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a b s t r a c t 

Objectives: Hepatitis B and C virus (HBV and HCV, respectively) infections pose a significant occupational hazard 

to healthcare workers (HCWs) globally, with increased risk due to exposure to blood and body fluids. In Sub- 

Saharan Africa, including Ghana, the prevalence of these infections among HCWs remains high, despite existing 

prevention measures. Understanding the factors influencing HCWs’ preventive behaviors is crucial for developing 

effective interventions to reduce transmission risks in healthcare settings. This study aimed to assess HBV and 

HCV prevention intentions and related factors among HCWs at a tertiary hospital in Ghana. 

Methods: This cross-sectional, facility-based study was conducted using a quantitative approach. Two hundred 

HCWs were selected using stratified random sampling. The Theory of Planned Behavior was used as a conceptual 

framework to determine the behavioral intentions of HCWs toward the prevention of hepatitis B and C. Data 

were collected using structured questionnaires and analyzed using descriptive statistics, correlation analysis, and 

multiple linear regression. Cronbach’s alpha was used to assess the internal consistency of the scales. 

Results: Attitudes toward prevention were generally poor (M = 1.56 ± 0.56) and did not significantly influence 

preventive behaviors ( 𝛽 = 0.056, P = 0.427). Subjective norms showed a moderate positive influence (M = 3.14 

± 0.64, 𝛽 = 0.208, P = 0.003). Self-efficacy emerged as the strongest predictor of preventive behaviors (M = 3.44 

± 0.59, 𝛽 = 0.566, P < 0.001), followed by behavioral intentions (M = 3.55 ± 0.63, 𝛽 = 0.321, P < 0.001). 

Conclusions: Interventions aimed at enhancing self-efficacy and leveraging subjective norms may be most effective 

in improving HBV and HCV preventive behaviors among HCWs. These findings provide valuable insights for the 

development of targeted prevention strategies in healthcare settings, particularly in the Ghanaian context. 
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Viral hepatitis is an inflammation of the liver caused by the hepatitis

, B, C, D, and E viruses. The number of lives lost due to viral hepati-

is is increasing, with estimates of more than 2.2 million new infections

lobally in 2022 [ 1 ]. Among the viruses that cause viral hepatitis, hep-

titis B virus (HBV) and hepatitis C virus (HCV) are of great importance

ecause of their ability to cause both acute and chronic infections with

ife-threatening complications, such as cirrhosis of the liver and hepato-

ellular carcinoma [ 2 ]. Additionally, reports available indicate that 254

nd 50 million people are currently affected by HBV and HCV, respec-

ively [ 1 ]. 

Ghana is listed among countries in Sub-Saharan Africa with the high-

st burden of HBV and HCV in the general population [ 3 ] with HCV and
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BV national prevalence estimated to be 3.0% and 12.3%, respectively

 4 , 5 ]. 

The high prevalence of HBV and HCV in the general population in-

icates an increased risk of HBV and HCV acquisition among healthcare

orkers (HCWs), as it has been established that the risk of bloodborne

athogen acquisition correlates linearly with the prevalence of the dis-

ase in the general population [ 6 ]. This is because HBV and HCV are

mportant bloodborne pathogens that can be transmitted through con-

act with blood and body fluids contaminated with the pathogens there-

ore, the delivery of curative and preventive healthcare services has the

otential to transmit HBV and HCV to patients and HCWs in healthcare

ettings, especially in highly endemic areas [ 7 ]. 

In Ghana and many other developing countries, HCWs experience

ercutaneous and mucocutaneous exposure which increases their risk
ogbey) . 
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f acquiring HBV and HCV [ 8–10 ]. A shortage of personal protective

quipment (PPE) and gaps in infection control practices further increase

he risk for HCWs [ 11 ]. The translation of the risk to actual HBV and

CV infections among Ghanaian HCWs was proven by the documenta-

ion of the intermediate level of endemicity of HBV infection reported

mong Ghanaian HCWs [ 12 ]. 

