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Abstract 

This study titled “Knowledge, Attitudes and Practices Regarding H1N1 (Swine Flu) 

among Health Care Providers in Primary Health Centers” aimed to evaluate 

knowledge, attitudes and practices (KAP) towards Swine Flu among health care 

providers at  Primary Health Centers in the Gaza Strip.  Adequate knowledge and 

appropriate practices are essential in combating this serious infectious disease.   

A quantitative, descriptive cross sectional design was used. The study sample 

included 300 eligible subjects who were selected through a stratified random 

selection. Self-administered, self-constructed questionnaire was used with a 

response rate of 93.3%.  The questionnaire was validated by experts and reliability 

analysis was performed using Cronbach Alpha test (0.72).  The SPSS program 

version 14.0 was used to analyze the data.  Descriptive analysis followed by t-test 

and one way ANOVA were performed. 

The health care providers‟ knowledge about H1N1 was high (92.2%), their attitudes 

scores were 65.8% and their practices scores were the lowest (60.9%). Also the 

results reveal that many of health care providers (50.5%) have indicated that 

television, radio and internet were their major sources of information about Swine 

Flu.  Only 31.4% of the providers took the Swine Flu vaccination.  Around 30% of 

the respondents reported that the vaccine for Swine Flu causes many problems, and 

52.1% of the providers are familiar with the protocol and the MOH plans to address 

this disease. The correlation between level of attitudes and practices was strongly 

statistically significant (p value 0.001). No statistically significant correlations 

between knowledge and practices were found (P value 0.9). There were statistically 

significant differences between knowledge and profession type as nurses and 

physicians elicited higher scores than their counterparts from other groups (P value 

0.001).  Similarly, nurses and physicians had higher attitudes scores than other 

groups.  Statistically significant differences between knowledge, practices and the 

location of PHC center were found in favor of Middle Zone governorate (P value 

0.04).  

It is recommended that a mass public health education campaign should be 

developed in order to promote awareness and subsequently good practices. Also the 

MOH should pay more efforts in dissemination the H1N1 protocols and in 

implementing them with appropriate supervision and follow-up.  
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Chapter one: Introduction 

 

1.1 Overview and background 

As is the case with severe acute respiratory syndrome (SARS) and avian flu pandemic, 

swine flu has spread very rapidly worldwide. The World Health Organization has sounded 

the alarm and declared a state of high alert following an announcement in April 2009 as the 

emergence of a new pandemic virus known as H1N1, which is to overwhelm many regions 

of Mexico, caused the death of large numbers of casualties, especially among young people 

and children.  The international threat posed by H1N1 calls for a necessary pooling of 

international data, both by medical teams and by social scientists. Particular concern has 

been expressed about the pandemic spreading to Asia, and the potential for mixing with 

other variants, such as avian influenza (Coker,2009).  

In spite of the increase in the number of Influenza A (H1N1) cases as well as the response 

of the WHO by raising its pandemic alert status to phase 6 and extensive media coverage, 

public responses to Influenza A (H1N1) were muted. In practice, convincing the public that 

the threat is real is often a more pressing task for public health agencies. Many reports have 

examined the various levels of knowledge about infectious agents and public behavior in 

relation to these infections; such studies have primarily focused on the SARS and avian 

influenza outbreaks. Other studies have been recently published specifically on behavioral 

and attitudinal responses to pandemic (H1N1)2009Influenza (Blendon.etal, 2009).   

It should be noted, that once a appear of new virus that brings to the scenes of the Spanish 

flu that emerged in 1918 and wiped out millions of people. But, is this fear justified despite 

our own modern health infrastructure. According to Patrick Matthys, head of epidemiology 

at the Swiss Federal Health Office "We cannot rule out similar scenarios, though the times 

have changed, and we will be in the face of grave danger in the event that spread a 

dangerous virus before we reach to the vaccine, and the deficit will impact the Swiss health 

system directly in the event that required the introduction of tens of thousands to hospitals 

at once   " .  The scene that happened in 1918 is not to happen again. Today's medical 

equipment, antibiotics and scientific knowledge and early warning systems are much better 
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than it used to be in the past, so we have to stop panic spreading of terror ( Swiss Federal 

Office of Public Health,2009) 

Swine influenza  entered Gaza Strip in December 2009 and the Ministry of Health have 

developed programs and the declared a state of emergency in response to the epidemic and 

primary health  care centers  become the first line of communication with the public and 

their providers were  the first medical teams who face the pandemic . On this basis should 

have been taught how the medical staff deals with swine flu  according to  knowledge, 

attitudes and commitment in the prevention of health care providers. 

 

1.2Research Problem 

The 2009 flu pandemic is a global outbreak of a new strain of H1N1 influenza  virus, often 

referred to as "swine flu". Although the virus, first detected in April 2009, contains 

a combination of genes from swine, avian (bird), and human influenza  viruses, it cannot be 

spread by eating pork or pork products. Similar to other influenza  viruses, pandemic H1N1 

is typically contracted by person to person transmission through respiratory droplets (CDC, 

2009). 

Currently, there are 14,286 confirmed deaths worldwide. This figure is a sum of confirmed 

deaths reported by national authorities and the WHO states that total mortality (including 

deaths unconfirmed or unreported) from the new H1N1 strain is "unquestionably higher" 

than this number.  

Gaza Strip has been involved in this pandemic and many cases had appeared and few of 

them had died. Swine flu vaccine was  given and scheduled for children and pregnant 

women, many people refuse to take the vaccine. Because Gaza Strip is very crowded, 

infection spread is anticipated to very fast. Also Gaza Strip still under siege making it lack 

the means of protection and treatment of this epidemic in the event of recurrence or spread. 

 

 

 

http://en.wikipedia.org/wiki/Pandemic
http://en.wikipedia.org/wiki/Influenza_A_virus_subtype_H1N1
http://en.wikipedia.org/wiki/Reassortment
http://en.wikipedia.org/wiki/Swine_influenza
http://en.wikipedia.org/wiki/Avian_flu
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1.3 Justification 

The swine flu has become a pandemic, there are  14268 confirmed deaths in world, 125 of 

them in Arab region, and 22 of them  in the Gaza Strip in March 2010. It is one of the most 

densely populated areas of the world where some 4100 people per square kilometer. 

Primary care clinics are the first line of dealing with patients where about seventy five to 

eighty five percent of the population seeks primary health care yearly. It provides both the 

initial and the majority of health care services of a person or population. 

There are no studies in this area to reveal the extent of knowledge, attitude and practice 

toward swine flu among health care providers in primary health clinics. 

To reduce the risk of swine flu, It is a necessary to have an adequate  preparedness and to 

transmit and promote accurate information to the public to increase their knowledge and 

attitude about this disease. The current level of information should be assessed among 

health care providers in primary health care centers who deal with and educate the 

community.     

1.4  Aim of the study 

 The overall aim of this study is to evaluate the knowledge, attitudes and practices toward 

swine flu among health care providers in  primary health clinics. 

 1.4.1 Objectives of the study 

1. To determine the knowledge, attitude and practice toward swine flu among health 

care providers in primary health care clinics. 

2. To identify the relationship between knowledge, attitude and practice toward swine 

flu according to socio demographic variables. 

3. To determine the source of information about swine flu among health care providers 

and suggest recommendations that may help to increase the knowledge about swine 

flu.  
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1.5 Research questions 

1. What is the level of knowledge, attitude and practice toward swine flu among health 

care providers in primary health clinics? 

2. Is there any relationship between knowledge, attitude and practice toward swine flu 

according to socio demographic variables? 

3. Is there any relationship between knowledge, attitude and practice toward swine flu 

and location of PHC centers? 

4. Is there any relationship between knowledge, attitude and practice toward swine flu 

and level of PHC centers? 

5. What is the source of information about swine flu among health care providers? 

1.6 Context of the study 

1.6.1 Demographic context 

The entire area of historical Palestine is about 27,000 Km2, stretching from Ras Al- 

Nakoura in the north to Rafah in the south. Palestine is boarded by Lebanon in the north, 

the Gulf of Aqaba in the south, Syria and Jordan in the east and by Egypt and the 

Mediterranean Sea in the west. Palestine was place under British mandate, finished by 

Israel establishment in 1948 in implementing the Balfour Declaration in 1917 that given 

providing a homeland for Jews. The result was the uprooting of most Palestinians from their 

cities, towns, and Villages and the mass migration to West bank, Gaza Strip, Jordan, 

Lebanon, Syria, and other countries (Weinberger & Peter E, 2005). 

