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Abstract

Knowledge, attitude and practice of hepatitis B virus and its vaccination among health care

workers in selected Public Hospitals of Addis Ababa, Ethiopia

Gashu Afework

Addis Ababa University, March, 2015

Occupational exposure occurs frequently among health care workers (HCWSs). The most serious
occupational health hazard faced by HCWs worldwide is exposure to hepatitis B virus (HBV).
Having enough Knowledge and proper attitudes toward this infection is crucial in prevention of
occupational hepatitis infection. Therefore this study was conducted to assess knowledge, atti-
tude and practice of HBV and its vaccination among health care professionals (HCPs) in selected
public hospitals of Addis Ababa, Ethiopia. Both qualitative and quantitative methods were used.
Qualitative study involved key informants interviews whereas quantitative method was carried
out by using structured self-administered questionnaire. This study revealed that HCPs’
knowledge regarding occupational exposure of HBV is found to be good as majority of our par-
ticipants correctly answered most of the question pertaining to it. Relatively larger proportion,
103 (44.8%) of the respondents were found to have neutral attitude score. One hundred seventy
eight (77.7%) of them had been screened for and received hepatitis B Vaccine, and one hundred
sixty (94.1%) of them had received full course of the vaccine. Knowledge score was significantly
associated with: education level, type of profession and area of practice; whereas profession type
and history of training were the only predictors of vaccination status. In conclusion, majority of
the survey participants had moderate to high knowledge score, however, larger percentage of

HCPs had negative or neutral attitudes on HBV and its vaccination. In spite of this, vaccination



status was encouraging. The gaps identified in some areas of knowledge, attitude and practice of
HBV call for concern among all stakeholders since HCPs have a high risk of being infected with

HBV owing to their high frequency of exposure to infectious fluids coupled with the high infec-

tivity of HBV.
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1. Introduction

Occupational exposure occurs frequently among HCWs. They are potentially exposed to
infectious materials such as blood, tissue, infectious body fluids, medical supplies, equipment or
surfaces contaminated with these body fluids (Canini et al., 2002). Exposure to Blood-borne
pathogens is the most serious occupational health hazard faced by HCWs worldwide. These

pathogens are mostly Hepatitis B, C, and HIV viruses (Lavanchy, 2004).

HBV is one of those of viruses responsible for hepatitis. Hepatitis is an inflammation of the liver
that may occurs following infection by HBV or other causes. This virus causes an asymptomatic
infection, acute or chronic infection, and chronic infection in turn may leads to liver cirrhosis and

hepatocellular carcinoma (Lok and McMahon, 2007).

HBV is a highly infectious blood-borne virus responsible for acute and chronic hepatitis B (HB)
infections of the liver resulting in considerable morbidity and mortality. It is the leading cause of
substantial liver damage on our planet earth (Ramsay et al., 2007). HBV is serious public health
concern and an important occupational hazard for workers who are exposed to blood and blood
products, and other body fluids. This is partly related to the high infectivity of the virus. It is
known to be more infectious than other blood-borne pathogens; 50-100 times more infectious
than HIV and about 5-10 times more infectious than HCV. Estimated cases of 16,000 hepatitis C,
66,000 hepatitis B, and 1,000 HIV infections occurred in the year 2000 worldwide amongst

HCWs due to their occupational exposure (Lavanchy, 2004; Pruss-Ustun et al., 2005).

In essence, HB is preventable viral infection. The most effective and feasible means of
preventing HBV infection is by vaccination and avoidance of exposure to blood and other

potentially infectious fluids. HB-vaccine was introduced 1982 in the U.S and remained as the



mainstay of HB prevention. It has generally been described as having excellent record of safety
and effectiveness with a protective efficiency of 90-95%. In fully vaccinated subjects the vaccine
will provides long term protection from HB infection, probably life-long (Margolis, 1995;

Weinbaum et al., 2009).

HCWs that are in direct contact with patients are always prone to the acquisition of the infectious
disease. Hence, they should be aware of the risk involved in the treatment procedures and should
take appropriate precautions in dealing with patient’s conditions. This study was therefore
conducted to assess knowledge, attitude and practice (KAP) of HBV and its vaccination among

HCWs.



2. Statement of the problem

Viral hepatitis is a leading cause of virus associated morbidity and mortality, affecting millions
of individuals worldwide. Hepatitis B leads to chronic liver disease and put people at high risk of
death from cirrhosis of the liver and liver cancer (Lavanchy, 2004). It has many ways of
transmission such as unprotected sexual contact, vertical transmission from mother to child,
injury by needles or sharp materials, and exposure during medical procedures (Shepard et al.,

2006).

According to World Health Organization (WHQ) estimation, there are over 2 billion HBV
infected people and there are about 620,000 HBV related deaths each year. In addition,
approximately 4.5 million new HBV infections occur worldwide each year, of which a quarter
progresses to liver disease (WHO, 2012). It is estimated that 57% of cases of liver cirrhosis and
78% of cases of primary liver cancer result from HBV or HCV infection (Perz et al., 2006). One
study in Ethiopia showed that 12% of medical admission and 31% of mortality in medical wards

is attributable to liver disease (Tsega, 2000).

Globally 40% of HBV infections among HCWSs were due to occupational exposure. Most
exposures are caused by blood or body fluids especially due to needle stick injuries (NSIs) which
poses substantial risk (WHO, 2002a). The increased incidence of NSIs in HCWs is known to

arise from high risk activities with low safety measures (Wilburn & Eijkemans, 2004).

Infections from blood borne pathogens are more pronounced in those HCWs who are found in
developing countries. This is resulted from the high prevalence and increased occupational risk
of these pathogens in these regions (Kane et al., 1999; Simonsen et al., 1999). Risky practices

like careless handling of contaminated needles, unnecessary injections on demand, reuse of



inadequately sterilized needles, and improper disposal of hazardous fluids worsens the potential
risk of occupational transmission of these blood borne pathogens among the HCWs (Charles et

al., 2001).

An increased risk of occupational exposure affects the safety and well-being of HCWs as well as
the quality of care delivered by them. HCWs in high risk areas of hospital settings are potentially
at an increased risk of experiencing substantial anxiety and depression. Hence, occupational ex-
posures not only lead to acquiring infectious pathogens but also affect the mental health of

HCWs (Pruss-Ustun et al., 2005; Sohn et al., 2006).

The burden of HBV infection is very high, but it has not received the attention it deserves from
the global community because of the silent or benign nature of the disease in its early stages and
the insidious way in which it causes chronic liver disease. These factors have resulted in “the

silent epidemic” we are experiencing today (WHO, 2012).

Since existing treatment for hepatitis B virus infection does not provide a complete cure,
prevention remains vital. Prevention is the only safe strategy for reducing the high prevalence of
this infection. Having enough Knowledge and proper attitudes toward the infection is crucial in
preventing its occupational exposures. But the knowledge, attitude and practices of HBV
transmission vary among HCWs. Studies have shown that the overall knowledge, attitude, and

practice of HCWSs about HBV infection is inadequate (Habib et al., 2011; Laraqui et al., 2009).

Assessing health care worker’s awareness and practice on HBV infection and its preventive
means would be essential to develop evidence based recommendations for reducing the risk of
HBYV related occupational hazards. Even though there are some serological surveys reported in

the literature (Abebe et al., 2003; Negero et al., 2011; Shimelis et al., 2008), there is high



scarcity of literatures regarding the KAP of occupational exposure to HBV and its vaccination
among HCPs in Ethiopia. So this study was conducted to address this gap. Our study could also

lay down a basis for those who wish to conduct further study in this area.



3. Literature review

3.1. Structure of HBV

HBV is double stranded (incomplete) circular DNA virus that belongs to the Hepadina virus
group with 3200 nucleotides and 42nm in length (Figure 3.1). The major breakthrough in the
discovery of the viral structure is the work of Blumberg et al. (1965) that discovered the HBsAg,
and few years later, Dane et al. (1970) visualized the HBV virion. Since then, significant
advancement has been made regarding the epidemiology, virology, natural history and treatment

of HBV (Geller, 2002).

DNA of the virus is found inside the core structure together with the viral reverse transcriptase,
an enzyme responsible for making copies of HBV. The viral core is surrounded by an envelope
from which HB surface antigen (HBsAQ) originates. HBsAgQ is a protein on the surface of
hepatitis B virus. A high level of HBsAg can be detected in serum during acute or chronic
hepatitis B infection. This antigen is also used to make hepatitis B vaccine, which is also called a
recombinant subunit vaccine. The body produces antibodies to HBsAg (Anti-HBs) as part of the
normal immune response to infection. Anti-HBs also develop in successfully vaccinated
individuals against hepatitis B. Another antigen, hepatitis B endogenous antigen (HBeAg), is an
accessory protein secreted during active multiplication of HBV. Positive test for HBeAg is

related to an increased infectivity of a person (CDC, 2005; Robotin and Mathews, 2008)



Circular DNA

Nucleocapsid
(HBeAg)

Figure 3.1. The structure of HBV

3.2. Symptoms and diagnosis

The symptoms for all forms of acute viral hepatitis are very similar that include: Flulike
symptoms (fever, fatigue, nausea, vomiting, loss of appetite and joint pain) and other symptoms

(dark urine, clay-colored stool, abdominal pain and jaundice) (CDC, 2014).

About 15% to 40% of chronically infected individuals will suffer from significant symptoms in
their lifetime, and up to 25% will die from directly related causes. Over 65% of infected
individuals may be asymptomatic, and others may have mild symptoms often mistaken for the
flu. Unlike the flu, symptoms of acute hepatitis may continue for several weeks or, rarely,
months. Approximately 15-40% of infected patients will develop cirrhosis, liver failure, or
hepatocellular carcinoma. Development of chronicity is related to the age at which infection is
acquired. Roughly half of infected children and about 10% of infected adults will progress to

chronic infection (Lok and McMahon, 2007).

Acute hepatitis may go undiagnosed and chronic hepatitis is frequently undiagnosed for several

years or even years after the initial infection. Since hepatitis symptoms are so nonspecific,



history taking and physical exam alone cannot allow us to differentially diagnose it. Serological
tests are used to identify the causative agent and stage of the infection. Liver biopsy may also be

indicated to assess the stage of liver damage (CDC, 2014).

3.3. Modes of transmission

Occupational exposure occurs through percutaneous injury such as needle stick or cut with
sharps, contact with the mucus membrane of eyes or mouth of an infected person, contact with
non-intact skin exposed with blood or other potentially infectious body fluids (CDC, 2003). The
risk of non-percutaneous exposure has not been well quantified, but it may account for a
significant proportion of HBV transmission in the healthcare setting (CDC, 2001). HBV can
survive in dried blood for up to a week and thus may be transmitted via discarded needles or
fomites, even days after initial contamination. Blood and serous fluid are known to contain the
highest viral concentrations. Although HBV DNA has been detected in other body fluids, such as
saliva, nasopharyngeal secretions, semen, or vaginal fluid, occupational transmission of HBV
from these fluids has not yet been documented. The available data suggests that transmission is

unlikely to occur through contact with urine or feces (Kidd-Ljunggren et al., 2006).