The World Health Organization (WHO) and country-specific orga-

izations have outlined HBV- and HCV-specific preventive interven-

ions for HCWs worldwide. Pre- and post-exposure immunoprophylaxis

nd standard precautions have proven effective in preventing new HBV

nfections, whereas standard precautions, early testing, and treatment

ave also proven effective against HCV infections. Unfortunately, in the

ace of the high risk of HBV and HCV acquisition and high disease bur-

en among HCWs, suboptimal uptake of preventive practices has been

eported, and this phenomenon is widespread and propagated at the

ndividual, health facility, and health system levels [ 13 , 14 ]. 

Individual-level factors that influence the adoption of HBV and HCV

reventive interventions are complex and significantly influence the

doption of HBV and HCV preventive behaviors. We hypothesized that

hese individual-level factors are greatly influenced by HCWs’ attitudes,

heir self-efficacy to adhere to preventive practices, and the environ-

ental support and endorsements they receive from their peers and

anagers. Therefore, this study aimed to identify the influence of these

ersonal factors on HBV and HCV preventive practices to offer insights

nto tailored HBV and HCV preventive interventions and strategies. 

heoretical framework 

This study was situated within the framework of the Theory of

lanned Behavior (TPB) which is a popular theory that connects ideas to

ehavior [ 15 ]. It contends that three basic components —attitude, sub-

ective norms, and perceived behavioral control —collectively affect be-

avioral intentions [ 16 ]. According to the theorist, attitude refers to a

erson’s overall evaluation of a specific behavior, which reflects how

avorably or unfavorably an individual views the behavior. Subjective

orms refer to social pressures or influences that affect an individual’s

ntention to perform or not perform a specific behavior. It reflects how

uch an individual perceives important people in their life to approve

r disapprove of their behavior [ 17 ]. Behavioral control, also known as

elf-efficacy, refers to an individual’s belief in their ability to perform a

ehavior, considering both internal (skills, knowledge, confidence) and

xternal (resources, time, support) factors that may facilitate or hinder

ehavior [ 18 ]. 

TPB provides a framework for planning and assessing behavior modi-

cation interventions. TPB focuses on conduct itself while also consider-

ng other factors related to behavior, such as attitudes, perceived social

orms, and self-efficacy beliefs. According to Asare (2015), behavioral

ntention is the most proximal driver of human social conduct [ 19 ]. 

ethods and materials 

tudy design 

This cross-sectional facility-based study employed quantitative and

nalytical methods to assess the level of influence of important personal

actors (attitudes, subjective norms, and self-efficacy) on HBV and HCV

reventive behaviors. 

tudy setting 

The study was conducted at Shai-Osudoku District Hospital in

odowa, Greater Accra Region, Ghana. This facility was established in

970 and evolved from a Health Post to a district hospital in mid-2009.

he facility is the only major governmental health institution in the Shai-

sudoku District. It is a 150-bed capacity, secondary-level health insti-

ution with six inpatient units and two operating theaters. The hospital
2

as specialized departments that provide a range of services. There is an

ctive total quality management department with Occupational Health

nd Safety and Infection prevention, and control of focal persons who

upport HCWs with pre- and post-exposure management of bloodborne

nfections. Periodic in-service training was conducted to improve the

nowledge and skills of HCWs regarding the use of PPE and the uptake

f preventive interventions, including HBV testing and vaccination. The

acility screens new employees for HBV and HCV. In 2018, some HCWs

n the facility were engaged in HBV screening and quantification of anti-

BV levels [ 12 , 20–22 ]. In a recent health facility audit, Shai-Osudoku

istrict Hospital was identified as a health facility in the Greater Accra

egion with good facility-level factors that promote adherence to HBV

nd HCV preventive practices among HCWs [ 14 ]. 

tudy population 

HCWs belonging to the categories of doctors, physician assistants,

urses/midwives, laboratory personnel, and sanitary workers working

n the hospital with an employment history of more than 2 years quali-

ed to be included in the study. All other HCWs within the facility who

id not perform direct patient care activities and were not at risk of

xposure to bloodborne pathogens were excluded from the study. 

ample size estimation 

The formula for estimating proportions [ 23 ] guided the sample size

stimation in this study. Given that n = z2 pq / d2 where n = sample

ize, z = reliability coefficient with 95% confidence interval = 1.96,

 = margin of error of 0.5%, P = estimated prevalence rate of 15.2%

 24 ], and 10% adjustment for nonresponse, a sample size of 198 was

eemed appropriate for this study. 

