workers. However, due to the
little or no experience in the use of these tools or devices, the workforce
experienced a high rate of occupational accidents, injuries, illnesses and deaths.
According to Jensen (2005), many workers worked under pressure to meet
demands and satisfy employers. The increase in the rates of occupational
incidences and accidents necessitated the attention to health and safety including
worker safety behaviour (Zohar, & Luria, 2003).

There are hazards inherent in every work done by humankind. The
hazards associated with work and workplace had been recognised over ages
(Comaru, & Werna, 2013). Various hazards have a probability of causing
accidents, injuries, near misses and/or diseases to the worker and workplace
associates (Ana, & Sridhar, 2009). Moreover, hazards occur as a result of worker
behaviours associated with work processes, work procedures or compliance with
workplace policies or regulations (Gorman et al., 2013). Besides, work

environments such as unguarded machinery, poor housekeeping, exposure to
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harmful chemical compounds, poor lighting and ventilations pose various degrees
of risk that can bring hazards to the worker (Clarke, 2010). These OHS problems
do not only affect the worker, and their families; they also affect the company
and the general society (Gahan, Sievewright, & Evans, 2014). Therefore, the need
for worker protection becomes more a corporate social responsibility rather than
an individual worker health protection issue.

According to WHO (2007), OHS establishes basic levels of health
protection at all workplaces. The aim is to decrease inequalities in workers’ health
between and within countries and to strengthen the promotion of health at work.
Accordingly, OHS ensures access of all workers to preventive health services.
OHS further links occupational health to primary healthcare, and improves the
knowledge base for action on protecting the health and safety of the workers.
Furthermore, it promotes the health of workers and establishes linkage between
health and work. Hence, OHS aims at procedures and processes that enhance
positive workplace, as well as those that protect, preserve and promote the health,
safety and well-being of the workers both at and off work. It becomes central to
the total improvement of the working conditions for employees and any
individual or group of individuals associated with work and the work
environment (Alli, 2008; WHO, 2007).

OHS can also be described as a study of the interrelationships among
work, workplace and the workers, and how such interactions influence human
health, safety and well-being (IAPA, 2007). The field of OHS is vast and diverse.
It includes but not limited to occupational health and safety management,
ergonomics, health and safety risk assessment, occupational or industrial

psychology, occupational engineering, occupational or safety hygiene,
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occupational medicine, nursing and research (Dollard et al., 2012 abc; European
Commission, 2013). In its specific term, health is the state of optimal or improved
physical, psychological, emotional and environmental well-being of the worker.
Safety can also be explained as the practice of preventing situations or conditions
that inadvertently or by design, cause injury, ill health or death to humans in their
working environment. Perhaps, the health and safety of workers become an
inseparable entity that needs much more practical attention at the workplace and
from management (Kirsten, 2010). Therefore, intensive and comprehensive
safety programmes are needed to provide safe and conducive workplace for all
workers (Punnett et al., 2013), irrespective of gender, age, education or social
status.

OHS represents an important strategy that ensures the prove health, safety
and well-being of workers. It further improves the productivity goals of both large
and medium scale organisations (Songstad, Moland, Massay, & Blystad, 2012).
Besides, it makes healthy workers become better motivated, enjoy better job
satisfaction and contribute to yielding higher return on investment through
productivity and service develivery (Gilbreath, & Karimi, 2012; Seidler et al.,
2014). Therefore, OHS enhances the overall quality of life of workers, their
families, the organisation and the society and should be underestimated,
especially by employers and worker unions. In this regard, organisational senior
managers have both moral and legal responsibilities to deliberately institute
workable measures that protect the total health of each employee. On the other
hand, employees are morally obliged to protect their own health and safety by
complying with workplace safety rules and regulations including other measures

(Clarke, 2008).
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Occupational health and safety manifests in the safety measures that
organisational senior managers put in place to safeguard the well-being of
workers. Safety measures are deliberate practical actions taken by organisational
senior managers to protect, maintain and promote health, safety and well-being
of the workforce, both within and outside the work environment. Safety measures
are manifestations of management support and priority for, and commitment to
workers’ health and safety. These safety measures are based on organisational
participation and communication of safety (Dollard et al., 2012ab). They include
safety risk assessment and management, safety policy and enforcement, safety
training/education, provision of safety facilities and PPE (Rickie, & Sieber, 2010;
Zohar, & Luria, 2003). The provision of such safety measures is a preventive
strategy that employers use to safeguard physical and psychological health
workers (lavicoli, Cesana, Dollard, Leka, & Sauter, 2015).

In a typical organisation, safety measures may include instituting safety
policies, forming workplace safety committee, supervising and/or enforcing
compliance to these policies or regulations. In addition, providing for PPE and
training workers in safe work procedures, and providing medical care including
pre-employment medical screening and undertaking safety risk assessment and
management improve safety (Boustras, & Hadjimanolis, 2012). These safety
measures are interrelated. Thus, providing one safety measure (PPE) and
neglecting other (enforcement) still leaves workers exposed to workplace risks.
For instance, instituting safety policy or providing PPE without enforcing the
policy for compliance or supervising workers to wear the protective devices,
leaves much to be desired (Akpan, 2011). Also, the utilisation of PPE is important

as their provision for health and safety of workers. In addition, enforcing
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instituted policies without providing for other workplace safety measures such as
training in safety procedures and providing safety facilities, to a large extent,
demoralize and/or reduce safety behaviour of workers (Clarke, 2008;
Occupational Safety and Health Administration, 2010). Therefore, the provision
of safety measures should be comprehensive rather than fragmented.
Prevalence of Occupational Health and Safety Problems

Workers spend more than 60% of their waking hours at their various
workplaces (Tan et al., 2014; World Health Organisation/World Economic
Forum, 2008). Perhaps, work and work have environment become the most
important factors affecting the life and well-being of workers (Morken, &
Johansen, 2013). This is because there are inherent risks and hazards in every
work. These risks may manifest by creating health and safety problems including
injuries and diseases, some of which cause death, temporary or permanent
disabilities (Hamalainen, Takala, & Saarela, 2006). The risks and hazards
associated with work sometimes result in accidents, injuries that may lead to other
ill health conditions. Occupational accidents are workplace events that may cause
instantaneous injuries. Furthermore, occupational injuries are those damages to
any parts of the body as a result of an events in the work environment. Such events
may have either cause or contribute to the resulting condition or significantly
aggravate a pre-existing health and safety condition (United States Bureau of
Labor Statistics, Department of Labor, 2013). Some of these cases may be fatal
with others resulting in absenteeism, presenteeism or transfer to another job.
Others may be classified as near misses cases and not involve any lost days

(Galizzi, & Tempesti, 2015).
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Workplace accidents, injuries and ill health produce costs not only to the
worker, their families and the employer, but such costs affect the general society
(Dollard et al., 2012a; Gahan et al., 2014). Probably, the employer bears the least
of these costs. The results of Hassan et al.’s (2009) study confirmed this
observation. They discovered that between 2001 and 2002, Great Britain recorded
workplace accidents and work related-ill health to society as 20.0 to 31.8, to the
worker, 10.1 to 14.7, and to the employer, 3.9 to 7.8 billion pounds. Pathak (2008)
therefore, believes that, for share of workplace accident costs by employers, they
will be less motivated to adequately provide for the health, safety and well-being
of their workers. Hence, there is the need for all stakeholders in the world of
workplace health and safety to make concerted efforts for the promotion of health,
safety and well-being of the worker.