3.4. Epidemiology of HBV infection

3.4.1. General epidemiology

HBYV infection is a serious global public health problem. It occurs all over the world (Figure 2.).
Overall, approximately 45% of the global populations live in areas of high chronic HBV
prevalence and about 43% in intermediate HBV prevalence, the rest being those living in areas
of low prevalence of the virus (Mahoney, 1999). More than 75% of HBV infections occur in

Asia and Africa. Although the prevalence of HBV carriers varies between countries in the same



continent, it can be broadly classified into regions of high, intermediate and low endemicity. In
high endemic areas, like central Asian republics, Southeast Asia, Sub-Saharan Africa and the
Amazon basin, the HBV carrier rate is over 8%. In low endemic regions, like the United States,
Northern Europe, Australia and parts of South America, HBSAg prevalence is less than 2%.
Middle East, some Eastern European countries and the Mediterranean basin are considered areas

of intermediate endemicity with a carrier rate between 2% and 8% (WHO, 2002b).

M High (=8%)
[] Intermediate (2-7%)
Low (<2%)

Figure 3.2. Worldwide prevalence of HBV (adopted from CDC, 2014)

In developing regions such as Sub-Saharan Africa, the prevalence of HBV is high but much of
the disease burden caused by the virus goes undocumented (Roy and Robillard, 1995). In
Ethiopia as in other Sub-Saharan Africa, HBV infections cause significant burden of acute and
chronic disease among children and adults. Sero-epidemiological studies, although quite small in
scale, confirm Ethiopia as having significant HB transmission. Surveys in different parts of the

country indicates that the prevalence of HBV was high ranging from 4.7% to 14.4% (Abebe et



al., 2003; Diro et al., 2008; Shimelis et al., 2008). In Addis Ababa a community based sero-

epidemiological survey found a population prevalence of HBsAg to be 7% (Abebe et al., 2003).

3.4.2. Epidemiology of HBV in HCWs

As far as the burden of HBV in HCWs is concerned, numerous studies have shown that they are
at higher risk of acquiring HBV than the general population. Clinicians with direct patient
contact, such as physicians, dentists, nurses, and dialysis workers, laboratory workers have
higher risk of exposure to HBV than other HCWs (Sepkowitz, 1996). A review of studies done
in the USA has shown a high prevalence rates of HBV ranging from 13 to 18% in some groups
of HCWs such as surgeons, and even higher rate, about 27% have been reported among dentists

and oral surgeons (Beltrami et al., 2000).

In Sub-Saharan Africa too, exposure to HBV remains a serious risk to HCWSs. It has been
estimated that 6200 HBV infections occur each year among HCWs in Sub-Saharan African
(Pruss-Ustun et al., 2005). In Ethiopia, being part of Sub-Saharan Africa, the problem of HBV to
its HCWs cannot be an exception, for instance one study indicated that out of the 126 medical
waste handlers and 126 non-medical waste handlers recruited in the study, significant differences
were observed in the detection rates of HBsAg, the higher rate being in medical waste handlers

(Shiferaw et al., 2011).

3.5. Prevention and control of HBV in the healthcare setting

3.5.1. Postexposure prophylaxis
In the healthcare setting it’s difficult to keep exposures to HBV at bay as it could occur
irrespective of the various preventive measures available. PEP provides an opportunity to

prevent infection in the vulnerable HCWs (Puro et al., 2005).

10



Upon exposure of the HCWs to HBV, PEP is based largely on active immunization with HB
vaccine and passive immunization with hepatitis B immune globulin (HBIG). However, firstly
the exposured site must be treated right away, which generally involves reducing the dosage of
the exposure through bleeding and washing with clean water or saline and soap depending on the
site. Next, the employee should undergo an evaluation that includes recording of details of the
exposure (time, date, type, and site), known information on the source patient (HIV, HBV, and
HCV status), and the employee's relevant health history (including HB immunization status and
post-immunization titer) (CDC, 2001). Multiple factors should be considered in deciding

whether postexposure prophylaxis for HBV is warranted or not (Annex. X).

An adequate dose of HBIG provides immediate antibody directed protection against HBV.
Usually HBIG is provided to serve a short-term bridge in the control of HBV until the immune
system produces long-term protective response. HBIG is prepared from human sera that contain
anti-HB antibodies. The normal dose for HBIG is 0.06 ml/kg given by intramuscular injection

(CDC, 2001; Gerberding, 1995).

3.5.2. Hepatitis B vaccine

Two HBV vaccines are approved for use in adults; administration of three separate injections
into the deltoid muscle is required (Table 3.1). It provides protection against HBV, both pre-
exposure and post-exposure. In pre-exposure vaccination, three intramuscular doses of HB
vaccine are given resulting in protective efficacy of 90%-95% in healthy recipients (Mast, 2006;

Varghese et al., 2003).

11
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Table 3.1. HB vaccines (source: CDC, 2001)

Vaccine Dose and route # Doses Schedule
Engerix-B 20ug(1.0ml IM) 3 0,1,6 months
Recombivax HB 10pg(1.0ml 1IM) 3 0,1,6 months

In Ethiopia, to protect children against serious childhood illnesses, the expanded program for
immunization program (EPI) delivers eight vaccines including HB vaccine. HB vaccines are new
vaccines introduced into the EPI program in the country in 2007. In the routine EPI program,
these antigens are being given in the public sectors. Some private hospitals in the capital
city, Addis Ababa, provide HB vaccines in addition to the seven vaccines provided in public

facilities (FMOH, 2010).

3.5.3. Post-vaccination serologic testing

After completing the vaccine series, post-vaccination titers should be tested on all HCWs (Mast,
2006). All HCWs should undergo serologic testingl-2 months following the final dose of the
HB vaccine series. If serologic test result is >10mIU/mL, it indicates protective immunity. If a
HCW?’s serologic test (anti-HBS) is negative, the three doses of vaccine series should be repeated
and then test for anti-HBs 1-2 months after the last dose of vaccine is required. If the result is
still negative after completing the subsequent doses of the vaccine, the HCW is considered a

nonresponder to HB vaccination (CDC, 2001).

3.6. Studies on KAP of HBV and its vaccination

In a study conducted in HCWs of India, amongst 254 HCWs, only 57.7% were vaccinated

against HBV. Knowledge of HBV infection and accessibility of HBV vaccine were important

12



factors of vaccination. Seventy nine (31.1%) HCWs were unable to complete vaccination be-

cause of non-accessibility of vaccine (Chaudhari et al., 2009).

Another study done among HCWs in tertiary care hospitals in India, only 1198 (55.4%) of
HCWs screened had been vaccinated, 600 (27.7%) had never been vaccinated and 364 (16.4%)
were unaware of their vaccination status. Protective immunity test (> 10 1U/mL) were seen in

only 61.7% of the HCWs. (Sukriti, 2008)

A survey conducted in Kuwait revealed that knowledge of the various aspects of HBV was
generally high. Their attitude towards HBV infections was encouraging, since a high percentage
of respondents reported positive beliefs toward various attitude questions. Particularly, 80.5%
indicated that their job puts them at risk of HBV infection, 87.1% reported their need to be
protected from HBV infection, and 86.3% considered it necessary to receive the vaccine. About
three quarters of the respondents (74.7%) have actually received HB vaccine. Among them,
84.0% completed the vaccination doses. Amongst those who have never received any dose of

vaccine, 79.3% had no specific reason for not receiving the vaccine (Soad et al., 2012).

In a cross sectional study conducted in Italian public hospitals, the overall vaccination coverage
was 85.3%. Logistic regression analysis showed that place of residence of HCWs (odds ratio 4.2;
95% confidence interval 2.6-6.7) and age (odds ratio 4.5; 95% confidence interval 2.6—7.8), both

were independent predictors of vaccine acceptance (Stroffolini et al., 2008).

A study done in USA that assessed predictors of HB vaccine acceptance in HCWs showed that
independent predictors of initiating the vaccine series encompassed; younger age (95% CI, 0.96-
0.997), occupation (95% CI, 1.0-4.3) and increased blood exposure frequency (95% ClI, 1.6-3.5)

(Doebbeling et al., 1996).

13



According to a study done among operating room personnel in Nigeria, out of a total of 228
operating room personnel participated in the study, only sixty-one (26.8%) of them had been
vaccinated. Majority of them had good knowledge on the risk factors for HBV infection. Some
91.7%, 83.2%, and 84.6% believed that HBV infection can be transmitted through percutaneous
injury, mucous membrane contact with blood, and contact of abraded skin with potentially
infected tissue, respectively. It was found that many of the staffs were unvaccinated due to lack
of time to attend to vaccination and lack of enough information about HB vaccine (Emeka et al.,

2011).

According to a study done among HCWs in Burkina Faso, out of total 452 HCWs surveyed, 47.7
% had received at least one dose of HBV vaccine. Factors associated with vaccination status
were age (p=0.005), occupation (p=0.005), and seniority in the profession (p=0.001). Anti-
HBs was found in 61.6 % of respondents, with significant differences (p =0.01) between subjects
who received at least one dose of vaccine (76.7 %) and those who reported never having been

vaccinated (50.3 %) (Ouédraogo et al., 2013).

In a cross sectional study was carried out in four public hospitals in Wad Medani, Sudan, a good
respondents’ knowledge about HBV transmission was observed. More than 50% of HCWs were
not vaccinated. Reasons for failure to be vaccinated were unawareness of the vaccine’s
availability which was expressed by 48.2% and cost of the vaccine, expressed by 29.5% of
workers and 12.9% of them didn’t believe in vaccination as an important preventive measure that
to be taken. Fear of contracting hepatitis from the vaccine or doubt of efficacy of the vaccine was

cited by 9.4% respondents (Bakry et al., 2012).
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4. Objectives

4.1. General objective

To assess knowledge, attitude and practice of HBV and its vaccination among HCPs in selected

public hospitals of Addis Ababa, Ethiopia.

4.2. Specific objectives

» To assess knowledge of HCPs on occupational exposure to HBV and its vaccination

» To assess attitude of HCPs on occupational exposure to HBV infection and its
vaccination

> To assess practice with regards to HBV infection prevention and vaccination status
among HCPs

» To assess determinants of HBV knowledge and vaccination status among HCPs
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5. Methodology

5.1. Study area, setting and period

This study was conducted between June 01 and July 28, 2014, in Addis Ababa, Ethiopia. Addis
Ababa is the capital city of Ethiopia located at geographic center of the country (9° 10 48" North
and 38° 440 24" East). It is divided into ten sub-cities and has a population size of over three
million (3,038,096) with annual growth rate of 2.1% (CSA, 2007). During the study time, the
city had 48 hospitals. Thirteen were public hospitals; of which 5 were under Addis Ababa
Regional Health Bureau (AARHB) and 5 specialized referral hospitals. There are also various
hospitals, health centers and clinics established by NGOs, and hospitals and clinics that were

privately owned (FMHACA, unpublished data).

This study was conducted in three hospitals under AARHB, namely Rasdesta Damtew Memorial
Hospital, Yekatit 12 memorial hospital and Zewditu Memorial Hospital. Zewditu Memorial and
Yekatit 12 Memorial Hospitals are referral hospitals under the Addis Ababa City Government
Health Bureau whereas Damtew Memorial Hospital is general hospital. During the study period
there were 145 HCPs in the five departments of Zewditu memorial hospital, about 110 in Yekatit
12 Memorial Hospital and 32 in the three departments of Rasdesta Damtew Memorial Hospital

(it lacks maternity and dental care services).

