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1. Introduction 

 

Hospital-acquired infections (HAIs) are sometimes termed as nosocomial infections (NIs), 

which the patient acquires during his stay or healthcare workers (HCWs) get during their day-

to-day hospital activities.1,2 Infections are considered nosocomial if they appear 48 to 72 hours 

after hospital admission or within 10 days after discharge.3  

Healthcare workers acquire these infections during specimen collection, processing and 

discarding, handling and discarding of medical equipment as well as during patient to HCWs 

direct interaction at the time of examination.4–5 Nosocomial infection commonly results in 

urinary tract infection (UTI), surgical site infection, lower respiratory tract infections, 

bloodstream infection and other non-bacterial infections.6,7 However, in low- and-middle-

income countries the most common healthcare associated infection was surgical site 

infection.8,9 Moreover, NI is a major public health concern and leads to prolonged hospital stay, 

long-term disability and even deaths.9  

Hospital-acquired infection preventions are a process of placing a barrier between susceptible 

host and the microorganism which are an essential component of delivering safe and high-

quality service at the facility level. Hence, HAI associated morbidity and mortality are 

preventable through infection prevention strategy like established representative infection 
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control committee, good practice and safe procedure in proper waste handling, good sanitation, 

safety radiation and occupational protection.10–12  

However, HAI prevention does not get enough attention in third world countries, including 

Ethiopia, particularly in the study area where the burden of infectious diseases is high. 

Therefore, this study was conducted to assess knowledge, attitude, practices and associated 

factors towards HAI prevention among HCWs at University of Gondar Comprehensive 

Specialized Hospital, Northwest Ethiopia. Information from this study will be submitted to the 

responsible body which will potentially assist in filling the gap towards HAI prevention 

application and indicate the measures to be taken to address the problem among HCWs HAI 

prevention. 

 

Objectives of the present study: 

1. To assess magnitude of different hospital acquired infection (HAI), duration of stay in 

hospital.  

2. To assess the cleanliness practice among doctors, medical technologists, nurses and 

nonmedical staffs in hospital. 

 

2. Methodology 

 

In the present study mostly, secondary data has been used. Secondary data have been collected 

from various interim and annual reports presented to the ministry of Tourism, Govt. of India. 

In addition to this, data have been collected from various journals, articles, magazines, 

newspaper archives. The research is also based on the referred sources- published, unpublished 

and electronic. Self-administered questionnaire was used for data collection.  

The first part elicits about knowledge, the second part includes questions concerning attitude 

and the last part includes practice assessment questions towards infection prevention. The 

collection of information is done in two principal sources- Primary Data and Secondary Data.  

1. Primary Data:  It is the information collected directly without any references. In this study 

it is gathered through interviews with concerned officers and staff, either individually or 

collectively, sum of the information has been verified or supplemented with personal 

observation in trading times and conducting personal interviews with the concerned 

officers.  

2. Secondary Data: The secondary data was collected from already published sources such 

as, NSE websites, internal records, reference from text books and journal relating to 

derivatives. The data collection includes:  

a) Collection of required data from NSE and BSE websites b) Reference from text books and 

journals relating to Indian stock market system and financial derivatives. 

 

3. Result 

 

Predesigned proforma was developed to assess the incidence of nosocomial infection in CCU. 

The proforma was designed in two parts.  

Part A: The proforma enlisted demographic details of the patient including age, sex, geographic 

details and diagnosis.  

Part B: It was used to establish presence or absence of nosocomial infection in the study subject. 

Criteria for establishment of nosocomial infection were adopted in accordance with the 

simplified definition derived from the Centre for disease control, USA. The selected criteria to 

establish the presence or absence of nosocomial infection was as under: 

 

 



Ashok Sagar/ Afr.J.Bio.Sc. 6(6) (2024) 7068-7073                                                  Page 7071 to 06 

Table 1: Total number of observed patients in CCU during the study period. 

No of stay (day) No of patient No of male patient No of female patient 

0 10 7 3 

1 19 13 6 

2 15 7 8 

3 16 8 8 

4 16 10 6 

5 17 10 7 

6 9 5 4 

7 5 4 1 

8 7 5 2 

9 4 3 1 

10 3 3 0 

12 3 2 1 

13 1 0 1 

16 1 0 1 

20 2 1 1 

Total 128 78 50 

Total 128 number of patients were observed. Out of which 78 were male and 50 were female.  

 

Table 2: Distribution of Sex and Admitted in CCU more than 48 hours. 