Efforts towards having national policy, regulations should influence
organisational or workplace health and safety policies and regulations. It should
further lead to creating a strong and active institution that implements these
policies and regulations. In addition, the policies need to translate into worksite
health and safety committee, effective management support for workplace health
and safety (Bond, Tuckey, & Dollard, 2010). In the same vien, it should aim at
increasing supervisor and co-worker support (Okoye, & Aderibigbe, 2014),
enforcement activities, safety training, provision of appropriate safety PPE and
devices (Dollard et al., 2014; Kanten, 2013). The effects of these are reduced near
mises, accidents, injuries, illness, dealths, low turnover rate and compensation
cliams, increase worker morale, productivity and financial returns (Becher,
Dollard, Asia Pacific Center for Work Health and Safety, WHO Collaborating

Center in Occupational Health & University of South Australia, 2016).
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Global levels of occupational death and injury statistics. International
Labour Organisation’s (ILO) on worker health and safety statistics reveal that
over 2.3 million workers die from about 300 million accidents globally each year
(ILO, 2017a). These are as a result of work-related accidents ending up in injuries
and diseases annually (Nenonen et al., 2014). Simply, a worker dies from work-
related accident or disease while 153 workers encounted a work-related accident
in each 15 seconds worldwide. Again, over 317 million accidents occur at
workplaces annually, many resulting to extended absence from work (ILO,
2017b).

The economic cost of these on the job deaths, injuries and diseases
according to the ILO (2017a) is estimated at 4% of the global GDP. Furthermore,
a study to explore the relationship between reported levels of work stress and
economic performance in 31 European economies indicated that, after controlling
for other determinants, worker health accounted for 13% of the variance in GDP
across the study countries (Dollard, & Neser, 2013). Workplace injuries alone
accounted for about 10% of the Global Burden of Disease (GBD) in 2013
(Haagsma et al., 2015). A more recent statistics also revealed about 973 million
people sustained injuries that warranted some type of health care and treatment
(Gahan et al., 2014) and that 4.8 million of the people died.

According to Nenonen et al. (2014), 3.2% of Singaporean’s GDP is
contributed to by work-related accidents. ILO estimates also noted that over 12
million men and women from developing countries become victims of
occupational accidents each year. Each year, 3.2% of European workers also
report various forms of accidents. That is, approximately 6.9 million workers get

involved in different kind of accidents at work (ILO, 2006). Additionally, about
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8.6% of the workers in Europe experience work-related health problems annually.
Thus, each year, not less than one out of ten European workers suffer accidents
at work (Van den Broek, De Greef, Van Der Heyden, Kuhl, & Schmitz-Felten,
2011). Other studies have estimated global annual work-related diseases and
accidents at two million (Kanten, 2012), with 100 million additional occupational
injury occurrence (Chau et al., 2008).

In Russia for example, about 190 people die each year due to working in
hazardous conditions, 15,000 are due to occupational accidents. Russian
workplace statistics revealed that 180,000 people are forced to early retirement
due to work-related accidents and diseases (ILO, 2005). Safety statistics from
Bangladesh also indicates that of 465 workers who lost their lives, 211 worked in
the formal sector while 254 were with the informal sectors. It further reveals that
out of 444 injured workers in 2014, 349 involved formal sector workers with 95
informal workers coming from different workplaces. These deaths and injuries
affected 847 male workers and 57 females (Bangladesh Occupational Safety,
Health and Environment Foundation, 2014). In effect, these statistics provide the
occupational health and safety professionals with international, regional, national,
industrial and population specific occupational death, injury, diseases and near
misses rates (Galizzi, & Tempesti, 2015).

There are varying degrees of occupational accidents resulting in many
deaths and injuries of workers all over the world. Available data indicated that
there were about 45, 550 accidents and cases of ill health resulting in more than
three days absence from work in 2004 (Nenonen et al., 2014). In 2005, over one
million injuries were sustained by workers in the United Kingdom (UK) from

which nearly 25,000 workers were forced to resign due to resulting injury or ill
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health. This results in about 40 million lost working days. Additional estimates
from Health and Safety Executive (2008) indicated that in 2006, 2,056 deaths
associated with mesothelioma occurred. Besides, work-related lung cancer killed
250 workers the same year in UK. Employers cannot continue to neglect the
health and safety of their most important resources if productivity and society will
have to develop (Kaynak, Toklu, Elci, & Toklu, 2016).

Workplace accidents, injuries and ill health situations produce high cost
to stakeholders and industries. The costs associated with occupational accidents
and ill health do not only affect the workers, and their employers (Sullivan et al.,
2007), but they also affect families and the society in general (Mossink, & De
Greef, 2002). Globally, workplace accidents cost employers between £3.3 billion
and £6.5 billion each year. Of the global accidental costs (GAC), between £910
million and £3710 million is accounted for by accidental damage to property and
equipment. Mottiar (2004) estimated that in 2002 alone, the overall cost of
accidents and ill health in the European Union was about €20 billion and
approximately €171 billion in the U.S. Moreover, in the financial year 2006/07,
£393 million was lost in the whole Britain civil service sector as a result of work-
related injury absences. This brings the cost per staff per year to about £887.66
million (RED Scientific Limited, 2007), a huge loss affecting the organisational
productivity and growth (Kaynak et al., 2016). Furthermore, recent health
expenditure data from US shows an increase over the years (Dieleman et al.,
2016). This data further reveals that between 1996 and 2013, $87.6 billion was
spent on low back and neck pains which accounted for the third highest healthcare
expenditure. More than 75% of the occurrence of these health conditions is

attributable to work settings (Martimo et al., 2007).
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Due to the extreme financial loss associated with workplace accidents, it
is difficult to convince employers and other decision makers of the financial
benefits of workplace accident prevention (Mossink, & De Greef, 2002). Mossink
and De Greef reasoned that the neglect may be due to the economic consequences
of accidents being difficult to calculate. This in most cases results in the
underestimation of the financial costs and losses associated with occupational
accidents and ill health. For example, the annual costs of Irish workplace
accidents and ill health has been estimated between €3.3 and €3.6 billion. Irish
industrial specific workplace accidents and ill health cost data also show that
construction, mine and quarries and agriculture and forestry lost €17,000, €8,700
and €2,000 respectively (Dalley, 2005). However, Dalley believed that the figures
could be higher than these, thereby creating big loses to industry players.
Occupational accidents causing deaths, injuries, and other related problems are
not affecting workers only but their employers are bearing large among of costs.
Thus, if employers aim at increasing productivity and have competitive market
advantage, they need to place worker health and safety first over productivity.

Regional levels of occupational injury and death statistics.
Occupational health and safety is believed to be poor in the developing countries
(Diugwu, Baba, & Egila, 2012; Umeokafor, Umeadi, & Jones, 2014).
Occupational accidents figures are increasing annually, with the developing
countries bearing most of the brunt (Machida, 2009). Workers in these third world
countries are believed to be more exposed to occupational risks or hazards.
According to Nenonen et al.’s (2014), work-related illness estimates among
WHO regions, low and middle income African countries topped occupational

injuries and communicable diseases. Also, workers from these countries
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disproportionately suffer the burden of occupational health problems (Mottiar,
2004). Despite these, there is a paucity of recorded workplace accidents, deaths,
injuries, near misses and disease statistics in these countries. Thus, few estimated
statistics are believed to be largely under reported. Additionally, such data are
skewed against many industries and population segments (Comlan et al., 2009).