5.2. Study design

Both qualitative and quantitative methods were used. Qualitative study involved KI interviews
while quantitative study was a cross-sectional study design which was conducted by using semi-

structured self-administered questionnaire.
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5.3. Source and Study population

5.3.1. Source population

All HCPs encompassing physicians, dentists and dental technician, nurses, health officers,
anesthesiologist, laboratory technologists/technicians and midwives working in exposure prone
unit of the selected public Hospitals of Addis Ababa, and who are directly involved in day-to-day

patient care were the source population.

The source populations for the qualitative study were all department heads working in exposure

prone unit of selected public Hospitals of Addis Ababa.

5.3.2. The study population

HCPs that are in direct contact with the patients or equipment used on patients and are more
likely to get exposure to blood borne pathogens were included. So all HCPs working in the
departments which were deemed to be a “high risk” unit that encompass dentistry, maternity and
delivery, emergency, laboratory and surgical unit of the selected public Hospital of Addis Ababa

and who met the inclusion criteria were our study population.

The study populations for the qualitative study were all department heads working in dentistry,
maternity and delivery, emergency, laboratory and surgical department of selected public

Hospitals of Addis Ababa.
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5.4

. Study variables

» Knowledge and attitude related independent variables: age, sex, marital status, profession
types, work experience, educational status and history of training.

» Practice related independent variables: age, sex, marital status, profession type work
experience, educational status and previous exposure to blood born pathogen, history of
training, knowledge of HB vaccine and attitude toward HBV vaccination

> Dependent variables:

e Knowledge on occupational exposure of HBV infection
e Knowledge on HBV vaccination
e Attitude toward occupational exposure of HBV infection
e Attitude toward HBV vaccination
e Vaccination status among HCPs
5.5. Sample size determination and selection procedure

For quantitative method since the total number of study population was easy to manage, all
HCPs working in the selected departments during the period of data collection and met the
inclusion criteria, and who were willing to participate were included in this study.
Accordingly, our total study subjects for the quantitative study from randomly selected three

Hospitals were 240 HCPs (Figure 5.1).
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Hospitals under AARHB
= Gandhi Memorial
= Minilik Il Memorial
» Ras Desta Damtew Memorial
= Zewditu Memorial

= Yekatit 12 Memorial

Simple Random Sampling

Ras Desta Damtew Yekatirt-12 Memorial Zewditu Memorial
Hospital Hospital Hospital

Ultimate study subjects were

- 8Kis for qualitative study

- 240 HCWs for quantitative study

Figure 5.1. A schematic presentation of selection of study setting and participants

A purposive sampling technique was used to identify our Kls for the qualitative study. Heads of
the departments were purposively selected because they are supposed to be information rich than

other HCPs.
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5.6. Inclusion and exclusion criteria

All HCPs who were working in the selected departments and that had an experience of six
months and above were included in this study. Those HCPs having an experience below six
months were excluded. This cut-off point was chosen in order to enable us to properly assess the

practice section.

5.7. Data collection procedures

5.7.1. Data collection instruments

To pave ways for quantitative study and to define variables for the survey especially factors that
affect vaccination status among HCPs as well as to supplement the quantitative study, KI
interviews were held by using semi-structured in-depth interview guide. The key informants
(Kls) interview tool was constructed based on evidence from literatures, largely focusing on
African studies. It consisted of seven key questions and eight probing points. These questions
were posed to interviewees to inquire their views on HCPs awareness of HB infection and
prevention of occupational exposure to HBV as well as factors that can affect HBV vaccination
status among HCPs working in their respective department. The interview on average took 15

minutes.

For quantitative study after thoroughly reviewing the relevant literatures, a draft of semi-
structured questionnaire was developed and then important points addressed by Kls was
incorporated. Questionnaires were first developed in English and translated into local language,
Amharic. It was consisted of a series of questions on the KAP of respondents on HBV infection

and its prevention (Annex VI). The questionnaire was handed over to the respondents in person.
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5.7.2. Data quality assurance

Pre-test was done before the start of actual data collection. Based on the result from the pre-test,
slight modification was made to the original questionnaire (the question that asks ethnicity of the
participant was removed due nearly zero response rate, and response option No. 3 was added to
question No. 2.2 as it was frequently responded under “Other” option.) Two data collectors
(B.Sc. nurses) were recruited in this study. Discussion was held between principal investigator
and the data collectors to clear out any difficulties they might encounter during data collection.
In addition to this they were given an orientation on how to obtain informed consent that
encompassed: the significance of the survey, importance of respondent’s participation and what
the survey outcome is mean to them, voluntary nature of the study and confidentiality issues. The
data collectors were supervised and the filled questionnaires were checked by the principal

investigator.

All Kl interviews were conducted by the principal investigator. The interview was conducted by
probing and exploring whenever it was necessary. Responses were recorded by audio recorder

(for 7 Kls) and note-taking (for one KI) based on their consent.

5.8. Data processing and analysis

For quantitative part, first the data was checked for completeness and consistency. Then it was
coded and entered in the computer using statistical package for social science (SPSS) software,
version 20. Random checking was done to verify the validity of the entered data. For knowledge
questions value “1” was assigned for correct answers and while “0” was assigned to all other
answers. Likewise for a positive attitude item, a score of “4,” “3,” “2.” “1,” and “0” was used for
strongly agree, agree, neutral, disagree, and strongly disagree respectively. The score was

reversed for all the negative items (Annex IX). Grading of the scores into 3 levels was made
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using conventional Bloom’s cut off point (Bloom, 1968). All individual answers were summed
up, and overall knowledge and attitude scores were computed by using Microsoft Excel 2010.
Simple descriptive statistics such as frequency and percentage were used to summarize the
results, and chi-square and binary logistic regression were used to describe the association
between variables. P-value < 0.05 was considered as statistically significant association. Once

analyzed, the data was presented and discussed as per the listed objectives of the study

Qualitative data analysis was done after audio records were transcribed and verbatim and notes
were compiled. Thematic analysis was carried out. KI’s opinions were revolved around two main
points which were then identified as themes. Next, coding of interview text relating to these
themes was performed. Quotes that would help in understanding of the content of the theme were
identified. Quotes were designated for each department head as follows: “Emgcy” for heads of
emergency department “Dent” for dental unit head, “Lab” for laboratory “Delv” for deliver and

“Surg ” for surgery.

5.9. Ethical consideration

Ethical clearance was obtained from the institutional review board (IRB) of Addis Ababa
University, School of Pharmacy. A letter of cooperation was written from Addis Ababa City
Administration Health Bureau to each Hospital. The aim of the study was clearly explained to
the study participants. Information was collected after obtaining informed consent from each
participant. Verbal consent was obtained from study participants for both qualitative and
quantitative part (Annex | and V). The interviews were pre-scheduled and took place in the
respondent’s office during office hours so as to assure optimum privacy. The personal
information of study participants was kept entirely anonymous, and confidentiality was assured

throughout the study period.
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5.10. Operational definitions

Health care professionals: In this study it is intended to indicate those health care personnel,
who were working in health care setting, and who were involved in day to day patient cares; it

does not include administrative and other supportive staffs.

Awareness: Concepts that HCPs hold in their mind about occupational HBV infection and its

vaccination based on information they had.

Attitude: The feeling and beliefs of respondents in a favorable or unfavorable manner toward

HBYV infection and its vaccination.

o Negative (unfavorable) attitude: those HCPs having a total attitude score below 21 points
o Neutral Attitude: those HCPs having an overall attitude score between 22-27 points
o Positive attitude (favorable): those HCPs having total attitude score between 28-36 points

Knowledge: The understanding that the respondents had regarding occupational infection of

HBV and its preventive strategies

o Low levels- having overall knowledge score below 60% (0-7 points)
o Moderate levels- having overall knowledge score between 60%-79% (8-10 points)
o High levels- having overall knowledge score 80% and above (11-14 points)

Practice: The actions intended to do in order to prevent infection from HBV and habit and cus-

toms of HCPs related to receiving HB vaccine.
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6. Results

A total of 287 HCPs who were available during the period of data collection were reached; of
whom 251 of them agreed to participate. Eleven filled questionnaires were discarded due to
significant incompleteness, giving the ultimate response rate 80.1%. Zewditu Memorial Hospital
comprised larger proportion 125 (52%) of the respondents; followed by Yekatit 12 Memorial
Hospital which encompassed 93 (38.8%). The minimum numbers of participants were from

Rasdesta Damtew Memorial Hospital which comprised 22 (9.2%).

6.1. Socio demographic characteristics of study participants

The age of the study participants ranged from 20 to 55 years with the median age of 28 years
(IQR=25-31). The age group 25-29 constituted the largest part that comprised 144 (39.2%) of the
respondent. Almost half, 120 (51.1%) of the study participants were male. Majority 134 (57.0%)
of the study participants were single followed by married 89 (37.9%). One hundred fifty one
(62.9%) participants were orthodox; while 50 (20.8%) and 28 (11.7%) of them were protestant
and Muslims respectively. With regards to their professional characteristics, 104 (43.3%) were
nurses, followed by midwives 40 (16.7%) and laboratory technologists/technician 35 (14.6%).
Majority 153 (63.8%) of them were degree holders. Regarding the work experience nearly two-

third 150 (65.2%) of the study participants had less than five years of experience (Table 6.1).
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Table 6.1. Background information of HCPs in selected public hospitals of Addis Ababa,

Ethiopia, July, 2014.

Variables Frequency Percentage
Age (n=227) 20-29 144 63.4
30-39 64 28.2
40-49 16 6.7
50 & Above 3 1.3
Sex (n=235) Male 115 48.9
Female 120 51.1
Marital status (n=235) Single 134 57.0
Married 89 37.9
Others* 12 51
Religion (n=240) Orthodox 151 62.9
Protestant 50 20.8
Muslim 28 11.7
Others** 11 4.6
Profession (n=240) Nurse 104 43.3
Midwife 40 16.7
Lab. technologist and 35 14.6
technician
Medical Doctor 27 11.3
Dental Doctor 15 6.2
Health officer 13 5.4
Anesthesiologist 6 25
Educational status (n=240) Diploma 78 32.5
Degree 153 63.8
Others' 8 3.7
Area of practice (n=236) Surgical 72 30.5
Delivery 61 25.8
Emergency 45 19.1
Laboratory 35 14.8
Dental 23 9.7
Experience (n=230) < byears 150 65.2
>5Syears 80 34.8

*Divorced and widowed
Degree and Specialists
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6.2. HBV infection information source and knowledge

Two hundred thirty (96%) of the study participants responded that they have ever heard or read
about HB infection, and thus further data analysis was done only for these study participants.
About half, 106 (48.2%) of the study participants reported that they had ever attained training on
infection prevention. As depicted in Table 6.2 below, the major source of information for the
study participants were under graduate or post graduate education, which encompassed 196

(86.3%) followed by on-job training and internet each comprising 66 (29.1%).

Table 6.2. Source of information for HCPs who were working in selected public hospitals of
Addis Ababa, Ethiopia, July, 2014 (N=230).

