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ABSTRACT

Introduction: Globally, a significant proportion of healthcare providers and patients acquire
nosocomial infections. Failure to perform appropriate hand hygiene is considered to be the leading
cause of health care acquired infection worldwide. In Addis Ababa, different report show that health
care worker hand hygiene compliance was low in both public and private health care institution even
though there were few detail studies done in this area

Objectives: To describe compliance of health care professionals with hand hygiene practice and its
associated factors among general hospital in Addis Ababa, Ethiopia, July 2017.

Methodology: An institutional based cross-sectional study was conducted among general hospitals
in Addis Ababa. Simple random sampling system was used to select participants. Seven hundred
eight health care professionals were included in the study. Data was collected by 4 data collectors and
1 supervisor using pre-tested questionnaire after appropriate training. The data was entered into EPI
data version 3.1, and then exported to SPSS version 22 for data management and analysis. Variable
with p value <0.25 during the bivariate analysis were included in the multivariable logistic regression
analysis.

Result: A total of708 health care professional were included in the study and 651 of them filled self-
administered questions with response rate of 91.9%. The overall good hand hygiene practice of health
care professionals were 50.4%. Hand hygiene practice was reported high when health care
professional feel or look dirty, and low before entering isolated room. The odds of hand hygiene
practice of those master and above holders (AOR (95% of Cl)) = 0.46 (0.258, 0.839) and those with
first degree holders (AOR (95% of CI)) = 0.43 (0.230, 0.819) were less than diploma holders. Those
with Good attitude toward hand hygiene (AOR (95% of CI) = 1.61 (1.087, 2.381), those who know
functionality of infection prevention committee (AOR [95%CIl]) =1.57(1.035, 2.376), those who said
sink is functional (AOR (95% of Cl)) = 2.26 (1.070, 4.792), those who reported running water is
available (AOR (95% of CI)) = 1.86 (1.011, 3.432), those who reported hand hygiene guide line is
available in the working area (AOR (95% of CI)) = 1.66 (1.134, 2.427) were more likely to practice
hand hygiene compared with counterparts .

Conclusions and recommendations: According to this study good hand hygiene practice is low.
This show that patients and health care workers are at high risk of acquiring nosocomial infection .So
government and management of the hospital must emphasis on patient safety.

Key words: compliance, hand hygiene practice, health care professionals



1. INTRODUCTION
1.1 Background

Health care-associated infections (HCAISs) are infections that occur during health care interventions
in any health care setting where care is delivered (1).It pose a real and serious threat to both the
patients and health care workers. Hand hygiene is a general term that applies to either hand washing
with plain soap and water, antiseptic soap and water, antiseptic hand rub or surgical hand antisepsis
(2). Common pathogens can easily transmit through health care workers’ hands, equipment, supplies

and unhygienic practices (3; 4).

In order to overcome this problem standard precautions were developed which represent the
minimum infection prevention and control measures that apply to all patient care, regardless of
suspected or confirmed infection status of the patient, in any setting where healthcare is delivered.
These evidence-based practices are designed to protect healthcare personnel and prevent the spread of

infections among patients (5).

Hand hygiene is one of standard precaution which is considered to be the primary measure necessary
for reducing HCAL. It contributes significantly to keeping patients safe. It is a simple, low-cost action
to prevent the spread of all microbes that cause HCAI. While hand hygiene is not the only measure to
counter HCAI, compliance with it alone can dramatically enhance patient safety, because there is
much scientific evidence showing that microbes causing HCAI are most frequently spread between

patients on the hands of health-care workers (6; 7).

Different studies show that compliance of Health care professionals to hand hygiene practice can
prevent high percentage of HCAI risks with readily available, relatively inexpensive and simple
strategies (6; 7; 8; 4) . Hand hygiene is now recognized as a key for keeping quality indicator in all
health care institution were health care services is delivered (6). Compliance of health care worker
with hand hygiene practice is one of the major health care quality assurance strategies that need

emphasis (6).



1.2 Statement of problem

Globally, a significant proportion of healthcare providers and patients acquire nosocomial infections.
(12). It is estimated that more than 1.4 million people worldwide are suffering from infections
acquired in hospitals (12).The burden of health care associated infection is different at different
setting. It ranges between 5% and 10% of patients admitted to modern hospitals in the developed
world acquire one or more infections (13).In some developing countries, the proportion of patients
affected by a health care acquired infection can exceed 25%. (7).It is also a major public health
problem in Ethiopia and their prevention has been made a priority as reported by a study on 1383
obstetrics and gynecologic patients at a referral hospital in north west Ethiopia, 246 (17.8%)

developed hospital acquired infections (14).

Even though, failure to perform appropriate hand hygiene is considered to be the leading cause of
HCAI (5), HCW compliance to hand hygiene practice is less than optimal (6). In critical care
situations where there are severe time constraints and the workload is higher, compliance to good
hand hygiene practices might be as low as 10%. With compliance levels most frequently well below
40%. (6).

Even though quality private health service is part of health sector reform most of the studies on hand
hygiene compliance focus on public hospitals which show that less attention were given to private
hospitals (14). Comparative studies show that compliance of health care professionals with hand

hygiene practice is lower at public hospitals when it compares with that of private hospitals (15; 16).

Studies done in different part of Ethiopia on infection prevention and control measure show that
compliance of health care worker with hand hygiene practice is low which most of them focus on
public health institution (16; 17; 18; 19). In Addis Ababa, different report shows that low hand
hygiene compliance is recognized to be common in both public and private health care institutions.
Many studies show that compliance with hand hygiene practice is related to parameters associated
with system constraints as well as socio-demographic characteristics, individual, group,

environmental and administrative factors (11; 15; 20).

Hence, literature that has explored the Compliance of health care professionals with hand hygiene
practice, compare hand hygiene compliance between public and private hospital in study area is very
limited. So, it is important to further investigate. Therefore because of the above facts this study
aimed to fill the gap by focusing on both public and private hospitals health care professionals’

compliance with hand hygiene practices.



1.3 Significance of study
This study provides baseline information on compliance of health care worker with hand hygiene practice
for both public and private general hospitals. So that hospitals will use to improve their hand hygiene

activities.

In addition because the study focus on comparing compliance of health care worker with hand
hygiene practice among public and private hospital the result of this study will be used to share
experience of good performance between them. Again, future researchers will benefit from this study

that, it will provide them as baseline facts needed to compare their study results as needed.

The result of this research provides additional information to the existing literature and can be used in

developing interventions to increase infection prevention and control practices.



2. LITERATURE REVIEW

2.1 Hand hygiene

Health care professionals have the greatest potential to spread micro-organisms that may result in
infection due to the number of times they have contact with patients or the patient environment.
Hands are therefore a very efficient vehicle for transferring micro-organisms. Hand hygiene can be
undertaken using soap and water or hand sanitizers, namely alcohol hand gels. Alcohol hand gels
provide an efficient and effective way of disinfecting hands and are actively promoted by health and
social care organizations and as part of the world health organization’s five moments for hand
hygiene. This is before touching a patient, before clean/aseptic procedures, after body fluid exposure,
after touching a patient and after touching patient surroundings (6).

2.2 Compliance of health care worker to hand hygiene practice

It has been shown that HCWs encounter difficulties in complying with hand hygiene indications at
different levels. Insufficient or very low compliance rates have been reported from both developed
and developing countries. compliance of HCWs to recommended hand hygiene procedures has been
reported as variable, with mean rates ranging from 5% to 89% and an overall average of
38.7%.Published studies suggest that, on average, compliance with hand hygiene is around 40% (6).

Studies show that the rate of compliance with hand hygiene practice different among public and
private health care institution in different setting. A cross sectional comparative study done in India
on compliance of hand hygiene practice in operation theaters in tertiary level hospital show that
compliance of hand hygiene practice of health care professionals was higher in private hospital (76%)
when compared with public hospital (66%). Decontamination of hands before individual’s catheter
insertion was only followed by 71% in public sector hospitals whereas 95%in private sector. HH after
contact with patients was only 50% among public hospitals as against 79.3% in private hospitals. So,
the difference of hand hygiene practice among private and public hospitals is statistically significant
(22).

Another comparative cross sectional study done to compare the knowledge of hand hygiene among
nurses in a public tertiary-care and a private corporate hospital in Amritsar show that majority
(97.9%) of the respondents in the private facility had received hand hygiene training in the past three
years. Knowledge about the most appropriate time duration to perform hand rubbing was found to be
significantly low among public-sector nurses. There is significant variation in knowledge, concerning

the correlation of performance of hand hygiene after a body fluid exposure (100% and 83%) and
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exposure to patients” immediate surroundings (0% and 18%) with the prevention of germ-
transmission. Differences were highly significant concerning the correct hand hygiene method to be
used in certain situations, such as: palpation of the abdomen (20% and 62%), before giving an
injection (10% and 55%) and after removal of examination gloves (10% and 44%) among the study

groups (22).

A cross sectional study done in private hospital in Turkey show that the general compliance rate
before touching patient is (65.09%), before clean/aseptic procedure is (52.27%), after body fluid
exposure risk (69.31%), after touching patients (66.51%), after touching patients surrounding (61.88).
Total compliance rate was (63.67%)(24). A self-reported study done in china on prevalence of non-
compliance show those Fifty-five subjects (40%) did not always decontaminate their hands before
and after examining patients (20). The average compliance with hand washing was around 86.0%.0Out
of this more number of hand washing opportunities (95.0%) were after patient contact, while it was
72.5% before patient contact. Hand washing was done with alcohol in 96.04% of instances and it was
with soap in 3.96% of instances (25).

Another cross sectional study show that, Compliance before patient contact and aseptic tasks was
lower compared to that after body fluid exposure/risk, after touching a patient and after touching
patient surroundings (26) .The most frequent indications for HH were before (38.6%) and after
touching a patient (42.0%). These were followed by after touching the patients’ surroundings
(16.1%), before a clean aseptic procedure (6.8%) and after exposure to body fluids (5.5%) (27).
Majority of the respondents (n=54, 93.1%) washes hand immediately after contacting any blood,
body fluid, secretion, excretion and dirty substances, and more than half washes hands when comes

in contact with different patients and after taking of gloves with 65.5% an d 56.9 % respectively (28).

Interventional study done in, Africa, Mali show that, overall hand hygiene compliance at baseline
was low (8.0%).Compliance also varied according to hand hygiene indications before patient contact
increase from 5.2% - 20.7%, before aseptic task increase from 2.6% to 14.8%, after body fluid
exposure risk increase from 15.8% to 41.0%, after patient contact increases from 16.3% to 39.8% and
after contact to patient surrounding increase from 3.3% to 3.7% (29).

A self-administered cross sectional study done in Nigeria to assess knowledge and practice of
standard precaution show that none of the respondent 0 (0%) agreed that hand washing in clinical

practice should be done before procedure only. 52 (32.50%) said that hand washing should be



instituted after procedure, 98 (61.25%) said before and after procedure, 10 (6.25%) said it should be
done following contact with body fluid (15).

Another self-administered and focus group discussion cross sectional study done in Kenya on Health
care professionals adherence to infection prevention practices and control measures show that hand
hygiene was frequently done using with soap and water or antiseptic solution this was confirmed by
91.3% of casual workers, 75% of nurses, 71.4% laboratory staff as well as support staff and 57.1% of
clinicians. Majority of HCWs agreed they cleaned their hands with sodium hypochlorite solution
rather than 70% ethanol solution. These were 94.7% of nurses, 74.3% clinicians, 73% of casuals,
21.4% of laboratory staff, and 5.7% of support staff. While hand hygiene was practiced by HCWs,
not everyone washed hands after removing gloves. According to focus group discussion, hand

hygiene products commonly used were bar soap and toilet soap under running water (30).

A study conducted in Jimma university hospital in, south west Ethiopia, showed that hand washing
practice by the nursing staff was inadequate. This study demonstrated that only 43.2% of the nursing
staff practices adequate hand washing while 56.8% of them practice inadequate hand washing (16).

