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Abstract

Background: Healthcare workers (HCWs) are at high risk of contracting and spreading the novel Coronavirus Disease
2019 (COVID-19) disease putting themselves, the patients and the community at large at risk. Therefore, there is a need
for adequate preparedness in the face of this pandemic.

Objectives: To assess the knowledge of HCW (clinical and non-clinical) on COVID-19, determine the level of HCWs
preparedness against COVID-19 and evaluate the level of preparedness of the hospital facility against COVID-19.
Methods: Purposive sampling technique was used in this cross-sectional study. A self-administered questionnaire
adapted from a validated questionnaire was used to collect appropriate data on socio-demographics, knowledge about
COVID 19 and preparedness.

Results: A total of 170 HCWs with a mean age of 34.7+6.9 years participated in this study. More than half (56.5%;
96/170) were females. The average knowledge score among clinical staff was 9.04+13.77, with 80 clinical staff having
good knowledge of COVID-19. The majority of non-clinical staff had a fair knowledge of COVID-19 with an average
knowledge score of 5.11+47.07. About 63.4% were not confident enough in caring for a suspected coronavirus case even
though more than half (57.6%) have had formal training in Infection Prevention and Control and above 77% (131/170)
confirmed the availability of PPE in their facility. However, about three-quarters (74.7%; 127 /170) believed the hospital
is well prepared to manage COVID-19 cases.

Conclusion: This study revealed that this cohort of HCWs have good knowledge of COVID-19 and are convinced that
they and their facility are well prepared for outbreaks of COVID-19.

Keywords: Coronavirus, COVID-19, Healthcare Worker, N95 mask, Personal Protective Equipment, SARS-CoV-2.
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Introduction

The Director-General of the World Health
Organization (WHO) declared the novel
Coronavirus (SARS-CoV-2) outbreak a public
health emergency of international proportion on
30 January 2020. 1On 11 March 2020, the WHO
proclaimed COVID-19 a pandemic because of
the rising cases and rapid spread of the virus
across many continents of the world, with over
118,000 cases in 110 countries and territories
worldwide. 2]

The microbe named “coronavirus” has crown-
like spikes on its outer surface and has four main
subtypes: alpha, beta, gamma, and delta. SARS-
CoV-2 belongs to the beta coronaviruses, which
are enveloped, non-segmented, single-stranded,
positive-sense genomes. ¥l The SARS-CoV-2 is
the novel coronavirus that causes Coronavirus
Disease 2019 or COVID-19. M It is widely
believed that SARS-CoV-2 originated from bats.
Bt is also possible that pangolin or civet may be
the intermediate hosts while humans are the
definite hosts. []

COVID-19 is mainly contracted via inhalation of
short-distance droplets and via direct contact. /]
It can also be aerosolised in an enclosed or poorly
ventilated space. [8l The recently identified delta
variant is about 1000 times more infectious than
the earlier identified 19A/19B strains back in the
initial epidemic wave of 2020. I The clinical
COVID-19  varies  from
asymptomatic or paucisymptomatic presentation

spectrum  of

to severe cases resulting in respiratory failure,
which requires mechanical ventilation and
intensive care supports. It may also lead to
multiple organ failures and  systemic
complications such as sepsis and septic shock. [10]
The most typical symptoms of COVID-19 include
fever, fatigue, dry cough, and diarrhoea. [1]

The first case of COVID-19 in Nigeria was
confirmed on 27 February 2020, and this led to
the institution of stringent preventive
programmes required to curb the spread of the
virus by the government ['2 Prompt diagnosis,
isolation, and treatment of COVID-19 cases have
been shown to slow down the spread of the virus
(131, hence health workers are expected to have
sufficient knowledge to make a prompt
diagnosis. Also, Healthcare workers (HCWs) are
at high risk of contracting and spreading the
disease among themselves, their patients, and the
community. [14]

From the outset of the pandemic, the WHO and
the Centre for Disease Control, USA provided
online courses and resource about COVID-19 for
HCWs. [ 151 These resources are constantly
updated in line with the most recent scientific
information and evidence. The Federal Ministry
of Health and Nigeria Centre for Disease Control
(NCDC) conducted workshops and seminars on
COVID-19 and Infection Prevention and Control
(IPC) measures. These were designed to train and
equip HCWs and hospital administrators at
various levels of health care delivery with
knowledge and skills to improve their
preparedness to achieve a more robust national
response to the pandemic. [l Other requirements
include well-trained and motivated HCWs, well-
maintained facilities, reliable supplies of
medicines, hospital equipment and Personal
Protective Equipment (PPE), adequate provision
of funds and supportive policies. [17]

