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KNOWLEDGE, ATTITUDE AND PRACTICE OF
HEALTH CARE PROVIDERS REGARDING
COVID-19 IN PAKISTAN

ABSTRACT

This observational study was conducted to assess the attitude, knowl-
edge and practices of health-care providers in context of novel
corona virus or COvid-19 in Pakistan. A cross sectional survey has
been conducted among the physicians, dentfists, physiotherapists,
pharmacists and nurses in a number of medical and health related
facilities of Pakistan from April to June 2020. A self-constructed
questionnaire was used among the 277 health care providers and
SPSS version 23 was used to analyze the data. Male participants
constituted 55.6% (n=154) of the total sample size. However, 21% of
total participants aged between 23 to 33 years (n=252). In addition
to this 71% participants were unmarried. In academic perspective
74.4% of the candidates were graduates and most of them were
MBBS. Around 46.6 % people were permanent residents of Sindh
while others belong fo different regions of the country. Assessment
revealed of knowledge, attitude and practice results showed that
the great majority i.e. 96% (n=266) of the healthcare providers had
adequate knowledge with respect to Covid-19. Moreover, 59.2%
people (n=164) demonstrated positive aftitude towards covid-19.
Conftrastingly, practices of a large number of healthcare providers
were not found appropriate that makes up to 57.4% (n=159). The
study concluded that the health care providers working in Pakistan
have good knowledge and positive afttitude towards covid-19,
whereas the practice of Pakistani health care providers needs
serious atftention, because the results reveled the practice is below
the mark.
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INTRODUCTION

In December 2019, a highly transmittable novel
corona virus (abbreviated "COVID-19") outbreak is
found in seafood market of Wuhan (Hubei, China),
among the group of patients who went to hospital
with the sudden complain of cough, sore throat,
fever, myalgia (muscular pain) which are the
common symptoms for COVID-19, while occasional
gastrointestinal symptoms, acute respiratory distress
syndrome (ARDS), unclassified viral pneumonia
(unknown etiology) and even death was observed
in severe cases'®. Although in the symptoms of
COVID-19 little variation were found and Some
patients were found asymptomatic as well*¢7.
Children’s, older individuals and the persons who
are suffering from any chronic disease are more
vulnerable to COVID-1974. Initially, The Asian civet
cat (Paguma larvata) were identified as the carrier
of COVID-19 virus %, However, human to human
fransmission of COVID-19 takes place through the
contact of contaminated surfaces; and by catch-
ing the tiny droplets produced while coughing,
sneezing and talking of COVID-19 infected persons
that may can remain viable in the air up fo 72
hours? 31912 Although the COVID-19 is new and
communicable disease, the only way of prevention
is the protection of susceptible individuals % '3,

Globally, COVID-19 took less than 30 days, to
spread across the growing countries since it was first
reported at Wuhan, China 4. Moreover, In the end
of January 2020, a public health emergency has
been declared by world health organization (WHO)
due to the frequent spread to COVID-19 and in the
mid of March 2020 it is declared as pandemic?'®.
Uptill the date of writing, COVID-19 has reached up
to 2.9% of mortality rate across the world'®. About
half millions of cases with the conformed diagnosis
of COVID-19 have been reported from all over the
world'®. While, in Pakistan more than one thousand
cases of COVID-19 had been reported, till the end
of March 2020 415,

Health care providers (HCP) are practically the first
line defense as well as the front line fighters not only
in prevention but also in care and management of
infected person, therefore, their knowledge regard-
ing any highly transmittable and pandemic disease
like (COVID-19) play a vital role in order to decrease
the spread of diseases, and understanding the
influence of attitude and practices on the spread of
diseases can be crucial in improving prevention
and controlling of that disease '¢'8. Concluding to
this, there is a need to evaluate the knowledge,
attitudes and practices among health care provid-
ers of Pakistan in context of Covid-19.

PAKISTAN JOURNAL OF REHABILITATION 2021 VOLUME 10 (ISSUE 1)

METHODOLOGY

Study Design:
survey.