The Gaza Strip lies on the Eastern coast of the Mediterranean Sea. It borders Egypt on the 

south and Mediterranean Sea on the west and Israel on the east and north. It is about 

41kilometers long, and between 6 and 12 kilometers wide, with a total area of 378 square 

kilometers (148 sq mi). This small piece of land is a home to about 1.5 million Palestinians. 

Its position on the crossroads from Africa to Asia made it a target for occupiers and 

conquerors over the centuries. The last of these was Israel who occupied the Gaza Strip in 

1967. Gaza Strip is a very crowded place with an area of 378 km
2
 and constitutes about 

6.1% of total area of the Palestinian territory land (West Bank and Gaza Strip). The 

population is mainly concentrated in the cities, small villages, and eight refugee camps that 

contain two thirds of the population of the Gaza Strip. In Gaza Strip, the population density 

is estimated at about 4,100 inhabitants / km2. It comprises five governorates: North Gaza, 

Gaza, Mid Zone, Khan Younis and Rafah (European Commission,2009). 
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1.6.2 Crowding in Gaza Strip 

The population is about 1.5 million people, as of July 2009. Of the Palestinians living in the 

Gaza Strip, almost 1.0 million are UN-registered refugees. The majority of the Palestinians 

are descendants of refugees who were driven from or left their homes during the 1948 

Arab-Israeli War. The Strip's population has continued to increase since that time. One of 

the main reasons for this rapid increase is the total fertility rate of more than 5 children per 

woman. In a ranking by total fertility rate, this places Gaza as 30th of 222 regions and 

above all non-African countries except Afghanistan and Yemen (CIA, 2010).  

1.6.3 Health 

There are four parties that provide health services in Gaza Strip including MOH, UNRWA, 

NGOs, and private sectors. The MOH serves as a regulatory body for Palestinian health 

system; the MOH manages public health services and delivery of primary, secondary, and 

tertiary care in governmental facilities. MOH operate 56 primary health centers (PHCs) 

constituting 45% of the total PHCs in Gaza Strip. 

The health conditions in Gaza Strip face new challenges exacerbated by the intensified 

Israeli closure. The WHO has expressed its concerns about the consequences of the 

Palestinian internal political fragmentation; the socioeconomic decline; military actions; 

and the physical, psychological and economic isolation on the health of the population in 

Gaza Strip. 

1.6.4 Preventive medicine 

Preventive medicine refers to measures taken to prevent diseases or injuries rather than 

curing them or treating their symptoms. In Gaza Strip there is five  governmental preventive  

medicine centers belonging to the Ministry of Health. Its monitor the health status and the 

registration of cases in the pandemics and infectious diseases and take appropriate action 

and educate citizens (DGPC, 2009).    

https://www.cia.gov/library/publications/the-world-factbook/geos/gz.html
http://www.who.int/hac/crises/international/wbgs/sitrep_25sept2007/en/index.html
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1.7   Definitions  

1.7.1 Attitude  is a hypothetical construct that represents an individual's degree of like or 

dislike for an item. Attitudes are generally positive or negative views of a person, 

place, thing, or event which is often referred to as the attitude object. Most attitudes 

are the result of either direct experience or observational learning from the 

environment (Anderson,1983). I prefer that attitude positive or negative and formed 

from observation and experience.  

1.7.2 Health care provider or health professional is a person who delivers proper health 

care in a systematic way professionally to any individual in need of health care 

services. Health care professionals include physicians, nurses, pharmacists and 

paramedics. 

1.7.3 Knowledge  is defined by the Oxford English Dictionary as (i) expertise, and skills 

acquired by a person through experience or education; the theoretical or practical 

understanding of a subject (Oxford Dictionary).  

1.7.4 Practice is the act of rehearsing a behavior over and over, or engaging in an activity 

again and again, for the purpose of improving or mastering it, as in the phrase 

"practice makes perfect"(Ericsson, et al, 1993). 

1.7.5 Primary Health Center (PHC) is the basic structural and functional unit of the 

public health services in developing countries. PHCs were established to provide 

accessible, affordable health services to the nations of WHO. (Alma Ata 

international conference, 1978). 

1.8 Setting of Study 

 The study will be conducted at governmental PHCs in Gaza Strip, at primary health 

care at three different levels (II, III and IV) in the five governorates of Gaza Strip 

(North Gaza, Gaza, Mid-zone, Khan Younis, and Rafah). 
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Chapter Two 

Conceptual Framework and Literature Review 

2.1 Conceptual Framework 

From the evidence of literature reviewed, practice and attitude may be influnced by 

knowledge. Moreover, all these may be influenced by age, profession type, years of 

education, years of experience and source of information . Reviewing the different previous 

literature, the researcher has designed the theoretical framework in the following figure. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 3.1 The Relationship between Knowledge, Attitude and Practice of Health Care 

Providers with Different Socio-demographic Factors. 

Swine flu 

Practice 

 Safety measure 

 Wearing masks 

 Vaccination 

  Decrease exposure  

 

 

  

  Attitude 
Positive or negative views 

toward  swine flu 
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 Years of education  

 Profession type 

 Years of experience  

 Source of information 

 



8 

 

 

2.1.1  Dependent variables: 

 Knowledge 

Knowledge is the information that changes something or somebody either by becoming 

grounds for actions, or by making an individual (or an institution) capable of different or 

more effective action (Achterbergh and Vriens, 2002).  

 Attitude is a hypothetical construct that represents an individual's degree of like or 

dislike for an item. Attitudes are generally positive or negative views of a person, place, 

thing, or event which is often referred to as the attitude object. Most attitudes are the 

result of either direct experience or observational learning from the environment 

(Aranson etal, 1994). 

 Practice is the act of rehearsing a behavior over and over, or engaging in an activity 

again and again, for the purpose of improving or mastering it, as in the phrase "practice 

makes perfect"(Ericsson, 1993). 

2.1.2  Independent variables 

 Socio demographic  

Statistical socio-economic characteristics or variables of a population, such as age, sex, 

education level, income level, marital status, occupation, religion, birth rate, death rate, 

average size of a family, average age at marriage. A census is a collection of the 

demographic factors associated with every member of a population  

2.1.3 Swine flu  

New strain of H1N1 influenza  virus, often referred to as "swine flu". Although the virus, 

first detected in April 2009, contains a combination of genes from swine, avian (bird), and 

human influenza  viruses, it cannot spread by eating pork or pork products (CDC, 2010). 
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2.1.4 Primary Health Care 

Primary health care, often abbreviated as PHC, is "essential health care based on practical, 

scientifically sound and socially acceptable methods and technology made universally 

accessible to individuals and families in the community through their full participation and 

at a cost that the community and the country can afford to maintain at every stage of their 

development in the spirit of self-determination" (Alma Ata, 1978). 

It was a new approach to health care that came into existence following the international 

conference in Alma Ata in 1978 organized by the World Health Organization and the 

UNICEF. Primary health care was accepted by the member countries of the WHO as the key 

to achieving the goal of Health for all. 

As people all over the world become more and more frustrated at the inability of today's 

health systems and services to meet their needs, demand for a renewal of primary health 

care and health for all is increasing. 

Selective primary health care is a form of primary health care in which diseases are more 

specifically targeted in developing countries to initiate the process of primary health care. In 

developing primary health care, which is the ultimate goal, selective primary health care can 

be a very useful tool in helping to alleviate some of the more pressing issues. 

2.1.4.1 Primary health care services in Palestine 

Primary health care system (PHC) is a major component of Palestinian health care system; 

this system has provided health care to all Palestinian people especially for children and 

other vulnerable groups. Primary health care centers in Palestine provide primary and 

secondary health care services as well as tertiary services. 