ampling technique and procedure 

A stratified random sampling procedure was used to select individ-

al HCWs for this study. HCWs were stratified into their respective pro-

essional categories, and cadre-specific lists were used as the sampling

rame for each category. Based on proportional allocation procedures,

adre or professional category-specific sample sizes were determined,

nd a simple random sampling procedure was used to select eligible

articipants from each professional category. 

ata collection instruments or tool 

In this study, a structured questionnaire was used to collect data. The

nstrument was structured into several sections. Section A of the ques-

ionnaire sought sociodemographic information from the respondents.

ection B focused on HCWs’ attitudes and beliefs toward hepatitis B and

. Section C assessed participants’ subjective norms (support) for HBV

nd HCV prevention, whereas Section D focused on self-efficacy or be-

avioral control for hepatitis B and C prevention. Section E measures

he behavioral intentions of HBV and HCV. Sections B, C, D, and E were

ssessed on a 5-point Likert Scale ranging from strongly disagree (‘1’) to

trongly agree (‘5’). The development of the instrument was guided by

uidelines for constructing the TPB questionnaire developed by Ajzen

ke [ 25 ] There are 13 items on attitude, 6 for subjective norm, 12 items

or self-efficacy, and 9 on behavioral control. The instrument has four

ubscales and good internal consistency and reliability. To ensure the re-

iability and validity of the questionnaire, experts in hospital-acquired

nfections, occupational health, and safety reviewed the instruments and

nputs. The instrument was pre-tested with 30 HCWs in another pri-

ary care facility in the district. The gaps identified during the pretest-

ng phase were corrected, and the instrument was finally approved and

eemed accurate for data collection. 
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Table 1 

Sociodemographic characteristics of respondents. 

Characteristics Frequency, N = 200 Percentage (%) 

Sex 

Male 45 22.5 

Female 155 77.5 

Age (years) 

Mean ± SD (min, max) 31.9 ± 6.6 (19, 50) 

Age group (years) 

≤ 25 39 19.5 

26-35 102 51.0 

36-45 52 26.0 

> 45 7 3.5 

Educational qualification 

Diploma 84 42.0 

Bachelor’s degree 79 39.5 

Postgraduate 12 6.0 

Certified/Chartered 20 10.0 

Others 5 2.5 

Religion 

Christian 183 91.5 

Muslim 13 6.5 

Traditionalist 4 2.0 

Marital status 

Single 97 48.5 

Married 97 48.5 

Separated 3 1.5 

Divorced 3 1.5 

Cadre of staff

Nurse 106 53.0 

Midwife 41 20.5 

Medical doctor 12 6.0 

Laboratory technicians 16 8.0 

Anesthetists 4 2.0 
articipant recruitment 

Permission was obtained from the director of the health facility, a

ertiary-level hospital. The study was advertised on various social me-

ia platforms and notice boards of the study facility. A category-specific

taff list was used as a sample frame for each HCW category. Inclusion

nd exclusion criteria were applied and a random sampling technique

as used to select eligible participants. These HCWs were approached

ndividually, and the overall aim of the study and the procedures in-

olved were clarified to potential participants who were recruited after

hey had signed a written informed consent form. An appointment was

hen made with them at a convenient time for questionnaire adminis-

ration. 

ata collection procedure 

The questionnaires were self-administered in print or electronic form

ased on the participants’ preferences. Trained research assistants su-

ervised the entire questionnaire-answering process. The timing of the

uestionnaire administration was carefully adjusted with a focus on en-

uring minimal disruption to the HCWs’ routine or daily work activi-

ies. Participants answered questions in their offices, consulting rooms,

urses’ stations, etc. It took 20-30 minutes on average for the question-

aire to be completed. 

ata analysis 

All questionnaires were reviewed for completeness and assigned

nique identifiers. Data from the participants were entered into the Kobo

ollect tool, cleaned, and analyzed using STATA version 17. A total of

00 questionnaires were analyzed. Descriptive statistics (mean, stan-

ard deviation [SD], range, skewness, and kurtosis) were computed for

ll the variables. Mean cut-off points were utilized to categorize per-

ormance levels: 1.0-2.4 for poor performance, 2.5-3.4 for moderate or

ntermediate performance, and 3.5-5.0 for high performance, respec-

ively. 