The novel coronavirus and emerging variants are
causing catastrophic socio-demographic and
economic damage globally. As of writing this,
169 million COVID-19 cases have been reported
worldwide, and over 166,000 cases in Nigeria. [18]
Curtailing the community spread of the virus is
essential in mitigating the devastating impact of
the pandemic. This is particularly important in
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countries and regions with weak economies and
already weak health care systems, such as in
West Africa. [l Hospitals need to anticipate and
prepare for a spike in COVID-19 cases, given the
ongoing community spread of the virus.
Therefore, the staff should be trained to recognise
signs and symptoms, known complications, and
institute appropriate treatment and ensure they
are well protected while doing so. [20]

HCWs should be well trained on proper donning
and doffing of personal protective equipment
(PPE), which includes fit testing of N95
facemasks and the use of powered air-purifying
respirators and basic hand hygiene. 2l The safety
of healthcare providers must be ensured.
Adequate provision of PPE is just the first step;
other important measures which must be
instituted include avoidance of non-essential
events to prioritise resources; provision of food,
rest, family, and psychological support. 221 With
reports of shortage of PPE in wealthy nations,
developing nations such as the various parts of
sub-Saharan Africa were guided on how to use,
re-use and disinfect PPEs. The use of N95 masks
for an extended period (continuous wearing
while attending to multiple patients) is preferred
to limited re-use of N95 masks (doffing and
redonning between patients). [25 24 Sanitising
N95 masks with chlorine or alcohol-based
solutions is unacceptable, as it damages the
integrity of the material. Heating N95 masks to
70°C (160°F) in a dry oven for 60 minutes seems
to be a promising solution, as it may disrupt viral

particles and maintain mask integrity for re-use.
[25, 26]

There are many studies on awareness,
perception, and preparedness for COVID-19
among health workers from different parts of
sub-Saharan Africa. The outbreak of COVID-19
in hospitals will not only lead to missed
opportunities to treat chronic diseases in patients
with high-risk conditions, but it will also lead to
high mortality rates if these patients become

infected. Even patients with mild symptoms can
spread SARS-CoV-2 infection to many people in
the enclosed spaces of hospitals. 7] Studies in this
regard are few in Nigeria, more so in the south-
western region of Nigeria, which accounts for
almost half of the confirmed cases in Nigeria. [28
The objective of this study was to assess the
knowledge of HCWs on COVID-19 infection,
determine the level of preparedness of individual
HCW and the health facility against COVID-19.

Methods

Study Location

The study was conducted at the Babcock
University Teaching Hospital (BUTH), Ilishan-
Remo, Ogun State, southwest Nigeria. Babcock
University Teaching Hospital is a private tertiary
hospital with a 140-bed capacity that caters for
the immediate community and surrounding
environs in Lagos, Ogun and Oyo States.

Study Design

The study was a cross-sectional, descriptive
survey that employed a quantitative method of
data collection.

Study Population

The study was carried out among the Babcock
University Teaching Hospital staff, including
Doctors, Nurses, Pharmacists, Housekeepers,
Record Officers, Security Personnel and
Administrative staff from 06 April to 18 May
2020. Excluded from the study were hospital staff
older than 65 years and those on leave during the
study. The research team obtained ethical
approval for the study from Babcock University
Health Research and Ethics Committee
(BUHREC) with approval certificate number
BUHREC/642/21. Verbal or written informed
consent was obtained from all the study
participants.

Sample size determination
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The minimum sample size of 165 for this study
was determined using the formula for estimating
proportions of the population where the
significance level was set to 0.05; standard
normal variate was set at 1.96 (at 95% Confidence
Interval), the absolute error of 0.05 and
prevalence level of 70% (obtained from the pilot
study). Therefore, to minimise errors, a total of
170 staff were studied.