The MOH is working with other health sectors in providing the primary health services 

mainly with UNRWA, and NGOs sector. At the end of 2005, there were 654 PHC centers in 

Palestine; these centers are cared for about 3.7 million people (129 centers in Gaza and 525 

centers in West Bank). Classification of PHC according to providers shows that, the MOH is 

considered the main provider with 63.6% of the total PHC centers, followed by the NGOs 

with 28.3%, then UNRWA with 8.1%. It is worth to mention that, the private sector plays an 

important role in providing PHC services to Palestinian people but, there is limited 

information about these centers. The average ratio of persons per center was 5,752 (10,774 

in Gaza Strip and 4,519  in West Bank). The Number of PHC centers per 10,000 persons 

was 1.7 in 2005 while it was 1.9 in 2000 (MOH, 2005)  
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2.1.4.2 Classification of PHC  

The total number of PHC centers in the Gaza Strip is 56 in comparison with 43 centers in 

2000, with an increase of 30.2%. The highest ratio of population per center was recorded in 

Rafah with 41,310 persons per centre and the lowest ratio in Mid-Zone with 12,570. The 

number of governmental PHC centers per 10,000 persons was 0.40. PHC system in Gaza 

Strip is well established and functioning despite the high population density and the 

overcrowding of population. 

Classification of PHC according to center level illustrated that, 30 centers are classified as 

level II, 19 centers as level III and 7 as level IV. In general, there are 6 centers working 3 

shifts (24 hours), 12 centers working 2 shifts and 38 centers working only one shift, one of 

which has a delivery unit in Gaza City. The PHC centers provide special health care services 

in different aspects; 42 centers provide immunization and antenatal care and family planning 

services, in addition to 107 specialized clinics and 30 dental and oral clinics. About 35 

centers have laboratories and 13 centers have x- Ray units. 

The annual report of the Directorate General of primary health care for the year 2009 shows 

that the health services received 2,642,907 cases. The highest was in the Gaza governorate 

with 38% followed by Khan Younis governorate 20% , the North Gaza  18%, Middle Zone  

15%, and  Rafah with 10%. The report said that the number of visitors to specialized clinics 

amounted to 180,012 visitors; the highest in the Sourani center by 44,017 and the Alsalam 

center was least with 350 clients throughout the year. The annual report showed that the 

laboratory was the most pressure at work, with 185,684 cases, followed by laboratory 

examination of sections of the teeth that received 88.335 clients, while the department of 

urology had at least pressure, which received 138cases.The report indicated that the total 

visitors to the chronic diseases amounted to 230.844 visitors. The report also pointed to the 

existence of a steady increase in the number of patients to health care centers compared to 

previous years in light of growing population. (DGPC, 2009). 
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2.2  Literature Review  

This part is divided into different sections; it begins with the definition of knowledge, 

attitude, practice and their theories; then definition of swine flu and discussion of its 

sources, effects, spread. protection measure, vaccination programs and how to deal with the  

disease.    

2.2.1 Knowledge:   

Know-how consists of practical expertise and skills, know that knowledge encompasses 

theoretical knowledge. That is found in text books and includes formal statements about 

interactional and causal relationships between events (Benner, 1984). 

Knowledge is the product of knowing; it is both experiential and summative (Walker and 

Avant, 1988).There are a different views among psychologist about the meaning of 

knowledge and how knowledge, so it is important for us to describe these different views 

and their cognitive development theories which describe how our knowledge is developing. 

Piaget's theory of cognitive development (1980): Piaget has often been referred to as the 

pioneer of research into cognitive development in children. His overall approach to 

understanding cognitive development was known as genetic epistemology. 

Piaget was interested in the way that knowledge and understanding cognition had evolved in 

the human beings; also he was interested in showing how the young child could move from 

primitive state of infant cognition up to the state of having an advanced ability to handle 

abstract, formal logic. His theory centers on the idea that cognitive development takes place 

through the formation and development of schemata in two important and fundamental 

processes: 

1. Assimilation, in which new information is absorbed into the schema without 

particularly changing it, so that the schema's range simply extends itself  a bit. 

2. Accommodation, in which the schema itself has been developed and extended 

because it isn't adequate to cope with the new information if it doesn't. 

2.2.1.1 The three mode of knowledge: 

1- Enactive mode (based on actions): 

The children represent the world through action: Any knowledge they have based upon that 

they have experienced through their own behavior. 
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2- The iconic modes: 

Involve the use of visual imagery to represent objects in memory-information is stored by 

“mental pictures”. 

3- Symbolic (based on symbols especially language): According to Carper in 1978 who 

was one of the first nurses to consider the nature of knowing in nursing. She considers 

that there are four types of knowledge related to nursing: 

a) Empirics: Concern the science of nursing and its purpose is to describe, explain and 

predict phenomena. 

b) Aesthetics: Involves knowledge which relates to the art of nursing. 

c) Personal knowledge: relates to the way that nurses view themselves and the client, and 

is concerned with the therapeutic use of self. 

d) Ethical knowledge: encompasses, the understanding of different philosophical positions 

about what is good, right and wrong. During the discussion of different theories and 

opinions about knowledge it was found that each of the psychologists; Piaget, Fischer‟s, 

Tolman and others see the human being of all ages as integral person who can plan and 

think a problem, each one has a different view of knowledge, which is acquired through 

experience or by reading, watching television, playing different computer games (iconic 

representation or iconic mode). But it is not enough for a person to have knowledge only 

but also to have attitude toward it. The knowledge is the first step for the individual to 

develop an attitude that motivates him/her to practice a relevant behavior. 

 

2.2.2 Scientific knowledge 

The development of the scientific method has made a significant contribution to our 

understanding of knowledge. To be termed scientific, a method of inquiry must be based on 

gathering observable, empirical and measurable evidence subject to specific principles of 

reasoning (Newton 1999). The scientific method consists of the collection of data through 

observation and experimentation, and the formulation and testing of hypotheses. Both 

science and the nature of scientific knowledge have also become the subject of Philosophy. 
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As science itself has developed, knowledge has developed a broader usage which has been 

developing within biology/psychology, discussed elsewhere as meta-epistemology, or 

genetic epistemology, and to some extent related to "theory of cognitive development". 

 Note that "epistemology" is the study of knowledge and how it is acquired. Science is “the 

process used every day to logically complete thoughts through inference of facts determined 

by calculated experiments." Sir Francis Bacon, critical in the historical development of the 

scientific method, his works established and popularized an inductive methodology for 

scientific inquiry. His famous aphorism, "knowledge is power" (Francis Bacon, 1597). 

Until recent times, at least in the Western tradition, it was simply taken for granted that 

knowledge was something possessed only by humans and probably adult humans at that. 

Such considerations seem to call for a separate definition of "knowledge" to cover the 

biological systems. For biologists, knowledge must be usefully available to the system, 

though that system need not be conscious. Thus the criteria seem to be: 

 The system should apparently be dynamic and self-organizing (unlike a mere book 

on its own). 

 The knowledge must constitute some sort of representation of "the outside world"
,
 or 

ways of dealing with it (directly or indirectly). 

 There must be some way for the system to access this information quickly enough 

for it to be useful. 

Scientific knowledge may not involve a claim to certainty, maintaining skepticism means 

that scientists will never be absolutely certain when they are correct and when they are not.  

2.2.3 Attitude: 

Attitudes are one way of describing differences between people; that is, with regard to their 

differing likes and dislikes. Attitudes are not transient feelings or moods but consistent and 

enduring thoughts, beliefs and feelings that people have about particular attitude objects that 

is about issues, people or events (Aranson, et al, 1994). 

Definition of attitude: 

A learned orientation or disposition which provides a tendency to respond favorably or 

unfavorably to the object or situation (Rokearch, 1968). Other researchers have defined 
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attitude in different ways: In 1937, Allport defined attitudes as: “a mental and neural state of 

readiness, organized through experience, exerting a directive or dynamic influence upon the 

individual‟s response to all objects and situations with which it is related”. 

2.2.3.1 Attitudes three components 

1. An emotional or evaluative 

It describes emotions and feelings which arise towards the objects of ones attitude, if we talk 

for example about breast feeding, what dose mother feel about practice of breast feeding or 

how practice of breast feeding makes mother feels? “Example of emotional component”: 

2. Cognitive: 

This is described as a belief or an idea that the person has about an object, for example: 

what is the mother belief or idea about breast feeding? 

3. Action or behavioral component: 

This is described as ones‟ action toward the objects of ones‟ attitude, for example: how the 

mothers perform or practice breast feeding? What is the mother‘s  action? 

The cognitive, evaluative and behavioral components of attitude system can be assessed and 

may provide results which differ from each other. (Cormark, 2000). 