We conducted validity tests by assessing the internal consistency of

he five scales using Cronbach’s alpha. The values obtained for direct re-

iability measures ranged from 0.64-0.81, indicating an acceptable level

f reliability. We employed composite score analysis to reduce the num-

er of variables. 

Correlation analysis was performed, with correlation coefficients

lassified as weak, acceptable, or strong. Additionally, we conducted

inear and multiple linear regression analyses to assess the relationships

etween various constructs at a significance level of 5%. 

This comprehensive analytical approach allowed us to thoroughly

xamine the data, ensuring robust and reliable results that formed the

asis for our findings and subsequent recommendations. 

thical consideration 

Ethical Approval was obtained from the Dodowa Health Research

ommittee (clearance number: DHRCIRB / 083 / 03 / 24). The gatekeep-

rs of the facility approved the study area for the hospital to be used in

he study setting. Written informed consent was obtained from all eligi-

le participants before the data collection commenced. The participants’

nformation sheets and informed consent forms contained detailed in-

ormation that enabled participants to make informed decisions to par-

icipate in the study voluntarily or otherwise. 

To ensure that the rights of the participants were not violated, the

ajor components of the research ethics were strictly followed, includ-

ng informed consent, confidentiality, respect for privacy, and benefi-

ence, etc. 
3

esults 

ociodemographic characteristics of respondents 

This study involved 200 HCWs from Shai-Osudoku District Hospital

n Dodowa. The majority of the participants were women (155; 77.5%),

nd the mean age was 31.9 years (SD = ± 6.6). Most participants were

n the 26-35-year age group (102; 51%). The majority (84, 42%) of

articipants had a diploma level of education. Most participants were

hristian (n = 183, 91.5%) and single (n = 97, 48.5%). The study in-

luded various cadres of staff, with nurses comprising the majority (106;

3.0%), followed by midwives (41; 20.5%), laboratory technicians (16;

%), housekeepers/orderlies (21; 10.5%), medical doctors (12; 6.0%),

nd anesthetists (4; 2%). 

The mean number of years of work experience was 6.1 (SD = ± 5.4,

ange = 1-22 years), with the majority (112; 56%) having worked for

 years or less. The participants worked in various wards within the

ospital, including the emergency ward (32; 16%), female ward (35;

7.5%), male ward (27; 13.5%), recovery ward (9; 4.5%), pediatric

ard (9; 4.5%), maternity ward (36; 18%), and others (52; 26%). The

ajority (156, 78%) of the participants had been vaccinated against

BV. Additionally, half of the participants (100; 50%) had received In-

ection Prevention and Control (IPC) training within the last 6 months

 Table 1 ). 

erformance of HCWs based on the constructs or components of the Theory

f Planned Behavior 

This study assessed HCWs’ attitudes toward HBV and HCV preven-

ion using a 13-item scale. The overall attitude score was (M = 1.56 ±
.56) and fell within the poor performance range (1.0-2.4), indicating

enerally negative attitudes toward HBV and HCV prevention among

he participants. The overall subjective norms score (M = 3.14 ± 0.64)
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Table 2 

Mean score and reliability of items of each construct. 

Construct No. of items Mean score Mean range a SD range b Overall ( 𝛼) c 

Attitude 13 1.56 ± 0.56 1.33-3.38 0.72-1.44 0.63 

Subjective Norm 6 3.14 ± 0.64 3.28-3.72 0.97-1.24 0.64 

Behavioral control 12 3.44 ± 0.59 3.37-4.26 0.79-1.18 0.80 

Behavioral intentions 9 3.55 ± 0.63 3.43-4.46 0.71-0.97 0.81 

a Range of means (lowest to highest mean for each model construct) 
b Range of standard deviation (lowest to highest SD for each model construct) 
c Cronbach’s alpha. 

Table 3 

Correlation (r) among constructs. 