This study was a cross-sectional

Study Duration: This study was conducted from April
2020 to June 2020.

Study Setting: Data was collected from the health
care providers including doctors, dentists, physio-
therapists, pharmacists and nurses working af
various hospitals and health care facilities all over
Pakistan. Convenience sampling technique was
used to recruit the participants.

A sample of 277 participants was recruited from the
healthcare providers agreed to participate in the
study. Participant who were working in hospitals as
a health care providers including doctors, dentists,
physiotherapists, pharmacists, nurses who are
agreed to participate were included. However,
those participants who refuse to the sign inform
consent was not enrolled.

Data Collection Tool: A self-designed questionnaire
was generated for the collection of data, consisting
of two sections; first is comprising of demographics
information such as age, gender, matrimonial
status, level of education, specialty and province of
present residence while second sections contains
questions that were integrated to assess the
aftitudes, knowledge and practices (KAP) by pursu-
ing the recommendations given by the Chinese
National Health Commission for clinical and commu-
nity administration of COVID-19 outbreak®'. The
author developed the questioner that consist of
total 26 different questions (Knowledge=11,
Attitude=04, Practice=10).

Data Collection Procedure: The data was collected
online through electronic  or e-questionnaire. The
link of e- questionnaire was send to the health care
providers through e-mails, WhatsApp and other
popular social media applications.

Data Analysis Procedure: Version 2.0 of SPSS was
used to perform data analysis. All the categorical
variables were analyzed and presented in terms of
frequency and percentiles. In addition fo this, mean
and standard deviations were presented for contin-
uous variables. Inferential statistics were driven by
performing person correlatfion o find out the associ-
ation between Knowledge attitude and practice.

Ethical Consideration: The ethical review commit-
tee of respective institution was requested to grant
permission for the research project. Moreover, an
informed consent was taken from all the partici-
pants to maintaining that their participation is volun-
tary, and their information provided by them shall
be kept confidential. Furthermore, participants
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were given the full right to cease their participation
form the study at any fime.

RESULTS

The study was conducted to assess the knowledge,
attitude and practices regarding Covid19 among
the health care providers of Pakistan. Descriptive
statistics revealed that 55.6 percent participants
were male while 54.4 percent were female. Howev-
er, the large number of the participants unanimous-
ly belongs to the age bracket of 23-33 years making
up 91 percent of the total sample size. Moreover, 71
percent of the participant were unmarried (n=197)
and 46 percent of them were residing in the
province of Sindh. Further demographic details are
expressed in table 1;

Table-1 Demographics of participants

Characteristics Frequency Percentage
Age group

23-33 years 252 71
34-44 years 21 7.6
45 and above 4 1.4
Gender

Male 154 55.6
Female 123 44 .4
Marital status

Married 80 28.9
Unmarried 197 71.1
Education

Graduate 206 74.4
Post-graduate 70 253
Doctorate 1 0.4
Specialty (Major)

MBBS 98 35.4
BDS 17 6.1
DPT 71 25.6
Pharm-D 19 6.9
Eastern Medicine 57 20.6
Other 15 5.4
Province of current residence

Sindh 129 46.6
Punjab 53 19.1
Balochistan 76 27.4
Kpk 13 4.7
Islamabad 6 2.2
Azad and Jammu Kashmir 0.0 0.0

Assessment of Knowledge towards COVID-19

Knowledge was appraised by the questions focus-
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ing on the sign & symptoms, mode of transmission
and prevention strategy. Each response was consist-
ing of “Yes" and "No" where the "yes" was assigned
1 score and “No” with 0. The maximum score on the
scale of knowledge questionnaire was (11) while
minimum was zero. Similarly, 6 and scores below
were countfed as in-adequate knowledge; howev-
er, score of 7 and above was graded to adequate
knowledge. All the individual scores were summed
up to calculate the total score. Out of 277 partici-
pants, (n=11, 4%) were within the scale of inade-
quate knowledge, whereas (n=266, 96%) were
found in scale of adequate knowledge regarding
COVID-19. poor knowledge was observed in the
response of question relating to symptoms (question
1-4), mode of transmission of COVID-19 (question
5-7) and prevention strategy (question 8- 11). The
frequency of the respondent correctly answered
these questions was 84.5, 70, 96 and 66.4% for symp-
tfoms while 51.3, 87.4, 98.9 and 81.9% for the mode of
fransmission respectively. Whereas the correct
answer for the prevention strategies were 81.9, 53.8,
97.5 and 97.8% as demonstrated in table 2.