Sampling technique and data collection

A purposive sampling technique was used in this
study. After a pre-test, a self-administered and
anonymised questionnaire adapted from a
validated questionnaire was used for data
collection. The questionnaire included questions
about demographics, knowledge about COVID-
19 and preparedness. It assessed information
sources, knowledge on causes, clinical features,
and mode of transmission of COVID-19. It also
explored training experience in Infection
Prevention and Control and the knowledge and
use of Personal Protective Equipment (PPE).
Some of the questions required Yes-or-No
responses, True-or-False responses, best option
responses and some multiple-choice questions. A
scoring system in which one point was awarded
for every correct response to each of the questions
on knowledge variables was adapted to rate the
level of knowledge of COVID-19. There were 12
knowledge-based questions, and the range of
scores used in determining the level of
knowledge was as follows: scores 0-4, 5-8, and 9-
12 depicting poor knowledge, fair knowledge
and good knowledge, respectively. The
respondents' preparedness was assessed using
their knowledge of the potential risk of infection
in the hospital and their level of training. In
contrast, the respondents evaluated the hospital's
preparedness by the respondents' perception
about the provision of handwashing facilities,
capacity for screening patients for COVID-19 and
providing staff training, among other indices.

Data Analysis

The data were analysed using SPSS version 26
software. The data were subjected to univariate
and bivariate analysis. Proportions, means and
standard deviations were generated using
univariate analysis. Associations between socio-
demographic characteristics and knowledge of
and preparedness against COVID-19 were
derived using the Chi-Square test, while means
and standard deviations were compared using
the Student’s t-test. The level of statistical
significance was set at p values less than 0.05.

Results

Socio-demographic characteristics

One hundred and seventy HCWs comprising 104
clinical staff and 66 non-clinical staff were
studied. About two-thirds of the respondents
were clinical staff made up of medical doctors
(36; 21.2%), nurses (50; 29.4%) and laboratory
scientists (18; 10.6%). The mnon-clinical staff
comprised security personnel (28; 16.5%) and
staff of other departments (47; 27.6%), as shown
in Table I.

Table I also shows the socio-demographic
characteristics of the respondents. The mean age
of the clinical and non-clinical staff was
21.4242791 years and 35.65+26.60 years,
respectively. More than half (43.5%, n = 98) of
respondents were females; these comprised
57/104 (54.8%) clinical staffs and 41/66 (62.1%)
non-clinical staffs. More than four-fifths (88.2%)
of respondents had tertiary education, about a
tenth (10.8%) had secondary education, while
only 2 (1.2%) had no formal education. All the
clinical staff had a tertiary level of education
(Table I).
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Table I: Socio-demographic characteristics of study participants

Characteristics Clinical Staff Non-Clinical Staff
Frequency (%) Frequency (%)
n =104 n =66
Age (Years) 16-25 10 (9.6) 6 (9.1)
26-35 51 (49.0) 30 (45.5)
36-45 31 (29.8) 21 (31.8)
46-55 10 (9.6) 8 (12.1)
56-65 2 (2.0) 1(1.5)
Gender Male 47 (45.2) 25 (37.9)
Female 57 (54.8) 41 (62.1)
Level of None formal 0 (0.0) 2 (3.0)
Education
Secondary 0 (0.0 18 (27.3)
Tertiary 104 (100.0) 46 (69.7)
Religion Christianity 101 (97.1) 59 (89.4)
Islam 3(2.9) 7 (10.6)
Marital status ~ Single 29 (27.9) 35 (53.0)
Married 74 (71.2) 24 (36.4)
Separated 1 (0.9) 1 (1.5)
Divorced 0 (0.0) 2 (3.0)
No response 0 (0.0) 4(6.1)
Profession Doctors 36 (34.6)
Nurses 50 (47.1)
Laboratory scientists 18 (18.3)
Security Officers 19 (28.8)
Others 47 (71.2)

Knowledge of COVID-19 among health care workers
Table 1I distribution of the
respondents according to their primary sources
of information about COVID-19. Almost half
(45.3%) heard from international news outlets,

reveals the

38.2% from social media, 7.1% from local news
outlets and 3.5% from their colleagues at work.

More than three quarter (82.3%, n=140) of the
respondents (99 clinical and 41 non-clinical staff)
affirmed correctly that COVID 19 is caused by the
coronavirus. Almost all (94.1%; 160/170) of the
respondents (101 clinical and 59 non-clinical
staff) affirmed correctly that the incubation
period of coronavirus is about 14 days.