Constructs 1 2 3 4 

1. Attitude 1.00 

2. Subjective norm -0.01 1.00 

3. Behavioral control -0.09 0.17 1.00 

4. Behavioral intention 0.04 0.11 0.36 1.00 

Mean (M) 1.56 3.14 3.44 3.55 

Standard deviation (SD) 0.56 0.63 0.59 0.63 
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Table 4 

Relationship between the four constructs of preventive behavior. 

Pathway Estimate ( 𝛽) S. E P -value 

Attitude → preventive measures 0.084 0.578 0.123 

Subjective norm → preventive measures 0.097 0.051 0.078 

Behavioral control→ preventive measures 0.441 0.059 < 0.001 a 

Behavioral intentions → preventive measures 0.321 0.055 < 0.001 a 

a Statistically significant. 
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Table 5 

Relationship between patient’s demographics on preventive measures. 

Variables Estimate ( 𝛽) S.E P -value 

Sex 0.028 0.107 0.705 

Age − 0.073 0.072 0.426 

Education − 0.082 0.037 0.262 

Religion − 0.082 0.118 0.257 

Marital status − 0.043 0.047 0.591 

Cadre 0.177 0.031 0.023 a 

Years of working as a professional 0.037 0.077 0.758 

Years of working at the facility 0.044 0.084 0.691 

Work unit or department 0.008 0.026 0.905 

Vaccination against hepatitis B virus − 0.185 0.105 0.012 a 

IPC training within the last 6 months 0.144 0.086 0.048 a 

a Statistically significant. 
alls within the moderate performance range (2.5-3.4), indicating that

CWs generally perceive a moderate level of social support and expec-

ation for HBV and HCV prevention behaviors. 

The data revealed high levels of perceived self-efficacy or behavioral

ontrol among the participants in various aspects of HBV and HCV pre-

ention. The overall behavioral control (self-efficacy) score (M = 3.44 ±
.59) falls just below the threshold for high performance (3.5-5.0), indi-

ating that HCWs generally perceive themselves as capable of engaging

n effective HBV and HCV prevention behaviors. 

The data revealed consistently high levels of positive behavioral in-

entions among participants, suggesting a strong commitment to HBV

nd HCV prevention efforts. The overall behavioral intention score

M = 3.55, SD = 0.63) fell within the high-performance range (3.5-5.0),

ndicating that HCWs generally had strong intentions to engage in HBV

nd HCV prevention behaviors. This score is particularly encouraging,

s behavioral intentions are often considered strong predictors of actual

ehavior. The overall preventive measures score (M = 3.35 ± 0.60) falls

ithin the moderate performance range (2.5-3.4), indicating a generally

ositive but not optimal level of engagement in preventive behaviors

mong the participants ( Table 2 ). 

eliability and internal consistency of items in each construct of the Theory 

f Planned Behavior 

In this study, we tested the reliability or internal consistency of the

tems in the subscales by computing the reliability coefficient Cron-

ach’s Alpha ( 𝛼). The results presented in Table 2 show that all the

ubscales had alpha ( 𝛼)values of 0.63-0.81 an indication of acceptable

evel of internal consistency in each of the subscales. 

onstructs correlations 

The correlation matrix revealed several patterns, with the strongest

orrelation observed between behavioral control and behavioral inten-

ion (r = 0.36). This moderate positive correlation suggests that as

CWs’ confidence in their ability to engage in preventive behaviors in-

reases, their intention to perform these behaviors also tends to increase.

Attitude had a weak positive correlation with behavioral intention

r = 0.04). Subjective norms had a weak positive correlation with be-

avioral control (r = 0.17) and behavioral intention (0.11) ( Table 3 ). 

elationship between the four constructs and preventive behavior 

Table 4 presents a comprehensive analysis of the relationships be-

ween four key constructs and preventive behaviors for HBV and HCV
4

revention. The results revealed varying degrees of influence of each

onstruct on preventive behaviors. Behavioral control (self-efficacy)

merged as the strongest predictor of preventive behaviors ( 𝛽 = 0.441,

 < 0.001). 