A cross sectional study done in Bahir Dar city that included both public and private health institution
show that Health care professionals estimation of their own hand hygiene practice, majority of health
care workers 292 (82.5 %) had hand hygiene practice after completing the procedure they perform
and about 180(50.8 %) wash their hand before the procedure. The overall hand hygiene practice score
was 244(69.0%). (17).

A self-administered cross sectional study done at Tikur Anbessa (Black Lion) hospital and St. Paul’s
hospital in Addis Ababa show that among physicians, low rates of hand hygiene practice were
reported before patient contact (7%), before caring for a wound (42%) and after patient contact
(48%).Physicians were most likely to practice hand hygiene when their hands felt or looked dirty
(82%), after caring for a wound (85%) and after contact with blood or bodily fluids (97%).

A cross sectional study done on standard precautions practice among health care workers in public
health facilities of Mekelle special zone, northern Ethiopia show that from 483 HCWSs only
297(61.5%) always practice hand hygiene after any direct contact with patient, 166(34.4%) practice
often and the remaining 20(4.1%) practice seldom (19).



2.3 Factors associated with compliance to hand hygiene practice

Numerous factors have been identified as influencing compliance to recommended HH practices,
including; lack of access to HH facilities at point of care, time constraints, skin irritation from
frequent hand washing, lack of knowledge of the potential risks of transmission of microorganisms to
patients and the impact of improved HH on reducing HCAI, misconceptions about HH, and lack of
role models among colleagues and superiors (31).Based on the diverse nature of these factors, the
WHO (2009) stresses that successful HH improvement requires multiple strategies to address the
different barriers. Strategies identified by the WHO as critical components of programs aimed to
improve HH include system change, workplace reminders, training and education, evaluation and

feedback, and creating a patient safety climate (32).

A systematic review show that Corroboration exists amongst the research as to the reasons for this
non-compliance. Four studies specifically quantify different similar reasons for non-compliance ,
each identifying a range of reasons, for example ‘lack of time’, ‘put patient at risk’, ‘lack of means’,
‘precautions not warranted’ ‘interfere with patient care’ or ‘forgetfulness’. Two further studies
indicated similar reasons although they were not quantified and included ‘not needed’, ‘patient not a

risk’ and ‘lack of knowledge (26).

A cross sectional study conducted in china show that Compliance with UPs was significantly
associated with a range of variables. Student nurses and doctors were more compliant than trained
nurses and laboratory workers, as were those HCWs with a Good attitude to caring for PWAs and
those more satisfied with their job. Compliance was positively associated with length of time on the
job, knowledge of occupational blood borne pathogen transmission (P = .001), knowledge of UPs,
and perception of safety climate and was negatively associated with the perception of barriers to safe
practice. UPs compliance was not associated with having received training in UPs (20).

An observational study done on factors affecting hand hygiene adherence at a private hospital in
Turkey hand hygiene adherence rates of trained doctors was higher than untrained ones before patient
contact and after environment contact [48% (35/73) versus 82% (92/113) and 23% (5/22) versus 76%
(37/49) respectively]. Hand hygiene adherence rate of trained nurses was higher than untrained ones
before patient contact [63% (50/79) versus 76% (37/49)]. Hand hygiene adherence rate of trained
AHP was higher than untrained ones before asepsis [20% (2/10) versus 73% (16/22)] (40).



A cross sectional study done in Nigeria shows that 30 (18.75%) of the respondents were of the view
that limited knowledge is a barrier to practice of standard precautions in FMCG, 20 (12.50%)
irregular supply of infection control materials, 18 (11.25%) work load, 20 (12.50%) limited nursing
personnel, 2 (1.25%) time constraint, 4(2.5%) protective equipment reduces my skills, 4 (2.5%) poor
supervision, 34 (21.25%) low attitude of health workers, 12 (7.5%), poor compliance by senior
colleagues and 16 (10%) emergency situations (15). About 12(24%) of the respondents indicated lack
of knowledge as a factor that impeded them from proper infection control practice, 13(26%) indicated
lack of time, 8(16%) indicated lack of equipment, 5(10%) indicated forgetfulness as a factor and

12(24%) indicated lack of resources as a factor impeding them (33).

A cross sectional study done in Gondar and Debre Markos hospital show that in the bivariate
analysis, age, service years, sex of the participants, ever taking training on infection prevention
methods, and educational level were found to be significantly associated with practice of surgical site
infection prevention activities. However, only age, sex, and educational level of the participants were
found to be significantly associated in the multivariate analysis. Female nurses were about 2 times
more likely to practice surgical site infection prevention activities as compared to male nurses.Those
nurses who are 30 years or older were about 2 times more likely to practice surgical site infection
prevention actives as compared to those who are less than 30 years old. Nurses who have diploma
were about 2 times more likely to practice surgical site infection prevention activities as compared to

those who have B.S.c degree or higher (34).

Cross sectional study done in Bahir Dar city show that nurses reported washing their hands more
frequently than physicians; 71% of nurses reported washing their hands at least 6 times per day vs.
38% of physicians (18). The reason given by the respondent those who didn’t practice hand hygiene
based on recommendations of hand hygiene practice were unavailability of hand washing
facilities219 (38.1%), it takes time 111 (31.4%),if glove used not necessary 39 (11. %), and the least

response not necessary 5 (1.4 %) (17).

A self-administered cross sectional study done at Tikur Anbessa (Black Lion) Hospital and St. Paul’s
Hospital in Addis Ababa show that majority of both physicians (93%) and nurses (92%) felt they
would be less likely to transmit infections to their patients if they performed hand hygiene; however,
only 50% of HCW reported receiving hand hygiene training and only 30% thought their supervisors
stressed the importance of hand hygiene. The majority of HCWs felt hand hygiene agents (alcohol
based sanitizer or soap and water) were not readily available (77%) and 67% of all HCWs reported
that available alcohol based hand sanitizers caused irritation and dryness. Significantly more
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physicians than nurses reported that they often forget to perform hand hygiene (52% vs. 21%,
respectively) (18).

Another cross sectional study done on standard precautions practice among health care workers in
public health facilities of Mekelle special zone, northern Ethiopia the multivariate analysis showed,
the odd of good practice was 2.5 times higher in young age more than HCWs of older age. Odd of
good practice was likely to be reduced by 50% among males compared to female. The type of health
profession has association with the practice of standard precautions. Compared to laboratory
technician, doctors and nurses had 80% and 70% reduced odds of good practice respectively. HCWs
working in the rooms having written material for risk communication had 1.8 times increase the
likelihood of practicing standard precautions than HCWs working in rooms without written material
for risk communication. The odd of good practice was likely to be higher by 1.6 times in HCWs
trained for standard precautions than those didn’t take training. But in this study work experience

turned to be insignificant (19).

Similarly another cross sectional study done on hand hygiene compliance and associated factors
among health care providers in Gondar University Hospital, Gondar, North West Ethiopia show that
in the Bivariate analysis knowledge of HHC, taking training on HH, the hospital promoting the
importance of HH compliance, the availability of hand washing sink, soup and water, individual
towel/tissue paper for drying, the availability of ABHR for HH compliance, knew the presence of IP
committees are significantly associated with Hand hygiene compliance. The multivariate analysis
was used to identify factors that were predictive of hand hygiene compliance. Knowledge of HHC,
taking training on HH, availability of individual towel/tissue paper, availability of ABHR in the ward
and knew presence of IP committees are independently associated factors with hand hygiene

compliance (35).
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3. OBJECIVE
General Objective

» To describe compliance of health care professionals with hand hygiene practice and its

associated factors among general hospital in Addis Ababa, Ethiopia from Julyl, 2017 to July 30,
2017.

Specific Objective

» To describe compliance of health care professionals with hand hygiene practice in general
hospitals in Addis Ababa.

» To assess associated factors that influences the compliance with hand hygiene practice of general
hospital in Addis Ababa.
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4. METHODOLOGY
4.1 Study Area and Period

The study was conducted in Addis Ababa city which is the capital city of Ethiopia and center of
African Union. Administratively, the city is divided in to 10 sub cities and 116 Woredas/district. The
total area of the city is 54,000 hectares (36). According to the 2013 population estimation, the total
population of Addis Ababa is more than 4 million (37).

Regarding health institutions, the city has 134 private primary clinics, 437 private medium clinics,
265 private specialty clinics, and 117 government health centers, 12 public hospitals, 24 private
general hospitals (36). The study was conducted from Julyl, 2017 to July 30, 2017.

4.2. Study Design

Institutional based cross sectional study design was used to describe the level of compliance with

hand hygiene practice and its associated factors among general hospital in Addis Ababa, Ethiopia.

4.3. Source and Study Population

The source population for this study was all health care professional working in general hospital in
Addis Ababa.

The study population was all health care professional working in selected general hospital in Addis
Ababa.

4.3.1. Inclusion criteria

All health care professionals who were on active duty during data collection time were included in
study.

4.3.2. Exclusion criteria

» All health care professional those were working in only pharmacy department.
» Health care professional those were working on only administrative part in hospital

» Health care professionals those work as part timer.

12



4.4. Sample Size

s Sample size for first specific objective
By using single proportion formula and using 69% compliance rate taken from published study done at

Babir dar city in 2013, margin of error 5% and taking confidence interval (Z,) of 95%.

1.96|2

N=[Z2[?p|1 — ] mm—p N=|>22|*0.69]1 — 0.69] = 329
Including 10% for non-respondent total sample size was 362
+« sample Size for second specific objective
_ [Za\/2p(1—p) + Zﬁ\/P1(1 —P) +P,(1-P,)]?

(P1-p2)?
Where p = (pl+p2)/2

N= required minimum sample size for the two groups
p1= proportion of compliance with hand hygiene in public hospital

p2=proportion of compliance with private hospital

Zqp=critical value at 95% level of significance

Zg= standard normal distribution value corresponding to 80% power to detect the assumed difference
=0.84.

Proportion was taken from similar study done in India (21) with compliance of hand hygiene
practice at public hospital (66%) and at private (76%).

So,

P = (0.66 + 0.76)/(2) = 0.71

_ [1.964/2 % 0.71(1 — 0.71) + 0.84,/0.66(1 — 0.66) + 0.76(1 — 0.76)]?
B (0.66 — 0.76)2

N =322
So, the sample size for each group was 354 including 10% for non-respondent
Therefore, Total sample size for this study was 708.
> In general to include the sample size which answers the two objectives the maximum among the
two was taken. Accordingly the sample size of second objective (708) was maximum and it was

taken as sample size for this study.
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4.5. Study Variables

4.5.1. Dependent Variables: - hand hygiene practice

4.5.2. Independent Variables:

e Socio-demographic characteristics: Age, Sex, Work experience, profession, Educational
level, department/ward they are working in.

e Personal characteristics: knowledge of hand hygiene guide line, attitude toward hand
hygiene and health care acquired infection.

e Administrative characteristics: training, knowing presence and functionality of infection
prevention committees, Commitment of management to hand hygiene and safety, Knowing
presence budget for infection prevention, feedback, monitoring and evaluation, motivation for
performing good.

e Availability of hand hygiene facilities: availability and functionality of sink in the
department, availability of running water and Soap, availability of alcohol based hand rub in the
department, availability of towel/tissue paper, availability of glove, availability of hand cream,
availability of hand washing guide line at working department, availability hand hygiene poster.
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4.6 Sampling procedures
Out of 29 general hospitals 9 of them was selected by simple random sampling system. Then
appropriate sample size was selected by SRS method from list of health care professionals working at

selected ward/department of selected hospitals. Sampling procedures is summarized on figure 2.