According to estimated occupational accident figures, Africa countries
have more than 54,000 fatal occupational accidents annually. In addition,
approximately 42 million work-related accidents took place that caused at least
three days’ absence from work in 2012 (Nenonen et al., 2014). Accordingly, the
regional accident rate is about 16,000 per 100,000 and the fatality rate of 21 per
100,000 workers (Olowoghbon, & Jolaiya, 2012). Moreover, 5% of adult blindness
in the developing nations is associated with work-related injuries (Addisu, 2011).
Comlan et al. (2009) also identified a total of 825 work-related accidents in Gabon
between 2007 and 2008, of which about 45% occurred in 2007 and 55% in 2008,
with 89% affecting men. These authors also recorded 49% open wound, 37%
traumatic injuries and 18% bone, nerve and spine injuries. These statistics as
reported by Comlan and colleagues indicate an increasing trend, with more than
women being at risk at their workplaces. These increasing figures pre-suppose
that worker health and safety is not being given the attention they deserve. These
figures may be translating into less productivity and worker job dissatisfaction
(Dollard et al., 2012bc).

There are vast differences in the occupational accidents figures among
nations in Africa. According to Machida (2009), in 2007, Algeria and the
Republic of Zimbabwe recorded 40,423 and 5,516 accident cases, out of which

697 and 62 workers lost their lives, respectively. According to her, many
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countries in 2004 reported various different workplace problems such as
Mauritius 2,743 cases, one death; Nigeria 53 cases, one death; Togo 397 cases,
10 deaths and Tunisia 43,317 cases with 155 deaths. Again, Machida underscored
that most of these figures were from insurance claims and were therefore likely
to be underestimated. Moreover, there are many out-of-court settlement of
insurance claims. And that, in most of these nations, OHS decisions cannot be
made based on workplace accidents reported data.

In some other nations in Africa, several deaths, injuries and diseases affect
many and diverse groups of workers. In Tanzania for example, two separate
reported accidents claimed the lives of 50 workers and injured several of others
in 2013 (Ngowi, 2013). Ngowi is of the view that several of such cases went
unreported and victims and their families suffered the consequences. In Kenya
Republic, over 245,850 workers lost their lives to work-related injuries and
diseases in 2010/2011 estimate year. Report indicates that about 263 Kenya
workers died while 24, 024 others sustained various degrees of injuries in the
same year as a result of work-related accidents. Moreover, over 186,549 Kenyan
workers lost their lives to many diseases occurring in the various employment
sectors (Hamaldinen, Saarela, & Takala, 2011). Nigeria for instance is described
as the “problematic state” in terms of occupational accidents (Umeokafor et al.,
2014).

According to Umeokafo et al. (2014) five, eight and fourteen injuries and
one, two and four deaths occurred in Nigerian workplaces in 2010, 2011 and
2012, respectively. These accident statistics represent largely under-reported
cases in Nigeria and many other developing nations. Umeokafo et al. are of the

view that under-reporting of workplace accidents cases may be as a result of weak
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OHS regulatory systems in Nigeria. Thus, OHS system in the developing
countries should be strengthened not only for the health and safety of the workers,
also to provide for appropriate accidents calculating and reporting.

Occupational death and injury statistics in Ghana. There are many
workplace accidents resulting to injuries and death in this country, Ghana. These
bring untold hardship not only to the victims, families and the organisation they
work for, but also they affect the national economy. For instance, the Ghana
Institute of Safety and Environmental Professionals (2013) asserted that the cost
of workplace injuries and deaths could be as high as 10% of Ghana’s GDP. In
specific terms, a descriptive study among 500 mechanics in Cape Coast
Metropolis revealed a high prevalence of injuries (Abu et al., 2015). Abu and
colleagues reported that about 40% of the mechanics suffered eye injuries,
attributable to non-usage of eye protective devices. A similar study by Addisu
(2011) showed an increase in workplace injury and death rates. Accordingly, 80%
occurred at night while manufacturing accounted for 53.8% with 63% deaths.
Besides, fire resulted in 53% of the deaths, while management factors accounted
for 91.3% injuries.

Occupational death and injury statistics in the fuel service station
industry. Fuel stations in the developing countries are particularly hazardous
working environments. Service station attendants are exposed to greater and more
risks on daily basis. The attendants are exposed to stream weather condition,
armed robbery attacks, fires and adverse psychosocial situations (Ansah, &
Mintah, 2012; Olaotse, 2010). Exposure of the attendants to fuels containing
carcinogenic compounds is a common knowledge. For instance, lead poisoning

is one major and unreported cases among this segment of informal workers in the
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developing countries. An empirical study by Onunkwor, Dosumu, Odukoya,
Arowolo and Ademuyiwa (2004) revealed the mean blood lead concentrations of
the male petrol station attendants and the auto-mechanics to be 2.81lug/ml
whereas that of females were 2.85ug/ml.

FSSAs are exposed to more and complex hazards as a result of poor
maintenance, carelessness, poor housekeeping, mechanical fault and robbery
(Ahmed et al., 2005; Olaotse, 2010). Through refueling of vehicles, washing
windshield, checking fluid level, air pressure and replacing tires, light bulbs and
windshield-wiper blades of vehicles, FSSA are exposed to volatile organic
compounds (VOCs) such as benzene, ethyl benzene, nitrobenzene 1,3-Butadiene,
Ethylbenzene, n-Hexane, Toluene Xylene (Udonwa et al., 2009). VOCs are
reported to cause, individually and in combination, notable changes in the
hematological parameters of red blood cell morphology of fuel attendants from
Bangkok Taiwan (Tunsaringkarn, Zapuang, & Rungsiyothin, 2013). In addition,
Benzene causes hematological effects that ultimately may lead to anemia, and to
the development of acute leukemia. Tunsaringkarn and colleagues found among
their participants that 27.6% of their abnormal red blood cells were hypochromic.
Furthermore, the fuel attendants’ job operations involved frequent standing,
walking and handling of heavy weighing objects, with weight up to 6.8 kg (15
pounds). They also work outside in all kinds of weather exposing them to cuts
and burns (Ansah, & Mintah, 2012). These and many of their duties are potential
risk sources and can lead to health damage if appropriate measures are not put in
place.

In the developing countries such as Nigeria and Ghana, petrol stations are

still largely dispensed by fuel station attendants. This form of sale expose the
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workers to far more than 23mg/m3 limit for a 10-hour work day in a 40-hour
work per week. This 24-hour continuous dispensing of fuel exposes the attendants
to VOCs for more than a typical 40- hour work week (Udonwa et al., 2009).
Again, available evidence revealed that continuous exposure to such volatile
chemical compounds compromises human reproductive health. Exposure to these
compounds causes many illnesses such as cancer, cardiovascular diseases,
respiratory disorders, accidental poisoning, musculoskeletal disorders, digestive
disorders, mental disorders, and skins disorders (Attfield et al., 2012; Valentic,
Stojonovic, Micovic, & Vulcolic, 2005). Valentic et al. found respiratory
disorders, accidental poisoning, musculoskeletal disorders, digestive disorders to
be more common, compared to cardiovascular diseases, among oil workers. They
argued that cardiovascular diseases may be rare because a majority of the workers
are young between 25 and 30 years (Ansah, & Mintah, 2012). In Ghana, Monney
and others in 2015 reported that 99% fuel service attendants from Kumasi are
exposed to extreme weather conditions, 98% inhale vehicle exhaust fumes, 98%
to petrol vapour and 88% fire outbreaks. They further indicated that these workers
suffer work-related illness such as musculoskeletal disorders (n = 141), low-back
pain (n = 81), headaches (62) and dizziness (36).