Source of information Frequency Percentage
Under/post-graduate 196 86.3
education
On-job training 66 29.1
Internet 66 29.1
Journals 42 18.5
Mass media 31 13.7
Friends 30 13.2

The percentages do not add up to 100 because multiple responses possible

Fourteen questions were designed to assess the knowledge of participants in two main parts:
transmission of HBV and the management of the infection. The overall knowledge score ranged
from 0 to 13 with a mean of 9.2 (SD=2.1). Figure 6.1 shows the proportion of the study
participants whose score fall into three categories as per Bloom’s cut off point (60%-80%).
Nearly half 117 (51%) of the study participants fall under the category of “moderate knowledge

score” while only 69 (30%) were found to have high knowledge score.
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1 High

-

B 2 Moderate

3 Poor

Figure 6.1 Percentages of the study participants whose total knowledge score fall under the
three category of knowledge score in selected public hospitals of Addis Ababa, July, 2014.

Majority (more than 90%) of participants who were informed about HB infection knew that the
virus can be transmitted by: needle stick injury, mucous membrane contact with infectious body
fluid, infected blood and amniotic fluid. Two hundred five (89.9%) of them knew that HB can be
transmitted by amniotic fluid. However only 66 (29.2%) of them knew that urine is non-

infectious. A little less than half, 105 (47.5%) of them did not now that HBV cause liver cancer.

With regards to management of occupational HBV infection, knowledge score for different
question was found to be variable. One hundred thirty one (57.5%) of the participants correctly
responded that HBV infection cannot be cured. Three-fourth (75.2 %) of the study subjects
properly answered the number of doses of the vaccine required for complete protection of HBV
infection and fifty three (24.8%) of them did not know it. Expected interval between the first
dose and the second dose, and last dose and the second dose was known by 117 (56.8%) and 123
(61.8%) of the respondents respectively. Greater proportion 145 (63.6%) of the respondents did

not know that the vaccine reduce the likelihood of being positive after occupational exposure.
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One hundred thirty six (62.7%) of respondents knew that after completing the vaccine series,

anti-Hbs serologic testing has to be done. However, only 96 (44.2%) of the study participants

knew that the vaccine series have to be repeated if test result is negative (Table 6.3).

Table 6.3. Knowledge of HCPs on occupational HBV transmission and its managements, in
selected public hospitals of Addis Ababa, Ethiopia, July, 2014.

No. Question Response n (%)
Yes No I don't know
1. Occupational exposure to HBV infection can 212 (92.6) 8 (3.5) 9 (3.9
occur through percutaneous injury (n=229)
2. Occupational exposure to HBV can occur 218 (95.2) 4 (1.7) 7(3.1)
through mucous membrane contact with
infectious body fluid (n=229)
3. Blood is infectious body fluid for HBV 223 (97.4) 2(0.9) 4 (1.7)
(n=229)
4. Vaginal fluid is infectious for HBV (n=230) 218 (94.8) 7 (3.0) 5(2.2)
5. Amniotic fluid is infectious body fluid for 205 (89.9) 15 (6.6) 8 (3.5)
HBV(n=228)
6.  Urine is infectious body fluid (n=226) 126 (55.8) 66 (29.2) 34 (15.0)
7. HBV can cause liver cancer (n=221) 116 (52.5) 35(15.8) 70 (31.7)
8. HB infection is curable disease (n=228) 47 (20.6) 131 (57.5) 50 (21.9)
9.  After occupational exposure the vaccine 83 (36.4) 95 (41.7) 50 (21.9)
reduce the likelihood of being positive
(n=228)
10.  After completing the vaccine series, anti-Hbs 136 (62.7) 36 (16.6) 45 (20.7)
serologic testing has to be done for all HCPs
(n=217)
11. Ifanti-Hbs serologic test result is negative, the 96 (44.2) 65 (30.0) 56 (25.8)

vaccine series has to be repeated (n=217)
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6.3. Attitude of HCPs toward HBV infection and its vaccination

Nine questions were designed to assess the opinion of participants using five level likert scales
(strongly disagree, disagree, neutral, agree and strongly agree). Table 6.5 shows response of
participants to each question that assesses their attitude toward HBV infection and its
vaccination. For opinions that were sought on whether HB is great public health problem; 106
(46.5%) of the respondents strongly agreed and 77 (33.85%) of the respondents agreed that HBV
is great public health problem. Respondents’ attitude on whether their job puts them at greater
risk of HB infection seems to favor positive response (strongly agree and agree). One hundred
nineteen (51.7%) strongly agreed and sixty (26.1%) of them agreed, and none of the respondent
had strong objection in this regard. Concerning the mandatory vaccination of HCPs, majority of
the study participants responded positively to this question, strongly agreed being 129 (56.6%)
and agreed 57 (25%). None of the respondent had strong objection on this point. For the question
items: safety of HBV vaccine, effectiveness of the vaccine after repeated exposure, involvement
HBV positive HCPs in an invasive procedure, and importance HB vaccine as PEP when patient
status is unknown, the opinion seems to be divided (it inclined towards positive responses

though).

29



Table 6.4. Attitude of HCPs towards HBV infection and its vaccination in selected public
hospitals of Addis Ababa, Ethiopia, July, 2014.

No Variable Likert respé

Strongly agree Agree Neutral

N (%) N (%) N (%)
1 HB is great public health Problem (n=228) 106 (46.5) 77 (33.8) 36(15.8
2 HCPs are at greater risk of HB infection (n=230) 119 (51.7) 60 (26.1) 47(20.4
3 It is necessary for HCPs to receive HB vaccine (n=228) 129 (56.6) 57(25) 39(17.1
4 HBV vaccine is safe (n=226) 64 (28.3) 96 (42.5) 43(19)
5  After repeated exposure to contagious fluid/ material, the 49 (21.7) 72 (31.9) 73(32.3
vaccine reduces likelihood of being HBV positive (n=226)
6 HCWs positive for HBV should not be involved in an invasive 65 (28.5) 82(36) 49(215
procedure (n=228)
7 The vaccine is not important if the exposure is not with patient 67 (29.6) 69 (30.5) 41(18.1)
blood of known HBV positive (n=226)
8  There should be the vaccine guideline in work areas (n=229) 126 (55) 69 (30.1) 29 (12.7
9  Training on HBV and the vaccine is important for a behavioral 124 (54.4) 67 (29.4) 31(13.6

change (n=228)
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The overall attitude score for all items was computed for each participants, and the minimum
attitude score was 10 and the maximum was 35 with mean attitude score of 25.96 (SD=4.53).
Greater proportion 103 (44.8%) of the respondents was found to have neutral attitude and 96
(41.7%) of them had positive attitude towards HB infection and its vaccination. Figure 6.2
depicts the proportion of the study participants whose total score fall under the categories of

negative, neutral or positive attitude score.
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Figure 6.2 Percentages of the study participants whose total attitude score fall under the
three the category of attitude scores, in selected public hospitals of Addis Ababa, Ethiopia,
July, 2014

6.4. Hepatitis B infection prevention related practices
Out of 230 study subjects who had information on HB infection, 178 (77.7%) of them had been
screened for HBV and received HB Vaccine of whom; 160 (94.1%) of them had received full

course of the vaccine. Eighty three (36.7%) of the survey participants said that they had ever
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been exposed to HBV risky conditions. With regards to the frequency of the exposure, nearly

half (48.1%) of the respondent had frequency of exposure more than once a week (Table 6.6).

Table 6.5. HBV infection prevention related practices among HCPs in selected public
hospitals of Addis Ababa, July, 2014.

No Variable Response Frequency Percentage
option

1 History of exposure to HBV risky* Yes 83 36.7

conditions (n=226) No 118 51.8

| don't 25 11.1
remember

2 Frequency of exposure (n=54) <l/wk. 28 51.9
>1/wk. 26 48.1

3 HCPs ever received HB Vaccine (n=229)  Yes 178 77.7
No 51 22.3

4 HCPs received the full course of Yes 160 94.1

vaccines series (n=170) No 10 5.9

*NSlIs or contact of infectious fluid with mucous membrane or non-intact skin

For survey participants who had the history of exposure, the likely options were listed in the
survey instrument and the respondents frequently picked being busy 38 (45.2%) and rushing at
work 35 (41.7%) as underlying causes for the exposure. As clearly depicted in the Table 6.6, the
most frequently taken measure after the incidence of the exposure was found to be washing the
injury with antiseptics and water 56 (67.5%); while up to 40 (48%) of them had checked the

status of the patient.
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Table 6.6. Reasons of HCPs for being exposed to potentially infectious situation and
measures taken afterwards in selected public hospitals of Addis Ababa, Ethiopia, July,
2014.

Variable Frequency Percentage
(N=83)

Reasons for exposure
Being busy 38 45.2
Rushing at work 35 41.7
Lack of infection control supplies 29 34.5
Careless handling of patients and 15 17.9
medical instruments
Being exhausted 11 13.1
Other reason* 12 14.3

Measure taken after exposure to infectious

material or fluid

Washed with antiseptics 56 67.5
The status of the patient was checked 40 48.2
Immediately reported 26 31.3
The injured site was allowed to bleed 20 24.1
Other measure was taken** 7 8.4

The percentages do not add up to 100 because multiple responses possible
*Uncooperative and restless patients, sudden fluid splash, being inexperienced at work

** Prayer, having screened for HBV antigen, do nothing because | 'm already vaccinated

For study participants who didn’t take the vaccine, the frequently stated reasons were: unavaila-
bility of the vaccine and price of the vaccine each comprising 37 (71.2%) and 24 (46.2%) respec-
tively (Table 6.7). For study participants who didn’t complete the vaccine series, all of them said
that they were on wait for the last dose (this study was conducted ahead of the time for the last

dose).
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Table 6.7. Reasons of HCPs for not being vaccinated, in selected public hospitals of Addis
Ababa, Ethiopia, July, 2014 (N=51).

Reasons N %
Unavailability of the vaccine 37 71.2
Price of the vaccine 24 46.2
Afraid of SE of the vaccine 6 11.5
Did not have the information 4 7.7
Being busy 3 5.8
Afraid of needle 1 1.9

The percentages do not add up to 100 because multiple responses possible

6.5. Determinants of knowledge score among HCPs

A chi-square test of independence was performed to examine the relation between knowledge
score and socio-demographic variables as well as professional characteristics of HCPs. The
result indicated that only education level (X?=8.356, p=0.015), type of profession (X?= 21.156,
p=0.007) and area of practice (X?=17.04, p=0.030) of the respondents were found to have
significant association with overall knowledge score. Relatively higher number of study
participants in the category “degree and above” were found to have “moderate and higher
knowledge score” than the “diploma and below” group. In the contrary, relatively higher
number 21 (28.8%) of survey participants in the category “diploma and below” were found to
have poor knowledge score. As to profession type, larger proportion 43 (42.1%) of nurses were
found to have higher knowledge score than other profession. With regards to area of practice,
relatively greater, 31 (45%) percentage of survey participants working in the surgical department
were found to have high knowledge score than participants who were working in the other

departments (Table 6.9).
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Table 6.8. Chi-square test for determinant of overall knowledge score in selected public
hospitals of Addis Ababa, Ethiopia, July, 2014.