A total of 29 general hospitals in A.A city

[ By simple random sampling system 9 hospitals was selected ]
v v
]
I
[ By simple random sampling }

v A v l A 4 Yy

[ 130HCP l l 116HCP 102HCP 70HCP 62HCP 54HCP [ 50 HCP ][ 66 HCP ] 46HCP ]
e e —— ] ] 1 ] ]
Proportional sample size was selected by SRS from each department/ward listed below
4 v \ 4 . 4 \ 4 \ 4 . 4 . 4 =
ICU=13 ICU=11 ICU=9 IcU=7 ICU=6 ICU=5 ICU=4 ICU=7 ICU=3
Med=19 Med=17 Med=14 Med=14 Med=12 Med=11 Med=10 Med=12 Med=8
Surg=18 Surg=16 Surg=12 Surg=11 Surg=9 Surg=8 Surg=6 Surg=11 Surg=6
OR=16 OR=15 OR=12 OR=9 OR=8 OR=7 OR=6 OR=9 OR=5
Peda=12 Peda=11 Peda=10 Peda=5 Peda=3 Peda=3 Peda=2 Peda=4 Peda=2
Ob/g=15 Eme=13 Eme=10 Eme=8 Eme=7 Eme=6 Eme=4 Eme=6 Eme=3
Eme=14 Ob/g=12 Ob/g=14 Ob/g=9 Ob/g=6 Ob/g=5 Ob/g=5 Ob/g=7 Ob/g=5
Opd=18 Opd=15 Opd=12 Opd=8 Opd=8 Opd=7 Opd=7 Opd=8 Opd=6
Lab=9 Lab=8 Lab=7 Lab=4 Lab=3 Lab=3 Lab=3 Lab=4 Lab=3

{— .
! 708 HCP

Figure2: Schematic presentation of sampling procedure of study to select study population
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4.7. Data collection tool and procedure

The self-administered questionnaire which was adapted from questionnaire developed by world health
organization was used to find out current compliance of hand hygiene practices and associated factors
consists of socio demographic characteristic question (7), Question related to administrative
characteristics which may affect hand hygiene practice (8), Question related to availability of hand
hygiene facility which may affect hand hygiene practice(10), knowledge of hand hygiene guide line (12
items) via yes/no/I don’t know, attitude toward hand hygiene and health care acquired infection (24
items), and hand hygiene practices via 5-point likert scales named as hand hygiene practices (14 items) as
shown in the conceptual framework. The questionnaire was prepared in English and translated to
Ambharic and back to English to keep the consistency of the questions. Data was collected (facilitator)
by four diploma nurse and one supervisor who have BSc. in environmental health using pretested

questionnaire in different departments.

4.8 Operational definition

Hand hygiene: - refer to any method that removes or destroys microorganisms on hands (32).

Health care profession: - any person who is trained in medical care and giving health service
Hand washing: - refers to cleansing hands with water, a cleansing agent such as soap or an
antiseptic solution and mechanical action (6).

Alcohol-based hand rub: - refers to an alcohol-containing preparation designed for application to
the hands for reducing the number of viable microorganisms on the hands (8).
Healthcare-associated infection: are defined as infections that occur during health care
interventions in any health care setting where care is delivered (1).

Potentially contaminated objects: - refers to materials on state of having been actually or
potentially in contact with microorganisms that could be capable of producing disease or infection
(6).

General Hospital: is a medical facility that provides health care to both inpatients and out-patients
and treats many types of diseases with professionals. Provide all types of clinical service including
surgery (31).

Knowledge of hand hygiene: - refers to health care worker awareness and skill have in relation to
questions in the questionnaire per hand hygiene guideline (5). Good Knowledge: - refers to health
care worker who scored the mean and above the mean value of the knowledge questions value, low
knowledge: - refers to health care worker who scored below the mean of the total knowledge

questions value (19).
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Attitude toward hand hygiene: - Is defined as subjective feelings of Health care professional
about the validity of an idea or set of facts related to the recommended hand hygiene and health care
acquired infection. Good attitude: - refers to health care worker who scored the mean and above the
mean value of hand hygiene attitude score, Low Attitude: refers to health care worker who scored
below the mean value of hand hygiene attitude score (19).

Hand hygiene compliance: - Refer to hand hygiene practice measured based on 14 CDC standard
questions of hand hygiene practices (6). Health professionals could be considered as “good” when
they score equal or above mean score hand hygiene practice, and considered as “low” when they

score below mean score of hand hygiene practices (19).

4.9. Data Quality Assurance

For data quality control purpose, the data collectors (facilitator) were trained before the data
collection and supervised during the data collection period and the questionnaire will be pre-tested.
The pre-test was done on (5% of the sample size) health professional working in Amin general
hospital. The questionnaire was adapted from questionnaire developed by world health organization
(6). Principal investigator and supervisors were made spot-checking and reviewing the completed
questionnaires by the data collectors to ensure completeness and consistency of the information
collected. Each questionnaire was checked for completeness, missed values and unlikely responses; those
incomplete questionnaires were omitted from the analysis

4.10. Data management and analysis Procedures

The data was entered into EPI data version 3.1 which is epidemiological software packages for
editing, cleaning, coding, and check completeness and consistency, and then exported to SPSS
version 22 for data management and analysis. Descriptive statistics of percentages and mean was
carried. In addition, bivariate analysis was used to identify significant variables and then the variables
with p value <0.25 were taken to multiple logistic regressions to determine independent effect of
association factors on compliance to hand hygiene practice. Odds ratio with 95% confidence intervals
and significance level at P< 0.05 was used to see the association between factors and compliance to
hand hygiene practice. The output of analysis was displayed by table.
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4.11 Ethical Considerations

Before conducting the study ethical clearance was obtained from Addis Ababa University, college of
health sciences, school of public health research and ethics committee (REC). In addition ethical
clearance was obtained from Addis Ababa health bureau ethical committee. A formal letter obtained from
Addis Ababa health bureau was submitted to all hospitals included in study, participants’ right to self-
determination and autonomy was respected, study participants was given any information they need,
verbally and in written prior to a self-administration .The right of each respondent to refuse, answer for
few or all questions was respected. Omitting names of the participant from the questionnaire and as no
personal details was recorded or produced on any documentation related to the study that help to assure
confidentiality of the information and respondents. Participation was voluntary and participant can

withdraw from the study at any time without explanation.

4.12. Plan of Dissemination of Findings

The results of this study will be presented to Addis Ababa University, college of health science,
school of public health as thesis of master of public health and it will also be distributed to the Addis
Ababa health bureau and Food medicine health care administration and control authority.
Dissemination can be also done through workshop, conference and if possible through publication in

peer reviewed journals.
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5. RESULT

5.1. Socio demographic characteristics

A total of708 health care professional were included in the study and 651 of them filled self-
administered questions with response rate of 91.9%. Out of which 335(51.46%) were from private
hospital and 316(48.5%) were from public hospital. Among respondents 445(68.4%) were female and
205(31.5%) were male. Majority of respondents were nurses 399(61.3%) which is the highest for both
public and private hospital 184(58.2%) and 213(64.2%) respectively. A mean age of respondents were
32.06 (£7.58) years with public hospitals mean age of 32.9(£6.8) and that of private hospitals were
31.28(%8.2). Majority of respondent educational level for both group was first degree 373(57.3%) then
followed by diploma 189(29%) and then Master/above 89(13.7%). A mean work experience (xSD) were
8.59 (+6.84) years with public hospitals mean work experience of 9(£5.9) and that of private hospitals

were 8.15(x6). The result of socio-demographic variables is summarized in the table below (Table2).
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Table 1: Distribution of socio demographic characteristics of respondents in general hospital in Addis

Ababa, Ethiopia, 2017

Owner of hospital Total
Variables Public Private Count (%)
Count (%) Count (%)
Sex of respondent (n=650)
Male 98(15.1) 107(16.4) 205(31.5)
Female 217(33.3) 228(35.0) 445(68.4)
Age of respondent (n=639)
<=32years 177(27.7) 237(37.1) 414(64.8)
>32 years 132(20.7) 93(14.6) 225(35.2)
Profession of respondent(n=651)
Nurse 184(28.3) 215(33) 399(61.3)
Doctor 74(11.4) 54(8.3) 128(19.7)
Midwifery 23(3.5) 23(3.5) 46(7.1)
Laboratory 22(3.4) 19(2.9) 41(6.3)
Other( HO & Anesthesiologist) 13(2.0) 24(3.7) 37(5.7)
Educational Level(n=651)
Diploma 59(9.1) 130(20.0) 189(29.0)
First degree 208(32) 165(25.3) 373(57.3)
Master and above 49(7.5) 40(6.1) 89(13.7)
Work experience(n=636)
<=8 years 174(27.4) 232(36.5) 402(63.8)
>8 years 136(21.4) 94(14.8) 230(36.2)
Working department(n=651)
Medical 44(6.8) 67(10.3) 111(17.4)
Surgical 42(6.5) 47(7.2) 89(13.7)
OR 41(6.3) 41(6.3) 82(12.6)
OPD 35(5.4) 43(6.6) 78(12.0)
Gyn/ob 41(6.3) 36(5.5) 77(11.8)
Emergence 31(4.8) 31(4.8) 62(9.5)
ICU 29(4.5) 32(4.9) 61(9.4)
Pediatrics 31(4.8) 18(2.8) 49(7.5)
Laboratory 22(3.4) 20(3.1) 42(6.5)
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5.2 Knowledge related to hand hygiene

Sampled respondents were requested to respond to a series of questions in order to assess their
knowledge on hand hygiene guidelines. Overall hand hygiene related correct knowledge of health care
professional’s ranges from 25% (3/12) to 100% (12/12), which ranges from 25%(3/12) to 100%(12/12)
for those from public hospitals and 46.7%(5/12) to 100%(12/12) for those from private one; the total
mean score was 9.67(x0.067); which is 9.89(x0.099), 9.47(+0.090) for public and private hospitals
respondents respectively. Around 368(56.5%) of respondents have good knowledge of hand hygiene
guide line and 122(43.5%) have low knowledge based on good and low knowledge definition. Those
from public hospitals have 194(61.4%) good knowledge and 122(38.6%) low knowledge, and from
those from private hospital have 174(51.9%) good knowledge and 161(48.1%) low knowledge. Each

knowledge question score is shown in table 3.
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Table 2: Knowledge of health care professionals of hand hygiene guide line in general hospital in Addis

Ababa, Ethiopia, 2017

Owner of hospital Total
Possible Public Private  Count (%)

Hand hygiene questions response  Count (%) Count (%)
Hand hygiene is the primary measure to reduce health Yes 270(41.5) 329(50.5) 599(92.0)
care acquired infection No 46(7.1) 6(0.9) 25(8.0)
Alcohol-based hand rubs should not be used when hands Yes 256(39.3) 240(36.9) 496(76.2)
are visibly soiled No 60(9.2) 95(14.6) 155(23.8)
Alcohol-based hand rubs will still be effective if applied Yes 233(34.3) 216(33.6) 442(67.9)
for less than 60 seconds No 93(14.3) 116(17.8) 209(32.1)
Hand hygiene is required following the removal of Yes 267(41.5) 283(43.5) 550(84.5)
gloves after patient contact No 49(7.5) 52(8.0) 101(15.5)
Single-use cloth towels and paper towels are acceptable Yes 268(41.2) 254(39.0) 522(80.2)
for drying hands in patient care areas No 48(7.4) 81(12.4) 129(19.8)
Hand hygiene must be performed before patient contact,  Yes 276(42.4) 300(46.1) 576(88.5)
following patient contact, and prior to and following care  No 40(6.1) 35(5.4) 75(11.5)
wound
When using an alcohol-based hand rub to decontaminate  Yes 258(39.6) 228(35.0) 486(74.7)
hands they should be rubbed together until dry No 58(8.9) 107(16.4) 165(25.3)
Compliance to hand hygiene practice can reduce chance Yes 276(42.4) 301(46.2) 577(88.6)
of spreading of infection No 40(6.1) 34(5.2) 74(11.4)
Hand creams and lotions are recommended for health Yes 215(33.0) 184(28.3) 399(61.3)
care workers hands No 101(15.5) 151(23.5) 252(38.7)
Gloves should not be reused when caring for different Yes 231(35.5) 248(38.1) 479(73.6)
patients No 85(13.1) 87(13.4) 172(26.4)
Microbes causing HCAI are most frequently spread Yes 286(43.9) 280(43.0) 566(86.9)
between patients on the hands of health-care workers No 30(4.6) 55(8.4) 85(13.1)
Performing hand hygiene after caring for a wound Yes 298(45.8) 307(47.2) 605(92.9)
Can protect from health care acquired infections. No 18(2.8) 28(4.3) 46(7.1)

Good Knowledge (count (%)) 194(61.4) 174(51.9) 368(56.5)

Low knowledge (count (%) 194(38.6) 161(48.1) 283(43.5)
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5.3 Attitude of Heath care professional to ward hand hygiene and health care acquired

infection

Health care professional responded on their attitude toward hand hygiene and health care acquired
infection on clinical setting. According to response rated based on five likert scale namely; 1-strongly
disagree, 2-disagree, 3-not sure, 4-agree and 5-strongly agree. The overall mean attitude of respondents
were 3.75(x0.02). Based on the definition of good and low attitude around 301(46.2%) of heath care
professional had Good attitude and 350(53.8%) had low attitude. Accordingly 159(50.3%) of
respondents from public hospitals had Good attitude and around 142(42.4%) of those from private

hospitals had Good attitude. Mean scores for individual scale item is shown in table 4.