 

2.2.3.2 Functional aspects of attitude: 

Daniel Katz (1960) argued that attitudes serve four different functions: 

1. A knowledge function: Attitudes can give meaning to our experiences. 

2. Adjustive or utilization function: Certain attitudes may make us more socially 

acceptable and so help our social interaction. 

3. A value expressive function: Allows us to express what we experience as the more 

positive aspects of our own inner selves. 

4. Ego-defensive function: Allows us to define and protect our unconscious motives and 

ideas. 

     2.2.3.3 Attitude formation 

1. Direct experience: means direct contact with the object of one‟s attitude. 



15 

 

2. Parental information: here perhaps lies the most influential factor in attitude formation. 

3. Group and media influence: The impact of group influence in attitude is as important as 

parental influence. Group influence would include schools and peers. Social 

psychologists for several decades have investigated the links between beliefs and 

evaluations on the one hand and evaluations and behaviors on the other. Beliefs or 

cognitions that we hold show a general corresponding to whether something is positively 

or negatively evaluated. So if someone holds positive attitudes toward an object, he will 

have predominantly favorable thoughts about them, but if he holds negative attitudes 

towards an object, he will have predominantly unfavorable thoughts. The relationship 

between evaluations and behaviors is less clear for many years, social scientists regarded 

attitudes as the causal element in relation to behavior. People who have positive attitudes 

toward a particular object or event are assumed to be engaged in positive behavior 

toward it. Heider (1944) believed that understanding people‟s cognitions or ideas about 

relationships would provide the key to understanding social behavior; and that there is a 

strong tendency for people to prefer their attitudes to be consistent with one another 

according to Heider‟s theory. If our attitudes are inconsistent, Heider‟s argued, a state of 

cognitive imbalance will occur producing tension and a certain level of stress. Also 

unbalanced attitudes will leave us with unpleasant feelings of tension, and so we will 

strive to balance them in some way. So, in general, we seek a cognitive balance between 

our different attitudes. Most modern theories agree that attitude is represented in 

memory and that the accessibility of an attitude is a factor that can exert a strong 

influence on behavior (Gross and Paget H, 2000). 

2.2.3.4 Attitude change 

Attitudes can be changed through persuasion and we should understand attitude change as a 

response to communication. Experimental researches into the factors that can affect the 

persuasiveness of a message include: 

1. Target Characteristics: These are characteristics that refer to the person who receives 

and processes a message. One such trait is intelligence - it seems that more intelligent 

people are less easily persuaded by one-sided messages. Another variable that has been 

studied in this category is self-esteem. Although it is sometimes thought that those higher in 

self-esteem are less easily persuaded, there is some evidence that the relationship between 
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self-esteem and persuasibility is actually curvilinear, with people of moderate self-esteem 

being more easily persuaded than both those of high and low self-esteem levels. The mind 

frame and mood of the target also plays a role in this process (Breckler and  Wiggins, 1992). 

2. Source Characteristics: The major source characteristics are expertise, trustworthiness 

and interpersonal attraction or attractiveness. The credibility of a perceived message has 

been found to be a key variable here; if one reads a report about health and believes it came 

from a professional medical journal, one may be more easily persuaded than if one believes 

it is from a popular newspaper. Some psychologists have debated whether this is a long-

lasting effect and Hovland and Weiss (1951) found the effect of telling people that a 

message came from a credible source disappeared after several weeks (the so-called "sleeper 

effect"). Whether there is a sleeper effect is controversial. Perceived wisdom is that if people 

are informed of the source of a message before hearing it, there is less likelihood of a 

sleeper effect than if they are told a message and then told its source. 

3. Message Characteristics: The nature of the message plays a role in persuasion. 

Sometimes presenting both sides of a story is useful to help change attitudes. 

Cognitive Routes: A message can appeal to an individual's cognitive evaluation to help 

change an attitude. In the central route to persuasion the individual is presented with the data 

and motivated to evaluate the data and arrive at an attitude changing conclusion. In the 

peripheral route to attitude change, the individual is encouraged to not look at the content 

but at the source. This is commonly seen in modern advertisements that feature celebrities. 

In some cases, physician, doctors or experts are used. In other cases film stars are used for 

their attractiveness (Eagly, and Chaiken, 1995). 

2.2.4 Practice 

The act of rehearsing a behavior over and over, or engaging in an activity again and again, 

for the purpose of improving or mastering it, as in the phrase "practice makes perfect. 

Practice is merely the reinforcement of actions that serve to generate an outcome or 

outcomes; it is believed that by improving the type of practice you do, you can in turn 

generate results at a faster rate. 

Roberto Moretti has identified five key processes that make for efficient practice, namely: 

 Identification - building an awareness of what you are practicing to ensure you know 

how to do it perfectly. 
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 Isolation - the selection and focusing on something that is the proper size for one's 

focus to process and execute with a high degree of perfection. 

 Reinforcement - the action of consistently and continuously repeating the above-

selected action so it becomes autonomous. 

 Integration - the practicing of interrelated actions either one after each other or 

together to construct and train in more complex actions or sequences of actions. 

 Escalation - consistently selecting new practice material congruent with one's goals 

in skill acquisition as previous material is mastered. 

 

 

2.2.5 Swine flu  

The 2009 flu pandemic is a global outbreak of a new strain of H1N1 influenza  virus, often 

referred to as "swine flu". Although the virus, first detected in April 2009, contains a 

combination of genes from swine, avian (bird), and human influenza  viruses, it cannot 

spread by eating pork or pork products (CDC, 2010). 

The outbreak has begun in the state of Mexico, with evidence that there had been an 

ongoing epidemic for months before it was officially recognized as such. The Mexican 

government closed most of Mexico City's public and private facilities in an attempt to 

contain the spread of the virus. However the virus continued to spread globally; clinics in 

some areas were overwhelmed by people infected; and the World Health Organization 

(WHO) and US Centers for Disease Control (CDC) stopped counting cases and in June 

declared the outbreak to be a pandemic (Chan and Margaret, 2009). 

While only mild symptoms are experienced by the majority of people, some have more 

severe symptoms. Mild symptoms may include fever, sore throat, cough, headache, muscle 

or joint pains, nausea, vomiting, or diarrhea. Those at risk of a more severe infection 

include: asthmatics, diabetics, those with obesity, heart disease, the immune-compromised, 

children with neurodevelopment conditions, and pregnant women (CDC's Diabetes 

Program, 2009). 

In addition, even for persons previously very healthy, a small percentage of patients will 

develop viral pneumonia or acute respiratory distress syndrome. This manifests itself as 

http://en.wikipedia.org/wiki/Pandemic
http://en.wikipedia.org/wiki/Influenza_A_virus_subtype_H1N1
http://en.wikipedia.org/wiki/Reassortment
http://en.wikipedia.org/wiki/Swine_influenza
http://en.wikipedia.org/wiki/Avian_flu
http://en.wikipedia.org/wiki/Mexico
http://en.wikipedia.org/wiki/Epidemic
http://en.wikipedia.org/wiki/Mexico_City
http://en.wikipedia.org/wiki/World_Health_Organization
http://en.wikipedia.org/wiki/US_Centers_for_Disease_Control


18 

 

increased breathing difficulty and typically occurs 3 to 6 days after initial onset of flu 

symptoms. Similar to other influenza  viruses, pandemic H1N1 is typically transmitted by 

person to person transmission through respiratory droplets (WHO, 2009). 

2.2.5.1 Classification 

 Three generations of influenza  viruses cause human flu. Two also cause influenza  in pigs, 

with influenza  A being common in pigs and influenza  C being rare. Influenza  B has not 

been reported in pigs. Within influenza  A and influenza  C, the strains found in pigs and 

humans are largely distinct. Because of reassortment, there have been transfers of genes 

among strains crossing swine, avian, and human species boundaries (Heinen, 2003). 

Influenza  C 

Influenza  C viruses infect both humans and pigs, but do not infect birds. Transmission 

between pigs and humans has occurred in the past.  For example, influenza  C caused small 

outbreaks of a mild form of influenza  amongst children in Japan
 
and California. Because of 

its limited host range and the lack of genetic diversity in influenza  C, this form of influenza  

does not cause pandemics in humans
 
(Bouvier & Palese, 2008).   