Furthermore, their jobs attendants are vulnerable to psychological stress
such as burnout and depressions (McTernan et al., 2013). For instance, Bresic et
al. (2007) found among 125 Croatian oil workers that they face many stressful
work conditions. Compared to laboratory and office workers, Bresic et al.
identified that oil workers were stressed by work overload, overtime and shift-
work including night shift. Unpredictable weather conditions, the presence of fire

and chemical hazards are also associated with such workers. Fuel attendants may
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probably face worsened work stress conditions in Ghana. Ansah and Mintah
(2012) documented that some attendants work long hours, run shifts including
night shifts, experienced fire outbreaks, major oil spillage and are abused by
customers. Thus, safety becomes a problem at night especially when workers
work long hours before the night (Rotenberg, Griep, Fischer, Fonseca, &
Landsbergis, 2008).

Exposure to low chronic doses of petrol vapour can be irritating to the
eyes, respiratory tract, skin and neurocognitive functioning (Attfield et al., 2012).
In addition, exposure to higher concentrations of petroleum vapour, which
contains benzene and other harmful compounds, may produce central nervous
system (CNS) effects such as staggered gait, slurred speech and confusion or
cancer in the long term (WHO, 2010). Again, rapid unconsciousness and death
due to respiratory failure may also result due to exposure to petroleum compounds
at very high concentration (Boschetto et al., 2006). Prolonged dermal exposure to
petrol fumes or inhalation of the vapour has also been associated with renal
dysfunction, lipid degeneration and other clinical manifestations such as
haematuria, proteinuria and myoglobinuria. Additionally, the likelihood of
developing cardio-respiratory conditions like emphysema, asthma, and cancer
such as lung cancer increases as a result of prolong exposure to diesel exhaust
(Attfield et al., 2012) is very high. Attendants are also exposed to oil fumes such
as diesel fumes containing nanoparticles (Ostiguy et al., 2010).

Nanoparticles are compounds known for their exceptional physical,
chemical and electrical properties through which they may cause pulmonary
inflammation, tissue damage and lung tumors among workers (Ostiguy et al.,

2008). These workers are aslo most likely to have low and defective sperms as
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the results of the exposures to the fumes (Moline et al., 2000). Moreover, where
their pregnant wives may be anemic and experience miscarriage as a result of re-
exposure (Crain et al., 2008). Additionally, children may be petro-chemically
intoxicated resulting in anemia, bone and cardiovascular defects (Walter, &
Moller, 2014), if these fuel attendants are not observing proper hygiene.

It is also reported that continuous exposure of fuel FSSAs to hazardous
materials at filling stations calls for concerted efforts by employers to protect and
promote the health and safety of these workers. It is important for all FSSAs to
be educated about health risks of exposure to benzene (and other products
contained in petrol fumes) found in petrol products. The acquisition of knowledge
may trigger a self-protective attitude among the attendants. Attendants need to be
trained to respond appropriately to emergencies (fire, armed robbery), and to
situations common to their work (Health and Safety Executive, 2010). In addition,
fuel attendants need to go about their activities by observing good hygiene
practices such as keeping their hands and clothes clear from the spillage of petrol
fuels, and washing their hands before meals. They also have to stand upwind
when refueling vehicles and also using PPE such as gloves and disposable masks
(Chawla, & Lavania, 2008). Moreover, FSSAs need to avoid direct contact with
petroleum products from every route of exposure such as inhalation, ingestion
and absorption by the nose, mouth and the skin respectively (Shell Australia,
2007).

In Ghana, fuel attendants have been reported to face many workplace
incidences including abuse, major oil spillage, flood, fire outbreaks, and armed
robberies (Ansah, & Mintah, 2012; Monney et al., 2015). Some others were raped

while some experienced vehicular accidents. For instance, the recent “twin
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disaster” (of fire and flood) claimed 159 lives including all the attendants in that
service station in Accra (Ghana News Agency, 2015; Smith-Asante, 2016).
Occupational Health and Safety Responses

Worker health and safety should probably be the most important health
concern for all in the world. Globally, labour is regulated by the ILO, in
collaboration with WHO. The ILO and their collaborators institute standards,
treaties, conventions, guidelines, regulations and programmes by which worker
health and safety is promoted (Jensen, 2005; ILO, 2017c; WHO, 2007). Many
nations responded to the health, safety and well-being of their workers in their
national constitutions and policies. Besides, nations establish agencies and
regulatory institutions that oversee the protection of the health and safety of the
worker (Puplampu, & Quartey, 2012; The Constitution of the Republic of Ghana,
1992). In a similar manner, organisations, institutions or industries provide for
workers’ health and safety with workplace policies, regulations and programmes.
Also, to effectively upscale worker protection, industries form committees and
organise worksite health and safety programmes (Parker et al., 2009).

Ghana’s responses to workers’ health and safety issues are provided in its
constitution and other regulations and their accompanying implementing
institutions. The 1992 Constitution of Ghana provides every Ghanaian worker the
right of working under safe and healthy conditions. Article 24 of the constitution,
which falls under the Human Rights Provisions states that, “every person has the
right to work under satisfactory, safe and healthy conditions” (p. 23). Again, the
constitution in Article 36(10) provides that, “the state shall safeguard the health,

safety and welfare of all persons in employment” (p. 35). Unfortunately laws and
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regulations put in place to ensure this protection is ensured are in most cases
ineffective.

The relative industrial and commercial growth in Ghana has increased
employment rates. The industrial and commercial activities also bring advanced
technology, complex work processes and procedures. These changes potentially
expose workers to various forms of accidents, injuries, disasters, and occupational
health diseases (Adei, & Kunfaa, 2007). These occupational health and safety
adversities are global phenomena that occur at any time to any worker or group
of workers (Annang, 2014). Therefore, there is the need to put proper OHS
measures in place to safeguard the health and safety of workers. However, the
formulation and implementation of these measures are hinged on the national
OHS policy (Clarke, 2008). Perhaps, the national OHS policy and/or regulations
become the backbone of very nation’s or organization’s attempt to safeguard the
health, safety and well-being of their human capital (Annang, 2014).

Ghana does not have such national comprehensive OHS policy (Clarke,
2008). Not only is there the absence of national health and safety policy, but also
the existing policies are fragmented and scattered under different jurisdictions
and organisations. Besides, no single constituted national institution or body, by
legislative instrument (LI), is responsible for the development and
implementation of OHS standards and guidelines across all businesses (Annan,
2011). Annan also observed that, “Ghana has no or unclear national targets and
objectives to guide health and safety across all sectors of the economy” (p. 13).
Besides, there seems to be a low level of ratifications of ILO Conventions that
address OHS in its member states (Annan, Addai, & Tulashie, 2015). As a result,

there is inadequate resource allocation to OHS research, ineffective OHS
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inspection, OHS training and education and OHS capacity building and
monitoring (Puplampu, & Quartey, 2012).