Table 3: Mean attitude of health care professional in general hospital in Addis Ababa, Ethiopia, 2017

Owner of hospital Total
Attitude questions Sl Srivate Mean
(s.e.m)

Mean(se.m)  Mean(s.e.m)

%

The facilities in which | am working in emphasize the importance of 3.70(0.07)  4.20(0.06)  3.96(0.45)
hand hygiene.

The importance of hand hygiene is emphasized by my clinical 3.91(.08) 3.82(0.06)  3.86(0.04)
Supervisors.

I have a duty to act as a role model for other health Care workers. 4.18(0.06)  4.12(0.06) 4.10(0.04)
When busy it is more important to complete my tasks than to perform 3.45(0.08)  2.90(0.07)  3.17(0.05)
hand hygiene. #

Performing hand hygiene in the recommended Situations can reduce 4.34(0.06) 4.16(0.06)  4.25(0.04)
patient mortality.

Performing hand hygiene in the recommended situations can reduce 4.36(0.49) 4.12(0.06)  4.24(0.04)
medical costs associated with health care-acquired infections.

I can‘t always perform hand hygiene in recommended situations 3.43(0.08)  3.4(0.08) 3.41(0.06)
because my patient‘s needs come first. *

Prevention of health care-acquired infection is a valuable part of a 4.25(0.05) 4.23(0.06)  4.24(0.04)
health care worker‘s role.

| follow the example of senior Health care professionals when deciding 2.19(0.07)  3.36(0.08) 2.79(0.06)
whether or not to perform hand hygiene. »

An infectious disease contracted in the health care setting may threaten 4.28(0.05)  3.97(0.06)  4.12(0.04)
my life or my career

I believe | have the power to change poor hand hygiene practices in the 4.29(0.05)  4.10(0.06)  4.20(0.04)

workplace
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Failure to perform hand hygiene in the recommended situations can be 4.17(0.06)  4.16(0.06)  4.16(0.04) 83.2
considered negligence

Hand hygiene is a habit for me in my personal life 4.23(0.05)  4.25(0.05)  4.24(0.04) 84.8
I am confident I can effectively apply my Knowledge of hand hygiene 4.18(0.06)  4.18(0.05)  4.18(0.04) 83.6
to my clinical practice

It is an effort to remember to perform hand Hygiene in the 4.16(0.06) 4.03(0.06) 4.10(0.04) 82.0
recommended situations

I would feel uncomfortable reminding a health Professional to hand 3.34(0.075) 2.9(0.075) 3.11(0.05) 62.2
wash. »

Performing hand hygiene slows down building Immunity to disease. #  3.12(0.08)  2.60(0.08)  2.85(0.06)  57.0
I belief that among all patient safety hand hygiene very important. 4.28(0.04) 4.34(0.06) 4.31(0.04) 86.2
Dirty sinks can be a reason for not washing hands. » 3.11(0.07)  2.95(0.08) 3.03(0.05) 60.6
Lack of an acceptable soap product can be a reason for not cleansing 3.38(0.07)  3.07(0.08)  3.22(0.05) 64.4
hands. »

Hand washing agent cause irritation and dryness is the reason for not 3.76(0.07)  3.48(0.08)  3.62(0.05) 72.4
cleaning my hand. »

Too busy/insufficient time is the reason for not cleaning my hand. » 3.66(0.07) 3.55(0.07) 3.60(0.05) 72.0
If we use glove it is not necessary to wash our hand. » 3.91(0.07) 3.82(0.07) 3.87(0.05) 77.4
Forgetfulness is reason for not washing my hand. ~ 3.58(0.07)  3.40(0.08) 3.49(0.05) 68.9
Overall 3.80(0.03) 3.71(0.03) 3.75(0.02) 74.8
Good attitude (count (%)) 159(50.3) 142(42.4)  301(46.2)

Low attitude (count (%)) 157(49.7) 193(57.6)  350(53.8)

Scale: 1=strongly disagree to 5= strongly agree, " indicates the item is reverse coded
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5.4. Administrative characteristics of the hospital which may affect Hand hygiene practice

Among respondents around 579(88.9%) of them know that the hospital that they are working in have

budget for infection prevention activities. Out of this 262(82.9%) were from public hospitals and
317(94.6%) from private hospitals. More than half of respondents 377(57.9%) reported that they have

taken training on hand hygiene; which was 202(63.9%) from public hospitals and 175(52.2%) was from

private hospitals. About 549(84.3%) of respondents know that presence of infection prevention

committee in the hospital; out of this 258(81.6%) from public hospitals and 291(86.9%) from private

hospitals. About 242(37.2%) respondents said there was motivation for compliance with hand hygiene
practice; 93(29.4%) from public hospitals and 149(44.5%) from private hospitals. Detail of
administrative characteristics of the hospitals is depicted in (Table 5).

Table 4: Administrative characteristics which may affect Hand hygiene practice in general hospital;

Addis Ababa, Ethiopia, 2017

Possible Owner of hospital Total

answers Government  private  Count (%)
Variables Count (%) Count (%)
knew that the hospital have budget for infection Yes 262(82.9) 317(94.6) 579(88.9)
prevention activities No 54(17.1) 18(5.4) 72(11.1)
Knew_leaders and senior managers at the hospital Yes 201(63.6) 241(71.9) 442(67.9)
ﬁ())/r;gwr:;ted to support and openly promote hand No 115(36.4) 94(28.1) 209(32.1)
Taken training on hand hygiene within past two year Yes 202(63.9) 175(52.2) 377(57.9)

No 114(36.1) 160(47.8) 274(42.1)
Knew presence of infection prevention committee in  Yes 258(81.6) 291(86.9) 549(84.3)
the hospital. No 58(18.4)  44(13.1)  102(15.7)
Know functionality of infection prevention Yes 175(67.83)  203(69.76) 378(68.85)
committee in the hospital. No 83(32.17)  88(30.24) 171(31.15)
Presence of monitoring and evaluation system on Yes 156(49.4) 173(51.6) 329(50.5)
hand hygiene compliance in your hospital. No 160(50.6) 162(48.4)  322(49.5)
Presence of regularly feedback on your hand Yes 229(35.2) 90(28.5) 229(35.2)
hygiene performance from cloth supervisor. No 422(64.8) 206(715) 422(64.8)
Présence of motivation for compliance to hand Yes 93(29.4) 149(44.5) 242(37.2)
hygiene practice in the hospital No 223(70.6) 186(55.5)  409(62.8)
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5.5. Availability of hand hygiene facilities in the hospital

About 615(94.5%) of respondents report sink is available in the working ward; out of this 292(92.4%)
from public hospitals and 323(94.6%) from private hospitals. Similarly 521(80.0%) of respondents

reported running water is available; 229(72.5%) from public hospitals and 292(87.2%) from private
hospitals. 526(80.8%) reported that alcohol based hand rub is available; out of this 254(80.4%) is from
public hospitals and 277(81.2%) from private hospitals. Around 400(61.4%) reported hand hygiene

posters are displayed in the working areas as reminder; 176(55.7%) from public hospitals and

224(66.9%) form private hospitals. Summary of availability of hand hygiene facilities in the hospital is

shown in (table 6).

Table 5: Availability of hand hygiene facility in general hospital in Addis Ababa, Ethiopia, 2017

Possible Owner of hospital
Variable answers  Government private Total
Count (%) Count (%) Count (%)
Availability of sink in the working dep.t Yes 292(92.4) 323(94.6) 615(94.5)
No 24(7.4) 12(3.6) 36(5.5)
Functionality of sink? Yes 269(92.2) 288(89.1) 557(90.57)
No 24(7.8) 35(10.9) 59(9.43)
Availability of running water in the working Yes 229(72.5) 292(87.2) 521(80.0)
ward/depariment No 87(27.5) 43(12.8) 130(20.0)
Soap available in the working ward/department Yes 249(78.8) 249(74.3) 498(76.5)
No 67(21.2) 86(25.7) 153(23.5)
Alcohol based hand rub available in the working Yes 254(80.4) 272(81.2) 526(80.8)
ward/depariment No 62(19.6) 63(18.8) 125(19.2)
Towel\tissue paper available in the working Yes 84(26.6) 160(47.8) 244(37.5)
ward/dep.t No 232(73.4) 522(175)  407(62.5)
Glove available in the working ward /dep.t Yes 271(85.8) 240(71.6) 511(78.5)
No 45(14.2) 95(28.4) 140(21.5)
Hand creams and lotions availability in the dept. Yes 77(24.4) 103(30.7) 180(27.6)
No 239(75.6) 232(69.3) 471(72.4)
Hand washing guide line availability in the Yes 103(32.6) 202(60.3) 305(46.9)
working wara/dep.t No 213(67.4) 133(39.7)  346(53.1)
Do hand hygiene posters are displayed in the Yes 176(55.7) 224(66.9) 400(61.4)
working department as reminders No 139(44.3) 108(32.2) 37.9(38.6)
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5.6. Health care professionals hand hygiene practice

Based on 5-point likert scale which required respondents to estimate their compliance for hand hygiene
Practice in relation to a set of 14 situations show that across the whole sample the average score on the
hand hygiene practice of health care professionals ranges from never to always cleansing their hands in
the indicated situations (Table 7). Health care professionals were most likely to report performing hand
hygiene always if they look or feel dirty (71.9%), after contact with blood or body fluids (61.4%), after
touching potentially contaminated Objects (61.6%), after caring for a wound (53.8%). In other way health
care professionals were least likely to perform hand hygiene always before entering isolation room
(19.4%), before patient contact (15.7%), before wound care (23.5%) and after existing isolation room
(27.2%),

The overall good hand hygiene compliance was found 328(50.4%) and low hand hygiene compliance
was 323(49.6.9%); which was for those from public hospitals good and low hand hygiene compliance
was 179(56.6%) &137(43.4%) respectively and for those from private hospitals good and low hand
hygiene compliance was 149(44.5%) &186(55.6%) respectively. Out of hand hygiene practice situations
highest score was reported when health care professionals look or feel dirty 4.56(91.2%) and least hand
hygiene was reported before entering isolation room 2.69(53.8%). This is also the same situation for
both public and private hospital’s health care professionals. Result of each label score for each hand

hygiene questions is shown in (table 8).
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Table 6: Overall hand hygiene practice of respondents in general hospitals in Addis Ababa, Ethiopia,

