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Abstract 

Introduction: Hepatitis B virus (HBV) is endemic in 
Ghana and mother-to-child transmission has been 
adjudged the common contributing factor. 
Therefore, this study examined factors associated 
with the knowledge, attitude, and practice of 
pregnant women towards HBV infection within the 
Kumasi Metropolis. Methods: a hospital-based 
cross-sectional study design with a multistage 
random sampling was used to select 362 pregnant 
women from four major health facilities; Suntreso, 
Tafo, Manhyia and Kumasi South hospitals in the 
Kumasi Metropolis, Ghana. The pregnant women 
were made to complete a structured questionnaire 
composed of socio-demographic characteristics, as 
well as questions on knowledge, attitude and 
practices on HBV infection. Results: majority of the 
pregnant women 314/362 (86.7%) had adequate 
knowledge of HBV infections. Also, 236/362 (65.2%) 
of them had positive attitudes whereas 217/362 
(~60%) had good practices towards HBV infections. 
Respondents with no formal education were less 
likely to have adequate knowledge of HBV infection 
(OR (95% CI): 0.27 (0.11-0.65)), whereas pregnant 
women with tertiary education were 5.8 times more 
likely to have adequate knowledge on HBV (p-value 

<0.05). Moreover, educational level (χ2= 22.04, p-

value <0.0001), occupation (χ2= 23.13, p-value 

<0.001) and marital status (χ2= 6.64, p-value 
=0.036) were significantly associated with pregnant 

women´s attitude towards HBV infection. However, 
no significant association was observed between 
practices of HBV prevention and demographic 
variables (p-value >0.05). Conclusion: pregnant 
women in the Kumasi Metropolis have adequate 
knowledge of HBV infection and its transmission 
mechanisms, but do not translate this into practice 
(do not adhere to preventive practices). 

Introduction     

Hepatitis B infection is the world´s most common 
liver infection caused by a DNA-virus, the hepatitis 
B virus (HBV) [1]. The virus is known to contain 
numerous antigenic components, including 
hepatitis-B surface antigen (HBsAg), hepatitis-B 
core antigen (HBcAg), and hepatitis-B e antigen 
(HBeAg) [2]. HBV is relatively resilient and, in some 
instances, has been shown to remain infectious on 
environmental surfaces for more than 7 days at 
room temperature [1]. HBV causes a wide range of 
liver diseases including acute and chronic hepatitis, 
liver cirrhosis, and hepatocellular carcinoma [3]. 
The virus has several modes of transmission; 
contact with infected blood or semen, unsafe 
injections, blood transfusion, or dialysis [1,4]. 
According to the WHO 2019 report, the virus is 
most commonly transmitted from mother to child 
during birth [1]. In 2014, an estimated 2 billion 
people were reported to be infected globally with 
HBV and more than 350 million were chronic 
carriers [4]. HBV infection rates have been reported 
to be highest in the Western Pacific and African 
Region, where 6.2% and 6.1% of the adult 
population are infected respectively [1]. According 
to Naghavi, et al. [5] and WHO global report on 
hepatitis B infection [6], HBV infection is 
responsible for approximately 1.34 million deaths 
annually, similar to the annual number of deaths 
from HIV/AIDS (1.3 million), malaria (0.9 million), 
and tuberculosis (1.3 million). Studies in sub-
Saharan Africa have reported prevalence rates 
ranging from 3% to 50% [7-9]. According to the 
Ghana Demographic Health Survey for 2013, Ghana 
is said to have an HBV prevalence rate between 8% 
and 15%, thus placing the country in the bracket of 
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HBV endemic countries based on the WHO 
classification [10]. 