Duration of staying No of total patient No of male patient No of female patient 

3 16 8 8 

4 16 10 6 

5 17 10 7 

6 9 5 4 

7 5 4 1 

8 7 5 2 

9 4 3 1 

10 3 3 0 

12 3 2 1 

13 1 0 1 

16 1 0 1 

20 2 1 1 

Total 84 51 33 

 

During the study period for more than 48 hours staying, 84 patients were nosocomial infected 

and out of total 84 patients 51 male and 33 female. Most of the patient stays for 3 to 5 days. 

 

Table 3 shows that among 28 nosocomial infected patients, belonging in lower class 16,   

middle class 9 and upper class 3 

Socio economic status Nosocomial infection 

 Yes No 

Lower class 16 35 

Middle class 9 51 

Upper class 3 14 

total 28 100 

 

 



Ashok Sagar/ Afr.J.Bio.Sc. 6(6) (2024) 7068-7073                                                  Page 7072 to 06 

Table 4: Outcome Result Due to Nosocomial Infection and Without Nosocomial Infection 

Types of 

infection 

Total no. 

of patient 
expired 

dischar

ged 

Transfe

r out 

Transfer to 

general ward 

Percentage 

of mortality 

Nosocomial 

infection 
28 12 7 3 6 42.85% 

Non-

nosocomial 

infection 

56 15 20 4 17 26.78% 

 

Table 4 shows that among 28 nosocomial infected patient, 12 (43%) expired, 7 (25%) 

discharged, 3 (10.71%) transferred out and 6 (21%) transferred to general ward. Percentage of 

mortality was 42.85% among 56 non nosocomial infected patient, 15 (27%) expired, 20 (36%) 

discharged, 4 (7%) transferred out and 17 (30%) transfer to general ward. Percentage of 

mortality rate was 26.78%. 

 

4. Conclusion 

 

In our observed study shows that rate of urinary tract infection, respiratory tract infection, 

surgical site infection, intravascular infection and other was 15(53.57%), 9( 32.14%), 

6(21.42%) ,8(28.57%) and5(17.85%) respectively. most common nosocomial infection is 

urinary tract infection. Infection rate of male and female was 40% and 60% respectively. 

Women are particularly more vulnerable to develop UTI because of their short urethra and 

certain factors like delay in micturition, sexual activity and use of diaphragms and spermicides 

which promote colonization of coliform bacteria in the periurethral region. Infection in most 

women occurs when the bacteria present in the perineal or per urethral region enter the urethra 

and ascend into the bladder. Second most common nosocomial infection respiratory tract 

infection. It is the most common nosocomial infection encountered in the intensive care unit 

(ICU), with 9-28% of all intubated patients developing VAP. 

 

Suggestions/Recommendations  
1. During entering in CCU wear apron and uses caps and mask.  

2. Proper hand washing and use of hand rub solution before touching patient.  

3. Used of disposal shoe cover before entering in CCU.  

4. Fumigation to be processed in the regular interval.  

These guidelines, written for clinicians, contains evidence-based recommendations for the 

prevention of hospital acquired infections Hospital acquired infections are a major cause of 

mortality and morbidity and provide challenge to clinicians. Measures of infection control 

include identifying patients at risk of nosocomial infections, observing hand hygiene, following 

standard precautions to reduce transmission and strategies to reduce VAP, CR-BSI, CAUTI. 

Environmental factors and architectural lay out also need to be emphasized upon. Infection 

prevention in special subsets of patients - burns patients, include identifying sources of 

organism, identification of organisms, isolation if required, antibiotic prophylaxis to be used 

selectively, early removal of necrotic tissue, prevention of tetanus, early nutrition and 

surveillance. Immunodeficient and Transplant recipients are at a higher risk of opportunistic 

infections. The post-tranplant timetable is divided into three time periods for determining risk 

of infections. Room ventilation, cleaning and decontamination, protective clothing with care 

regarding food requires special consideration. Monitoring and Surveillance are prioritized 

depending upon the needs. Designated infection control teams should supervise the process 

and help in collection and compilation of data. Antibiotic Stewardship Recommendations 

include constituting a team, close coordination between teams, audit, formulary restriction, de-



Ashok Sagar/ Afr.J.Bio.Sc. 6(6) (2024) 7068-7073                                                  Page 7073 to 06 

escalation, optimizing dosing, active use of information technology among other measure. The 

recommendations in these guidelines are intended to support, and not replace, good clinical 

judgment. The recommendations are rated by a letter that indicates the strength of the 

recommendation and a Roman numeral that indicates the quality of evidence supporting the 

recommendation, so that readers can ascertain how best to apply the recommendations in their 

practice environments. 
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