Table II: Primary sources of information about COVID-19

Response Frequency (n=170)  Percentage
Through colleagues at work 6 3.5

No response 10 59

Local news outlet 12 7.1
Through social media 65 38.2
International news outlet 77 453

Total 170 100.0
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Most of the respondents correctly indicated that
fever (72.4%), dry cough (65.3%) and shortness of
breath (73.5%) are the symptoms of COVID-19,
but 80.6% (101 clinical and 36 non-clinical staff)
incorrectly identified chest pain as a symptom of
COVID-19.
transmission, a majority (85.3%) of the

Concerning the mode of

respondents (95 clinical and 50 non-clinical staff)
correctly stated that COVID-19 could spread
through coughing, sneezing, or talking with
people at a distance less than a metre; 80% (103
clinical and 33 non-clinical staff) believed it could
be  transmitted through contact with
contaminated surfaces and above half (51.8%) of
the respondents thought it is airborne (Table III).

More than three-quarters of the respondents (86
clinical and 54 non-clinical staff) correctly listed
face mask/N95 as a component of PPE. Gloves,
goggles/ face shields, protective gowns, and
elbow-length gloves were also listed correctly as
components of PPE by 82.8%, 61.0%, 59.4% and
54.2% respondents, respectively. Only 34.7% (n =
59) of the respondents (30 clinical and 29 non-
clinical staff) knew the correct order of putting on
PPE. Also, only 34.7% knew the correct order of
removing PPEs, while more than half (58.4%) of
respondents (68 clinical and 32 non-clinical staff)
did not know the correct order of removing PPEs
(Table III).

Eighty clinical staff had good knowledge ratings,
while the majority (37/66) of the non-clinical staff
had fair knowledge ratings of COVID-19. The
average knowledge score for the non-clinical staff
(5.11+47.01) was significantly lower than that of
the clinical staff (9.04+13.77) (t = 1.844, p = 0.033)
as shown in Table IV.

There was no significant association between the
gender of respondents and their knowledge of
COVID-19 (t=4.443, p = 0.0001). Also, there was

no direct relationship between the highest level
of education of the respondents and knowledge
of COVID-19 (p = 0.0001) (Tables V). However, a
significant relationship existed between the sub-
class of HCWs (clinical vs non-clinical) and
knowledge of COVID-19 (p = 0.033) (Table V).

Preparedness and practices of respondents against the
spread of Covid-19

Eighty per cent (n = 136) of the respondents,
comprising 94 clinical and 42 non-clinical staff,
believed that cleaning contaminated surfaces
might put them at greater risks of being infected.
In contrast, 31.7% (n = 54), 34.1% (n = 63), 29.5%
(n = 50) and 24.7% (n = 42) of both clinical and
non-clinical staff believed that transportation of
suspected cases of COVID-19, examination of
body systems, sorting of patients in the
emergency room and surgical procedures
respectively may put health care workers at
higher risks of contracting COVID-19 (Table VI).

Overall, a majority (84.1%) of the respondents
thought they were at high risk of infection simply
because they are hospital staff. Also, 79.4% (n =
135) of the respondents stated that their routine
duties and procedures put them at high risk of
COVID-19 infection. About two-thirds (63.9%, n
= 108) were not afraid to carry out their routine
duties during the pandemic; only 36.6% (n=62) of
respondents (8 clinical and 54 non-clinical staff)
were confident enough to manage suspected
cases of COVID-19 (Table VI).

More than half (57.7%, n = 98) of the respondents
(64 clinical and 34 non-clinical staff) have had
formal infection prevention and control training,.
The majority (52-1%, n = 89) of the respondents
(59 clinical and 30 non-clinical staff) did not have
any formal training on the use of PPE (Table VI).
The mean knowledge scores of clinical staff who
had training in IPC and use of PPE were
11.22+17.66 and 10.36+16.79, respectively.
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Table IIIa: Distribution of correct responses to the assessment of knowledge about COVID-19