The common significant effect of HBV infection in 
pregnancy is perinatal or vertical transmission, 
especially in highly endemic areas, from an infected 
mother to child, and from an infected child to an 
uninfected child during early childhood [1,6]. In 
Sub-Saharan Africa including Ghana, the major 
mode of HBV transmission is mother-to-child 
transmission [6,11], and previous studies have 
reported a relatively high prevalence (2.4%-16.7%) 
of HBV infection among pregnant women in 
Ghana [12-18]. HBV also, has a direct adverse effect 
on foeto-maternal outcomes including impaired 
mental and physical health [19], neonatal jaundice, 
antepartum haemorrhage, and gestational 
diabetes mellitus [20, 21]. Against this background, 
it is vital to initiate strategies to engage women of 
reproductive age in the prevention of mother-to-
child HBV infection transmission. Accordingly, 
these strategies would require women to 
understand the necessity of HBV testing during 
pregnancy, the benefits of timely infant HBV 
vaccination, and for infected mothers, the necessity 
of the newborn to complete HBV vaccine series. 
Unfortunately, few studies exist in 
Ghana [13,22,23], which have reported in parts, the 
knowledge, attitude and practices of pregnant 
women towards HBV infection. The low level of 
knowledge on HBV and common transmission 
mechanisms reported by these studies remains a 
missed opportunity to educate women on the 
effects of HBV complications on the mother and the 
developing foetus. This study, therefore, examined 
factors associated with the knowledge, attitude, 
and practice of pregnant women towards HBV 
infection within the Kumasi Metropolis. 

Methods     

Study population: the study population was 
pregnant women who attended the antenatal 
clinics at the four selected hospitals in the Kumasi 
Metropolis. Inclusion criteria for the study 
population were pregnant women and pregnant 

teenagers who had already made their first 
antenatal visit at one of the four selected hospitals 
in the Kumasi Metropolis. Pregnant women who 
had not yet made any antenatal visit (those who 
were now visiting antenatal care for the first time) 
were excluded from the study. 

Sample size and sampling technique: from an 
estimated to a population of 4,141 registered 
pregnant women in the out-patient department 
records and considering 95% CI with 5% margin of 
error, the total estimated sample size was 365, 
using the formula below: 

 

A multi-stage random sampling was used to select 
the participants in the proportion of total 
attendance per antenatal visit. Thus, the total 
sample consisted of 99, 82, 99 and 82 pregnant 
women from Suntreso, Tafo, Manhyia and Kumasi 
South hospitals, respectively. A systematic random 
sampling was used to select the subjects from each 
facility.  

Description of questionnaire and data collection 
technique: a close-ended structured questionnaire 
was used for data collection. Sections on the 
questionnaire included 6-items on demographics, 
18-items on knowledge, 9-items on attitude and 6-
items on practices. The 18-item section included 
knowledge on the mode of transmission, effects 
and symptoms of HBV. Also, questions on attitude 
were related to feeling towards HBV infections and 
vaccination. Moreover, questions on practices 
were related to preventive measures towards HBV 
infection. Questionnaires were distributed to the 
pregnant women who had consented to participate 
in the study. The participants were asked to 
complete the questionnaires at the hospital in a 
place away from the other clients. Assistance was 
given to participants who could not read. The 
questionnaires were read and explained to them 
and they provided their answers. The 
questionnaires were collected immediately after it 
had been completed. The reliability of the 



Article  
 

 

Ivy Nsiah et al. PAMJ-OH - 2(24). 25 Aug 2020.  -  Page numbers not for citation purposes. 4 

questionnaire was pre-tested with Cronbach alpha 
of 0.876. 

Scoring of questionnaire instrument: for each of 
the 18 knowledge-related statements, a score of 1 
was assigned when a respondent gave a correct 
answer and 0 was assigned otherwise. A cut-off 
criterion of half mark; a score of ≥10 was classified 
as having adequate knowledge and a score <10 as 
having poor knowledge. Also, the 9-Item 
statements on attitude were each assigned a “yes 
=1” or “no =0”option to be selected. Accordingly, a 
cut-off level of <5 was considered as poor whereas 
≥5 was considered a positive attitude towards HBV 
infection. Similarly, the 6-Item questions on 
practices were each scored as “correct answer=1” 
or “wrong answer=0” and dichotomized into good 
practices (a total score ≥4) and bad practices (a 
total score <4). 

Ethical consideration: ethical clearance was 
provided by the University of Cape Coast 
Institutional Review Board (UCCIRB). The ethical 
clearance identification number given for this 
research was UCCIRB/CHAS/2015/15. Written 
informed consents were obtained from the 
participants after the details of the study were 
explained to them. Participation was voluntary and 
anonymity and confidentiality of responses were 
assured. The participants were informed of 
withdrawal from the study at any time during their 
participation without any penalty. 

Data analysis: data analyses was performed using 
SPSS v. 20. Descriptive statistics in the form of 
percentages and cross-tabulation were used to 
evaluate demographic data, knowledge, attitude 
and practices. Inferential statistics to examine the 
relationships among study variables were 
computed using the Pearson chi-square tests and 
logistic regression analysis. P-values of <0.05 were 
considered statistically significant. 