The fragmented and outdated OHS policies and regulations that currently
give some sought of legal backing to addressing Ghanaian workers’ health and
safety include: The Factories, Offices and Shops Act (328 of 1970), Workmen’s
Compensation Law, (Act 187 of 1987), and Labour Act (651 of 2003). There are
also different institutions and bodies mandated with various policies, regulations
and acts of law with accompanied LI for the protection of health and safety of the
Ghanaian worker (Adei, & Kunfaa, 2007; Annan, 2011). Among these
institutions include Inspectorate Division of Minerals Commission (LI 665).
Their roles are to monitors and controls OHS activities in the mining industry.
The Environmental Protection Agency backed by EPA Act 1994 (Act 490) is
another. They controls and monitors the implementation of environmental
management issues. The Ghana Labour Commission (Labour Act 2003, Act 651,
Workman’s Compensation Law 1987) that also controls industrial relations and
employee wellbeing. The rest are Radiation Protection Board of Ghana Atomic
Energy Commission (LI 1559, 1993; Act 204 of 1963). Their mandates include
controling the importation, use and disposal of radiation sources and material.
The Department of Factory Inspectorate (Act 328, 1970) which also controls OSH
in shops, offices and factories (Annan, 2011).

The national health and safety policy underscores the importance a nation
attaches to the welfare of their workforce. Meanwhile, a healthy workforce
becomes a productive force that contributes, in significance terms, to both social
and economic development of nations (WHO, 2007). There is an urgent need for

the promulgation of a comprehensive national health safety policy in Ghana
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(Annan, 2011; Annang, 2014). Such a policy represents the legal document that
mandates employers to take proactive steps to preventing, preserving and
promoting the safety and well-being of the workers. The OHS policy spells out
measures such as conducting periodic safety risk assessment and management at
worksites, providing medical insurance, providing training or education and the
necessary safety facilities and equipment for the workers (Puplampu, & Quartey,
2012).

A health and safety institution or organisation is necessary to oversee the
implementation of this national policy. Establishing such an organisation is a core
element in the national health and safety policy. The mandates of such a body
involves conducting researches and workplace safety inspections, and providing
training and educating both workers and employers. Where necessary, the Health
and Safety Institute (of Ghana) will have the legal backing to prosecute
organisations defaulting in the health and safety issues of their employees
(Annang, 2014). These technical duties would mean establishing a well-resourced
institute, in terms of materials, finance and personnel, if health, safety and well-
being of workers are to be safeguarded. In addition, the institute must be backed
by a strong and effective LI upon which personnel can execute their mandates of
OHS (Annan, 2011; Annan et al., 2015).

Evidence across different cultures and economics have proven that
interventions for workers’ health and safety are not only for workers protection.
They are intended for business and productivity and they give corporate
competitive advantages to such organisations. Also, they are corporate social
responsibility matters that serve the image and drive organisations (Alli, 2008;

Songstad et al., 2012). Worker health promotion is afore to profitability and
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positive corporate competitive advantage for “a healthy worker is a productive
worker”. Therefore, for nations to effectively and progressively develop in all
their sectors, the health and safety of their workers must be paramount. This
achievement rests in the National Health and Safety Policy (Annan et al., 2015;
Puplampu, & Quartey, 2012).

Overview of Ghana’s Down Stream Qil Sector

Until the offshore discovery of crude oil in commercial quantities in July
2007, Ghana’s oil industry featured more prominently in the downstream sector.
However, with the recent discovery and commencement of crude oil production,
Ghana’s oil and gas industry can now be categorized into the upstream and
downstream sectors. The upstream sector covers the exploration, development
and production of crude oil and natural gas. The downstream sector covers the
refining, storage, internal transportation, marketing and sale of petroleum
products including petrol, liquefied petroleum gas (LPG), diesel and kerosene
(Prempeh, 2010).

The downstream oil sector in Ghana dates back to the colonial era. This
era experienced only expatriate OMCs such as Shell Ghana Limited, Texaco
Ghana, British Petroleum Ghana Limited, Mobil Ghana Limited and Total Oil
Company Limited. These OMCs imported, distributed and sold fuel and fuel
products in the country. In addition, they built fuel service/filling stations in
various cities and villages where they distributed and sold petroleum products to
the motorists (Prempeh, 2010). Aside trading in vaarious petroleum fuels, the
OMC:s also trade in other fuel products including lubricants, car care products,

car wash bays and convenience goods (Total Petroleum Ghana, 2010). The selling
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of these petroleum products at the various service stations across the country is
being done by these attendants (Ansah, & Mintah, 2012; Olaotse, 2010).

Many OMCs came to the fore of oil marketing in Ghana just after
independence and recently (in 21st century) because of economic growth and
expansion in country’s oil industry (Prempeh, 2010; Total Petroleum Ghana,
2010). Many companies, both local and foreign, joined in for oil marketing in the
face of this expansion. These companies operated as a loose organization for
many years until in October 2003 when an Association of Oil Marketing
Companies (AOMCs) was established. The association has the mandate to
promote the interest of their members and that of their customers.

Currently, there are about 40 licensed OMCs in Ghana (AOMCs, 2011ab).
These companies have over 2,000 licensed retail outlets all over the country.
Some of the companies include Agapet QOil, Allied Oil, Anasset Oil, AP Oil &
Gas, Bano QOil, Capstone Qil Ltd, Champion Oil, Dukes Petroleum, Engen Ghana
Ltd, Excel Qil, Fraga Qil, Frimps Oil, Galaxy Oil, Ghana Qil, Glory Qil, Havillah
Oil, Keysens Oil Market and Manbah Gas. The rest include Merchant Oil, Modex
Oil, Nasona Oil, Oando Ghana, Obiba J. K, Pacific, Shell Ghana, Sky Petroleum,
Star Qil, Sonnidom Energy, Strategic Energies, Superior Oil Co, Top Oil, Total
Petroleum, Trade Cross, Trinity Oil, UBI Petroleum, Union Oil, Unity Oil,
Universal Oil, and Virgin Petroleum. A lot more of these OMCs are coming up
and with their outlets each passing time.

The OMCs in Ghana engage mostly young energetic males and females
as sales girls and boys in the convenience shops or marts in African countries
(Olaotse, 2010; Total Petroleum Ghana, 2010). In the convenience shops or

marts, products from break fluids to insecticides and to groceries are sold. In

47



addition, pump attendants attend to customers at the forecourt at the services
stations. These attendants also check brake fluid, engine oil, water level and they
wash windscreen of vehicles. Furthermore, most of the stations have lube bay
services where in most cases, young mechanics are employed to service vehicles.
Most of these stations operate on a 24-hour basis with the pump attendants and
the sales girls running shifts within groups.

The fuel stations are mostly owned and operated by OMCs but few of
such stations are owned and operated by individuals called dealers under the
various OMCs (Shell Australia, 2007). Each of the station is headed by a
manager, assisted by station supervisor(s) who are in charge of the day-to-day
running of the station. These outlets can be found all over the cities, towns and
villages in Ghana with the majority and bigger stations found in the big cities like
Accra, Tema, Kumasi, Takoradi, Tamale, Cape Coast and Ho (AOMCs, 2011b;
Total Petroleum Ghana, 2010).