Behavioral intentions also demonstrate a significant positive rela-

ionship with preventive behaviors ( 𝛽 = 0.321, P < 0.001). Interestingly,

ubjective norms show a positive but no significant relationship with

reventive behaviors ( 𝛽 = 0.097, P = 0.078). Attitude, however, did

ot demonstrate a significant relationship with preventive behaviors

 𝛽 = 0.084, P = 0.123) ( Table 4 ). 

elationship between participant demographics on preventive measures 

Multiple regression analysis was conducted to assess the impact of

everal independent variables on preventive behavior. This study identi-

ed three significant predictors of preventive behavior. The professional

evel or rank (cadre) of the HCW emerged as a statistically significant

redictor ( 𝛽 = 0.177, P = 0.023), suggesting that the cadre influences

dherence to preventive measures against hepatitis B and C. Notably,

accination against HBV showed a significant negative relationship with

reventive measures ( 𝛽 = − 0.185, P = 0.012). Lastly, IPC training within

he last 6 months demonstrated a significant positive relationship with

reventive behavior ( 𝛽 = 0.144, P = 0.048), highlighting the potential

ffectiveness of recent IPC training in improving adherence to preven-

ive practices ( Table 5 ). 

iscussion 

The present study which was conducted in a tertiary-level facility in

hana, sought to identify the influence of personal factors on HBV and
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CV preventive behaviors among HCWs who are at risk of infections due

o their continuous exposure to blood and body fluids that may be con-

aminated with HBV and HCV. Based on the TPB, this study critically as-

essed the influence of attitudes, subjective norms, and behavioral con-

rol on actual HBV and HCV preventive behaviors. Perceived behavioral

ontrol (self-efficacy) refers to the perceived ease or difficulty of carry-

ng out a planned task or behavior, and takes into consideration both

ormative and subjective standards or factors that influence an individ-

al’s intentions and behavior. It is important to note that behavioral

ntentions are about what someone plans or aims to do whereas behav-

oral control is about the person’s perception of their ability to carry out

hose intentions [ 18 ]. 

In this study, we found that behavioral control (self-efficacy)

merged as the strongest predictor of preventive behavior ( 𝛽 = 0.441, P

 0.001). This observation is not surprising, as a similar study that uti-

ized the constructs of the TPB conducted in Ghana among nurses also

ound that perceived behavioral control had a positive and significant

nfluence on the actual behavior of Intravenous Fluid (IVF) adminis-

ration [ 26 ]. Similarly, another related study that also applied the TPB

n assessing self-care behavior reported that perceived behavioral con-

rol had a significant influence on actual self-care behavior [ 27 ]. This

ighly significant relationship indicates that HCWs’ confidence in their

bility to perform preventive measures is strongly associated with their

ctual engagement in these behaviors. This substantial effect suggests

hat interventions targeting self-efficacy may be particularly effective

n promoting HBV and HCV prevention. 

Behavioral intentions also demonstrate a significant positive rela-

ionship with preventive behaviors ( 𝛽 = 0.321, P < 0.001). This find-

ng aligns with established behavioral theories that posit intentions as

mmediate precursors to action. The moderate effect size suggests that

trategies to enhance behavioral intentions could meaningfully con-

ribute to increasing preventive behaviors. 

According to Nickell and Hinsz [ 28 ], attitudes reflect a critical fac-

or that determines an individual’s intentions as well as the subsequent

ikelihood of performing that behavior. However, in this study, we ob-

erved that attitude did not demonstrate a significant relationship with

reventive behaviors ( 𝛽 = 0.084, P = 0.123). A similar study that uti-

ized the TPB also reported that the attitude of the study participants

ad no positive or significant influence on their behavioral intentions

r actual behavior [ 27 ]. This finding is somewhat surprising given the

heoretical importance often attributed to attitudes in behavioral mod-

ls. This suggests that in this context, attitudes may play a less direct

ole in influencing preventive behaviors than other factors. 