Results     

Overall, 362 participants completed the 
questionnaire with a response rate of 99.9%. Table 

1 shows the summary statistics of demographic 
data. Majority 257/362 (71.0%) of the respondents 
were aged between 21-29 years. The highest level 
of education for most of the respondents was basic 
school 206/362 (59.9%). Also, majority of the 
respondents were traders/self-employed 236/262 
(65.2%), married 270/362 (74.6%) and had 0-2 
previous births 283/362 (78.2%). Moreover, most 
243/362 (67.1%) of the respondents obtained 
information of HBV from healthcare providers, 
120/362 (33.1%) from family/ friends/ neighbours/ 
media and 98/362 (27.1%) from religious 
leaders/teachers. As shown in Table 2, 352/362 
(97.2%) of the respondents had heard of HBV. 
Regarding knowledge of HBV transmission, more 
than half of the respondents (>50%) correctly 
answered that it can be transmitted sexually, 
during childbirth, by sharing of a toothbrush, and 
eating food pre-chewed by an infected person. 
Also, majority of the respondents correctly 
answered that HBV infection has signs, which mimic 
cold or flu. 

However, 263/362 (72.7%) and 222/362 (61.3%) 
answered that jaundice and nausea, vomiting and 
loss of appetite are not common signs of HBV, 
respectively. Table 3 shows a summary of 
responses to attitude towards HBV infection. Most 
190/362 (52.5%) of the respondents never thought 
they could get HBV infection. Also, most 187/362 
(51.7%) of them attested that they will never tell 
others if they have HBV infection. Most of the 
respondents (>50%) did not know if healthy people 
need vaccination and have no idea if vaccination 
can be free or cheap during certain programs. 
Furthermore, a considerable percentage did not 
know if they need vaccination at their age 160/362 
(44.2%), have no idea of places to get HBV 
immunizations 159/362 (44.0%), and never thought 
they will need HBV vaccinations 165/362 (45.6%). 
Results presented in Table 4 shows that most of the 
respondents 211/362 (58.3%) had not been 
screened for the HBV. Also, majority 300/362 
(82.9%) of the respondents had not participated in 
programs related to HBV infection. However, 
233/362 (64.4%) of them usually demanded 

javascript:%20void(0)
javascript:%20void(0)
javascript:%20void(0)
javascript:%20void(0)
javascript:%20void(0)


Article  
 

 

Ivy Nsiah et al. PAMJ-OH - 2(24). 25 Aug 2020.  -  Page numbers not for citation purposes. 5 

barbers to change blades and also requested for 
safe equipments for ear and nose piercing. 
Practicing of safe sex was low among the 
respondents 103/362 (28.4%). 

Knowledge, attitude, and practices towards HBV 
infection: majority of the respondents 314/362 
(86.7%) were classified as having adequate 
knowledge. Also, 236/362 (65.2%) respondents 
were classified as having positive attitudes towards 
the HBV disease and 217/362 (˜60%) were 
classified as having good practices towards HBV 
infection (Figure 1). 

Determinants of knowledge, attitude and 
practices towards HBV infection among pregnant 
women: the knowledge level of pregnant women 
towards HBV infection was significantly associated 

with educational status (χ2 [3] = 17.09, p-value 

=0.001) (Table 5). Also, educational level (χ2 [3] = 

22.04, p-value <0.0001), occupation (χ2 [3] = 23.13, 

p-value <0.001) and marital status (χ2 [2] = 6.64, p-
value =0.036) were significantly associated with 
respondents attitude towards HBV infection (Table 
6). No significant association was observed 
between demographic variables and practices on 
HBV (p-value >0.05). In a logistic regression analysis 
(Table 7), respondents who had no formal 
education were less likely to have adequate 
knowledge of HBV infection (OR (95% CI): 0.27 
(0.11-0.65)), whereas patients with tertiary 
education were 5.8 times more likely to have 
adequate knowledge of HBV (p-value >0.05). Also, 
respondents with tertiary education were 6.4 times 
likely to have a positive attitude towards HBV 
infection (p-value <0.05). While respondents who 
were unemployed were less likely to show positive 
attitude to HBV (OR (95% CI): 0.58 (0.35-0.94)), 
government employees were 10.7 times more 
likely to have a positive attitude towards HBV. 
Furthermore, respondents who were cohabiting 
were less likely to show a positive attitude towards 
HBV infection (OR (95%CI: 0.31 (0.12-0.75)) but 
more likely to show good practices towards HBV 
infection (OR (95%CI: 3.0 (1.00-9.07)). 