2017

Possible Answer

Never Sometime Half of the Most of the Always

Count (%) Count (%) time time Count (%)
How often you clean your hand Count (%) Count (%)
After going to the toilet 4(0.6) 55(8.4) 112(17.2) 200(30.7) 280(43.0)
Before caring for a wound 93(14.3) 119(18.3) 151(23.2) 135(20.7) 153(23.5)
After caring for a wound 3(0.5) 22(3.4) 74(11.4) 202(31.0) 350(53.8)
After touching potentially 4(0.6) 23(3.5) 51(7.8) 172(26.4) 401(61.6)
contaminated Objects
After contact with blood/ 3(0.5) 30(4.6) 62(9.5) 156(24.0) 400(61.4)
body fluids
After inserting an invasive 12(1.8) 76(11.7) 132(20.3) 173(26.6) 258(39.6)
device.
Before entering an isolation 192(29.5) 154(23.7) 95(14.6) 84(12.9) 126(19.4)
room.
After contact with a patient’s 32(4.9) 132(20.3) 143(22.0) 125(19.2) 219(33.6)
skin.
After exiting an isolation 152(23.3) 119(18.3) 99(15.2) 104(16.0) 177(27.2)
Room.
Before endotracheal 47(7.6) 103(16.7) 159(25.8) 139(22.5) 169(27.4)
Suctioning.
After contact with a patient’s 5(0.8) 25(3.8) 65(10.0) 166(25.5) 390(59.9)
secretions
Before patient contact 135(20.7) 194(29.8) 120(18.4) 100(15.4) 102(15.7)
After removing gloves 8(1.2) 44(6.8) 76(11.7) 236(36.3) 287(44.1)
If they look or feel dirty 8(1.2) 21(3.2) 35(5.4) 119(18.3) 468(71.9)
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Table 7: Mean hand hygiene practice of respondents in general hospital in Addis Ababa, Ethiopia, 2017

Owner of hospital Total
How often do you clean your hand Mean
Public Private (sem) %
Mean(s.em)  Mean(s.e.m)
After going to the toilet 4040053)  4.100057)  4.07(0039) 814
Before caring for a wound 2840.074)  355(0.072)  321(0.053) 042
After caring for a wound 423(0.050)  4.45(0.043) 4340033 868
After touching potentially contaminated 4.40(0.048)  4.50(0.045) 4450033 896
Objects
After contact with blood/ 431(0052)  451(0.045)  4.41(0.034)
body fluids 88.2
After inserting an invasive device. 3.70(0.064)  4.10(0.057) 390(0.043) /80
Before entering an isolation room. 2.45(0.079)  2.92(0.084) 2.69(0.058)
53.8
After contact with a patient’s skin. 351(0.070)  3.61(0.071) 3.56(0.050) 71.2
After exiting an isolation Room. 284(0.084)  3.25(0.085)  3.050.060) 010
Before endotracheal Suctioning. 3.32(0072)  358(0071) 3450051 990
After contact with a patient’s secretions 4.30(0.051) 4.49(0.046) 4.40(0.034) 88.0
Before patient contact 2630075)  287(0.075) 2750053
After removing gloves 405(0.052)  4.25(0.053)  415(0.038) 830
If they look or feel dirty. 452(0.046)  4.60(0.046)  456(0.033) 912
Overall 366(0.041)  3.92(0.041)  3.79(0.029) 758

Good Practice (count (%)) 179(56.6)  149(44.5) 328(50.4)
Low practice (count (%))  137(43.4) 186(55.6) 323(49.6)
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5.7 Bivariate analysis of factors associated with hand hygiene practice

5.7.1 Bivariate analysis of hand hygiene practice with socio-demographic characteristics

On bivariate analysis of hand hygiene practice with socio demographic variable; sex, age, work

experience didn’t show significant association.

The odds of hand hygiene practice were 1.63 times higher for those who were working in public
hospitals (COR [95%CI]) = 1.63 (1.197, 2.223) than private hospitals. The odds of hand hygiene
practice of laboratory profession (COR [95%CI]) = 0.35[0.140, 0.892] were 64.6% lower when we
compare with health officer and Anesthesiologist. Hand hygiene practice of those with educational level
of first degree (COR [95%CI]) = 0.58 (0.346, 0.963) were 42.3% likely reduced than diploma holders.
When we compare with those working in laboratory department, those who were working in; medical
ward (COR [95%CI]) =2.35 (1.120, 4.943), Gyn/obs (COR [95%CI]) =2.67 (1.217, 5.843), OPD (COR
[95%CI]) = 5.43 (2.406, 12.247) emergence (COR [95%CI]) =1.31 (1.306, 6.707) were 2.35 times, 2.67
times, 5.43 times, 1.31 times respectively practicing hand hygiene higher. The odd of hand hygiene
practice of health care professional with good attitude (COR [95%CI]) =1.76(1.287, 2.399) were 1.76
times higher than those with low attitude.

Table 8: Bivariate analysis on association of hand hygiene practice with socio demographic variable of
respondents in general hospital in Addis Ababa, Ethiopia, 2017

Hand hygiene practice
Variables COR(95% of CI)
Good(>=3.79) Poor(<3.79)
Count (%) Count (%)

Owner of hospital

Public 179(54.6) 137(42.4) 1.63 (1.197, 2.223)"
Private 149(45.4) 186(57.6) !

Sex of respondent (n=650)
Male 114(55.6) 91(44.4) 1.35 (0.970, 1.885)
Female 214(48.1) 231(51.9) 1

Age of respondent (n=639)
<=32 years 202(48.8) 212(51.2) 1.2 (1.660, 1.660)
>32 years 120(53.3) 105(46.7) 1

Profession of respondent(n=651)
Doctor 76(59.4) 52(40.6) 1.11 (0.531, 2.334)
Nurse 189(47.4) 210(52.6) 0.69 (0.348, 1.353)
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Midwifery
Laboratory
Another

Educational Level(n=651)
Diploma

First degree
Master and above

Work experience(n=636)
<=8 years

>8 years

Working department(n=651)
Medical

Surgical
OR
OPD
Gyn/ob
Emergence
ICU
Pediatrics
Laboratory
Attitude

Good
Low

Knowledge
Good

Low

29(63.0)
13(31.7)
21(55.95)

89(47.1)
185(49.6)
54(60.7)

200(49.3)
119(51.7)

60(54.1)
39(43.8)
34(41.5)
57(73.1)
44(57.1)
37(59.7)
22(36.1)
21(42.9)
14(33.3)

187(57.0)
41(43.0)

199(60.7)

129(39.3)

17(37.0)

28(68.3)

16(44.05)

100(52.9)

188(50.4)

35(39.3)

206(50.7)

111(48.3)

51(45.9)
50(56.2)
48(58.5)
21(26.9)
33(42.9)
25(40.3)
39(63.9)
28(57.1)
28(66.7)

181(56.0)
142(44.0)

151(46.7)

172(53.3)

1.3 (0.537, 3.146)
0.35 (0.140, 0.892) *
1

1
0.58 (0.346, 0.963)*
0.64 (0.398, 1.022)

1.1 (0.799, 1.526)
1

5.43(2.406, 12.247)"
2.67 (1.217,5.843)"
1.5 (0.638, 3.528)
2.35 (1.120, 4.943)"
1.56 (0.725, 3.356)
1.13 (0.493, 2.581)
1.31(1.306, 6.707) "
1.42 (0.651, 3.083)
1

1.76(1.287, 2.399)"
1

0.96 (0.705, 1.310)

1

* Significant at p-value <0.05, **Significant at p-value <0.01
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5.7.2. Bivariate analysis of hand hygiene practice respondents with administrative

characteristics

On bivariate analysis most of administrative characteristics have significant association with hand
hygiene practice of health care professionals. The odd of hand hygiene practice of health care
professionals who said leaders and senior manager of the hospital committed to support and openly
promote hand hygiene (COR [95%CI]) =1.52(1.089, 2.114) were 1.52 times higher than who said no,
those who know functionality of infection prevention committee (COR [95%CI]) =2.14(1.479, 3.091)
were practice hand hygiene 2.138 times higher, those who said there is monitoring and evaluation
system on hand hygiene compliance in the hospital (COR [95%CIl]) =1.63(1.196, 2.221) were practice
hand hygiene 2.138 times higher than who said no, those who said there is regular feedback on hand
hygiene performance from their cloth supervisor (COR [95%CI]) =1.74(1.256,2.408) were practice hand
hygiene 1.74 times higher than who said no, those who said there is motivation for compliance to hand
hygiene(COR[95%CI])=1.89(1.36,2.61) were practice hand hygiene 1.89 times higher than who said no
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Table 9: Bivariate analysis on association of hand hygiene practice of respondents with administrative

characteristics of the hospitals in general hospital; Addis Ababa, Ethiopia, 2017

Hand hygiene practice

Variable Good(>=3.79) Poor(>=3.79)
COR(95% of CI)
Count (%) Count (%)
knowing that the hospital have budget for Yes  2g5(86.9) 294(91.0) 0.65(0.397, 1.076)
infection prevention activities No  43(13.1) 29(9.0) 1
Knowing leaders and senior managers at Yes  208(63.4) 234(72.4) 1.52(1.089, 2.114)"
the hospital committed to support and 1
openly promote hand hygiene 120(36.6) 89(21.6)
Taken training on hand hygiene within past Yes  192(585) 185(57.3) 0.95(0.696,1.296)
r
two yea No  136(41.5) 138(42.7) 1
Knowing presence of infection prevention Yes  263(80.2) 286(88.5) 1.91(1.234,2.957)”
committee in the hospital.
P No  65(19.8) 37(11.5) 1

Knowing  functionality ~of infection Yes g5(19.8) 37(1L.5) 2.14(1.479,3.091)"
prevention committee in the hospital. No  150(485) 219(67.9) 1
Presence of monitoring and evaluation Yes  146(44.5) 183(56.7) 1.63(1.196, 2.221)”
systtem on hand hygiene compliance in 1
your hospital 182(55.5) 140(43.3)
Presence of regularly feedback on your Yes  95(29.0) 134(41.5) 1.74(1.256,2.408)
hand hygiene performance from cloth No 1
SUpervisor. 233(71.0) 189(58.5)
Présence of motivation for complianceto  Yes  gg(29.9) 144(44.6) 1.89(1.368,2.607)
hand hygiéne practice in the hospital

ygienep P No  230(70.1) 179(55.4) 1

* Significant at p-value <0.05, **Significant at p-value <0.0
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5.6.3 Bivariate analysis of hand hygiene practice respondents with availability of hand
hygiene facilities

The odd of hand hygiene practice were 2.69 times higher for those who said sink is available in the
working area (COR [95%CI]) = 2.69 (1.278, 5.683) than who said no, those who said water is available
of in the working area (COR [95%CI])= 3.06 (2.013, 4.647) were practice hand hygiene 3.06 time
higher, those who said soap is available in the working area (COR [95%CI])= 2.23 (1.533, 3.257) were
practice hand hygiene 2.23 time higher, those who said towel\tissue paper is available in the working
area (COR [95%CI])= 1.52(1.105, 2.094) were practice hand hygiene 1.52 time higher, those who said
hand hygiene guide line is available in the working area (COR [95%CI])= 1.63 (1.194, 2.221) were
practice hand hygiene 1.63 time higher, those who said Hand hygiene posters are displayed at their
working department/ward as reminders (COR [95%CI])= 1.79 (1.318, 2.426) were practice hand
hygiene 1.79 time higher. Bivariate analysis of association of hand hygiene practice with availability of
hand hygiene facility in general hospital is summarized in (Table 10).
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Table 10: Bivariate analysis of hand hygiene practice of respondents with availability of hand hygiene
facility in general hospital in Addis Ababa, Ethiopia, 2017