Knowledge Statement Clinical Non-Clinical  Total
Staff Staff Frequency
Frequency Frequency (%)
(%) (%)
N =104 N =66
COVID-19 is caused by coronavirus. 99 (95.1) 41 (62.1) 140 (82.3)
The incubation period of coronavirus is 14 days? 101 (97.1) 59 (89.4) 160 (94.1)
What are the main clinical symptoms of coronavirus?
Fever 86 (82.7) 37 (56.1) 123 (72.4)
Dry cough 77 (74.0) 34 (51.5) 111 (65.3)
Shortness breath 96 (92.3) 29 (43.9) 125 (73.6)
Chest pain 3(2.9) 30 (45.5) 33 (19.4)
There is currently no effective cure for coronavirus, but early symptom 102 (98.1) 59 (89.4) 161 (94.7)
detection and supportive care can help most patients recover from the
disease.
Severe cases of coronavirus are usually among older people and those with 99 (95.2) 45 (68.2) 144 (84.7)
chronic diseases.
Persons with coronavirus infection can infect others even when there areno 103 (99.0) 61 (92.4)
symptoms or signs of the disease
Children and young adults do not need to take measures to prevent 102 (98.1) 53 (80.3) 155 (91.1)
coronavirus.
Coronavirus is a disease of the rich. 104 (100.0) 53 (80.3) 157 (92.4)

Table IIIb: Distribution of correct responses to the assessment of knowledge about COVID-19

Knowledge Statement Clinical Staff = Non-Clinical Staff Total
Frequency (%)  Frequency (%) Frequency (%)
N =104 N =66
Mode of transmission
Eating wild animals 82 (78.8) 31 (47.0) 103 (59.4)
Contaminated surfaces 103 (99.0) 33 (50.0) 136 (80.0)
Coughing, sneezing and talking at a distance less than 1 metre 95 (91.3) 50 (75.6) 145 (85.3)
Airborne 84 (80.8) 4 (6.1) 88 (51.8)
Body flicks 89 (85.6) 27 (40.9) 116 (68.2)
Components of PPE
Gloves 96 (92.3) 42 (63.6) 138 (82.8)
Goggle/face shields 84 (80.8) 21 (31.8) 105 (61.0)
Facemask/ N95 mask 86 (82.7) 54 (81.8) 140 (82.4)
Protective gowns 70 (67.3) 31 (47.0) 101 (59.4)
Elbow-length gloves 65 (62.5) 27 (40.9) 92 (54.2)
Hand sanitisers 101 (97.1) 19 (28.8) 120 (70.6)
Colour-coded waste bin 44 (42.3) 14 (21.2) 58 (34.1)
Boots 71 (68.3) 11 (16.7) 82 (47.2)
The correct order of donning PPEs 30 (28.8) 29 (43.9) 103 (34.7)
The correct order of doffing PPEs 36 (34.6) 34 (51.5) 70 (41.6)
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Table IV: Distribution of knowledge score grades among the clinical and non-clinical respondents

Staff Categories Knowledge Score Grades  Frequency (%)
Clinical Staff Poor 2 (1.9)
n =104
Fair 22 (21.2)
Good 80 (76.9)
Non-Clinical Staff Poor 5 (7.6)
n=66
Fair 37 (56.1)
Good 24 (36.3)

t=1.844, p = 0.033

Table V: Association between socio-demographic characteristics and mean knowledge score concerning COVID-19

Variables Mean t p-value
Knowledge
Score £SD
Age (Years) 16-25 1.79+27.28
26-35 8.10£11.47
36-45 6.68+17.04 4.443 0.0001
46-55 9.71£1.69
56-65 9.45+0.74
Gender Male 5.07+26.22
Female 6.44+17.35 0.780 0.2177
Level of None formal 3.10+0.01
education Secondary 14.95+73.79
Tertiary 6.30£21.27 3.863 0.0001

The differences in the mean scores of trained and
untrained clinical staff in the use of PPE were not
statistically significant (p = 0.171 and 0.09,
respectively. The difference in the knowledge
scores of trained and untrained non-clinical staff
in IPC was statistically significant (p = 0.005)
(Table VII). Also, there was a positive but
insignificant correlation between the level of
confidence at managing suspected COVID-19
cases and the level of fear of the virus (p = 0.084)
(Table VII).