Influenza  A 

Swine influenza  is known to be caused by influenza  A subtypes H1N1, H1N2, H2N3, 

H3N1, and H3N2. In pigs, three influenza  A virus subtypes (H1N1, H1N2, and H3N2) are 

the most common strains worldwide. In the United States, the H1N1 subtype was 

exclusively prevalent among swine populations before 1998; however, since late August 

1998, H3N2 subtypes have been isolated from pigs. As of 2004, H3N2 virus isolates in US 

swine and turkey stocks were triple reassortments, containing genes from human (HA, NA, 

and PB1), swine (NS, NP, and M), and avian (PB2 and PA) lineages (Kothalawala etal, 

2006).   

2.2.5.2 Swine influenza  history  

 Swine influenza  was first proposed to be a disease related to human influenza  during the 

1918 flu pandemic, when pigs became sick at the same time as humans. The first 
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identification of an influenza  virus as a cause of disease in pigs occurred about ten years 

later, in 1930. For the following 60 years, swine influenza  strains were almost exclusively 

H1N1. Then, between 1997 and 2002, new strains of three different subtypes and five 

different genotypes emerged as causes of influenza  among pigs in North America. In 1997–

1998, H3N2 strains emerged. These strains, which include genes derived by reassortment 

from human, swine and avian viruses, have become a major cause of swine influenza  in 

North America. Reassortment between H1N1 and H3N2 produced H1N2. In 1999 in 

Canada, a strain of H4N6 crossed the species barrier from birds to pigs, but was contained 

on a single farm (Olsen, 2002).   

The H1N1 form of swine flu is one of the descendants of the strain that caused the 1918 flu 

pandemic.
 
 As well as persisting in pigs, the descendants of the 1918 virus have also 

circulated in humans through the 20th century, contributing to the normal seasonal 

epidemics of influenza . However, direct transmission from pigs to humans is rare, with 

only 12 recorded cases in the U.S. since 2005. Nevertheless, the retention of influenza  

strains in pigs after these strains have disappeared from the human population might make 

pigs a reservoir where influenza  viruses could persist, later emerging to reinfect humans 

once human immunity to these strains has waned (Taubenberger and Morens, 2006). 

Swine flu has been reported numerous times as a zoonosis in humans, usually with limited 

distribution, rarely with a widespread distribution. Outbreaks in swine are common and 

cause significant economic losses in industry, primarily by causing stunting and extended 

time to market. For example, this disease costs the British meat industry about £65 million 

every year (Kay, etal 1994).   

2.2.5.3 The 1918 pandemic in humans 

The 1918 flu pandemic in humans was associated with H1N1 and influenza  appearing in 

pigs; this may reflect a zoonosis either from swine to humans or from humans to swine. 

Although it is not certain in which direction the virus was transferred, some evidence 

suggests that, in this case, pigs caught the disease from humans. For instance, swine 

influenza  was only noted as a new disease of pigs in 1918, after the first large outbreaks of 

influenza  amongst people. Although a recent phylogenetic analysis of more recent strains of 
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influenza  in humans, birds, and swine suggests that the 1918 outbreak in humans followed 

a reassortment event within a mammal, the exact origin of the 1918 strain remains elusive. It 

is estimated that anywhere from 50 to 100 million people were killed worldwide (Vana and 

Westover, 2008).   

2.2.5.4 The 1976 U.S. outbreak 

On February 5, 1976, in the United States an army recruit at Fort Dix said he felt tired and 

weak. He died the next day and four of his fellow soldiers were later hospitalized. Two 

weeks after his death, health officials announced that the cause of death was a new strain of 

swine flu. The strain, a variant of H1N1, is known as A/New Jersey/1976 (H1N1). It was 

detected only from January 19 to February 9 and did not spread beyond Fort Dix (Gaydos et 

al, 2006).    

This new strain appeared to be closely related to the strain involved in the 1918 flu 

pandemic. Moreover, the ensuing increased surveillance uncovered another strain in 

circulation in the U.S: A/Victoria/75 (H3N2) spread simultaneously, also caused illness, and 

persisted until March.
 
 Alarmed public-health officials decided action must be taken to head 

off another major pandemic, and urged President Gerald Ford that every person in the U.S. 

be vaccinated for the disease (Schmeck and Harold, 1976).   

The vaccination program was plagued by delays and public relations problems. On October 

1976, immunizations began and three senior citizens died soon after receiving their 

injections. This resulted in a media outcry that linked these deaths to the immunizations, 

despite the lack of any proof that the vaccine was the cause. According to science writer 

Patrick Di Justo, however, by the time the truth was known that the deaths were not proven 

to be related to the vaccine, it was too late. "The government had long feared mass panic 

about swine flu, now they feared mass panic about the swine flu vaccinations." This became 

a strong setback to the program (Richard et al, 1978).   

There were reports of Guillain-Barré syndrome, a paralyzing neuromuscular disorder, 

affecting some people who had received swine flu immunizations. Although if a link exists 

is still not clear, this syndrome may be a rare side-effect of influenza  vaccines. As a result, 
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Di Justo writes that "the public refused to trust a government-operated health program that 

killed old people and crippled young people." In total, 48,161,019 Americans, or just over 

22% of the population, had been immunized by the time the National Influenza  

Immunization Program (NIIP) was effectively halted on December 16, 1976 (Retailliau et 

al, 1980). 

Overall, there were 1098 cases of Guillain-Barré Syndrome (GBS) recorded nationwide by 

CDC surveillance, 532 of which occurred after vaccination and 543 before vaccination. 

There are about one to two cases of GBS per 100,000 people every year, whether or not 

people have been vaccinated. The vaccination program seems to have increased this normal 

risk of developing GBS by about one extra case per 100,000 vaccinations. The CDC states 

that most studies on modern influenza  vaccines have seen no link with GBS, although one 

review gives an incidence of about one case per million vaccinations (Schonberger et al, 

1979).   

2.2.5.5 The 1988 zoonosis 

In September 1988, a swine flu virus killed one woman and infected others 32 years old 

Barbara Ann Wieners was eight months pregnant when she and her husband, Ed, became ill 

after visiting the hog barn at a county fair in Walworth County, Wisconsin. Barbara died 

eight days later, after developing pneumonia. The only pathogen identified was an H1N1 

strain of swine influenza  virus. Doctors were able to induce labor and deliver a healthy 

daughter before she died. Her husband recovered from his symptoms. 

Influenza -like illness (ILI) was reportedly widespread among the pigs exhibited at the fair. 

Of the 25 swine exhibitors aged 9 to 19 at the fair, 19 tested positive for antibodies to SIV, 

but no serious illnesses were seen. The virus was able to spread between people, since 1-3 

health care personnel who had cared for the pregnant woman developed mild influenza -like 

illnesses, and antibody tests suggested that they had been infected with swine flu. However, 

there was no community outbreak (Kimura, etal,1998).   

http://en.wikipedia.org/w/index.php?title=National_Influenza_Immunization_Program&action=edit&redlink=1
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2.2.5.6 The 1998 US outbreak in swine 

In 1998, swine flu was found in pigs in four U.S states. Within a year, it had spread through 

pig populations across the United States. Scientists found that this virus had originated in 

pigs as a recombinant form of flu strains from birds and humans. This outbreak confirmed 

that pigs can serve as a crucible where novel influenza  viruses emerge as a result of the 

reassortment of genes from different strains. Genetic components of these 1998 triple-hybrid 

stains would later form six out of the eight viral gene segments in the 2009 flu outbreak 

(Stephanie, 2009). 

 2.2.5.7 The 2009 outbreak in humans 

In late April of 2009, Margaret Chan, the World Health Organization's director-general, 

declared a "public health emergency of international concern" under the rules of the WHO's 

new International Health Regulations when the first two cases of the H1N1 virus were 

reported in the United States, followed by hundreds of cases in Mexico (CDC, 2009). 

The new strain was initially described as an apparent reassortments of at least four strains of 

influenza  A virus subtype H1N1, including one strain endemic in humans, one endemic in 

birds, and two endemic in swine (Trifonov et al, 2009). 