Table 2: Response to COVID-19 Knowledge items

Yes No
N (%) N (%)

COVID-19 Knowledge item

Do you agree that the major clinical
symptoms of coronavirus (COVID-19) are
fever, fatigue, dry cough, and muscular
pain (myalgia)?

234(84.5) | 43(15.5)

Disparate the usual cold, nasal congestion,
runny nose (rhinorrhea), and sneezing are
not common in patients suffering from
COVID-19 virus.

194(70) 83(30)

Currently there is no effectual remedy for
COVID-19, but initial symptomatic and
suggestive freatment may help maijority
patients recover from the infection.

266(96) 11(4)

Not all patients with COVID-19 will go down
with severe cases. Patients who are elderly,
suffering from chronic disease including
obesity are more prone fo be severe cases.

184(66.4) | 93(33.4)

Eating or exposure to wild pets would
responsible to get infected by the COVID-
19 virus.

142(51.3) | 135(48.7)

Persons with COVID-19 may not spread the

virus among others when a fever is absent 35(12:6)

242(87.4)

The COVID-19 virus spreads through the

respiratory droplets of infected patient 274(98.9)

03(1.1)

In current outbreak of COVID-19, for
children and young adults is it not
obligatory to take safety initiatives to
prevent the infection?

50(18.1) | 287(81.9)

To prevent the infection by COVID-19,
health-care providers ought ignore visiting
to crowded locations like train stations and
ignore using public transportation

149(53.8) | 128(46.3)

Isolation and medication of patients who
are suffering with the COVID-19 virus are
potent methods to decrease the span of
COVID-19.

270(97.5) | 07(2.5)

Health-care providers having contact with
patient suffering from the COVID-19 virus
ought to be isolated in a specific place.
Generally, the observation period is 14
days.

271(97.8) | 06(2.2)




Assessment of Aftitude towards COVID-19
The responses expressing the attitude of respon-
dents towards COVID-19 are shown in table 3. The
attitude (positive & negative) was appraised with
the help of four questions. In attitude there was
score of maximum (4) and minimum (0), a score of 1
was assign to positive attitude, and 0 to negative
attitude. The score of 2 and below assumed as
negative aftitude whereas 3 and above for positive
attitude. The total score was compute by summing

up the scores individually. Out of 277 participants
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ers were not taking precautions serious such as 246
(88.8%) of participants were going fo crowded
places, although, much of these people (n=260, 93.9)
were wearing mask when they were leaving home.
The (n=248, 89.5%) of participants were washing their
hands for 20 seconds. Among all, (=143, 51.6%) of
participants were mark themselves able to identify
the suspected patient of COVID-19. In addition,
(n=160, 57.8%) of participants received the personal
profective equipment (PPE) from their respective
hospital, and (n=220, 79.4) had not seen any patient
of COVID-19 as further expressed in table 4;