Variables Overall knowledge score N(%0) Chi- P-
Low Moderate High square  value
Sex Male 22 (19.6) 51 (45.5) 39 (34.9) 1.83 0.40
Female 21 (18.6) 61 (54.0) 31 (27.4)
Religion Orthodox 28 (19.2) 74 (50.7) 44 (30.1) 2.22 0.91
Islam 4 (14.3) 16 (57.1) 8 (28.6)
Protestant 10 (22.2) 22 (48.9) 13 (28.9)
Others* 2 (18.2) 4 (36.4) 5 (45.4)
Marital status  Married 25 (19.1) 62 (47.3) 44 (33.6) 2.19 0.71
Others** 16 (19.0) 45 (53.5) 23 (27.5)
Educational Diploma and 21 (28.8) 36 (49.3) 16 (21.9) 8.36 0.02°
status below
Degree and 22 (14.1) 80 (51.3) 54 (34.6)
above
Profession Nurse 16 (15.7) 43 (42.2) 43 (42.1)  21.12 0.01°
Midwife 13 (37.1) 16 (45.7) 6 (17.2)
Lab. 6 (17.6) 20 (58.8) 8 (23.6)
Medical doctor 6 (22.2) 15 (55.6) 6 (22.2)
Others' 3(9.4) 22 (68.8) 7 (21.8)
Area of Surgical 11(15.9) 27 (39.1) 31 (45.0) 17.04 0.03°
practice Delivery 17 (30.4) 26 (46.4) 13 (23.2)
Emergency 7 (15.9) 25 (56.8) 12 (27.3)
Lab 6 (17.6) 20 (58.8) 8 (23.6)
Dental 2(8.7) 16 (69.6) 5(21.7)
Experience <5 22 (15.7) 74 (52.9) 44 (31.4) 2.39 0.30
>5 19 (23.8) 36 (45) 25(31.2)
History of Yes 20 (18.9) 51 (48.1) 35 (33.0) 0.52 0.78
training No 21 (18.4) 60 (52.6) 33 (29.0)

o0 Significant association, *Catholic, Jehovah Witness and Adventist, **Single, Divorced and
Widowed #Dental doctors, Health officers and Anesthesiologists, Lab.- laboratory technician
and technologist
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A chi-square test of independence was also performed to examine the relation between
knowledge score and attitude score among health care workers. The P-value (0.40) indicated that

there was no statistically significant association between the two variables.

6.6. Determinants of vaccination status among HCPs

A logistic regression analysis was conducted to identify predictors of vaccination status among
HCPs. When binary logistic regression was run separately for each predictor (Bivariate analysis);
marital status [OR=3.5 (95% CI=1.7-7.2)], profession type [OR=2.6 (95% CIl=1.3-5.1)],
experience [OR=6.2 (95% CI=2.3-16.4)] and history of training [OR=2.9 (95%C=1.4-5.7)] were
found to be significant predictors of vaccination status. However, multivariate analysis that only
profession type and history of training made a significant contribution to prediction (p = 0.05 and
0.025 respectively). In this regard, nurses were 3.8 times more likely to take the vaccine.
Likewise those who had history of training on infection prevention were 2.8 times more likely to
take the vaccine than those who didn’t have history of training. Other variables were not a

significant predictor (Table 6.10).
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Table 6.9. Determinants of vaccination status among HCPs in selected public hospitals of
Addis Ababa, Ethiopia, July, 2014

Variables Yes No Crude OR AOR
N (%) N (%) (95%Cl) (95% CI)
Sex Male 86 (77.5) 25 (22.5) 1(0.5-1.9) 1.1 (0.5-2.5)
Female 87 (77.7) 25 (22.3) 1 1
Religion Orthodox 114 (78.6) 31 (21.4) 0.4 (0.1-3) 2 (0.2-23.5)
Islam 20 (71.4) 8 (28.6) 0.3 (0-2.3) 2(0.2-27.1)
Protestant 33 (75) 11 (25) 0.3 (0.1-2.6) 0.7 (0.1-8.7)
Others* 10 (90.9) 1(9.1) 1 1
Marital status Married 85 (88.5) 11 (11.5) 3.5 (1.7-7.2)° 0.4 (0.1-1)
Others** 89 (69) 40 (31) 1 1
Educational Diploma 52 (71.2) 21 (28.8) 1 1
status and below
Degree 125 (81.2) 29 (18.8) 0.6 (0.3-1.1) 2.4 (0.9-6.1)
and above
Profession Nurse 87 (86.1) 14 (13.9) 2.6 (1.3-5.1) 3.8 (1.5-9.5)°
Others’ 90 (70.9) 37 (29.1) 1 1
Area of Surgical 55 (79.7) 14 (20.2) 1.2 (0.6-2.5) 0.6 (0.2-1.6)
practice Other'" 118 (76.1) 37239 1 1
Experience <5 98 (70.5) 41 (29.5) 1 1
>5 74 (93.7) 5 (6.3) 6.2 (2.3-16.4)° 3.3(0.9-12)
History of Yes 92 (86.8) 14 (13.2) 2.9 (1.4-5.7) 2.8 (1.1-7.1)°
training No 78 (69.6) 34(304) 1 1
Overall Low 34 (77.3) 10 (22.7) 1 1
knowledge Moderate 85 (74.6) 29(254)  0.7(0.3-1.8) 0.6 (0.2-1.8)
score High 58 (82.9) 12(171) 0.6 (0.3-1.3) 0.7 (0.2-2.5)
Overall attitude ~ Negative 24 (77.1) 7 (22.9) 1 1
score Neutral 83 (82.2) 18 (17.8)  1.3(0.5-3.3) 1.1 (0.3-4)
Positive 70 (72.9) 26 (27.1) 1.7 (0.9-3.4) 0.5 (0.1-1.7)

o0 Significant association * Catholic, Jehovah Witness and Adventist **Single, Divorced and
Widowed {Midwifes, Laboratory Technologist/Technicians, Medical doctors, Dental doctors,
Health officers and Anesthesiologist 77 Emergency, Laboratory and Dentistry
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6.7. Qualitative result

The result presented here represents in-depth interview of selected departments’ heads (delivery,
dentistry, emergency, laboratory and surgery) on awareness and practice of HBV infection and
its vaccination. In this qualitative study, a total of 8 interviews were held. Two main themes from

these in-depth interviews were identified.

Awareness on HBV infection

Key informant expressed almost similar views regarding the awareness of HCWs on HB
infection and infection prevention. Majority of the Kls believed that HCWs working in their
department had adequate awareness on HB infection. Their opinion is emanated from the fact
that HCWs working in their department were at high risk of contracting infectious pathogens,
and thus they are supposed to be more knowledgeable and they also are required to be vigilant
about infectious pathogens and are expected to know proper handling of patients and potentially
infectious fluids. Moreover, the Kls supposed that these days there is an increase in awareness of
HBV among HCWs. Two out of eight ascribed the increase in awareness to initiation of the
vaccination program, saying that after the vaccination was commenced, HBV became the subject

of discussion. One of our key informants tried to express this concept as follows:

“In the previous times staffs were said to have low awareness on HBV infection. However,
right after the vaccination program was embarked on, the HCWs started to explore
relevant information about it... nowadays it seems that the awareness of HBV is

increasing... ”(Emgcy 01).

The KI’s also explained that the basis for deeming staffs working in their respective department

to have appropriate awareness on HBV infection is from what they happen to observe while
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HCWs handle risky situations in the course of their professional practice and while they discuss
each other on this matter. Three out of eight believed that these days HCWs are more concerned

about HBV rather than HIV. Among them one said;

“...these days our biggest worry is not HIV it is HBV rather; this is because HBV is

highly infectious than HIV and other blood borne pathogens” (Emgcy 01).

Their concern is worsened by the lack of awareness of the lay public about HBV. KI’s view is
emanated from the fact that virtually all patients that HCWs encounter are known to be
unscreened for the virus, so it’s difficult to know the status of the patients and take the necessary

care while handling HBV positive patients.

Nearly all Kls (seven of them) said that most of senior staffs working in their department had
taken training on infection prevention (not geared towards HBV though) and they recommended
that since HBV is a big concern in health care setting, HBV focused training need to be

organized so as to make the awareness of the HCWSs even better.

With regards to determinants of occupational HBV infection, all KIs’ view was focused on
environmental and patient-related factors. As environmental factor they mentioned like non
conducive and crowded working room and uncooperative and restless patient as patient related
factors. With regard to some flaws from HCWs as an underlying cause for occupational
exposure, our interviewees expressed conflicting views. Few of them (two) admitted that some
HCWs are careless in handling patient and potentially infectious materials while others refuted it.

One of our KIs tried to explain this concept as follows:
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“...I can’t say that all HCWs take appropriate care while providing the service... you
may sometimes observe some kind of carelessness on using personal protective

equipment (PPE) among the HCWs, especially experienced ones... ” (Dent).

Factors affecting vaccination status

When asked about the underlying causes for not being vaccinated among HCWSs, majority of the
Kls stressed unavailability of the vaccine in their hospital and cost of the vaccine in private
facilities as important factors for vaccination against HBV among HCWs. Some said the
vaccination program seemed to be some kind of campaign. In relation to this concept, one of our

Kls expressed his view like this:

“...senior staffs have taken the vaccine but currently there is no continual supply of the

vaccine for recently recruited employees...” (Surg 03).

They also said that some staffs would want to get vaccinated on their own had it not been the
high cost of screening and vaccine in private health facilities. In relation to this, Kls indicated
that the government should give due emphasis to the safety of HCWSs by making the necessary

infection prevention supplies and the vaccines available.

Other determinants mentioned by some KI include: ignorance from staffs, lack of accurate lab
result (screening test) and afraid of the side effect of the vaccine. In relation to the lack of
accurate lab result in public hospitals, one of our respondents described his experience in this

way:

“...the vaccine is offered after the screening for HBV negativity but the test was not

accurate...in my own experience I was not allowed to take the vaccine for test result
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showed slightly reactive for HBV as per the lab test done in the hospital but when

confirmatory test was done somewhere else it was found to be negative for HBV” (Surg

01).

Few KIs expressed the concerns of some of the HCWs for not receiving vaccine in relation to the
perceived side effect of it. Although HB vaccine, which is identified as a recombinant subunit
vaccine is known to have excellent record of safety, few of our Kls said that some HCWs doubt

the safety of the vaccine. Here is how one of our participants expressed her view.

“...some HCWs think that the vaccine is life attenuated and if someday their immunity

decline, it may cause the infection. ...” (Delv 01).

Majority of Kls also indicated that to alleviate the problem of occupational exposure, regular
training and uninterrupted supply of PPE is essential. PPEs were not regularly available due to
lack of emphasis and awareness of administrative staffs on infection prevention equipment and
supplies. All Kls agreed that their department and other stakeholders should play crucial role in
strengthening infection control strategies. Some complemented this views saying that since they
are working in the infection prone units, they should play crucial role in facilitating the activities

related to infection prevention.

Awareness of HCWs about the serological screening is also among the determinants of having
complete vaccination. When Kls were asked whether immune response test was done for those
staffs who had completed the vaccine series, all said there is no such thing in their hospital as

post-vaccination serological test. One of our key informants responded like this;

“...I don’t even know what immune response test is...”” (Lab 01).
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7. Discussion

This study assessed the knowledge, attitudes and practices of HBV and its vaccination among
HCPs in selected public hospitals of Addis Ababa, Ethiopia. Two hundred thirty (96%) of the
study participants responded that they have ever heard or read about HB infection. Most of the
survey participants who had never heard or read about HBV were freshly recruited recent
graduates, and this in part may be due the absence of addressing this topic during training in their

schools.