Theories of Occupational Health and Safety

Theories and/or models are tested assumptions that drive research for
ages. They are the basis for stating and testing research hypotheses. As practiced
in many disciplines (Hair et al., 2014a; Wong, 2013), the field of OHS or
workplace health and safety promotion usually utilizes theories from
organisational and industrial psychology (Dollard, & Bakker, 2010), health or
health behaviour (Rogers, 1985; 1975). Some of these theories and models
include: the 3 Es of safety, protection motivation theory, job-demands resource
model, human factors theory of accident causation and epidemiological theory of
accident causation. Others include systems theory of accident causation,

behavioral theory of accident causation, depression and accident causation, and
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management failures and accident causation. The tenets of some of these theories
are presented in few of the pages that follow.

The 3 Es of safety. The 3 Es of safety is the theoretical model of safety
that comprises engineering, education and enforcement of safety and is aimed at
promoting the well-being of workers. This safety philosophy has been adopted
and used by employers and safety practitioners in many industries since the early
1900s. It also provides a guide to workplace safety-related interventions for many
decades (Blakely, 2009).

The first E in the concept focuses on developing engineering strategies
that decrease the probability of an employee in engaging in at-risk behaviour or
accident occurrence (Blakely, 2009). Safety engineering involves mechanical
revisions or modifications to eliminate existing, unsafe conditions and, in some
cases, those that prevent unsafe acts. Design of machine guards, traffic signals,
provision of sand bucket, fire extinguishers and bright lighting systems are varied
examples of safety engineering at some fuel service stations. It is considered the
most effective way of preventing accidents involving unsafe mechanical and
physical conditions at workplaces (City of Miami, n.d.). Safety engineering aims
at providing a safe environment and modifying work and work environment
conducive to minimize accidents. Safety environment can be accomplished
through the provision of appropriate safety facilities, modern equipment or tools
for workers (Rajeev, 2010).

The second E in the concept addresses education and training needs of
employees regarding appropriate equipment utilisation, awareness cautions about
environmental hazards and adherence to policies and procedures (Gorman et al.,

2013). The education or training aims at equipping workers with the effective use
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of tools, equipment, facilities, work procedures, best practices, guidelines and
regulations which are necessary for safe work. Education or training equips
workers with appropriate knowledge, techniques and increases their confidence
to work safely, thereby preventing and/or reducing accidents and ill health
(Kendrick et al., 2009).

The third E emphasizes safety enforcement of the policies, regulations and
programmes related to environmental safety, operating equipment, wearing
proper PPE and handling specific hazardous substances (Blakely, 2009). Safety
enforcement is critical in encouraging workers to abide by the policies, rules and
regulations instituted at the workplace. Enforcing workplace safety and health
policies and regulatory procedures may include supervising workers while they
work, punishing defaulters of rules and regulations and rewarding them for good
and consistent safety behaviours (Rajeev, 2010). Efficient enforcement demands
a good supervisor’s and co-worker support (Bond et al., 2010).

It is theoretically prudent to assume that providing “all” engineering
measures, educating or training workers about risks, hazards and precautionary
measures and enforcing policies, rules and regulations will prevent accidents and
safeguard the health and safety of workers. The occurenece of accidents and
injuries at the workplace go beyond appropriate engineering activities, education
and enforcement of policies, rules and regulations. Workers, are now faced with
conflict between work and family (O’Neill et al., 2009), different psychosocial
work environment (Tuckey, Dollard, Hosking, & Winefield, 2009), safety culture
and climate (Wills et al., 2009; Zohar, & Luria, 2003) complex work arrangement
and sophisticated technological environment (Chang, McDonald, & Burton,

2009). Thus, if these factors and more are believed to influence accidents and

50



injury occurrence, workplace safety behaviours and the total health of workers,
then it is important for the search for a more encompassing theory to help
researchers investigate workplace health and safety issues.

Protection motivation theory. Rogers’ protective motivation theory
(PMT) applies the philosophy of fear appeal approach to causing a behavioural
change in individuals (Rogers, 1985; 1975). The theory explains how individuals’
health attitudes and behaviours change in response to health risk messages or
perceptions of susceptibility to ill health conditions. PMT is one of the influential
theories of health behaviour that many researchers apply in current times
(Cismaru, 2006). The PMT states that individuals’ (workers’) motivation or
intention to protect themselves and others from injuries and ill health situations
is enhanced by their perception of the severity of the risk, the personal
vulnerability to the risk, self-efficacy and the response efficacy of the risk-
reduction behaviour On the other hand, workers intention to protect themselves
or others is weakened by the perceived costs of the risk-reducing behaviours and
the perceived benefits of the alternative risk-enhancing behaviour (Bender,
Ingrid, & Raish, 2006; Rogers, 1985; 1975).

PMT further postulates that people can be provoked to engage in desirable
health behaviour or to avoid health risks. Further, the knowledge of workers about
their susceptibility to occupational injuries/diseases and the perception of the
severity to these adverse health conditions may provoke the attitude of conducting
their businesses safely in safe environment. Therefore, in this case, FSSAs believe
that they have the requisite knowledge, capability and resources (self-efficacy) to
deal with the risk they faced daily at their stations and to facilitate remedial

actions they take that will evidently reduce the risks (respond efficacy). In the
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view of Bender et al. (2006), such a belief influences workers positively to take
actions that will reduce the risks and diseases that workers perceive can affect
their health negatively. However, efforts towards risks reduction becomes
difficult if taking appropriate measures such as using adequate PPE and other fuel
station safety appliances such as fire extinguisher and smoke detectors become
costs to the attendants.

Mulilis and Lippa’s (1990) intervention study to examine the effects of a
negative, threat-inducing persuasive message on the change in earthquake
preparedness over a 5-week period of time produced the test for PMT. The
authors found among 111 California home owners that the manipulations
produced a significant change in the earthquake preparedness behaviour of the
participants. A similar study in Israel explored the components of PMT in the use
of hearing protection device (HPD) among men manufacturing workers
(Melamed, Rabinowitz, Feiner, Weisberg, & Ribak, 1996). Melamed and
colleagues found that the use of hearing protective devices was primarily related
to worker variables and not management pressure, coworker pressure or family
support. Furthermore, the use of such devices was predicted by perceived self-
efficacy for long-term HPD use and perceived susceptibility to hearing loss.
These studies underscore both theoretical and practical applicability of the PMT
components and their usefulness in changing worker behaviour to promoting
health, safety and well-being. However, current workplace literature exposes
more relevant factors associated with workplace health and safety behaviour. For
instance, a meta-analytic review by DeJoy (1996) strongly relates workplace self-
protective behaviour to value-expectancy, environmental and contextual factors.

DelJoy further recommended environmental or situational factors in enabling and
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reinforcing self-protective behaviour in the workplace. Though evidenced and
emphasized, PMT does not consider environmental, psychosocial and climate
factors in determining workplace health and safety behaviour. Therefore, there is
the need for a theory which assesses up-to-date variables in the studies relating to
workplace health and safety.

Job demands-resources theory. Job demands-resources (JD-R) theory
represents an extension of the job demands—resources model (Demerouti, Bakker,
Nachreiner, & Schaufeli, 2001). The model was inspired by job design and job
stress theories (Parker, Wall, & Cordery, 2001). The JD-R theory was in response
to the fact that job design theories have often failed to recognise and incorporate
the role of job demands, and that job stress models largely ignored the motivating
potential of job resources. Thus, JD-R theory explains how job demands and
resources have unique and multiplicative effects on job stress and work
motivation. In addition, it proposes reversed causal effects. In these effects,
burned-out workers may create more job demands for themselves while engaged
workers may mobilize and activate their own job resources to stay engaged
(Bakker, & Demerouti, 2014).