164 (59.2%) showed a positive affitude, whereas Table 4: Response fo COVID-19 Practice items
attitude of 113 (40.8%) was identified as negative.
Maijority (n=180, 97%) of participants were hoped Yes No
that the COVID-19 will be controlled successfully. COVID-19 Practice item NG N
While, (n=168, 60.7) of people state that the %) )
Pakistan is not able to introduce the proper Being a health care provider, do you
treatment to cure the COVID-19. In addition, take all precautionary measures at your | 239(86.3) | 38(13.8)
(n=190, 68.6%) of people had a confidence that workplace for COVID-19 viruse
they will win the battle nglnsf the COVID—]?. To prevent The infection by COVID-T9,
Although (n=230, 83%) of participants updated their being a healthcare provider do you take | 216(78) | 61(22)
knowledge regarding COVID-19 since last month. any personal inifiative?
: . To prevent the infection by COVID-19, a
Table 3: R t VID-19 Attit t
able 3: Response to CO 9 Aftitude items health care provider should keep himself | 142(51.2) | 135(48.8)
Yes No isolated from his / her family.
COVID-19 Attitude item | YT ——
N (%) N (%) n current situation, nave you Vvisitea any
crowded location? 31(11.2) | 246(88.8)
bo y?“ ?ld'g” ThOTTC?Vd'Z‘WW”' 180(65) 97(35) In current situation, have you worn
eventudlly be conirolieds mask particularly when getting out of | 260(93.9) | 17(é.1)
Do you admit that Pakistan is able home?
to infroduce the proper treatment 109(39.3) 168(60.7)
to cure the COVID-192 Do you wash your hands for 20 seconds 248(89.5) | 29(10.5)
regularly?
Do you have frusf that Pakistan Do you encounter any patient who is
moy su?cessfully achieve fheA 190(68.6) 87(31.4) suspect fo COVID-192 50(18.1) | 227(81.9)
victory in case of COVID-19 virus?
. Are you able to identify the suspected
Did you update your}mowledge at patients of COVID-192 143(51.6) | 134(48.4)
least for once regarding the 230(83) 47(17)
COVID-19 since last monthe Does your hospital provided you the 117(42.2) | 160(57.8)
personal protective equipment (PPE)2
Assessment of Practice towards COVID-19 Have you seen any patients of COVID-
. ” : 57(20.6) | 220(79.4)
The practice of healthcare providers is graded as 192
"good” or "bad” through an appraisal consisting of

10 questions. Each response consists of “Yes” and
“No" where the "yes” was assigned 1 score and “No”
with 0. The maximum score on the scale of practice
questionnaire was 10 while zero was considered
minimum. Moreover, 6 and scores below were
assumed as bad practice while 7 and above were
coined as good practice. The fotal score was calcu-
lated by summing up the scores individually. Unfortu-
nately, 159 (57.4 %) out of 277 participants, were
identified for mal-practice, whereas 118 (42.6%) were
graded as good practice. Majority (n=239, 8.3%) of
participants  took all necessary precautionary
measures at their workplaces towards COVID-19 and
(n=216, 78%) took personal initiative fo prevent the
infection (COVID-19). Among all participants (n=142,
51.2%) isolated themselves from their families. Howev-
er, it was evident that majority of healthcare provid-

Assessing Overall Knowledge, Aftitude and
practice, it was revealed that the health care
providers demonstrated good knowledge and
positive attitude, however, there were found to be
involved in bad practices as further shown in fable 5
and figurel;

Good krz%v)vledge n Poor knowledge n (%)

Knowledge (mean

score 8.86) 266(96) 11(04)

Negative Attitude n

Positive Attitude n (%) (%)

Attitude (mean score

261) 164(59.2)

113(40.8)

Good Practice n (%) Bad Practice n (%)

Practice (mean score

5.18) 118(42.6)

159(57.4)
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Table 5: Overall Knowledge, Attitude and practice
The cut of score for the knowledge was 6, Attitude <
2 and for practice <é6.