2.2.6 Transmission 

2.2.6.1 Transmission among pigs  

Influenza  is quite common in pigs, with about half of breeding pigs having been exposed to 

the virus in the US. Antibodies to the virus are also common in pigs in other countries. The 

main route of transmission is through direct contact between infected and uninfected 

animals. These close contacts are particularly common during animal transport. Intensive 

farming may also increase the risk of transmission, as the pigs are raised in very close 

proximity to each other. The direct transfer of the virus probably occurs either by pigs 

touching noses, or through dried mucus. Airborne transmission through the aerosols 

produced by pigs coughing or sneezing is also an important means of infection. The virus 

usually spreads quickly through a herd, infecting all the pigs within just a few days. 

http://en.wikipedia.org/wiki/Intensive_farming
http://en.wikipedia.org/wiki/Intensive_farming
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Transmission may also occur through wild animals, such as wild boar, which can spread the 

disease between farms (Saenz et al, 2006).   

2.2.6.2  Transmission to humans 

People who work with poultry and swine, especially people with intense exposures, are at 

increased risk of zoonotic infection with influenza  virus endemic in these animals, and 

constitute a population of human hosts in which zoonosis and reassortments can occur. 

Vaccination of these workers against influenza  and surveillance for new influenza  strains 

among this population may therefore be an important public health measure. Transmission 

of influenza  from swine to humans who work with swine was documented in a small 

surveillance study performed in 2004 at the University of Iowa.
 
 This study among others 

forms the basis of a recommendation that people whose jobs involve handling poultry and 

swine be the focus of increased public health surveillance. Other professions at particular 

risk of infection are veterinarians and meat processing workers, although the risk of 

infection for both of these groups is lower than that of farm workers (Gray and Kayali, 

2009).   

 2.2.6.3 Interaction with avian H5N1 in pigs 

Pigs are unusual as they can be infected with influenza  strains that usually infect three 

different species: pigs, birds and humans. This makes pigs a host where influenza  viruses 

might exchange genes, producing new and dangerous strains. Avian influenza  virus H3N2 

is endemic in pigs in China and has been detected in pigs in Vietnam, increasing fears of the 

emergence of new variant strains. H3N2 evolved from H2N2 by antigenic shift. In August 

2004, researchers in China found H5N1 in pigs (Thacker and Janke, 2008).   

2.2.7 Signs and symptoms 

Direct transmission of a swine flu virus from pigs to humans is occasionally possible (called 

zoonotic swine flu). In all, 50 cases are known to have occurred since the first report in 

medical literature in 1958, which have resulted in a total of six deaths. Of these six people, 

one was pregnant, one had leukemia, one had Hodgkin disease and two were known to be 

previously healthy. Despite these apparently low numbers of infections, the true rate of 
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infection may be higher, since most cases only cause a very mild disease, and will probably 

never be reported or diagnosed (Myers ,etal, 2007). 

According to the Centers for Disease Control and Prevention (CDC), in humans the 

symptoms of the 2009 "swine flu" H1N1 virus are similar to those of influenza  and of 

influenza -like illness in general. Symptoms include fever, cough, sore throat, body aches, 

headache, chills and fatigue. The 2009 outbreak has shown an increased percentage of 

patients reporting diarrhea and vomiting. The 2009 H1N1 virus is not zoonotic swine flu, as 

it is not transmitted from pigs to humans, but from person to person.  

Because these symptoms are not specific to swine flu, a differential diagnosis of probable 

swine flu requires not only symptoms but also a high likelihood of swine flu due to the 

person's recent history. For example, during the 2009 swine flu outbreak in the United 

States, CDC advised physicians to "consider swine influenza  infection in the differential 

diagnosis of patients with acute febrile respiratory illness who have either been in contact 

with persons with confirmed swine flu, or who were in one of the five U.S. states that have 

reported swine flu cases or in Mexico during the 7 days preceding their illness onset." A 

diagnosis of confirmed swine flu requires laboratory testing of a respiratory sample (a 

simple nose and throat swab) (CDC, 2009). 

2.2.8 Diagnosis 

The CDC recommends real time RT-PCR as the method of choice for diagnosing H1N1. 

This method allows a specific diagnosis of novel influenza  (H1N1) as opposed to seasonal  

influenza . Near-patient point of care tests are in development.  

2.2.9 Prevention 

2.2.9.1 Prevention of human to human transmission: 

Influenza spreads between humans when infected people cough or sneeze, then other people 

breathe in the virus or touch something with the virus on it and then touch their own face. 

"Avoid touching your eyes, nose or mouth. Germs spread this way." Swine flu cannot be 

spread by pork products, since the virus is not transmitted through food. The swine flu in 

humans is most contagious during the first five days of the illness although some people, 
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most commonly children, can remain contagious for up to ten days. Diagnosis can be made 

by sending a specimen, collected during the first five days for analysis. Thermal imaging 

can detect elevated body temperature, one of the signs of the virus H1N1 (Swine influenza ). 

Recommendations to prevent spread of the virus among humans include using standard 

infection control against influenza . This includes frequent washing of hands with soap and 

water or with alcohol-based hand sanitizers, especially after being out in public. Chance of 

transmission is also reduced by disinfecting household surfaces, which can be done 

effectively with a diluted chlorine bleach solution.  

Experts agree that hand washing can help prevent viral infections, including ordinary 

influenza  and the swine flu virus. Also not touching your eyes, nose or mouth with your 

hands helps to prevent the flu. Influenza  can spread in coughs or sneezes, but an increasing 

body of evidence shows small droplets containing the virus can linger on tabletops, 

telephones and other surfaces and be transferred via the fingers to the eyes, nose or mouth. 

Alcohol-based gel or foam hand sanitizers work well to destroy viruses and bacteria. 

Anyone with flu-like symptoms such as a sudden fever, cough or muscle aches should stay 

away from work or public transportation and should contact a doctor for advice.  

Social distancing is another tactic. It means staying away from other people who might be 

infected and can include avoiding large gatherings, spreading out a little at work, or perhaps 

staying home and lying low if an infection is spreading in a community. Public health and 

other responsible authorities have action plans which may request or require social 

distancing actions depending on the severity of the outbreak (CDC, 2009). 

2.2.10  Treatment 

If a person becomes sick with swine flu, antiviral drugs can make the illness milder and 

make the patient feel better faster. They may also prevent serious flu complications. For 

treatment, antiviral drugs work best if started soon after getting sick (within 2 days of 

symptoms). Beside antiviral, supportive care at home or in hospital, focuses on 

controlling fevers, relieving pain and maintaining fluid balance, as well as identifying and 

treating any secondary infections or other medical problems. The U.S. Centers for 

Disease Control and Prevention recommends the use of Tamiflu (oseltamivir) or Relenz 
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(zanamivir) for the treatment and/or prevention of infection with swine influenza  viruses; 

however, the majority of people infected with the virus make a full recovery without 

requiring medical attention or antiviral drugs. The virus isolates in the 2009 outbreak 

have been found resistant to amantadine and rimantadine ( FDA, 2009). 

2.2.11 Vaccination 

Vaccines are available for different kinds of swine flu. The U.S. Food and Drug 

Administration (FDA) approved the new swine flu vaccine for use in the United States on 

September 15, 2009. Studies by the National Institutes of Health (NIH), show that a single 

dose creates enough antibodies to protect against the virus within about 10 days. 

The best way to prevent novel H1N1 swine flu would be the same best way to prevent other 

influenza  infections, and that is vaccination. The CDC has multiple recommendations for 

vaccination based on who should obtain the first doses when the vaccine becomes available 

(to protect the most susceptible populations) and according to age groups. The CDC based 

the recommendations on data obtained from vaccine trials and infection reports gathered 

over the last few months. The current (October 2009) vaccine recommendations from the 

CDC say the following groups should get the vaccine as soon as it is available: pregnant 

women, people who live with or provide care for children younger than 6 months of age, 

health-care and emergency medical services personnel, people between 6 months and 24 

years of age, and people from the ages of 25 through 64 who are at higher risk because of 

chronic health disorders such as asthma, diabetes, or a weakened immune system. 

Currently, the CDC is stating that people ages 10 and above are likely to need only one 

vaccine shot to provide protection against novel H1N1 swine flu and further suggest that 

these shots will be effective in about 76% of people who obtain the vaccine. New vaccine 

trial data showed that healthy adults produce protective antibodies in about 98% of people in 

21 days. Unfortunately, the vaccine shot in children ages 6 months to 9 years of age is not as 

effective as it is in older children and adults. Consequently, the CDC currently recommends 

that for ages 6 months up to and including 9 years of age, the children obtain two shots of 

the novel H1N1 vaccine, the second shot 21 days after the first shot. 