The JD-R theory has two path ways or processes: a health impairment
process and a motivational process (Bakker, & Demerouti, 2007). It states that
job demands are initiators of a health impairment process and job resources are
initiators of a motivational process. The theory further states that all working
settings have two distinct job characteristics: job demands and job resources. The
theory explains and makes predictions about employee well-being such as
burnout, health, motivation, work engagement and job performance (Demerouti,

& Bakker, 2011). Therefore, this theory can be applied to all work organisations
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and can be used to study specific occupational group (Bakker, & Demerouti,
2014; Bakker, Demerouti, & Sanz-Vergel, 2014).

Job demands refer to physical, psychological, social, or organisational
aspects of the job that require sustained physical and/or psychological efforts.
They are connected with certain physiological and/or psychological costs
(Demerouti et al., 2001). Job demands may include high work pressure and
emotionally demanding interactions with customers as in the case of fuel station
attendants (Monney et al., 2015). Job demands are not negative in themselves.
They may pose challenges when in the act of satisfying such demands, the worker
is not able to fully recover (Bakker, Van Veldhoven, & Xanthopoulou, 2010). Job
resources refer to those physical, psychological, social, or organizational aspects
of the job that are functional in achieving work goals. They may reduce job
demands and the associated physiological and psychological costs. Besides, they
stimulate personal growth, learning, and development (Bakker & Demerouti,
2007). Therefore, the import of job resources extends beyond reducing the effects
of job demands on both physiological and psychological variables of the worker
and includes creating a conducive work environment for all the stakeholders in
the world of work (Bakker, & Demerouti, 2014; van Wingerden, Bakker, &
Derks, 2016).

Many researchers over the years have explored this theory in different
fields and among diverse population. These studies have demonstrated the job
demands-resources interaction in promoting work outcomes such as job
engagement and worker health variables. For example, Schaufeli and Bakker
(2004) demonstrated that constructive feedback, social support, and coaching

from supervisors were positively associated with three dimensions of job

54



engagement including vigor, dedication, and absorption. In a similar vein,
Bakker, Hakanen, Demerouti and Xanthopoulou (2007) observed supervisor
support, appreciation, information, job control, innovation, and climate to have
positive influences on job engagement. Furthermore, a recent articles by Van den
Broeck et al. (2017) demonstrated that JD-J model or theory is helpful in
understading the relationship among job demands, job resources, burnout, work
engagement of workers in healthcare, industry, service and public sector. Using
similar analytical Buitendach, Bobat, Muzvidziwa and Kanengoni (2016) found
among large sample of Zimbabwean bus drivers that job demands and resources
had impacted employee’s work engagement, job satisfaction, work happiness and
burnout.

The tempering effect of job resources on the negative association between
job demands and burnout have also been evidenced. Bakker, Demerouti, &
Euwema (2005) showed that job demands, such as work overload, emotional
demands, and conflict between work and home responsibilities, usually culminate
in exhaustion and cynicism. However, such effects got reduced when job
resources, like autonomy, feedback, and support, were available. Besides, job
resources at one time predict subsequent improvements in job engagement. In this
case, job resources become a link to improving worker morale and work
performance. This was demonstrated by Mauno, Kinnunen and Ruokolainen,
(2007) who found that resources such as current levels of job control predicted
future job engagement. However, de Lange, De Witte and Notelaer (2008) argued
that a cycle sometimes occurs whereby job resources promote job engagement

that further attracts resources.
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Similar evidence has been recorded by Bakker et al. (2007). They found
among large sample of Finnish elementary, secondary, and vocational schools
teachers that job resources act as buffers and diminish the negative relationship
between pupil misbehaviour and work engagement. In addition, they observed
that job resources influence work engagement when teachers are confronted with
high levels of pupil misconduct, job demands. In specifics, supervisor support,
innovativeness, appreciation, and organisational climate were important job
resources for teachers that helped them cope with demanding interactions with
students. Furthermore, Bakker et al. (2010) demonstrated with large sample
(12,000) employees from different working groups that task enjoyment and
organisational commitment were the results of different job demands and job
resources. For instance, task enjoyment and commitment were highest when
employees were faced with challenging and stimulating tasks, and had sufficient
resources at their disposal.

Recently, van Wingerden et al.’s (2016) quasi-experimental study, using
pre-test-post-test design with a control group also revealed that participants’
psychological capital, job crafting, work engagement, and self-ratings of job
performance significantly increased after the JD-R intervention. The aim of van
Wingerden et al.’s study was to examine the impact of a JD-R intervention on
psychological capital, job crafting, work engagement, and job performance
among healthcare professionals. They found that organisations can foster work
engagement and improve performance by contribution to JD-R interventions
aimed at increasing the overall worker well-being and that it is critical to
acknowledge the importance of facilitating and stimulating a resourceful and

challenging work environment.
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Although, there is an overwhelming and significant evidence of the
positive impacts of JD-R interventions on providing conducive workplace
environment and worker well-being (Bakker et al., 2014; 2010; de Lange et al.,
2008; van Wingerden et al. 2016), they theory failed to consider the major roles
of the senior management team in the promotion of the employee health (Dollard
et al., 2012bd). This still places emphasis on the worker as the most important
architect in creating satisfying workplace. However, the role of the senior
management is much more essential since they can control and enforce workplace
policies, procedures and practices within the workplace (Zinsser, & Zinsser,
2016). This may demonstrate the optimum concerns the organisation has towards
its workforce (Dollard et al., 2014).

Theoretical Model of PSC

PSC evolved as a result of a predominantly focus on individual factors for
the provision of intervention against work stress and health. Further,
understanding of the work stress process is guided by major theories that
emphasise job design components that combat health consequences (Dollard, &
Bakker, 2010; Dollard et al., 2012ab). Moreover, studies inspired by these
theories have been monolevel, focusing on individual perceptions of job design.
For that, many researchers have called for multilevel theoretical models and
research to explain the work stress process (Bliese, Jex, & Halverson, 2002) and
move beyond individual phenomenon as explanations for work stress and health
implications (Dollard, & McTernan, 2011).

Beyond the individual factors (for work stress and health intervention)
was the search for conditions that give rise to prevailing work conditions that

activate stress and pose health and safety conditions within organisations. This
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search culminated to the proposition of a healthy, conducive production model
whereby health, safety and well-being of workers are considered as important as
production goals. The proposition argued that if management is concerned about
the balance of production goals and the health of workers, it is then expected that
work conditions will also be balanced (Garrick et al., 2014; Law et al., 2011). In
such case, job demands will be manageable because job resources will adequately
be supplied. In the same vein, organisational systems, policies, practices and
procedures will reflect the production-health balance. These philosophy, values
and actions of management give rise to PSC of an organisation (Dollard, &
Bakker, 2010; Dollard, & Karasek, 2010).