Hand hygiene practice

Variables Good(>=3.79) Poor(>=3.79) _ COR(95% of Cl)
Count (%) Count (%)
Avallablllty of sink in the Working dept Yes 302(921) 313(969) 2.69 (1.278, 5.683)**
No 26(7.9) 10(3.1) L
Functionality of sink Yes 260(85.8) 297(94.9) 3.07 (1.689, 5.580)"
No 43(11.2) 16(5.1) 1
Availability of running water in the working  Yes 235(71.6) 286(88.5) 3.06 (2.013, 4.647)**
ward/department 1
No 93(28.4) 37(11.5)
Availability of soap in the working Yes 228(69.5) 270(83.6) 2.23(1.533,3.257)"
ward/department
P No 100(30.5) 53(16.4) 1
Is alcohol based hand rub available in Yes 259(79.0) 267(82.7) 1.27 (0.858, 1.879)
the working ward/department
g P No 69(21.0) 56(17.3) 1
Towel\tissue paper availability in the Yes 107(32.6) 137(42.4) 1.52 (1.105, 2.094)"
our working ward/dep.t
y g P No 221(67.4) 186(57.6) 1
Glove availability in the working ward ~ Yes 258(78.7) 253(78.3) 0.98 (0.675, 1.425)
fdep.t? No  70(21.3) 70(21.7) 1
Hand cream / lotions availability in the  Yes 80(24.4) 100(31.0) 1.39 (0.984, 1.963)
dept?
P No 248(75.6) 223(69.0) 1
Hand hygiene guide line availability in  Yes 134(40.9) 171(52.9) 1.63 (1.194, 2.221)"
your woking ward/dep.t?
No 194(59.1) 152(47.1) 1
Do hand hygiene posters are displayed ~ Yes 177(54.0) 223(69.0) 1.79 (1.318, 2.426)"
at your working department as
reminders No 148(45.1) 99(31.0)

* Significant at p-value <0.05, **Significant at p-value <0.01
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5.8. Multi variable analysis of hand hygiene practice of respondents with associated factors

To avoid excessive number of variables with p value <0.25 during the bivariate analysis were included
in the multivariate logistic regression analysis to see the relative effect of confounding variables.
Accordingly after managing for covariates only educational level, working department, attitude,
functionality of sink, availability of running water, knowing functionality of infection prevention
committee and availability of hand hygiene guide line were significantly associated with hand hygiene
practice of health care professionals.

The odds of hand hygiene practice of those master and above holders (AOR (95% of CI)) = 0.46 (0.258,
0.839) were 53.5% less than diploma holders and those first degree holders (AOR (95% of CI)) = 0.43
(0.230, 0.819) were 56.6% less than diploma holders. Health care professionals working in medical ward
(AOR (95% of CI) = 2.61(1.110, 6.143), surgical ward (AOR (95% of CI) = 4.83 (2.074, 11.253),
emergency department (AOR (95% of CI) = 2.450 (1.148, 5.232) were 2.61 times, 4.83times, 2.45 times
respectively practice hand hygiene higher than those working in laboratory department. Those with
Good attitude (AOR (95% of CI) = 1.61 (1.087, 2.381) were practice hand hygiene 1.61 times higher
than those with low attitude. Those who know functionality of infection prevention committee (AOR
[95%CI]) =1.57(1.035, 2.376) do practice hand hygiene 1.57 times higher than who didn’t know. The
odds of hand hygiene practice of health care professional who said sink is functional (AOR (95% of CI))
= 2.26 (1.070, 4.792) were 2.26 times higher than who said not available. Those who reported running
water is available (AOR (95% of Cl)) = 1.86 (1.011, 3.432) were practice hand hygiene 1.86 times
higher than those who said not available. Similarly, the odds of hand hygiene practice of those who
reported hand hygiene guide line is available in the working area (AOR (95% of CI)) = 1.66 (1.134,
2.427) were 1.66 times higher than who said no. Summary of model logistic regression is depicted in
(Table 11).
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Table 11: Summary of logistic regression analysis of hand hygiene practice of respondents with selected

variables in general hospital in Addis Ababa, Ethiopia, July 2017

Hand hygiene practice
Good(>=3.79) Poor(>=3.79) COR(95% of Cl)

AOR(95% of CI)

Variables Count (%) Count (%)
Educational level of
respondent
Diploma 89(47.1) 100(52.9) 1
First degree 185(49.6) 188(50.4) 0.58 (0.346, 0.963)* 0.43 (0.230, 0.819)"
Master and above 54(60.7) 35(39.3) 0.64 (0.398, 1.022) 0.465(0.258, 0.839)°
Working department
ICU 22(36.1) 39(63.9) 1.31(1.306, 6.707)" 1.15 (0.442, 2.994)
Medical 60(54.1) 51(45.9) 5.43(2.406, 12.247)" 2.61(1.110, 6.143)"
Surgical 39(43.8) 50(56.2) 2.67 (1.217, 5.843)" 4.83 (2.074, 11.253)"
OR 34(41.5) 48(58.5) 1.5 (0.638, 3.528) 2,24 (0.9985.017)
Pediatrics 21(42.9) 28(57.1) 1.42 (0.651, 3.083) 1.31 (0.525,3.269)
Gyn/ob 44(57.1) 33(42.9) 1.56 (0.725, 3.356) 1.67(0.760, 3.688)
OPD 57(73.1) 21(26.9) 2.35(1.120, 4.943) 1.51 (0.681, 3.330)
Emergence 37(59.7) 25(40.3) 1.13(0.493, 2.581) 2.45 (1.148, 5.232)’
Laboratory 14(33.3) 28(66.7) 1
Attitude toward hand hygiene
Good 187(57.0) 181(56.0) 1.76(1.287, 2.399) 1.61 (1.087, 2.381)"
Low 141(43.0) 142(44.0) 1
Do you know that infection prevention committee is functional? )
Yes 65(19.8) 37(11.5) 2.14(1.479,3.091)" 1.57(1.035, 2.376)
No 159(48.5) 219(67.8) 1
Is sink functional
Yes 260(85.8) 297(94.9) 3.07 (1.689, 5.580)" 2.26 (1.070, 4.792)’
No 43(11.2) 16(5.1) 1
Is running water available in your working ward/department
Yes 235(71.6) 286(88.5) 3.06 (2.013, 4.647)** 1.86 (1011, 3.432) *
No 93(28.4) 37(11.5) 1
Is hand hygiene guide line available in your working ward/dep.t?
Yes 134(40.9) 171(52.9) 1.63 (1.194, 2.221)" 1.66 (1.134.2.427)"
No 194(59.1) 152(47.1) 1

* Significant at p-value <0.05, **Significant at p-value <0.01
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6. DISCUSSION

Hand hygiene is one of standard precaution which is considered to be the primary measure necessary for
reducing HCAI. It contributes significantly to keeping patients safe. So this study is aimed to assess
compliance of health care professionals with hand hygiene practice and associated factors in general
hospitals in Addis Ababa to contribute its own evidence on current literatures. So that this study shows
that the overall good hand hygiene practice was low and most of health care professional practice hand
hygiene when their hands look or feel dirty.

The result of this study show that the overall self-reported good hand hygiene compliance was 50.4%
which is lower than study done in north India with total compliance of 86.0% (25) . The reason might
be due to heath status difference between the two study places. In other way result of this study is higher
than study done in Jimma university hospital which showed only 43.2% of staff practice adequate hand
washing while 56.8% of them practice in adequate hand washing (16). The difference might be the latter
studies were done before 4 years which mean that there might be same change on quality of health

service was implemented.

Hand hygiene compliance of health care professionals of the two groups was different; those from
public hospitals comply 56.6% which is higher than private hospitals. This study is similar with study
done at Bahir dar city which was health care worker of public health institution were more compliant
than private one. In another way this study is different from study done in north India which was private
hospital were more compliant than public one (21). The difference might be in India many private

hospitals give services to many people came from abroad which force them to keep quality.

This study show that, out of hand hygiene practice opportunities heath care professionals show more
compliant if there hand look or feel dirty (91.2%), after touching potentially contaminated objects
(89.6%), after contact with blood or blood fluid (88.2), after contact with a patient’s secretions (88.0%)
and after caring for a wound (86.8%). This study is similar with many studies done previously in
different places; study done in Nigeria (15), study done in Behir dar city (17), a review study (26), study
done in Turkey (20), study done in Mekele city (19). Similarly this hand hygiene practice opportunities
was higher for both groups (public and private) of this study.

In other way, health care professional show low hand hygiene compliance in opportunities like before
entering an isolation room (53.8%), before patient contact (55.0%), after existing an isolation room. This
is supported with studies done previously at Mekele (19), India (25) .But in contrast one study show that

health care worker were more compliant with hand hygiene practice before touching patient, before
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aseptic procedure (28). The difference might be the later study was done in health care institutions

which have strong rule and regulation on patient safety.

Based on the diverse nature of factors, WHO (2009) stresses that successful HH improvement requires
multiple strategies to address the different barriers. Among strategies identified by the world health
organization as critical components of programs aimed to improve HH; workplace reminders, training
and education, evaluation and feedback play a major role (32). However, result of this study show no
significant association of hand hygiene practice with these three variables in multivariate analysis. This

might be due to not emphasis was given in performing this activities.

Finding from this study show that there was significant association between hand hygiene practice and
educational level of heath care professionals with diploma holders practice more than first degree and
master/above holders. This is support by study done at Gonder and Debre markos hospitals with nurses
who have diploma were about 2 times more likely to practice surgical site infection prevention activities

as compared to those who have bachelor degree or higher (34).

Finding from this study show that there was significant association between hand hygiene practice and
department/ward they are working in with health care professionals working in medical ward, surgical
ward, emergency department respectively practice hand hygiene higher than those working in laboratory
department. This study is different from study done in mekele which show those working in laboratory
department comply more (19). The difference might be in latter study SLMTA (strengthening laboratory

management transaction towards accreditation) system applied.

Among factors which may affect hand hygiene practice attitude of health care professional to ward hand
hygiene and health care acquired infection play its own role. This study also show that hand hygiene
practice was positively associated with attitude of health care professional which show that those with
Good attitude were practice hand hygiene 1.76 times higher than those with low attitude. This is similar

with result of study done in Nigeria which those with Good attitude comply more (15).

Study done at mekele town on standard precaution show that type of health care professionals was
statistically significant with practice of standard precaution (19). However result of this study show that
there is no significant association was observed between professions and hand hygiene practice. The

reason might be on former one health care workers emphasis on this issue in there working team.
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Analysis of this study show that health care professional who know Presence and functionality of
infection prevention committee was positively associated with hand hygiene compliance. This show that
those who know functionality of infection prevention committee in there hospital practice more. This
study is consistent with study done at Gondar university hospital (35). Similarly this study show that
hand hygiene practice was positively associated with functionality of hand washing sink and availability
of running water which is consistent with study done at Bahir dar city (17), study done at Tikur Anbessa
(Black Lion) Hospital and St. Paul’s Hospital in Addis Ababa (18). In addition, this study show that
availability of written hand hygiene guide line at working place were positively associated with hand
hygiene practice of health care professionals. It is similar with study done at mekele special zone were
HCWs working in the rooms having written material for risk communication had 1.8 times increase the
likelihood of practicing standard precautions than HCWs working in rooms without written material
(19).
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7. Strength and limitation

7.1 Strength

» Standard tool which developed by world health organization was used.
» The study tried to include most of departments/wards in the hospitals

» Adequate sample size was used to answer objectives

7.2 Limitation

» The study assessed self-reported compliance which is vulnerable to over or under estimation of

their compliance.

41



8. Conclusion and recommendation

Conclusion

According to this study good hand hygiene practice is low. Compliance of health care professionals with
hand hygiene practice was reported high when health care professional feel dirty, contact with
potentially contaminated objects, and low before entering isolated room, before patient contact which
indicate that low emphasis was given for patient safety, this show that patients are at high risk of
acquiring nosocomial infection This study show that educational level, working department/ward,
attitude toward hand hygiene and health care acquired infections, functionality of sink, availability of
running water, knowing functionality of infection prevention committee and availability of hand hygiene

guide line are determinant factors for hand hygiene practice.