Perception of participants on the preparedness of
facility against the spread of Covid-19

More than three-quarters (77.0%; 131) of the
respondents affirmed PPE availability in

designated places at their health care facility.
Also, 92.9% (n = 158) and 95.8% (n = 163)
confirmed the availability of alcohol-based
sanitisers and wash hand basins with liquid soap
in their health facility. Further, 92.3% (n =157) of
the respondents affirmed that security officers
could enforce compliance with hand hygiene
guidelines. However, only 58.8% (n = 100)
confirmed that the hospital had a triage system to
sort outpatients. About three-quarters (74.7%, n =
127) of the respondents believed the hospital was
well prepared to manage COVID-19 cases (Table
VIII).
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Discussion

The COVID-19 pandemic has caused great
health, social and economic impact. With rising
cases across the globe, and the daily death toll,
curbing the spread of the pandemic has become
more urgent than ever. 34 When conducting this
survey, we were not aware of prior studies on

this in southwest Nigeria. The majority of HCWs
in this study had adequate knowledge of the
cause, transmission, prevention and treatment of
COVID-19. Although the average knowledge
score among clinical staff was higher than that of
non-clinical staff, this significant difference can
be attributed to the level of information and
quality of training available to these two groups.

Table VI: Preparedness and practice of HCWs against the spread of COVID-19

Variables Statements Clinical Non- Total
Staff Clinical Frequency
Frequency  Staff (%)
(%) Frequency
N=104 (%)
N =66
Procedures that put HCWs at  Cleaning contaminated surfaces 94 (90.4) 42 (63.6) 136 (80.0)
greater risk of COVID-19
infection.
Transport of suspected cases 31 (29.8) 23 (34.8) 54 (31.7)
Examination of body systems 48 (46.2) 15 (22.7) 63 (37.1)
Sorting outpatients at the emergency 43 (41.3) 7 (10.6) 50 (29.5)
room
Surgical procedures 39 (37.5) 3 (4.5) 42 (24.7)
The perception of Do you think, as hospital staff, youare 94 (90.3) 49 (74.2) 143 (84.1)
respondents on COVID 19. at high risk of contracting this
infection?
Does your routine work/procedures 95 (91.3) 40 (60.6) 135 (79.4)
put you at risk of contracting this
infection?
Are you afraid of carrying out your 6 (5.8) 56 (84.8) 62 (36.6)
routine duties during this pandemic?
Are you confident enough to care fora 8 (7.7) 54 (81.8) 62 (36.6)
suspected COVID-19 case?
The perception of Have you had any training on 64 (61.5) 34 (51.5) 98 (57.7)
respondents to training on prevention and control?
COVID-19.
If you have had any training, < lyear 43 (41.3) 8 (12.1) 51 (30.1)
how long ago?
1-2 years 21 (20.2 3 (4.5) 24 (14.2)
3-5 years 13 (12.5) 2 (3.0) 15 (8.8)
>5 years 6 (5.8) 2 (3.0) 8 (4.8)
No response 21 (20.2) 51 (77.3) 72 (42.1)
Have you had any formal training on 45 (43.3) 36 (54.5) 81 (47.9)

the use of PPE before?

This finding agrees with other studies done all
over the world. [29.32,36,37, 391 However, the average
knowledge score from the present study is lower
than what was reported in Pakistan 30 but higher

than the scores reported in Uganda. [ The
differences in the knowledge score may be due to
the larger sample sizes used in both studies and
the fact that the health care workers in the
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Pakistani study had extensive COVID-19 training
before the study. It is essential HCWs keep
themselves abreast of new information and
modifications of prior facts and figures. HCWs

should also ensure they source information from
authentic and reputable scientific journals and
publications as there is a vast pool of diverse
information, which are sometimes conflicting.

Table VII: Comparison of the mean knowledge scores on COVID-19 concerning the training of respondents on
Infection Prevention and Control (IPC) and use of Personal Protective Equipment (PPE).

Variables Staff categories Intervention Mean knowledge scores £SD  t p-value
Formal training on IPC Clinical Trained 11.22417.66 1.587 0.057
Untrained 6.87+9.88
Non-clinical Trained 7.03+39.01 2.533  0.005
Untrained 3.20£55.11
Formal training on PPE use Clinical Trained 10.36£16.79 0958 0.171
Untrained 7.72£10.75
Non-clinical Trained 6.16+31.44 1.342  0.090
Untrained 4.08+52.58

Table VIII: Perception of HCWs on the preparedness of health facility against the spread of COVID-19

Statement Clinical Staff Non-Clinical  Staff Total
Frequency (%) Frequency (%) Frequency
N=104 N =66 (%)

Does your hospital have PPE in designated places 100 (96.2) 31 (47.0) 131 (77.0)

such as the emergency room and wards?