Discussion     

This study examined the factors associated with 
knowledge, attitudes, and practices of pregnant 
women selected from four hospitals in the Kumasi 
Metropolis, towards HBV infection. The study 
found that the level of knowledge among pregnant 
women was relatively adequate, but this was not 
translated into their attitude and practices towards 
HBV infection. Whereas majority of the 
respondents had adequate knowledge of HBV 
infection, most of the respondents (over 30%) had 
poor attitudes and practices towards HBV infection. 
Also, this study observed that respondents who 
were educated up to the tertiary level were 
approximately 6 times more knowledgeable and 
showed a positive attitude towards HBV infection 
but not practices. On the other hand, respondents 
with no formal education were 73% less 
knowledgeable and 51% more likely to have a poor 
attitude but 42% more likely (but not statistically 
significant) to show good practices, towards HBV 
infection. Moreover, respondents who were 
cohabiting were less likely to show a positive 
attitude towards HBV infection but more likely to 
show good practices. 

Previous studies conducted in Ghana regarding 
knowledge/awareness of pregnant women on HBV 
infection [13,22,23] present a common theme of 
low or poor knowledge, which is inconsistent with 
this present study. Again, a study by Cheng, et 
al. [22] at a teaching hospital in the Kumasi 
metropolis reported poor knowledge of HBV and its 
common transmission mechanisms which is 
inconsistent with our report. In this study, we 
observed that a reasonably high percentage of 
respondents were knowledgeable in sexual 
transmission, mother-to-child transmission and 
transmission through body fluids. From our 
findings, most of the respondents indicated that 
their major source of information regarding HBV 
infection was healthcare providers, followed by 
family/friends/neighbours/media and from 
religious leaders/teachers. This may imply that 
there is active HBV public awareness and 
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educational campaigns at the primary level (at the 
hospitals). In other words, the possibility of 
consistent and accurate public sensitization by 
health officials on the infection during antenatal 
visit might be the probable explanation for the 
adequacy of knowledge observed in this study. 
Moreover, higher education was found to be a 
significant contributing factor for the relatively high 
knowledge obtained in this study. This finding is 
consistent with other several reports [13,22,23]. 

Although most of the respondents showed a 
positive attitude towards HBV infections, a 
considerably high percentage (34.8%) also 
demonstrated poor attitude. That is, most of the 
respondents never thought they could get HBV 
infection; will never tell others supposing they have 
HBV infection; did not know if healthy people need 
vaccination; have no idea if vaccination can be free 
or cheap during certain programs; did not know if 
they need vaccination at their age; had no idea of 
places to get HBV immunizations and never thought 
they will need HBV vaccinations. Interestingly, the 
observed data showed a significant positive 
attitude of pregnant women with tertiary 
education and government employees, but a 
negative attitude of unemployed/housewives, 
respondents with no formal education and 
respondents who were cohabiting. This finding may 
be ascribed to the fact that tertiary education and 
government employees are more likely exposed to 
screening and awareness programs on HBV, thus 
making them more willing to accept or adhere to 
HBV instructions than unemployed and not 
formally educated respondents. These are 
consistent with other related studies in 
Pakistan [24], Ghana [22], and Vietnam [25]. 

Interestingly, the findings of this study indicated 
that, most of the respondents had not been 
screened for HBV; had not participated in programs 
related to HBV infection; did not practice safe sex, 
and share food or utensils with others. This was a 
general indication of the adoption of poor practices 
towards HBV infection prevention. Also, most of 
the respondents were aware of HBV transmission 
through sex and body fluids but did not put it into 

practice. These findings were independent of 
education, marital status, occupation, age and the 
number of previous births. A study among 
Vietnamese Americans [26] and Vietnamese and 
Chinese in Australia [27] reported that low 
awareness on the possible transmission through 
unprotected sex was observed more in people 
practicing unsafe sex. Unlike our study, the subjects 
were pregnant women, and most of them were 
married. Thus, protected sex was nearly 
impossible. Also, in the Ghanaian environment, 
there is less coverage of sensitive and intimate 
(sexual) information [28]. Moreover, the majority 
of the respondents were aware that HBV cannot be 
transmitted via the sharing of cooking items. This 
together, could explain our observation. 