Pregnant women are strongly advised to get vaccinated as stated above. Although some 

vaccine preparations (multi dose vials) contain low levels of thimerosal preservative (a 
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mercury-containing preservative), the CDC still considers the vaccine safe for the fetus and 

mother. However, some vaccine preparations that are in single-dose vials will not have 

thimerosal preservative, so those pregnant individuals who are concerned about thimerosal 

can get this vaccine preparation when it is available. 

Another type of vaccine (currently named Influenza  A [H1N1] 2009 Monovalent Vaccine 

Live, Intranasal) has been made available during the first week in October 2009. It is a live 

attenuated novel H1N1 flu vaccine that contains no thimerosal, is produced by Med 

Immune, and is sprayed into the nostrils. This vaccine is only for healthy people 2-49 years 

of age, and some data suggest that it is less effective in generating an immune response in 

adults than the vaccine injection. The dosing schedule is as follows: 

Children 2-9 years of age should receive two doses (0.1 ml in each nostril; total equals 0.2 

ml per dose) the second dose should be given the same way about one month after the first 

dose. Children, adolescents and adults, 10-49 years of age should receive one dose (0.1 ml 

in each nostril; total equals 0.2 ml per dose) 

The CDC occasionally makes changes and updates its information on vaccines and other 

recommendations about the current flu pandemic. 

The CDC says that a good way to prevent any flu disease is to avoid exposure to the virus; 

this is done by frequent hand washing, not touching your hands to your face (especially the 

nose and mouth), and avoiding any close proximity to or touching any person who may have 

flu symptoms. Since the virus can remain viable and infectious for about 48 hours on many 

surfaces, good hygiene and cleaning with soap and water or alcohol-based hand 

disinfectants are also recommended. Some physicians say face masks may help prevent 

getting airborne flu viruses (for example, from a cough or sneeze), but others think the 

better use for masks would be on those people who have symptoms and sneeze or cough. 

The use of Tamiflu or Relenza may help prevent the flu if taken before symptoms develop 

or reduce symptoms if taken within about 48 hours after symptoms develop. Some 

investigators say that administration of these drugs is still useful after 48 hours, especially in 

high-risk patient populations. However, taking these drugs is not routinely recommended for 

prevention for the healthy population because investigators suggest that as occurs with most 

drugs, flu strains will develop resistance to these medications. Recently, the CDC made 

further suggestions about the use of these antiviral medications. Dr. Schuchat, a CDC 
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official, indicated that three modifications were being suggested (Sept. 8, 2009) to the 

interim guidelines for use of Tamiflu and Relenza: 

1. Patients with high-risk factors should discuss flu symptoms and when to use antiviral 

medications; doctors should provide a prescription for the antiviral drug for the patient to 

use if the patient is exposed to flu or develops flu-like symptoms without having to go in to 

see the doctor. 

2. "Watchful waiting" was added as a response to taking antiviral medications, with the 

emphasis on the fact that those people who develop fever and have a preexisting health 

condition should then begin the antiviral medication. 

3. The antiviral medications are the first-line medicines for treatment of novel H1N1 swine 

flu, and most current cases of flu are novel H1N1 and are, to date, susceptible to Tami flu 

and Relenza. In general, preventive measures to prevent the spread of flu are often 

undertaken by those people who have symptoms. Symptomatic people should stay at home, 

avoid crowds, and take off from work or school until the disease is no longer transmittable 

(about two to three weeks) or until medical help and advice is sought. Sneezing, coughing, 

and nasal secretions need to be kept away from other people; simply using tissues and 

disposing of them will help others. Quarantining patients is usually not warranted, but such 

measures depend on the severity of the disease. The CDC recommends that people who 

appear to have an influenza -like illness upon arrival at work or school or become ill during 

the day be promptly separated from other people and be advised to go home until at least 24 

hours after they are free of fever (37.8 C or greater), or signs of a fever, without the use of 

fever-reducing medications. The novel H1N1 swine flu disease takes about seven to 10 days 

before fevers stop, but new research data suggests waiting until the cough is gone since 

many people are still infectious about one week after fever is gone (www.medicinenet.com, 

2009). 

2.3 Studies review 

2.3.1 Studies concern with knowledge, attitudes and practices towards pandemic 

influenza 

 In study of knowledge, attitudes and practices towards pandemic influenza  among cases, 

close contacts, and healthcare workers in tropical Singapore: a cross-sectional survey used 

to determine the differences in KAP in various different cohorts. Across-sectional 

knowledge, attitudes and practices survey was used in the Singapore military from in 2009, 
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among 3054 personnel in four exposure groups - laboratory-confirmed H1N1-2009 cases, 

close contacts of cases, healthcare workers, and general personnel.  The result show that  

1063 (34.8%) participants responded. The mean age was 21.4 years old. Close contacts had 

the highest knowledge score (71.7%) while cases had the highest practice scores (58.8%). 

There was a strong correlation between knowledge and practice scores  and knowledge and 

attitudes scores. The significant predictors of higher practice scores were higher knowledge 

scores . The significant predictor for higher knowledge score was being a contact. It was 

conclude that knowledge is a significant influence on attitudes and practices in a pandemic, 

and personal experience influences practice behaviors. Efforts should be targeted at 

educating the general population to improve practices in the current pandemic, as well as for 

future epidemics (Yap et al, 2010). 

In study on knowledge, attitude and practice of pandemic H1N1 influenza  prevention in 

Thailand, the public knowledge, attitude and practice of influenza  A (H1N1) prevention, 

mask wearing performance, as well as their associations were investigated. An analytical 

cross- sectioned study was performed on 159 of outpatients and their relatives aged 17-80, 

who attended the department of family medicine in Bangkok, Thailand. Self-administered 

questionnaire, direct observation and in depth interviews in selected age and sex groups 

were carried out for data collection during the five months. Result: Approximately two-

thirds of subjects had low knowledge scores. On the contrary, the majority of subjects had 

high score in attitude and practice (98.7% and 76%, respectively). By direct observation, 39 

from 44 subjects (88.64%) demonstrated proper mask wearing. From the in-depth interview 

analysis, the poor awareness was related to the misunderstanding of disease transmission, 

and had no infected case in their family members or neighbors. There is no statistically 

significant correlation between knowledge and practice as well as attitude and practice. 

However, the educational level had statistically significant association with disease 

prevention knowledge score .The appropriate mass health education and public risk 

communication should be considered in order to create better understanding and maintain 

good awareness as well as practice. Further study of the important factors and proper 

communication strategies would be very beneficial for other emerging diseases prevention 

and control in the future ( Apichaya etal, 2010). 
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2.3.2 Studies concern with knowledge, attitudes and practices towards influenza  

vaccination 

A cross sectional survey to evaluate knowledge, attitudes and practices (KAP) regarding 

seasonal influenza vaccination among European travelers to resource-limited destinations, 

was implemented to investigate (KAP) regarding seasonal influenza  vaccination. 

Questionnaires were distributed in the waiting room to the visitors of the University of 

Zurich Centre for Travel' Health in 2009. Results show that a response rate of 96.6%, 906 

individuals were enrolled and 92.5% provided complete data. Seasonal influenza  

vaccination coverage was 13.7%. Only 14.2% participants were vaccinated against 

pandemic influenza  A/H1N1, mostly having received both vaccines simultaneously, the 

seasonal and pandemic one. Job-related purposes (44, 37%),.Influenza  vaccination 

recommended by the family doctor (327, 37.7%), travel to regions with known high risk of 

influenza  (305, 35.1%), and influenza  vaccination required for job purposes (26.8%) were 

most frequently mentioned to consider influenza  vaccination. Risk perception and 

vaccination coverage concerning seasonal and pandemic influenza was very poor among 

travellers to resource-limited destinations when compared to traditional at-risk groups. 

Previous access to influenza  vaccination substantially facilitated vaccinations in the 

subsequent year. Information strategies about influenza  should be intensified and include 

health professionals, e.g. family physicians, travel medicine practitioners and business 

enterprises (Pfeil etal, 2010). 