Alcohol-based hand sanitiser for hand hygiene is 99 (95.2) 59 (89.4) 158 (92.9)

readily available

Wash hand basins with liquid soap are readily 101 (97.1) 62 (93.9) 163 (95.8)

available in your hospital

Security officers are readily available to ensure 100 (96.2) 57 (86.4) 157 (92.3)

compliance with hand hygiene

Does your hospital have a triage system in sorting out 63 (60.6) 37 (56.1) 100 (57.0)

the patients in a waiting area/place?

Is the hospital prepared to manage COVID 19 98 (94.2) 29 (43.9) 127 (74.7)

patients?

In the present study, most of the respondents had
formal training on preventing and controlling the
novel coronavirus. The number of respondents
who had IPC training in the present study is
lower than the numbers in the Uganda 32 and the
UAE B¢l studies in which about 87.9% were
adequately trained in IPC but much higher than
the finding in the Libyan study, 31l which showed
that only 7% of HCWs were trained. Hospitals
should have an active infection and prevention

control unit manned by infectious disease
specialists who will help draft policies, develop
models for disease outbreaks and enforce
compliance with IPC policies. There should also
be training and retraining of staff, with timely
updates and periodic assessments.

Staff preparedness was assessed in terms of
activities and engagements that put them at high
risk or help mitigate the risk of getting infected.
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Such activities include routine job and
occupational hazards such as cleaning
contaminated surfaces, transporting suspected
cases, examining body systems, sorting
outpatients in the emergency room, and surgical
procedures. This study revealed that the majority
of HCWs believed they were at high risk of being
infected with COVID-19 and believed that their
routine work/procedures put them at risk of
being infected. These findings are similar to what
was reported in the Egyptian study. Risk
perception among HCWs was high, with 89% of
the respondents believing they are more
susceptible to COVID-19 than others. [l
Furthermore, just about a quarter (25.9%) of the
HCWs in the present study are confident of
managing suspected cases of COVID-19, but this
is lower than the finding of 57% in Ghana. 3% This
may be the effect of social media misinformation
on COVID-19, where the spread of the
coronavirus infection has been misrepresented
and wrongly labelled perceived to be a death
sentence.

In the present study, about two-thirds of the
respondents expressed fear in taking care of
suspected cases of COVID-19; this can be
compared to 83% of health workers expressing
fear of getting infected with coronavirus in a
cross-sectional survey in Egypt. ¥} This low
confidence with a high rate of fear can heighten
psychological stress and impact HCWs response.
More intentional efforts must be made to support
HCWSs’ emotional and mental health. [%°]

The hospital's preparedness was assessed
through the perception of HCWs regarding the
provision of handwashing facilities, screening of
patients and training for staff, among other
indices. Most of the respondents affirmed that
facilities for hand hygiene were available in the
facility. This is comparable to the findings in
studies done in Ghana [ and in Benin, Nigeria
39 in which more than 70% of the respondents
were satisfied with the availability of hand

sanitisers and hand dryers within the facility and
over half were satisfied with the availability of
handwashing stations at various points of care.

In the present study, the most available
components of PPE were facemasks, followed by
gloves, alcohol-based sanitisers, goggles and
protective gowns. The availability of PPE has
been a major crisis across hospitals the world
over. This finding is similar to a study done at a
Central Hospital in Malawi [0, which revealed
that PPE was available in 75.8% of the wards. The
most inaccessible PPEs were goggles and
footwear, while facemasks, sterile and non-sterile
gloves and aprons were readily accessible. [38]
Most of the participants in the present study
believed the hospital is well prepared to manage
cases of COVID-19 because steps were taken to
put in place measures needed to mitigate and
treat outbreaks of this infection. This finding is
similar to that in the UAE, in which almost three-
quarters believed the country was well prepared
to manage cases of COVID-19. (36}

Study Limitation: The purposive sampling
methods for this study may have led to a high
level of bias and limit the ability to generalise
research findings to all HCWs.

Conclusion

This study revealed that this cohort of Nigerian
HCWs had good knowledge of COVID-19 and
was convinced they were well prepared for
outbreaks of COVID-19. They also affirmed that
their health care facility was equally well
prepared for a surge in the incidence of COVID-
19. This study showed that the knowledge of
COVID-19 and training in Infection Prevention
and Control should be strengthened to defeat the
menace of COVID-19 in all healthcare facilities
nationwide. However, health administrators and
health planners need to continue to provide all
the required resources to allow HCWs to carry
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out their important roles to combat COVID-19
while working in a safe environment.
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