This study also identified the association between sociodemographic

actors and HBV and HCV preventive behaviors using multiple logistic

egression analysis. It emerged that vaccination against HBV showed a

ignificant negative relationship with preventive measures ( 𝛽 = − 0.185,

 = 0.012). This finding might indicate that vaccinated individuals may

e less likely to engage in other preventive behaviors, possibly due to

 sense of security induced by having been vaccinated in the past and

nowing that the HBV vaccine is highly effective in preventing new HBV

nfections. A systematic review clearly outlined the link between high-

isk perception of a particular disease and the uptake of vaccination as a

reventive behavior [ 29 ]. It is assumed that in the face of a low-risk per-

eption of HBV as a result of HBV vaccination, HCWs may have a sense

f security and may feel less susceptible to the disease, and hence are

o longer motivated to undertake other preventive measures [ 6 , 30 , 31 ].

his may explain the inverse relationship observed between HBV vacci-

ation and preventive behaviors in this study. 

This study also observed a positive and significant association be-

ween HBV and HCV preventive behaviors and the attendance of IPC.

any studies have linked IPC training to HBV prevention behaviors. For

xample, a study conducted in Southern Ghana among six categories

f HCWs observed a significant positive relationship between adher-

nce to the mandatory three-dose HBV vaccine regimen and IPC train-

ng attendance [ 13 ]. IPC training is meant to improve the knowledge,
5

ractice, and performance of HCWs regarding patient care and their

afety and protection. Hence, it is not surprising that attendance of such

raining had a significant positive impact on HBV and HCV preventive

ehavior. 

The influence of professional cadres or categories as a sociodemo-

raphic factor in the adoption of hepatitis B virus HBV and HCV pre-

entive measures is a significant research finding. This observation un-

erscores the role of occupational roles, responsibilities, and associated

isks in shaping health behaviors. Many other studies reported a sig-

ificant association between professional categories or cadres and the

ptake of HBV and HCV preventive interventions [ 32 , 33 ]. 

Professionals in higher cadres may have better access to preventive

ools, such as vaccines, PPE, and regular health screenings. They may

lso benefit from institutional policies that prioritize safety. Conversely,

ower cadres may face systemic barriers, such as limited access to vac-

inations or a lack of targeted workplace training, reducing their like-

ihood of adopting preventive measures. The finding that professional

adres influenced the adoption of HBV and HCV preventive measures

ighlights the importance of considering occupational dynamics in pub-

ic health strategies. Addressing disparities in awareness, access, and be-

aviors across cadres can enhance overall prevention efforts and reduce

he burden of HBV and HCV infections in high-risk environments, such

s healthcare settings. 

tudy limitations 

This study has some significant limitations. Focusing on a single hos-

ital in Ghana may restrict the generalizability of our findings to other

ealthcare settings. Reliance on self-reported measures introduces po-

ential bias as participants might over-report socially desirable attitudes

r behaviors. This study relied on self-reported preventive behaviors

ather than direct observation of compliance with prevention protocols.

ecommendations 

This study provides valuable insights into the uptake of HBV and

CV preventive behaviors among HCWs. However, the limitations of

his study highlight the need for further research in this area. To address

hese gaps, we recommend conducting in-depth interviews with HCWs

o gain a deeper understanding of their experiences and perceptions of

BV and HCV prevention. We also recommend conducting a longitudi-

al study to assess changes in HCWs’ HBV and HCV prevention practices

ver time as well as the impact of changes in the healthcare setting’s

tructure and governance. By exploring these areas, future research can

rovide a more comprehensive understanding of the factors influencing

BV and HCV prevention among HCWs and inform the development of

ffective interventions. 

onclusion 

This study showed that HCWs’ attitudes did not significantly influ-

nce their preventive behaviors. Subjective norms demonstrated a mod-

rately positive influence on preventive measures, highlighting the im-

ortance of social and professional expectations in shaping HCWs’ be-

aviors. Self-efficacy emerged as the strongest predictor of preventive

ehaviors and a significant positive relationship was observed. This find-

ng aligns with established health behavior theories and suggests that

nterventions aimed at enhancing HCWs’ confidence in their ability to

erform preventive measures may be particularly effective. Behavioral

ntentions also showed a significant positive relationship with preven-

ive behaviors, albeit to a lesser extent than self-efficacy. This supports

he theoretical link between intentions and actions but also highlights

he potential gap between intending to perform preventive behaviors

nd performing or undertaking preventive behaviors. 
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