Overall Knowledge, Attitude
and practice

m Good (%) mBad (%)

Atitude Practices

Knowledge

Figure 1: Overall Knowledge, Attitude and Practices
of Healthcare providers

Correlation between Knowledge, Attitude, and
Practice Scores

Pearson correlation was run fo find out the correc-
fion between the knowledge, aftitude and practic-
es of healthcare providers, which releveled signifi-
cant positive correlation between knowledge-atti-
fude (r=0.245, p< 0.001) and afttitude-practice
(r=0.121, p<0.44). The results conform the positive
relationship between knowledge-atfitude and
attitude-practice against the COVID-19 as further
illustrated in table 6 and figure 2;

Variable Correlation P-value
coefficient

Knowledge- 0.245 0.001

Attitude**

Knowledge- 0.100 0.095

Practice

Attitude — 0.121 0.44

Practice*

Table é: Correlation between knowledge, attitude,
and practice scores

* Correlation is significant at the 0.05 level (2-tailed)
=x correlation is significant af the 0.01 level (2-tailed)
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Correlation of Knowledge, Attitude
and Practices

03

0.25

0.2

0.15

0.1

0.05

p=0.44 p=0.001 p=0.095

Attitude —
Practice*

Knowledge-
Attitude**

Knowledge-
Practice

Figure 2; Correlation between Knowledge, Attitude
and Practices with p- values

DISCUSSION

The current study was conducted to appraise the
knowledge, aftitude and practice (KAP) towards
COVID-19 among the health care providers (HCPs)
of Pakistan, which revealed that they had sound
knowledge and positive aftitude  towards
COVID-19, but unfortunately bad practice was
observed among them. Among all (n=277) partici-
pants, the 57.4% were doing bad practice towards
COVID-19 such as visiting over crowded places.

As a matter of fact, majority of HCPs were involved
in bad practice unintentionally, because of not
being provided the personal protective equip-
ment's (PPE) by their respective hospitals as
highlighted by Polly Pallister-Wilkins in 2016, which
concluded that, use of PPE is necessary for saving
the life of patients in different outbreak of infectious
diseases 19. Similarly, studies were conducted by
Fischer et alin 2014, Chia et alin 2005, Tomas et alin
2015, Adams et al in 2020 and Maclntyre et al in
2015 that fo reduce the exposure of infectious
diseases like COVID-19 which is highly tfransmittable
and could be nosocomial, it's necessary to provide
the sufficient number and upgraded gears of
personal protection to HCPs20-%,

Moreover, it's important to observe that, different
studies were reported from united states and
concluded that because of the infectious nature
and outbreak situations, COVID-19 can be associat-
ed with noteworthy fear of getting self-infected
which also can be the leading cause of bad
practice among the HCPs 7728,

Furthermore, conducted in united states of America
by Gery & Gloria in 1989, Burns et al in 2012, Barone
et al in 2009, Oladimeji et al., 2015 in Nigeria and
Alanazi et alin 2014 in Saudi Arabia and concluded




that due to the in-adequate training of HCPs regard-
ing the disease outbreak like COVID-19, discrepan-
cies were prevailed among HCPs?%, In addition to
this, government should increase the scores of
practice by enhancing the efficacy and number of
concerned trainings by which HCPs learn, how to

tackle and integrate the outbreak of such diseases
34-37

On contrary, in rural areas the suboptimal health
care facilities regarding COVID-19 were observed
along with the bad practice of HCPs 3¢ %41 Finally,
the Implementation of good practice needs
sufficient sources, good management and a nice
planning from the government is required on urgent
basis #2.

Surprisingly, the study revealed that the overall
knowledge of health care providers is good with
positive attitude. However, they could not incorpo-
rate the good knowledge and positive attitude info
good practices. Inclusively, the major reason could
acute encounter of this type of pandemic which
was never experienced previously by at least the
current living generation of HCPs. Similarly, the
health care setups lack basic facilities with regards
to protection. Moreover, HCPs were not been
frained properly to combat this type of situation so
proper training and provisions of protection facilities
will unable health care providers to incorporate the
knowledge and positive attitude fo fight against this
pandemic.

CONCLUSION

The study concluded that the majority of health
care providers, despite having adequate knowl-
edge and positive attitude were involved in "bad”
practice towards COVID-19 due to the fear of
getting self-infected, lack of ftraining, personal
protective equipment’'s and suboptimal health
care facilities in Pakistan. However, positive correla-
fion suggests that more knowledge and awareness
could possibly improve the practices of HCPs.
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