In the present study, HCPs knowledge regarding occupational transmission of HBV was found to
be good. This result goes hand in glove with some key informant’s view since they had said that
these days there is an increase in awareness of HBV infection after initiation of the vaccination
program. Our finding is also compatible with study done in Nigeria since majority of them had
good knowledge about the risk factors for occupational transmission of HBV infection (Emeka et
al., 2011). Other studies have found that knowledge about the risk of contracting HBV is
generally low amongst HCWs (Moghimi et al., 2008; Stein et al, 2003). A possible explanation
for this disparity could be due to difference in the risk of occupational hazard among HCWs,
level of vaccination and time in which studies were conducted. In this study only subjects
deemed to be the “high risk groups” were included, and they are more likely to have better

knowledge than other HCWs.

It is evident that positive attitude toward HB infection prevention is important in management of
occupational HBV infection. However, several studies have found both negative and positive
attitudes among HCWs towards HBV infection and its prevention. In our study overall attitude

score was not good as greater proportion, 127 (55.2%) of the respondents was found to have
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neutral or negative attitude towards HB infection and its vaccination. Similarly, one study in
Nigeria has shown poor attitude score among HCWs (Ibekwe and Ibeziako, 2006). But our
finding is inferior as compared to other studies; for instance a study in Kuwait revealed a high
percentage of respondents reported positive beliefs towards HB infection (Soad et al., 2012).
Another study has also shown a good level of attitude toward HB infection and its vaccination
among HCWSs (Africa, 2010). The disparities in the finding of various studies is not
straightforward to explain but it can be attributed to difference in on-job training status among
the HCWs as it can helps in changing attitudes of the HCWSs. In our study the greater proportion

of HCPs had not attended training on infection prevention.

The circumstances leading to exposure may be dictated by working environment and certain job-
related practices. In the present study, all Kls agreed that work environment and patients related
factors as contributing factors for the exposure. In quantitative study, respondents frequently
picked out being busy and rushing at work as contributing factors for exposure to HB infection.
Most frequently taken measure after occurrence of the exposure was found to be washing the
injury with antiseptics and water (67.5%), while up to 48% of them had checked the status of the
patient. Occupational exposures almost go undocumented in many developing countries (Roy
and Robillard, 1995). Similarly, in our study immediate reporting was practiced only by 31.3%
of the respondents. This is inconsistent to CDC’s recommendation which states all HCWs should
report after sustaining the injury (CDC, 2001). One study revealed that HCWs didn’t report NSIs
because they didn’t want to know the results of tests after reporting and others didn’t think
reporting was of any use (Makary et al., 2007), and this partially may explain lower reporting

practice in the present study.
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In this study, 77.7% of HCPs had been screened and received HB Vaccine. This figure is
superior as compared to a study done in Sudan, Burkina Faso and Nigeria where only 50%,
47.7% and 26.8% of HCWs respectively were vaccinated (Bakry et al., 2012; Emeka et al.,
2011; Ouedraogo et al., 2013). Comparable result was reported in the cross-sectional survey
conducted in Kuwait; where about three quarters of the respondents (74.7%) have received
Hepatitis B vaccine (Soad et al., 2012). But our figure is lower as compared to study done in
Italy (Stroffolini et al, 2008). Reasons for the observed difference of findings between different
research results might be due to the difference in the level of awareness among HCWs, and
economic difference of the study population which causes poor accessibility and affordability of

the vaccine in developing countries.

Most of the surveyed HCPs indicated that unavailability and high price of the vaccine are among
the barriers for not being vaccinated. Likewise majority of KIs emphasized unavailability of the
vaccine in their hospital and cost of the vaccine in private institution as important factor
influencing vaccination status. A study in India has also shown that along with knowledge of
HBV infection, the availability of HBV vaccine was important factor of vaccination (Chaudhari
et al., 2009). In Sudanese study, the main reasons for failure to be vaccinated were unawareness
of the vaccine’s availability and expensiveness of the vaccine (Bakry et al., 2012). This country-
to-country difference in the specified reason could be due to dissimilarity in the study setting and

economic difference of the study population.

In our study, in spite of having of having fair vaccination status among HCPs, immune response
test was not done after completing the vaccine series. This result is inconsistent with CDC’s
immunization guidelines, where serologic testing 1-2 months following the final dose of the HB

vaccine series is a requirement (CDC, 2001). Our finding is in agreement with KAP study done
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in Tikrit which showed that out of surveyed HCPs none of them had immunity test (Noaman et
al., 2012). However, this result was not in agreement with a study done in Pakistan where there
were 60% of study participants who knew their status of immunity against HBV (Rana et al.,

2000).

Since the efficacy of the vaccine is known to be 90-95%, about 5 to 10 % of those vaccinated
will fail to show immunity against HBV (CDC, 2001). So it is important to have immunity test
after completing the vaccine series in order to identify the non-responders. Lack of immune titer
test in present study was due low level of knowledge among the HCPs about the importance of
immune test. Even among senior staffs there was knowledge gap about immunity test as
reflected both in qualitative and quantitative study. Only 62.7% of respondents knew that after
completing the vaccine series, anti-Hbs serologic testing has to be done, and only 44.2% of the
study participants knew that the vaccine series have to be repeated if test result is negative. But
CDC’s HBV immunization guidelines recommends that the vaccine series should be repeated 2

months after the last dose of the vaccine if the serologic test is negative (CDC, 2001).

As far as determinants of knowledge score is concerned, the study indicated that only level of
education, type of profession (being nurse) and area of practice (being in surgical unit) were
found to have significant association with overall knowledge score. The effect of education
status on knowledge score is evident; more educated HCWs are expected to have better
knowledge level. One study in china has also shown that education level is important
determinant of knowledge level (Chao et al., 2010). In this study, the association between area of
practice and knowledge score was linked to uneven distribution of HCPs with better educational
background; degree holders had been disproportionally concentrated in surgical department. In

our study type of profession (being nurse) was found to have significant association with
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knowledge level but other studies such as study by Chao et al. (2010) showed that nurses were
found to have lower knowledge level than other professions such as physicians. The association
in our study should be interpreted with some cautions as it might be due to uneven distribution of

the profession type. The present study comprised of higher number of nurses.

In the present study, only profession type and history of training made a significant contribution
to prediction to vaccination status. It is evident that training of staffs on infection prevention
helps in changing mindsets and usually makes them to be sensitized, and this in part could
explain why it is a significant predictor of vaccination status. In this study profession type (being
nurse) is also a significant predictor of vaccine acceptance, and again this might due to the fact
that majority of our survey participants were nurses. Other studies have also showed that
occupation is an important predictor of vaccination status (Doebbeling et al., 1996; Emeka et al.,

2011).

Our study revealed that the knowledge and attitude scores were not significantly associated, and
they were not significant predictors of vaccination status as well. It seems quite surprising but it
is not uncommon to find out lack of association between these variables. One study from Nigeria
showed that knowledge on risk of contracting HBV did not have any influence on vaccination
status (Ibekwe and Ibeziako, 2006). But other study such as study in Botswana stands in contrast
with what was found in our study; where positive attitude was found to be a significant predictor
of vaccination status (Africa, 2010). Good knowledge does not necessary translate into good
attitude; by the same token, attitude of HCWs may not always be proportional to vaccination

since availability of the vaccine may dictate vaccination status more.

46



As in any other studies, there are some potential limitations in our study that should be consid-
ered when interpreting the results. First, in cross-sectional study, all factors (outcome and its
determinant) are measured simultaneously; therefore, no temporal relationship between variables
and outcomes can be ascertained. Another limitation is that, this study was limited to public hos-
pitals under AARHB, which limits generalizability of the result to HCWs in other wings of pub-
lic hospitals, private and non-governmental facilities. There was also probability of volunteer
bias, where non-responders may have had lower knowledge, attitudes and practices in compari-
son to responders, and thus would not be interested in participating. In spite of these limitations,
our study also has several strengths. For instance, combining both qualitative and quantitative
method increases the validity of our findings. To our knowledge, there have been no other
studies on HBV knowledge and practices performed on HCPs. Given the absence of previous

study, our findings present valuable information about KAP of the HCPs.
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8. Conclusion

The knowledge of HBV infection and its vaccination for majority of our respondents was ranged
from moderate to high, and larger percentage of HCPs had negative or neutral attitudes on HBV
and its vaccination. In spite of this, the vaccination status was encouraging as greater proportion
of HCPs had been screened and received HB Vaccine. However, some areas of KAP of HCPs
need to be corrected or improved. Areas where HCPs had knowledge deficiencies were: whether
HBV infection is curable or not, number of doses of the vaccine required for complete protec-
tion, expected interval between the doses of the vaccine, the effectiveness of the vaccine when
used as PEP, and requirement of post-vaccination serological testing. Knowledge score was sig-
nificantly associated with: education level, type of profession and area of practice. Profession
and history of training were the only significant predictors of vaccination status. Vaccination sta-
tus was not significantly associated knowledge and attitudes score; there was no statistically sig-

nificant association between knowledge and attitude score as well.
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9. Recommendations

Based on our key findings, we would like to forward the following recommendation.

For the hospital administrators and policy makers

e Governmental and non-governmental organizations need to consider expanding the
currently available prevention facilities and put in place sustainable infection control and

prevention strategies.

e Training of HCW’s on proper uses of PPEs as well as safe handling and proper disposal of
potentially infectious fluids and devices would be important to reduce occupational HB

transmission.

e It would be much helpful if awareness creation activities like disseminating important
information on HBV infection and its vaccination are done, especially in areas where

HCPs had knowledge deficiencies and unfavorable attitudes.

e There was a great deal of newly employed healthcare workers who were unvaccinated,
this indicates the need for well-planned and clear policies of HBV vaccination in order to

maintain a steady supply HB vaccine.

e Due emphasis should be given to improve HCPs knowledge and attitude on post vaccina-
tion immunity test and encourage them to have investigated their status of immunity

against HB

e It is important to look into ways of making anti-HBs testing available for all healthcare
workers, especially those who are at a greater risk of exposure to blood or other potential-

ly infectious material.
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Way forward for researchers
e Further study should be conducted in other level of health care settings and other part of

the country so as to have broader understanding of KAP of the HCPs

e Problems related to HB vaccine availability in public hospitals and cost in private
facilities being frequently stated reasons for not receiving the vaccine, indicates the need

to assess accessibility and affordability of HB vaccine.
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Annexes

Annex l. English version of verbal consent format for key informants

Greetings! My name is Gashu Afework and I’m a post-graduate student in school of Pharmacy,
Addis Ababa University. I’'m conducting my research on assessment of knowledge, attitude and
practice of HBV and its vaccination among HCPs in selected government’s Hospitals of Addis

Ababa.

I’d like to conduct a key informant interview with you to gain some insight about the current sta-
tus of vaccination among HCWs in your department/ward with special emphasis to factors that
can affect their vaccination status. Your response may help us to pave way for quantitative study
which is to be conducted among HCPs. | am asking you for a little of your time, only about 15-
20 minutes. Your participation in this interview is fully based on your consent. However, your
information is very important for the study. The information provided in this interview will be
used for the research purpose only and strictly kept confidential. No identifiers will be used in
the documentation process of the interview and in case there is any information that may identity

you, they will be kept under strict confidence with the PI.

With your permission, I’d like to use an audio recorder to assure a more complete documentation

of the interview.