Conclusion     

Pregnant women in the Kumasi Metropolis have 
adequate knowledge on HBV infection and its 
transmission mechanisms, but do not translate this 
into practice or are not willing to adhere to 
preventive practices. Therefore, intensive public 
health education, screening and testing among 
pregnant women during antenatal visits are 
warranted. This will help in the management of 
future transmissions as well as inform the 
population about the significant negative side 
effects of the virus and the need to adopt 
preventive practices quickly. 

What is known about this topic 

 Hepatitis B infection is the world´s most 
common liver infection caused by a DNA-
virus; 

 The common significant effect of HBV 
infection in pregnancy is perinatal or vertical 
transmission, from an infected mother to 
child, and from an infected child to an 
uninfected child during early childhood. 

What this study adds 

 The study was a multi-centre one, which 
involved four hospitals; 
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 Findings from the study add up to the scarce 
data on knowledge, attitude and practices 
on HBV in pregnancy in Africa; specifically 
Ghana;. 

 The findings confirm that the observations 
on this topic from developed countries, are 
also true in a low-income country like 
Ghana. 
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Table 1: socio-demographic characteristics of the study participants 

Variables Response/category 
Frequency 
(N= 362) 

Percentage (%) 

Name of hospital 
attended 

Kumasi South 82 22.7 

Tafo 82 22.7 

Manhyia 99 27.3 

Suntreso 99 27.3 

Age group (in years) 
<20 11 3.0 

21-29 257 71.0 

30 and above 94 26.0 

Educational Level No Formal Education 25 6.9 

  Basic 206 59.9 

  High School/vocational 92 25.4 

  Tertiary (diploma or degree) 39 10.8 

Occupation Unemployed/Housewife 81 22.4 

  Trading/Self-employed 236 65.2 

  Government employee 42 11.6 

  Private employee 3 0.8 

Marital Status Single 70 19.3 

  Married 270 74.6 

  Co-habitation 22 6.1 

Number of children 

0 – 2 283 78.2 

3 – 5 74 20.4 

6  or more 5 1.4 

Sources of Information 
on HBV infection* 

Newspapers/magazines 67 18.5 

Health care providers 243 67.1 

Family/friends/neighbours/media 120 33.1 

Religious leaders/teachers 98 27.1 

HBV info. leaflets/ brochures/ 
posters 

19 5.2 

Other sources 5 1.4 

*Multiple responses allowed 
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Table 2: summary of responses to knowledge on HBV infection 

Question Response/score N (%) 

Have you ever heard of a disease termed Hepatitis-B? 
Yes/1 352 (97.2) 

No/0 10 (2.8) 

Is hepatitis-B a viral disease? 
Yes/1 257 (71.0) 

No/0 105 (29.0) 

Can Hepatitis-B affect liver function? 
Yes/1 276 (76.2) 

No/0 86 (23.8) 

Can hepatitis-B cause liver cancer? 
Yes/1 220 (60.8) 

No/0 142 (39.2) 

Do people get HBV from genes (hereditary)? 
Yes/0 200 (55.2) 

No/1 162 (44.8) 

Do people get HBV through the air (coughing or staying in the 
same room)? 

Yes/0 233 (64.4) 

No/1 129 (35.6) 

Do people get HBV from sexual relationship? 
Yes/1 246 (68.0) 

No/0 116 (32.0) 

Do people get HBV during birth? 
Yes/1 234 (64.6) 

No/0 128 (35.4) 

Do people get HBV by sharing spoons or bowls for food? 
Yes/0 201 (55.5) 

No/1 161 (44.5) 

Do people get HBV by eating food prepared by an infected 
person? 

Yes/0 101 (27.9) 

No/1 261 (72.1) 

Do people get HBV by eating food that has been pre-chewed by 
an infected person? 

Yes/1 123 (34.0) 

No/0 239 (66.0) 

Do people get HBV by sharing a toothbrush with an infected 
person? 

Yes/1 275 (76.0) 

No/0 87 (24.0) 

Do people with HBV have signs or symptoms? 
Yes/1 256 (70.7) 

No/0 106 (29.3) 

Are early symptoms of HBV the same as cold and flu (fever, 
running nose and cough)? 

Yes/1 150 (41/4) 

No/0 212 (58.6) 

Is jaundice one of the common symptoms of HBV? 
Yes/1 99 (27.3) 

No/0 263 (72.7) 

Are nausea, vomiting and loss of appetite common symptoms of 
HBV? 