Recommendation

For health bureau
%+ Should strength clean care by focusing on patient safety
For hospital Administrations
%+ Hospital administrations should work to increase Good attitude of health care professional to
ward hand hygiene and health care acquired infection.
¢+ Hospital must work to increase availability of water in the working area.
¢ Infection prevention committee in the hospitals must communicate with health care professionals
in order to initiate health worker to practice more.
For health care professionals
¢+ Health care professionals must strength their hand hygiene practice.
For researchers

0,

% Researchers should further study by using observational or experimental methods.
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ANNEX

Annex -I: English version questionnaire

1. Information sheet
Hello, I am this is an interview to be done with you for a study that is being

conducted by Addis Ababa University, department of Master of Public Health. I would like to ask
you few questions and your willingness in the study. This study is prepared to obtain relevant
information about the compliance of health care professional to hand hygiene practice at general
hospital in Addis Ababa. Your participation in the study is very important in reducing nosocomial
infection, morbidity and mortality rate, which is caused by non-compliance to hand hygiene practice.
Title of the study: Compliance of health care professional with hand hygiene practice and its

associated factors among public and private general hospital in Addis Ababa, Ethiopia

Objective of the study: To compare compliance of health care professionals with hand hygiene
practice and its associated factors among public and private general hospital in Addis Ababa,
Ethiopia.

Confidentiality and Rights of the participant: Your name & address will not be written in this
form and will never be used in connection with any information you tell us. All the information given
by you will be kept strictly confidential and only used for this study. Your participation is voluntary,
the study imposes no risk and no compensation will be provided to you and you are not obligated to
answer any question which you do not wish to answer. If you fill discomfort to respond to any of the
question, please fill free to drop it any time you wish to do so. Thank you in advance for your

participation in the study.

2. Informed consent

| have read all the process and the objective of the study and | have understood the same as written. |
understood that the study imposes no risk and no compensation would be provided to me.
Could I have your permission to continue?

1. Yes

2. No. Stop the interview and thank the respondent.

Data collector: Name

Result: Questionnaire completed

Questionnaire partially completed

Checked by Supervisor or PI

Supervisor’s Signature Date

If you have question, please contact us. Tel:- +251916586603, Email: - ziyadahm1982@gmail.com
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Tel:-

Direction: Circle on number in front of your answer

Part one. Socio-demographic characteristics which may affect hand hygiene compliance

S.no | Questions Response

1. Owner of hospital PUDIiCmmmmmmmm e 1
N —————— 2

o

Age In Years

3. Sex Male 1

Female 2

Profession General Practitioner---------------- 1

Gynacologist

pedatrician

Anesthesiologist

2
3
Cardiologist 4
5
6

Surgeon

Internist

Nurse

©| oo N

Midwifery

Health Officer 10

Laboratory: 11

Pharmacist/druggist-------------- 12

Another

5. Educational level Diploma 1

First degreg-------------=--------- 2

Masters and above---------------- 3

6. Work experience

In years

7. Department/ward you are working in Intensive care unite---------------- 1

Medical 2

surgical 3

Pediateric 4

Gyn./obs 5

OR 8

Delivery 9

Laboratory 10

TB room 11

Emargenceye 12

OPD 13

Another
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PART TWO: - Question related to Hand hygiene knowledge

: - Circle on number in front of your answer

S.no | Questions Possible response
1. Hand hygiene is the primary measure to reduce health care | Yes
acquired infection No
I don’t know----------
2. Alcohol-based hand rubs should not be used when hands are | Yes
visibly soiled No
I don’t know----------
3. Alcohol-based hand rubs will still be effective if applied for | Yes
less than 60 seconds No
I don’t know----------
4. Hand hygiene is required following the removal of gloves after | Yes
patient contact No
I don’t know----------
5. Single-use cloth towels and paper towels are acceptable for | Yes
drying hands in patient care areas. No
I don’t know----------
6. Hand hygiene must be performed before patient contact, following | Yes
patient contact, and prior to and following care wound. No
I don’t know----------
7. When using an alcohol-based hand rub to decontaminate hands | Yes
they should be rubbed together until dry. No
I don’t know----------
8. Compliance to hand hygiene practice can reduce chance of | Yes
spreading of infection No
I don’t know----------
19. Hand creams and lotions are recommended for health care | Yes
workers hands. No
I don’t know----------
10. Gloves should not be reused when caring for different patients. | Yes
No
I don’t know----------
11. Microbes causing HCAI are most frequently spread between | Yes
patients on the hands of health-care workers. No
I don’t know----------
12 Performing hand hygiene after caring for a wound can protect | Yes----------=-=-=-------
from health care acquired infections. No
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‘ I don’t know

PART THREE: - Question related to hand hygiene Attitude (Please circle one of the option

provided to indicate your response)

S. | Statement Strongly | Disagree | Not Agree | Stron
no disagree sure gly
agree

1. | The facilities in which | am working in 1 2 3 4 5
emphasize the importance of hand hygiene.

2. | The importance of hand hygiene is 1 2 3 4 5
emphasized by my clinical supervisors.

3. | I have a duty to act as a role model for other 1 2 3 4 5
health Care workers.

4. | When busy it is more important to complete 1 2 3 4 5
my tasks than to perform hand hygiene.

5. | Performing hand hygiene in the recommended 1 2 3 4 5
Situations can reduce patient mortality.

6. | Performing hand hygiene in the recommended 1 2 3 4 5
situations can reduce medical costs associated
with health care-acquired infections.

7. | I can‘t always perform hand hygiene in 1 2 3 4 5
recommended Situations because my patient*s
needs come first.

8. | Prevention of health care-acquired infection is 1 2 3 4 5
a valuable part of a health care worker‘s role.

9. | I follow the example of senior Health care 1 2 3 4 5
professionals when deciding whether or not to
perform hand hygiene

10. | An infectious disease contracted in the health 1 2 3 4 5
care setting may threaten my life or my career

11. | I believe I have the power to change poor hand 1 2 3 4 5
hygiene practices in the workplace

12. | Failure to perform hand hygiene in the 1 2 3 4 5
recommended situations can be considered
negligence

13. | Hand hygiene is a habit for me in my personal 1 2 3 4 5
life

14. | | am confident | can effectively apply my 1 2 3 4 5
Knowledge of hand hygiene to my clinical
practice

15. | It is an effort to remember to perform hand 1 2 3 4 5
Hygiene in the recommended situations

16. | 1 would feel uncomfortable reminding a health 1 2 3 4 5
Professional to hand wash

17. | Performing hand hygiene slows down building 1 2 3 4 5

Immunity to disease.
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| belief that among all patient safety hand
hygiene very important.

19.

Dirty sinks can be a reason for not washing
hands

20.

Lack of an acceptable soap product can be a
reason for not cleansing hands.

21.

Hand washing agent cause irritation and
dryness is the reason for not cleaning my hand

22.

Too busy/insufficient time is the reason for not
cleaning my hand.

23.

If we use glove it is not necessary to wash our
hand

24,

Forgetfulness is reason for not washing my
hand
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Part four: - Questions related to administrative characteristic which may affect hand hygiene

practice (Circle on number in front of your answer)

s.no | Questions Possible response Skip
1. Is your hospital have budget for infection | Yes 1
prevention activities? No 2
2 Are leaders and senior managers at your | Yes 1
hospital committed to support and openly | No 2
promote hand hygiene?
3 Have you taken training on hand hygiene | Yes 1
within past two year? No 2
4 Is there infection prevention committee in | Yes 1
your hospital? No 2 > 6
5 If Q (no.5) is yes do you know that it is | Yes 1
functional? No 2
6 Is there any monitoring and evaluation | Yes 1
system on hand hygiene compliance in | No 2
your hospital?
7 Is there regularly feedback on your hand Yes 1
hygiene performance from your cloth No 2
supervisor?
8 Is there any motivation for compliance to | Yes 1
hand hygiene in your hospital? No 2
9 If there are another administrative factors in the hospital that affect hand hygiene practice please
explain e e

Part five: - Questions related to availability of hygiene facilities in working area which may affect

hand hygiene practice (Circle on number in front of your answer)

s.no | Questions Possible response Skip

1 Is sink availability in your working dep.t Yes 1
No 2 3

2 If Q (no.1) is yes is sink functional Yes 1
No 2
3 Is running water available in your working | Yes 1
ward/department No 2
4 Is soap available in your working | Yes 1
ward/department No 2
5 Is alcohol based hand rub available in your | Yes 1
working ward/department No 2
6 Is towel\tissue paper available in your | Yes 1
working ward/dep.t No 2
7 Is glove available in your working ward Yes 1
/dep.t? No 2
8 Is Hand creams and lotions available in Yes 1
your dept.? No 2
9 Is hand washing guide line availability in | Yes 2
your working ward/dep.t? No 2
10 | Is Hand hygiene posters are displayed at | Yes 1
your working department as reminders? No 2
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If there are another factors in the hospital that related to availability and accessibility of hand
hygiene facilities that affect hand hygiene practice please explain

PART SIX: - Question related to hand hygiene practice

:- (Please circle one of the option provided to indicate your response)

S.n | Questions Never | Some | Half of | Most | Always | N.A
o | Do you clean your hand; time |thetime |of the
time
1. After going to the toilet 1 2 3 4 5 6
2. Before caring for a wound 1 2 3 4 5 6
3. After caring for a wound 1 2 3 4 5 6
4, Afte touching potentially contaminated 1 2 3 4 5 6
Obijects
5. After contact with blood/ 1 2 3 4 5 6
body fluids
6. After inserting an invasive device. 1 2 3 4 5 6
7. Before entering an isolation room. 1 2 3 4 5 6
8. After contact with a patient’s skin. 1 2 3 4 5 6
9. After exiting an isolation Room. 1 2 3 4 5 6
10. | Before endotracheal Suctioning. 1 2 3 4 5 6
11. | After contact with a patient’s secretions 1 2 3 4 5 6
12. | Before patient contact 1 2 3 4 5 6
13. | After removing gloves 1 2 3 4 5 6
14. | If they look or feel dirty. 1 2 3 4 5 6

N.A — Not Applicable

---- THANK YOU FOR PARTCIPATION-----
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Annex2 -: Amharic version questionnaire

1. eavl 5 aofysB), ph

mS SOTAT, Ab ANAAD- LorM@-F hASA ANO RLACHE MG #e7 hAE PUNL+FAN mS
AN FPUCT NGEA ALPT LU0t PPN ATGE POLPE ap8PTT ATT00A0::  H. TG AL AdPA-tq
EPLA Rt AG T TOE APmPP 1@z QY PGE SHHIEM. NA%A AN NFT AQTSLC AT At (AMPAL
PATHANT AL PMG QAT PPT PR av Ml +oI0LF D AL ANGALAY aoZ% ATINOAN 10.:: (H., TGT Q0T
PGt At OIS 9 AT AT (A0 AP L7LNAETT (T3P TFE Pvarg® aom? AG >+ Advpin
[ XA TALE
PGk CoM: NASA AN mPAA IPOTHACT AP7 NAON PavFmAl AG +HHOTF T 0APTT ATIaPHHT ha.::
PTGk AATT: NA%0 ANO 1h9T mPAA POTHOT AL PmS AAGPPPTF (AN PAE ool +o0LFDT AS
THIPF TT0RPTT ATIaPHHT 1a.::
TAPC AL WS PTAFLPT oot [ GTE AP G ALCA (H, PO AL ARIEI® (6nT149° hG Tt NIO1°147
NITE@Ie avlF IC GG Ued° AT PPTOAMT avlB PPATEPIE SFmP 10 AT AH. TGT AF 1.
PP ImPar@.:: (IH, TGF ONT At (AT 10.E AdPaPAN LTPRLATTET TOE AL TaPA( AT1859::(H,
TGt QAT PA+§ (1G4 105 AaPaPAN LTVHLATT PEE AT TaPAN AT1L5SI°:: (TSR AL ATATLPIP
(MI® AGaPAIGAY:
2040181 SPLIE 714017
U9 11 9T RS TEOET AATT OF9L@. AR TORTA i TEER 900 AR ALD hi AL WILIIPLCN AG
APATG 9O3I° ALY RGP ATRAND. TORGTA::
APPmA G LG TH?