Do you agree to go ahead with the interview?
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Annex ll. English version of in-depth interview guide

1. Do you think HCWs in your department have adequate awareness regarding hepatitis B in-
fection and its prevention?
Probe:

¥~ The possible reasons for the inadequacy

¥~ Training status
2. What risk factors for occupational exposure to infectious disease?
Probe:

¥ In relation to working environment
¥~ patient character

&~ HCWs attributes
3. The vaccination status of HCWs and the possible reasons for not being vaccinated?
Probe:

F~ Vaccine availability and other hospital related factors
¥~ Cost of the vaccine

4. Have HCWs the screed for post- vaccination anti-HBs serologic testing?

Probe
5. In your opinion how can HCWSs encouraged to have better awareness and get vaccinated?

Probe

6. What do you think are the roles of hospital administrators and your department to allevi-

ate the problems related to occupational exposure and immunization?

Probe

What are the challenges

7. Anything you’d like to add or comment on?

Thank you for your time and participating in the study.
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Annex lll. Amharic version of verbal consent format for key informants

10, AL eFav(lA NPT T1LD19R, PR

MG SOTAT (WIRIPT ARGIPi): (198 D AdDCP £0AA: NASA ANA LTACAT N4-CTTNATLPACES (A
4CTU FMEA PTINHCA I8 AP PaPavl PP Ku-dr PG (T AABT A (L desh (HBV) AG aa
naJa@. htat+ (HBV vaccination) fAF@. «17HOG ht0k? e+t as-+5F v-3 (HBV vaccination

status) N917eT AL A715 A7

PPGET VAN (PLIPP 0ol 8 W1 PATATS NANT PmS AT ATLThURA. TG aPRCRCYe W1 UPTY
T4 0PTrH NTLoPANSF AL 0T CHavrH YAGPT DC PO aPMPP ATILL APLTA: PN aPMPET ATPLAIP
P92, 9H, 15-20 PP F 10z PULAMTT aPlBG AAFOFP PATOTE St QAP LB D NGk
AININCT @gn, ATTI9° NP0 U-3F ALTARIC: (HeRTICI® NPA aPmPE AL PaPAtq ANaPAt+q av-(1FP
PO 10 LuTS NACAL PTLTT@ avl8 (TSR aPmld T10P ANPPUAID. Amt W& meoir

AN@.::

PILAMTTY avlB (L7 aofH WILPLOTAT 4985 NPk NPA aomPd AL avpAa &9°% (audio recorder)

APMPI® AANAAU-:
AATSE AMPAL -5 ILPTT APHa ANNTPTY ATPAIS AV~

NPA oML AL, ATPOFG & LT 1PH?
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Annex IV. Amharic version of in-depth interview guide

1. £TCFPFP QAT PUL0G 0mS AAPEPT Ad BT 3+Fa (L Ahd? (HBV infection) AS hriaae

a2 &0 haaen(P (infection control) +10a7 MO PATF@ Lavhtedd?
KA@M)

F ATHOLAO. ATt PN TOPE

T enams v
2. AAAG (I ap AT (Occupational exposure) ePh 2@+ § ADASE: -5 PF JOILGFa

&~ hae- AL ATAC
F~ hAhey, k1aC

F hn§ NAa>-@ KIAC
3. BT P0AS% PmuS NATPEPT U336 AdaPn (1 PPNTOE

ho-ma)

F 0k APCOTS AT DPATH A IC PHIST TacT

F entak o
4. k7 avfe(lov-fe ONLA. Dend (1RA AFPR7 ZOZ7720 (IMmune response) AT14.01T 289° JPCave-
(anti-HBs serologic testing) +ac-+AF@. 10C?

ho-ma)

5. (ACAL A1 2m.G AATPLLTT IO ATTTANG NTOET A28 A28 T TINLT I LFAN?

A@-a)m

6. P97 o7 AGPPIN P& T CHAPTTPS QAT TG 907 aPPT AT NAQL PIOG A2

h@-a)m

& o1 poF

7. Na9R,LA9° P7en.I°T DLI° ANF O AAM-0TF PoLLATT T1C hA?

APO\1T AU~
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Annex V. English version of verbal consent format for HCPs

How are you? My name is . I'm here to execute a study by Gashu

Afework, who is studying his MSc at Addis Ababa University, school of pharmacy. The study
entitled- knowledge, attitude and practice of HBV and its vaccination among HCPs in selected
public hospitals of Addis Ababa. I will request you to listen carefully to what I am going to read
to you about the purpose and general condition of the study and you will tell me whether you

agree or disagree to participate in this study.

The purpose of this study is to assess knowledge, attitude and practice regarding HBV and its
vaccination among HCPs. The study might be helpful to develop effective recommendations in
reducing the risk occupational exposure to HBV and improving HCPs safety in their practice
area. | am asking you for a little of your time, about 15-25 minutes only to participate in this
study. The information you give us will be very useful in the realization of this study, and it will
be kept confidential and your name and address will not be recorded so as to protect your
confidentiality. You have also the rights to answer or not for the questions which might be
inconvenient for you. However, your information is very important for the study. Again we
would like to confirm to you that all your answers are confidential and used for research purpose

only.

Are you willing to participate in this study?

To get additional information you can contact us on:
Principal investigator: Gashu Afework Research Advisor: Dr. Teferi Gedif, AAU

Contact address: Mob: 0926037791 E-mail: tgedif@gmail.com

E-mail: gashumanafework@yahoo.com
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Annex VI. English version of the survey questionnaire

Addis Ababa University
School of pharmacy

Department of pharmaceutics & social pharmacy

Semi-structured questionnaire designed to assess KAP of HBV and its vaccination among
HCPs in selected public hospitals of Addis Ababa

. Socio-demographic and occupational characteristics of the respondent (circle your

answers)

No | Question Response option

1. | Your age
(write on the space provided) |

2. | Sex Male

Female

Unmarried
Married
Divorced
Widowed

3. | You current marital status

Orthodox

Muslim

4. | What is your religion?

Protestant
Catholic
Others/specify.........c.ccoouenen.

5. | What is your profession? Medical Doctor

Nurse

Health officer

Lab. Technologist/Technician
Anesthetics

Midwifes

© o~ W DN PO~ WP A ODNDPRPRDNMDPRE
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7. Dentist/Dental technician
8. Other /specify...................
6. | Your educational level 1. Certificate
2. Diploma
3. First Degree
4. Master’s Degree
5. Specialist/specify the field_
7. | In which department are you working currently? | 1. Surgical department
2. Laboratory
3. Delivery unit
4. Emergency department
5. Dental department
8. | Work experience as health care professional
................... years
9. | Have you ever attended training on infection 1. Yes
prevention? 2. No
1. Participant knowledge on HBV infection and its vaccination
No | Question Response option Remark
1. | Have you ever heard/read about HBV? 1. Yes If your answer
2. No is No please
don’t go any
further & stop
here.
2. | What is your source of information? 1. Training
(Multiple answers are possible) 2. Mass media
3. Formal educa-
tion/school
4. Friends
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5. Internet
6. Journals
7. Other/specify.........
3. | Can you get HBV infection through percu- | 1. Yes
taneous injury? 2. No
3. Idon’t know
4. | Can you get HBV infection through mu- 1. Yes
cous membrane contact with blood? 2. No
3. Idon’t know
5. | Is blood infectious body fluid? 1. Yes
2. No
3. Idon’t know
6. | Is vaginal fluid infectious body fluid? 1. Yes
2. No
3. Idon’t know
7. | Is amniotic fluid infectious body fluid? 1. Yes
2. No
3. Idon’t know
8. | Is urine infectious body fluid? 1. Yes
2. No
3. Idon’t know
9. | Is hepatitis B curable disease? 1. Yes
2. No
3. Idon’t know
10. | Does HBV cause liver cancer? 1. Yes
2. No
3. Idon’t know
11.| How many doses of HB vaccine required
for complete protection? |
12.| What is expected interval between the first
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dose and the dose next to it in month?

13.

What is expected interval between the last
dose and the dose preceding it in month?

14.| If the vaccine is taken after exposure does 1. Yes
it reduce the likelihood of being positive 2. No
for HBV? 3. Idon’t know
15.| For HCWs who have completed their vac- 1. Yes
cine series, should their immunity status be | 2. No
checked (anti-HBs serologic testing should | 3. Idon’t know
be done)?
16. | If their immunity test result is negative 1. Yes
does the vaccine series need to be repeat- 2. No
ed? 3. Idon’t know
I1l.  Participant Attitude toward HBV infection and its vaccination
(Please use ¥ mark to indicate your answers)
No | Indicate your level of agreement | Strongly | Agree | Neutral | Disagree | Strongly
for following statements agree disagree
1. | Hepatitis B is serious public
health problem
2. | Your job puts you at greater risk
of HB infection
3. | Itis necessary for you to receive
HB vaccine
4. | HB vaccine is safe
5. | After exposure to contagious flu-
id/ material, the vaccine reduces
likelihood of being HBV positive
6. | HBV positive HCWs should not

be involved in exposure prone in-
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vasive procedures

7. | The vaccine is not important if the
exposure is not with patient blood
of known HBV positive
8. | There should be the vaccine
guideline in work areas
9. | Training of the vaccine is im-
portant for a behavioral change
IV.  Participant practice related to occupational exposure of HBV and its vaccination
No | Question Response option
1. | Have you ever been exposed to HBV risky 1. Yes
conditions? (Percutaneous injury or mucous 2. No
membrane contact with infectious fluid) 3. 1 do not remember
2. | If yes to the above question what factor con- 1. Lack of infection prevention sup-
tributes to the exposure? (multiple answer is plies
possible) 2. Being busy
3. Rushing at work
4. Careless handling of the patient or
infectious materials
5. Others/specify...............
3. | If yes for question no 2, what sort of postexpo- 1. Immediately reporting
sure preventive measures did you take? 2. Know about patients’ disease
3. Allow injury to bleed
4. Wash with soap, water and antis
septic
5. Other/specify ...............
4. | Have you ever received hepatitis B Vaccine? 1. Yes
2. No
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| do not remember

Reason for not being vaccinated (for unvac- Cost of the vaccine

cinated only) The vaccine is not easily available
Afraid of vaccine’s side effect
Vaccination is not necessary

Lack of information

Afraid of needles

Too busy

Other/specify............

Yes
No

| do not remember

Have you received full course of vaccination?