Yes/1 140 (38.7) 

No/0 222 (61.3) 

If someone is infected with HBV but they look and feel healthy, 
can that person spread HBV? 

Yes/1 248 (68.5) 

No/0 114 (61.3) 
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Table 3: summary of responses to attitude towards HBV infection 

Question Response/score N (%) 

Have you ever thought you could get Hepatitis -B? 
Yes/1 172 (47.5) 

No/0 190 (52.5) 

Will you tell others if you have HBV? 
Yes/1 175 (48.3) 

No/0 187 (51.7) 

Will you seek for treatment from a health facility if you have 
HBV? 

Yes/1 352 (97.2) 

No/0 10 (2.8) 

Have you thought if healthy people need vaccination? 
Yes/1 173 (47.8) 

No/0 189 (52.2) 

Have you ever thought that you will need a vaccination at 
your age? 

Yes/1 202 (55.8) 

No/0 160 (44.2) 

Have you thought if children less than 2 years old need to 
be vaccinated? 

Yes/1 91 (25.1) 

No/0 271 (74.9) 

Do you know of places where one can get HBV 
immunizations? 

Yes/1 203 (56.0) 

No/0 159 (44.0) 

Have you thought if vaccinations can be free or cheap 
through certain programs? 

Yes/1 178 (49.2) 

No/0 184 (50.8) 

Do you think you will need HBV vaccinations? 
Yes/1 197 (54.4) 

No/0 165 (45.6) 

 

 

Table 4: summary of responses to questions on practices towards HBV infection 

Question Response/score N (%) 

Have you ever been screened for Hepatitis-B? Yes/1 151 (41.7) 

No/0 211 (58.3) 

Do you ask your barber to change blades or for safety 
equipment for ear and nose piercing? 

Yes/1 233 (64.4) 

No/0 129 (35.7) 

Do you practice safe sex? Yes/1 103 (28.4) 

No/0 259 (71.6) 

Do you share food or water with others? Yes/1 273 (75.4) 

No/0 89 (24.6) 

Do you share utensils with others? Yes/1 262 (72.4) 

No/0 100 (27.6) 

Have you participated in health programs related to Hepatitis-
B? 

Yes/1 62 (17.1) 

No/0 300 (82.9) 
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Table 5: association between socio-demographic variables and knowledge on HBV 

Socio-demographic variable 
Knowledge on HBV infection 

χ2 (df) p-value Adequate N 
(%)=314 (86.7) 

Poor N 
(%)=48 (13.3) 

Hospital Attended     1.57 (3) 0.6657 

Kumasi South 74 (23.6) 8 (16.7)     

Tafo 72 (22.9) 10 (20.8)     

Manhyia 84 (26.8) 15 (31.3)     

Suntreso 84 (26.8) 15 (31.3)     

Age (years)     1.02 (2) 0.602 

<20 years 10 (3.2) 1 (2.1)     

20-29 years 220 (70.1) 37 (77.1)     

31 and above  84 (26.8) 10 (20.8)     

Educational Level     17.09 (3) 0.001 

None 16 (5.1) 9 (18.8)     

Basic 176 (56.1) 30 (62.5)     

Secondary/Vocational 84 (26.8) 8 (16.7)     

Tertiary (Diploma or degree) 38 (12.1) 1 (2.1)     

Occupation     4.99 (3) 0.173 

Unemployed/Housewife 65 (20.7) 16 (33.3)     

Trading/Self-employed 207 (65.9) 29 (60.4)     

Government employee 39 (12.4) 3 (6.3)     

Private employee 3 (1.0) 0     

Marital Status     2.55 (2) 0.280 

Single 59 (18.9) 11 (22.9)     

Married 238 (75.8) 32 (66.7)     

Co-habitation 17 (5.4) 5 (10.4)     

Number of children     0.28 (2) 0.869 

0-2 245 (78.0) 38 (79.2)     

3-5 65 (20.7) 9 (18.7)     

>5 4 (1.3) 1 (2.1)     

 

 

 

 

 

 

 

 



Article  
 

 

Ivy Nsiah et al. PAMJ-OH - 2(24). 25 Aug 2020.  -  Page numbers not for citation purposes. 14 

Table 6: association between socio-demographic variables and attitudes towards HBV infection 