1. h9

2. ALLADYP:: N99aPATT PATPAANT Phav-::
Pav % A-NAL (9°:

@Q.myt:-oomeEk o< (a0 +PNLN

- MR E av(x AP ANTIPATP

NA-TCAgHC/Pl Fh +LCAA: (LI°

POTCARHS 4CTT 7

TP MRII° “10S LAV INCT T1C DA NTLN AT ALd-a aomPP L Ak::

Gah &7C : +251916586603
AT : ziyadahm1982@gmail.com
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hed 478, NI aolBPTT ptavahk TORPT
APmer,: NT0N (FAMeF U3 aPANT LA (-

+.¢

Tt

aP\(

1.

PPOTHe QAT

Lav (vt 1

2916\ 2

N

h&T

1 hovt

27

S —— 1

S — 2

eIt SFIPVCT AT

General Practitioner---------------- 1

Gynacologist

Cardiologist

2
pedatrician 3
4
5

Anesthesiologist

SUrgeOoN------=-mmmmmm oo 6

Internist 7

NUrSg--========nmmmmmmmmmmm oo eeee 8

Midwifery - 9

Health Officer 10

Laboratory: 11

Pharmacist/druggist-------------- 12

Another

OFIPUCT LLF

LT eI 1

L6

TOHCAT NHOAR-----=-=--mm-mm--- 3

0 AP

(havt

AUT P00 8T CHa T PCR

Intensive care unite---------------- 1

Medical

surgical

Gyn./obs

OR

2
3
Pediateric 4
5
8
9

Delivery

Laboratory: 10

TB room 11

Emargenceye 12

OPD 13

Another




h&A vat: - h A% 2805 OnS 297+ @Ot P99haEF NOFPT At OC THOTE Y PATFA. TPEPT
>  DFamet A9146F QT aPAh 0T S AL QAT TC AL Phrle::

+& | TP oA\
1 OmS +29+ @.ar P7Lhatt NAFPT Agvpin AP aodmA) PaPfavsPm. | o
ACIPE 1a.:: AL LAIP--mmm e 2
AADPGO--mmmmmmmmmemee e
2 ABT7 NP ABAN AL 7INTLe AADAT AT PIPI° AP
YV — 2
AADPIO--mmmmmmmmmeeeee e
3 A% TNLe AADA N 60 (NI NFT9° NGLCAP Dm,F97 10 hP
YV — 2
AAQPIO--mmmmmmmmmeeeee e
4. QAN NOAPT N7AT° PRSIV ANLAT, 10N X
PV VL — 2
AADPIO--mmmmmmmmmeemee e
5. AR U W8T AP PPN eGP AT @t (Single-use | AP
cloth towels and paper towels) 2hai7 a9°chge0t 0JF aPMPI® | 10,0ATP-—mommommeemeeee 2
AA
&7 ANDP IO
6. PAL: 70US (O navZn~F7 (41 AT 074 : €OA 17 041G (VA | 49
.
ABGAY, 1 T — 5
AADPGIO-- oo
7. PAL TINTLe AADA L IMNPI® ABTT AONTLECP L0 AL AL TI0T | hP
ANNY
Y VL — 2
AADPIO--mmmmmmmmmeemee e
8. PAET? 7%UT (A oM (mS +299F @Ot e9LhakF M03PT | A9
AP L8N
YV — 2
AADPIO--mmmmmmmmmeemee e
0. PhL h&9°G POPF MG APt AT8.mPav- Lavnd-A AP
Y VL — 2
AADPGIO--m e
10. | AA Fhe aghy® avBavs @ e+meI® 0T 1AN PANT P mPI® AN | AP
Y VL — 2
AADPIO-- oo
11. F299F @ar P9Lhakt MG3PT e9lfoom- vPAt NHT L NFholPT | 1o
avhnd PU.0GET (I MG NN PPT A6 han P Y, 2
AADPIO--mmmmmmmmmeemee e
12 ®AA Nh9®7 (YA A% T7 72VUS @mNP OmS +299t @0 hoLhakr | AP
N3P T emNP5a P X A — 2
AADPIO--m e
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hGA AdE: - PAS? 78V M 297 @nt eoLhakt NPT 2C eH195°T eheraht? TP2PT
> DFAmet AT F @A aPANT ALAL STAA PTLAT S TALT 0AD. ¢TC AL A797 fhA(r

+. | TeEPTF nmge AN | ACIMT | A09197 | nnge

¢ AAOT1o99° | g0 heLAMI° | AL~ hO19900-

1. | A 00T mS R AS TIXVGT (MY 1 2 3 4 5
Tt LAMA

2. | tAP 7%US 0 hAzZhd ATCagHET am9e 1 2 3 4 5
Thedt £amA

3. | AMAD. AT ACKL PP 187 AANT 1 2 3 4 5

4. | O OG- amaee: A8 haedmN AP (%7 1 2 3 4 5
NeCh LAAA

5. | 0todrt 0FPF 28T oo Fal 7 LPTN 1 2 3 4 5

6. | MtoArt 0FPF eAET 72V om0 (m.S 1 2 3 4 5
+2at @At A“Lhakt 0G3PT Avh9eg
A1\ PTLNLADT Oeh, £PTAN

7. | 2% TaeLI® AAANT U-AI° PAET TRVUS 1 2 3 4 5
AAMNPI°

8. |amSs +%7t aar elhakt  N0FPT7 1 2 3 4 5
anAnA PAATP-PGET 9183 Ahd 1.

9. | PALT 7%US AaemP PPONIA. (NS AL 1 2 3 4 5
nz P7.0Am-+7 +°he hLPu- 1.

10. | 0mG +%9F @nt erLhatt (AFPT eoLet 1 2 3 4 5
VeDET ALD AL ATH LTAN

11. | 0ag- 0F% @A NPT P17 PAS: TRVT 1 2 3 4 5
PavpPC T AT 1% ATPSAU-

12. | 0toart 0FPF AR 7ZUS  hdernNP 1 2 3 4 5
297,040, Fedt TINTT

13. | PAL 72VG WLPE @.NAT AL PTNTA 1 2 3 4 5

14. | ho*e ace a.nt (A AS 7AVT LAY 1 2 3 4 5
Aot OFhhd At 10eAv-

15. | 0toart 03P F PAL: 72VS aemP “InT 0N 1 2 3 4 5
TLTT EMEPA

16. | amS  QAPPF  KEF@QTT AT ml- 1 2 3 4 5
TNFO0 NN P4 AT LATTIIP

17. | P27 72VG aotaC PAhATY NGF evhAhA 1 2 3 4 5
API®7 L1104

18 | Aver977 holama. 779€PT @AT PhP: 1 2 3 4 5
72VG NN AQLATL 10

19. | 2800 PAS aodm(Lf A7h AP AAeeIm(l 1 2 3 4 5
o7t .

20 | thhAT aav¢  KhAao@4. X6 AdaeFm(, 1 2 3 4 5
Al 1WA A T

21. | PAP: avFm(LP AaSPF ASSTT TIahh AS 1 2 3 4 5
SCPt et AT AP AdaerFm,
on7eT 1.

22. | Qhe- apmavs. § L0, AAdPTéE K87 Adar I 1 ) 3 4 5
PN LIPGA

23. | 940 07 AET  @Fml ANdAL 1 2 3 4 5
APLAT®

24. | PCAT A8 AdarFm(L, °h70T 1. 1 2 3 4 5
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heA Aét: - PAE 7RUST A% 09LF0 PAOTSLLE TPEPT (Questions related to administrative
characteristic which may affect hand hygiene practice

> DFAmt A9146F @t aPAO 9 AT AL AT RTC AL h(r::

s.no | Questions Possible response SKkip
1. a7t PATHAO AN ovhAhd P9L7 Ot | AP 1
hAAQL PA.FPN? hLLAJ® 2
2 PPAT N YALP T PhP ao N7 +10C N7 | AP 1
0L Fe? ABLATP 2
3 Y 1
0A%T vt Aot @AT O A8 7RVS | peeag 2
0AMT OALA. M. P(?
4 OraTHe @ar 2N aPhahd bt o7 | hP 1
PO P ALLAT 2 w6
5 TP2(N0.4) AP U1 Oé W0 PP SOPN? | AP 1
h&LATP 2
6 GWWaTHk @Ot A% admfl 900 AR | hP 1
L0685 hitéd AN? AOLATP 2
7 nPCA ATCAGHC A% avdmAl +0C7 AP 1
ANGPAN- 114 aPh LM ALLAGP 2
8 AL arm(7 PG AT QA0 | AP 1
ATLENG R AT TINETF LANTFPA? AGLAT 2
9 If there are another administrative factors in the hospital that affect hand hygiene practice please
explain

hGA AP0k - K87 AvFal 0oL RAROT aoHIEHT Phavahk TPEPTF (Questions related to

availability of hand hygiene facilities in working area which may facilitate hand hygiene practice

> hramet A%14-67F T apAh T AL AT R TC AL fPhNe::

s.no | Questions Possible response Skip
1 AUT 09005 heA @O PAL aFm(Le A.7h | AP 1
Aa? h@LAT 2 >3
2 TPE(N0.7) AP UL, (70 LO&AN? h?P 1
hLLAT® 2
3 AT UL NEA QAT @Y A7 hP 1
ALLAT® 2
4 AT 7L NEA QAT 492G Ad? hP 1
hLLAT® 2
5 AUT 07040 DEA @OT PAS TN AADA | hP 1
an? heLAT 2
6 AT 09L040F  hed aar  towelltissue | AP 1
paper Aa? hLLAT 2
7 AUT 09L0%0F heh AT A0 AN? h? 1
hLLAT® 2
8 AU-7T P9.04-0F hed PAS POT G A7 A h® 1
hLLAT® 2
9 AU 090040 hed @t A8 aoFm(Lf | AP 1
avav e hA? heLAT 2
10 AUT 09050 e @O0 AL TINS0q | 1P 1
PILPT ARG AT AT PULLAL [reeage 2
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PO AA? | |

10 | If there are another factors in the hospital that related to availability and accessibility of hygiene
facilities that affect hand hygiene practice please explain

h&d a&tvt: - hAP: aodmA +0C IC HHOTEYE faAa. v2ePT (practice of hand hygiene)
- (AOPFT hAMaL A9 Q0T PANHT PULOhA £hANY)

t.& | TPEPT
KRBT A MmN KAFMO9P | A& K& | 1970 18 | QH W | gp9P hgaean
T7ige
1. h av2.8% (L avhh 1 2 3 4 5 6
2 ®0A oo~ 074 1 2 3 4 5 6
3 ®0H hhoo- 174 1 2 3 4 5 6
4 M9 PSR- 117 e 074 1 2 3 4 5 6
5 L9°/ ea@rt A7 e N7A 1 2 3 4 5 6
6 PUNYS avase oo~ N7 1 2 3 4 5 6
7 av( @ hed neva0J~TFu- N7A 1 2 3 4 5 6
8 PHNo1.@7 Ahd haoynd-Fu- 174 1 2 3 4 5 6
9 hooAP hed honFu- 07 1 2 3 4 5 6
10 | h Endotracheal Suctioning 0é-+ 1 2 3 4 5 6
11 | hFheia. promay 240 hivfo- 074 1 2 3 4 5 6
12 | 0h9? hoorthgFu- &t 1 2 3 4 5 6
13 | 940 hoad (7A 1 2 3 4 5 6
14 nean oL eHAN harAN? 1 2 3 4 5 6
----RGaP(IGAT -----
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