If your answer is No to questions no 6, what Fear of adverse effects

was reason for not receiving full course of vac- Assuming that it was enough
cination? Being busy

Afraid of needles

P © 0N P w D P N oo O WD P

Other/ specify...............
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Annex VII. Amharic version of verbal consent format for HCPs
ePA ameP OPPrE U1 AMS (AT

mS LATAT(A78IPT ALG/PX)= (9% 20AA: Az (A%0 ANQ

LICCHT 4CI0. T/hFA 7I0FCA £6@7  Nevpd-t AL NTLTY Dot ALOCP IC Navpe-t AL
A7 Papavld RuU-4T PG AAET OAZTIFa (L aeda (HBV) A aa ndda. hiat (HB

vaccination) PAF@.7 HOSG htak? et a5 F v-s2 (HB vaccination status) Q+(0% Chn
099Gt AL L15A: AAHU® ACAP AATSE AATIS AnPAL v MIFAPT 0PIPS h8oom™y (24,
0PG5+t APATeE 4.PLE Pt AAPPIPT WILIAT FUTS AmePAv-:

PHY TGF 9ATT emS AT 0A%TARA (L aesh (HBV) A aa 0dZa@. hikad (HBV

vaccination) PAF@7 AHOSG htOE? eF+ AT vsd (HBV vaccination status) (tevdm-
PAgn AN fooEI0E POTHOT AL 9ITPGT LUSA: PPeR @M  tmS ALHPT e AL
PILOPIVFAT 0194 HIATBTE AGPPING QUTIFFD. AT ANP ATILLD MPI° oyl YA LUPTA=
PGk AL APAFE PoLEM. I, 15-25 L3P F 10 eUAMTT avl8G A0F Pt PPATLOrE Ptmd
QAT a8 @. TGt ANNINT Qen, A0 (19°79° U-bF ALINZIC: (16 ICI° TGk AL Pardtea
ANGPATE av-1FP ehm0E 10 Lu-TT NACHP PILTT@. avl8 (175 Pl T10P NAIPIATID. At
he+s meod hda.:

AATGE AmPAL U323 WPTT APHR. NG ATPACIGAU-=
OTGE AL Aeate 2PL7 197

AATSE TPE NAPT PPGET QAT OPhFAGL AL TITTH STAN:
PTPeET QAT DR AdDCP

ragh: 0926037791

A~av2A: gashumanafework@yahoo.com

PGk h9Tng: AhC Tdd 18§ (A% ANA
eracHt)

A~ tgedif@agmail.com
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Annex VIII. Amharic version of the questionnaire

A%.0 AN R7GCHT
4CT0. 0T
4CTINThOG A 4CUI0. T/hsA
hGA A7L:- PHFEAT AnPAL avlF eolaophk TOPPT

T,

e

PaPAN AT

K&TLP AT 102 (M0L@. 03 AL 094

o

e

7L
ot

INF v P

—

INEESES

°a10

(FF8C AL £A

P4 (PSR

PG ALY NPT PHAP

OG- et g 1P+

—

N

AR

aCt&ha
PANAIG
TCHN T
a-fAh

M/ PP

P JrILIm-?

f—

N

® N o F W

evhoeg &htC
1CN
MG a7y

N ANGPS TS0t/ Ny

Arvivtha
PoLPRA

PPCA hhgo/ 7Y
AA/&PPOT

PFIUCT LLEP

j—

v W N

actent

LT e
pavgavCe 14
Tttdn &6
OFANOT/HCET
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2rehet

7. | OAU7T I P90.05-0F &TCFav 7yt 1. ACEhA LT Ctrav
2. A4S
3. “1PA% h&d
4. £71MT hed
5. PTCO Ah9°T hed
8. | mS P LAPT P04 AIPL Gav-t-
9. | hraAg OAFPT 07 an a1 (infection L AP
prevention) AAMS OALAL LM P(? 2. he
h&d vtt:- PHAFe@T THN AAZTH0 (L ANT7S dah Tk
t& | TOE oA AT15-65T cTich
(Remark)
1. | 0A 2720 (L aesh a9+Fa. @e9° ArNa. 1. WP AP he
L@ P? 2. A% hrt e7he Pic
TOEPT
nATIeaeANF+
hHu- Phav-z
KGaPAIGN Y=
2. | PavlBP O PPIRNM2 1. 0AmS
(A7 aPAh (AL aPaPAd RFAQ) 2. AHPT aIF
3. N5 +IPuCTt
4. ALY
5. A7THCrE
6. LCSteT(Journals)
7. GA/RTPPOT
3. | 3720 (L hATE @ @f AA N10AF9° 116 . AP
geao®) 181 CHANGA? 2. A%
3. hA@.PY°
4. | (avhh aogo02775(Mucous membrane) naart | 1. AP
At 7hh Al R TANGA? 2. K&
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AND.PI°

5. | Aeda 0L9° Thh ATTnert LtAAGA? Ve
AL
AAD.PI°
6. | Agla- NA%esA A (Vaginal fluids) AThert it
ATAASE & TAA? hS
AAD.PI°
7. | Aesa- Nt @(Amniotic fluids) A9Thert K®
ATANG eTAN? hS
AAD.PI°
8. | aeln NATTATINL T ATANE S TAAN? Ve
hL
hA@.PI°
9. | $7 20 (L. Agl0 &k Tt AA@? K?
hL
hA@.PI°
10. | 7270 (L e+0F RIAC Larm? AP
he
AA@.PGP
11.| btk AQ?F L 10 PTLAMA?
(naga. 0 J AL £94) LH
12. | (oogavceq NPNe &1 (dose) aPhhd fA@. P1H
CHT3 9°7 PUA 1002 oC
13. | (92gn.dAG ACH Ne+ aAa. &1 (dose) aohhd
PA@. LU, CHIT I°7 PUA 1022 oC
14. | 027310 (. AT0hA 440 @L9° €0 hrk2AM- N74A Ve
DrOE? OO T (L4 PTLPH AN LPTN? AL
AA@.PYP
15. | rrQE? OOL@. AeRul( U~ AIPRT L0710 h?
(immune response) A91Z.21T 229° °Cavs- (anti- h&
HBs serologic testing) @224 Ad(t+? hADF°
16. | eL9° 9°cavs.a. (anti-HBs serologic testing) K®
AL

1240 (negative) vt bk 018097, ap@AL:
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Al T?

3. AAD.PI°

hGA A0k FaFea. QAL T 31 (L A8N0YS aahT0E: PATFQT Aerahht etavAhvk TOPPT

(@AOP? A%I0ANT v AR Emebar-)

T.&.

A“Lhtat 10T 000 TP
LI\ (x

amg°
ANT170U-

A09199A0- | eohhAT

ANOTITIP°

nmg
héogarge

Y40 (L L P70 F9IC
.

0GP BT 0 (L A3007 POAm
TN RTLLRC T

2.7 +0 (L it 298
LALAIL TN

P27 t0 (L hlQt LUk
AtHa9997% (safe) 1a.

+0hA 447 ©L9° ¢ (1L.9.79°
N2AM- A28 PONST N
AP ©IH, RarhAhd UPI° AA.

3730 (L PAQF@. eM.S
AAPLPT nLI® OC Thh NTLAHNT

PUh9°q HC& (invasive

procedure) Ag av(Tj¢t
PAQTF .90

A% NIAMG P, 157 310
(L. 220 T2eH hA“LPH A JDOE
Ntk ap@ne AddAL ALLA

aA 3720 (L el avarCes
L7l (.S +R9YF aoGC Ad0T

LQUCLe A@T ATII°TN+ A
Y7340 (L AS aAhtQE AdnS
a(,mt Ad0T

73




NGA At TAFE@ AAET I (L AR NAYS ahtE PAF@ +Phe eHovahvk TEPPT

t& | TP Pavp\O AT T
1. | BT 20 (L W20 ATLeATANG 23 PT . AP
tIAMA. PO.PN? (MNATI® TIC PaPRAA ALD MRI® | 2. AL
AA@TF 24T avpAT) 3. AAOF@-O9°
2. | ATfE €2 AP AP DP1 AdepATP °N1 0 I°7 1. %007 aohahg ¢0F (supplies)
10C? (NAZL aPAN AL apavA & FAN) NP U3 hATPGEFa
2. f0¢é 589
0ac- AL Tha
4. PG Mh9PG ROTT (PP
hhao P
5. MA/@TPt
3. | A4 hboAm- O3 7 AT ACIPE OAS-? 1. PLLAY C7CT 714
(hAZ& avi\( NAL apavAf &FAN) 2. Jhea. 0G0 aPH AAPPHTY
TLINT
3. Mk PPN 03 AL 91840
4. N@7 MA4ee-qq AAPFATHhA (anti-
septics) £&2a@. TIm
5. MA/RTPPOT
4. | 0270 (L 0t RN PA? . AP
2. h®
3. AAOF@-O9°
5. | AQL AL hiPs AP7 Adtht(-9°? 1. 0k Pra. @.8 1@
(hA2L aPAN NAL avav\ RFAQ) 2. DFOE A1% AN AT
3. PhkQE? 01790 TIC 4CF
4. PR LOLATTA 1% AATOII°
5. QA bk oZB@. eATT9°
6. a°Cé, PRIt hdl-OU-
7. Q¢ QAIPAHANT H, PATI9P
8. MA/&TPT
6. | AT £.6 aPANP AP NP hTO-E? ao-Nav-ie . AP
OALM. RLCAD INC? 2. AL
3. AAOF@-O9°
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ATLE R7 ONP AL UPE AT°7 DFOET DAL
ANGRLL(HIP? (DAL aPAN NAL aPaPAN R FAQ)

PhFOE? 07700 T9IC 4.CF
POt o7 LOFPA NP
g, ATE

av(4, ARt hd.L-AU-

MA/&PPOT
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Annex XI. Bloom’s cut off point and coding of the scores

Knowledge section

A correct answer was given 1 score and 0 score for wrong answer. The scores vary from 0-14

points and were classified into 3 levels as follows: Bloom’s cut off point, 60%-80%.

Scores Descriptions

= 11-14 (80-100%) High levels

= 8-10 (60-79%) Moderate levels

= 0-7(25%%) Low levels
Attitude section

The rating scale for attitude questions on a Likert scale which include both positive and negative

was scored as follow:

Positive Statement Negative Statement

Option Scores Option Scores
Strongly agree 4 Strongly agree 0
Agree 3 Agree 1
Neural 2 Neural 2
Disagree 1 Disagree 3
Strongly disagree 0 Strongly disagree 4

The scores were classified into 3 levels (Positive, Neutral and Negative Attitude).

» Positive Attitude 28-36 scores (80%-100%)
» Neutral Attitude 22-27 scores (60%-79%)
* Negative Attitude 0-21 scores (< 59%)

The practice section (vaccination status)- the overall vaccination status is said to be (good, fair

and poor) based on the same criteria (Bloom’s cut off point, 60%-80%).
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Annex X. Recommended PEP for exposure to HBV (source: CDC, 2001)

Vaccination and
antibody response
status of exposed
workers*

Unvaccinated
Previously vaccinated

Known responder**
Known nonresponder’’

Antibody response un-
known

Source HBsAg positive

HBIG® x 1 and initiate
HB vaccine series’
No treatment

HBIG x 1 and initiate
revaccination or HBIG x 2%
Test exposed person for
anti-HBs""

1. If adequate,** no
treatment is necessary

2. If inadequate, 7" adminis-
ter HBIG x 1 and

vaccine booster

Treatment

Source HBsAg
negative

Initiate HB vac-
cine series
No treatment

No treatment

No treatment

Source unknown or not
available for testing

Initiate HB vaccine series
No treatment

If known high risk
source, treat as if source
were HBs Ag positive
Test exposed person
for anti-HBs

1. If adequate,** no
treatment is necessary
2. If inadequate,
"Tadminister vaccine
booster and recheck
titer in 1-2 months

- * Persons who have previously been infected with HBV are immune to reinfection and do

not require PEP, **A responder is a person with adequate levels of serum antibody to

HBsAg

— 1 HB surface antigen, 11A non-responder is a person with inadequate response to vaccina-

tion

- 1 HB vaccine, 11 Antibody to HBsAg

- 8§ HB immune globulin, 88§ the option of giving one dose of HBIG and reinitiating the vac-

cine series is preferred for non-responders who have not completed a second three-dose vac-

cine series. For those who previously completed a second vaccine series but failed to re-

spond, two doses of HBIG are preferred
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