Socio-demographic variable 
Attitude towards HBV infection 

  χ2 (df) p-value Positive N (%)=236 
(65.2) 

Poor N (%)=126 
(34.8) 

Hospital Attended     1.26 (3) 0.738 

Kumasi South 53 (22.5) 29 (23.0)     

Tafo 57 (24.2) 25 (19.8)     

Manhyia 63 (26.7) 36 (28.6)     

Suntreso 63 (26.7) 39 (31.0)     

Age (years)     1.31 (2) 0.520 

<20 years 6 (2.5) 5 (4.0)     

20-29 years 165 (69.9) 92 (73.0)     

31 and above  65 (27.5) 29 (23.0)     

Educational Level     22.04 (3) <0.0001 

None 12 (5.1) 13 (10.3)     

Basic 121 (51.3) 85 (67.5)     

Secondary/Vocational 67 (28.4) 25 (19.8)     

Tertiary (Diploma or degree) 36 (15.3) 3 (2.4)     

Occupation     23.13 (3) <0.0001 

Unemployed/Housewife 42 (17.8) 39 (31.0)     

Trading/Self-employed 152 (64.4) 84 (66.7)     

Government employee 40 (16.9) 2 (1.6)     

Private employee 2 (0.8) 1 (0.8)     

Marital Status     6.64 (2) 0.036 

Single 44 (18.6) 26 (20.6)     

Married 154 (65.3) 86 (68.3)     

Co-habitation 8 (3.4) 14 (11.1)     

Number of children     1.44 (2) 0.488 

0-2 185 (78.4) 98 (77.8)     

3-5 49 (20.8) 25 (19.8)     

>5 2 (0.8) 3 (2.4)     
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Table 7: logistic regression analysis of socio-demographic factors associated with 
knowledge, attitude and practices towards HBV infection 

Socio-demographic 
factors 

Knowledge Attitude Practices 

OR (95% CI) OR (95% CI) OR (95% CI) 

Age (years)       

<20 years 1.53 (0.19-12.21) 0.64 (0.19-2.14) 
0.38 (0.11-
1.32) 

20-29 years 0.91 (0.57-1.44) 0.96 (0.68-1.34) 
1.07 (0.77-
1.48) 

31 and above  1.28 (0.62-2.64) 1.20 (0.73-1.95) 
0.94 (0.59-
1.49) 

Educational Level       

None 
0.27 (0.11-
0.65)** 

0.49 (0.22-1.11) 
1.42 (0.60-
3.38) 

Basic 0.90 (0.55-1.47) 0.76 (0.53-1.08) 
0.91 (0.65-
1.29) 

Secondary/Vocational 1.61 (0.73-3.52) 1.43 (0.86-2.38) 
1.04 (0.65-
1.66) 

Tertiary (Diploma or 
degree) 

5.81 (0.78-43.29) 6.41 (1.93-21.21)* 
1.19 (0.60-
2.37) 

Occupation       

Unemployed/Housewife 0.62 (0.33-1.16) 0.58 (0.35-0.94)* 
0.88 (0.54-
1.43) 

Trading/Self-employed 1.09 (0.67-1.79) 0.97 (0.69-1.36) 
1.01 (0.72-
1.41) 

Government employee 1.99 (0.59-6.68) 10.68 (2.53-44.91)** 
1.20 (0.62-
2.34) 

Private employee 1.08 (0.05-21.22) 1.06 (0.10-11.89) 
1.34 (0.12-
14.87) 

Marital Status       

Single 0.82 (0.40-1.67) 0.90 (0.53-1.53) 
1.00 (0.59-
1.69) 

Married 1.14 (0.70-1.83) 0.96 (0.68-1.34) 
0.94 (0.68-
1.30) 

Co-habitation 0.52 (0.19-1.47) 0.31 (0.12-0.75)* 
3.00 (1.00-
9.07) 

Number of children       

0-2 0.99 (0.62-1.56) 1.01 (0.73-1.40) 
1.08 (0.79-
1.49) 

3-5 1.10 (0.52-2.36) 1.05 (0.62-1.78) 
0.74 (0.45-
1.23) 

>5 0.61 (0.07-5.59) 0.36 (0.06-2.16) 
4.68 (0.24-
91.33) 

* P-value <0.05; ** P-value <0.001; OR- odds ratio; CI- confidence interval 
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Figure 1: knowledge, attitude, and practices towards HBV infection 

 