PSC refers to a climate for employee psychological health and safety, and
encompasses four inter-related principles: (a) the level of senior management
commitment and support for stress prevention; (b) the priority management gives
to health and safety versus productivity goals; (c) organisational communication,
upwards and downwards in relation to health and safety; and (d) the extent of
participation and involvement by managers and workers in relation to health and
safety (Dollard et al., 2011; Hall et al., 2010). PSC is defined as “shared
perceptions of organisational policies, practices and procedures for the protection
of worker psychological health and safety”, (p. 1) that stems largely from
management safety practices (Law et al., 2011). Thus, PSC score reflects the
adequacy of an organisation’s practices and procedures that are proven to support
health and safety of its employees (Bailey, Dollard, & Richards, 2015a).
Accordingly, Bailey and others’ recent organisational study revealed that as
workplace health and safety scores reduce, employees face greater risks of

depression and job stress. Moreover, reduced workplace safety score is a
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demonstration of high job demands, less job control, increased injury and illness
rates (Winwood et al., 2013).

Previous research established evidence for the relationship between
leadership for positive emotional climate and organisational performance such as
revenue growth (Ozcelik, Langton, & Aldrich, 2008). Perhaps, this occurs
through the path of job resources and engagement. Accordingly, PSC is an
indicator of job resources and, in turn, engagement and positive work outcomes
such as job satisfaction (Dollard, & McTernan, 2011). A meta-analysis shows
that the health erosion and motivational pathways are mechanisms by which
demands and resources relate to health and safety outcomes (Nahrgang,
Morgeson, & Hofmann, 2010). The extended health erosion path way is the one
from PSC through job demands to health outcomes such as physical health and
safety, psychological distress, and emotional exhaustion. Extended motional path
has PSC through job resources and work outcomes like engagement,
presenteeism and absenteeism (Dollard et al., 2012a). The two paths may lead to
the promotion of the health and safety of the workers. Previous research also
linked work stress (negative PSC and job demands) and medical errors (Jones et
al., 1988). Therefore, PSC is expected to precipitate these paths and serves as a
lead indicator of safety outcomes, errors, accidents, injuries and death (Dollard et
al., 2011; Garrick et al., 2014).

Evidence is further mounting about the importance of the PSC context in
organisations. In relation to its possible preventative function, Dollard and
Bakker (2010) found that high PSC was longitudinally related to lower emotional
demands, work pressure and increased skill discretion. These are signals of job

control (Nordenmark, Vinberg, & Strandh, 2012). In turn, these demands and
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resources carry the effect of unit level PSC onto perceived health and safety status
of workers. These findings provide strong evidence for how PSC is linked to
health outcomes through workplace policies, practices and procedures that are
implemented in relation to job design. Moreover, the moderation function of PSC
also provides that it acts like a higher level support variable by providing the
imprimatur for instrumental support (peer support) or by providing a context
where workers feel comfortable utilising available resources to cope with work
demands. Several studies have shown that the detrimental effect of demands on
health and safety is moderated in the context of high PSC (Law et al., 2011).
Further, PSC at high levels moderates the effect of bullying and harassment on
posttraumatic worksite stress disorders (Bond et al., 2010).

In relation to PSC’s latency for workplace safety or hazardous behaviour,
Law et al. (2011) found evidence that PSC acts as a latent pathogen for hazardous
behaviour such as bullying and harassment. Accordingly, workers who face such
health challenging situations at their workplaces also report much more chronic
health conditions (Hines, Barrett, Jiang, & Steiner, 2014). This health status is
likely to increase the health seeking behaviour of these workers as they attempt
to seek treatment from health facilities. Organisations with high PSC are expected
to have policies, practices and procedures regarding appropriate workplace
behaviour that are strongly and consistently enacted. In the absence of policies
and actions, bullying and harassment are tacitly condoned. Further, employees
have to know the right norms and practices regarding occupational safety, if life
is to be protected. Thus, PSC serves both a preventative and an ameliorative

function in the development of work stress and becomes an optimal target for
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primary and secondary intervention (Dollard, & Bakker, 2010; Dollard, &
McTernan, 2011).

PSC of an organisation is recognised as a powerful factor influencing
workers’ psychological and physical health, safety and well-being (Dollard et al.,
2012a). PSC theory is an extension of the JD-R framework (Bakker, Demerouti,
2007). PSC proposes that organisational level PSC determines work conditions
and subsequently it determines psychological health problems, safety and work
engagement otherwise known as work outcomes of workers (Dollard, & Bakker,
2010; Dollard et al., 2012abc). And that organisational PSC, with emphasis on
safety, such as management support and priority for, management participation
and communication of health and safety influences job resources and job
demands. These interactions in turn affect work outcomes and worker health and
safety (European Agency for Safety and Health at Work, 2010).

According to Dollard and Bakker (2010), and Dollard et al. (2012abc),
PSC precedes and influences supervisor and co-worker’s support (job resources),
emotional demands, physical demands and bullying and harassment (job
demands). Dollard and Bakker further observed that PSC moderates directly and
indirectly, via job resources and job demands models, job satisfaction,
absenteeism and presenteeism (work outcomes), psychological distress,
emotional exhaustion and physical health of the worker (Lindeberg et al., 2010;
Seidler et al., 2014). The theorists of PSC are of the opinion that work conditions,
worker health and engagement can be predicted when the PSC of an organisation
or work group is known (Dollard et al., 2012a). As a 21st century theory, PSC
attempts to explore the total organisational management factors influencing work

processes (job resources and job demands) which in turn influence work
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outcomes variables and the total health of the worker (Waldenstrém, Lundberg,
Waldenstrom, Harenstam, & MOA Research Group, 2003). Therefore, this study
relied on the theory of PSC as its theoretical framework.

According to Dollard et al. (2012a), in high PSC contexts, managers will
be cognisant of risk factors and will help to shape jobs where demands are
manageable and resources are adequately provided. Therefore, if PSC is assessed,
levels of demands and resources can be predicted. In addition, work outcomes
and worker health and safety can be predicted. In a typical health and safety
oriented organisation, PSC will involve senior management support for, priority
of, and organisational participation and communication of health, safety and well-
being of and with the workforce (Dollard, & Bakker, 2010; Dollard et al., 2012c).
In the fuel service station industry, PSC will be reflected in the management
safety practices. Management safety practices may include safety education or
training prior to or on the job, provision of PPE and safety facilities and
formulation and effective of safety policies (Ansah, & Mintah, 2012; Arcury et
al., 2013). Becher et al. (2016) further suggested that the differences between a
company and another in relation to the health and safety of their workers and their
perceptions about workplace PSC depend largely on how senior management
demonstrate their commitment towards safety climate. In this instance, when
senior management shows commitment and participates actively in safety
matters, there is more likely to be less injury, stress, bullying and harassment
(Dollard et al., 2014; 2012d). In such workplaces, PSC is perceived high and
positive (Idris, Dollard, Coward, & Dormann, 2012; Hall et al., 2013).

Management safety practices involve strong and active leadership from

the top management level (Barling, & Frone, 2016). In explaining the negative
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relationship of passive leadership to employee well-being, Barling and Frone
contended that passive leadership is directly related to a poor work environment.
It is also directly and/or indirectly related to employee higher levels of
psychological work fatigue and poorer mental health and overall work attitude.
Barling and Frone explained that passive leaders fail to provide direction and
support, and to ensure that appropriate reward including punishment, structures
are in place that help to provide clarity about performance standards and
expectations. Accordingly, such leaders create a work environment that can
compromise employees’ ability to meet perfo