In a study on the determinants targeted to increase influenza  vaccination uptake among 

health care workers in nursing homes, it has been showed that although health care workers 

(HCWs) have been recommended to be immunized against influenza , vaccine uptake 

remains low. So far, research on determinants of influenza  vaccination among HCWs has 

been limited by design, population or theoretical framework. Therefore we conducted a 

questionnaire study in Dutch nursing homes to assess which demographical, behavioral and 

organizational determinants were associated with influenza  vaccine uptake among HCWs. 

We were able to accurately predict vaccine uptake based on a 13-item prediction model 

including two demographical, nine behavioral and two organizational determinants 

developed with data from 1,125 respondents (response rate 60%). To further increase 

http://www.ncbi.nlm.nih.gov/pubmed?term=%22Pfeil%20A%22%5BAuthor%5D
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influenza  vaccine uptake, implementation programs should target these determinants 

(Looijmans et al, 2010). 

In a study on rates of influenza  vaccination in older adults and factors associated with 

vaccine use, a secondary analysis of the Canadian Study of Health and Aging, in order to 

determine which segments of the older adult population might be targeted to increase 

coverage in influenza  vaccination programs.  The Canadian Study of Health and Aging is a 

population-based national cohort study of 10263 older adults (≥ 65) conducted in 1991. The 

data used were from the 5007 community-dwelling participants in the CSHA without 

dementia for whom self-reported influenza  vaccination status is known. The results show 

that 5007 respondents, 55.2% reported having received an influenza  vaccination within the 

previous 2 years. The largest predictive factors for flu vaccination included: being married  

52.6%, having attained a higher education 11%, smoking 57.1% , alcohol use 57.9% , 

regular exercise 56.8 % and urban living 55.8%.. Factors retaining significance in a 

multivariate analysis included older age, higher education, married status, drinking alcohol, 

smoking, engaging in regular exercise, and having higher co morbidity. The vaccination rate 

in this sample, in whom influenza  vaccination is indicated, was low (55.2%). Even in a 

publicly administered health care setting, influenza  vaccination did not reach an important 

proportion of the elderly population. Whether these differences reflect patient preference or 

access remains to be determined (Andrew et al, 2004). 

A study on factors which affecting on influenza  vaccine uptake among health care workers, 

had been conducted to assess personal and organizational factors associated with influenza  

immunization uptake among Health Care Workers (HCWs). A cross sectional survey of all 

HCWs within the Health and Social Care Trusts in Northern Ireland and a parallel-group 

study of nursing staff within Elderly Care using self-administered questionnaires. The result 

show that 203 nurses working in elderly care units37%  were immunized and 63% declined. 

Almost 70% of those not immunized perceived themselves to be „healthy‟ and gave this 

reason for declining immunization. Nurses were more likely to be immunized by a factor of 

four if they believed there was benefit for healthy HCWs, three if they felt at-risk of 

contracting influenza  and nine on a recommendation from the occupational health (OH) 

unit. Fifteen OH units participated in a survey of HCWs at the time of immunization. Five 

thousand two hundred and thirty of  HCWs were immunized. Uptake of influenza  
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immunization is low. Attitudes to one‟s health and to the value of influenza  immunization 

affect the uptake as does the delivery of the immunization program (O‟Reilly etal, 2001). 

 

A study on knowledge, attitude and practice survey on immunization service delivery in 

Guangxi and Gansu. China Was conducted  to provide baseline information for a health 

education program. KAP surveys were conducted in 12 randomly selected counties from 

high and low quality immunization service delivery area in Guangxi and Gansu Provinces. 

Care takers of 2520 children born in 1995 and 637 immunization providers were selected by 

probability proportional to size sampling. The result show that the level of immunization 

knowledge among parents was positively associated with attitude and practices of 

immunization. Immunization coverage was 89.3% in the high and 63.8% in the low service 

areas. Low coverage was associated with the number of immunization service sessions per 

year, fee for immunization services and health insurance schemes for immunization 

services. Immunization coverage can be improved by ensuring sufficient immunization 

service sessions per year, reducing the cost of immunization services and increasing the 

participation in health insurance schemes for immunization services (Xingu etal, 2010). 

 

2.3.3 Studies concern with influenza  and special groups 

A study on severe 2009 H1N1 influenza  in pregnant and postpartum women in California. 

Astatewide surveillance for patients who were hospitalized with or died from 2009 H1N1 

influenza  was initiated by the California Department of Public Health. The study reviewed 

demographic and clinical data reported from in 2009, for all H1N1-infected, reproductive-

age women who were hospitalized or died non pregnant women, pregnant women, and 

postpartum women (those who had delivered ≤2 weeks previously). Results Data were 

reported for 94 pregnant women, 8 postpartum women, and 137 non pregnant women of 

reproductive age who were hospitalized with 2009 H1N1 influenza . Rapid antigen tests 

were falsely negative in 38% of the patients tested (58 of 153). Most pregnant patients 

(95%) were in the second or third trimester, and approximately one third (34%) had 

established risk factors for complications from influenza  other than pregnancy. As 

compared with early antiviral treatment (administered ≤2 days after symptom onset) in 

pregnant women, later treatment was associated with admission to an intensive care unit 
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(ICU) or death (relative risk, 4.3). In all, 18 pregnant women and 4 postpartum women 22% 

required intensive care, and (8%) died. Six deliveries occurred in the ICU, including four 

emergency cesarean deliveries. The 2009 H1N1 influenza  can cause severe illness and 

death in pregnant and postpartum women; regardless of the results of rapid antigen testing, 

prompt evaluation and antiviral treatment of influenza -like illness should be considered in 

such women. The high cause-specific maternal mortality rate suggests that 2009 H1N1 

influenza  may increase the 2009 maternal mortality ratio in the United States (Janice et al, 

2010). 

In a study of factors influencing the wearing of facemasks to prevent the severe acute 

respiratory syndrome among adult Chinese in Hong Kong aimed to determine factors 

associated with individuals' practice of the target SARS preventive behavior (facemask 

wearing). A total of 1329 adult Chinese residing in Hong Kong were surveyed. The survey 

instrument included demographic data, measures on the five components of the Health 

Belief Model, and the practice of the target SARS preventive behavior. Logistic regression 

analyses were conducted to determine rates and predictors of facemask wearing. The result 

show that 61.2% of the respondents reported consistent use of facemasks to prevent SARS. 

Women, the 50–59 age group, and married respondents were more likely to wear facemasks. 

Three of the five components of the Health Belief Model, namely, perceived susceptibility, 

cues to action, and perceived benefits, were significant predictors of facemask-wearing even 

after considering effects of demographic characteristics. The Health Belief Model is useful 

in identifying determinants of facemask wearing. Findings have significant implications in 

enhancing the effectiveness of SARS prevention programs (Tang & Wong , 2004). 

 

2.3.4 Studies concern with influenza  and community 

In a study  on the community's attitude towards swine flu and pandemic influenza . To 

ascertain the beliefs, perceived risks and initial attitudes of the Australian community 

towards the influenza  pandemic declared by the WHO in response to the emergence of an A 

(H1N1) influenza  subtype. A cross-sectional survey of Sydney residents during WHO 

Phase 5 of pandemic (H1N1) 2009. Members of the public were approached in shopping 

and pedestrian malls in seven areas of Sydney between 2 May and 29 May 2009 to 

http://www.ncbi.nlm.nih.gov/pubmed?term=%22Tang%20CS%22%5BAuthor%5D
http://www.ncbi.nlm.nih.gov/pubmed?term=%22Wong%20CY%22%5BAuthor%5D
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undertake the survey. The result show that  620 respondents, 96% were aware of pandemic 

(H1N1), but 44% felt they did not have enough information about the situation. More than a 

third 38% ranked their risk of catching influenza  during a pandemic as low. When asked 

how they felt pandemic influenza  would affect their health if they were infected; only a 

third 33% said "very seriously". Just over half of the respondents 58% believed the 

pandemic would be over within a year. Respondents rated quarantine and vaccination with a 

pandemic vaccine as more effective than hand hygiene for the prevention of pandemic 

influenza . Emphasizing the efficacy of recommended actions (such as hand hygiene), risks 

from the disease and the possible duration of the outbreak may help to promote compliance 

with official advice  (Seale et al, 2009). 

A study on the initial psychological responses to influenza  A, H1N1 (Swine flu) was 

conducted to examine initial behavioral and attitudinal responses towards Influenza . 

Across-sectional Internet or paper-based questionnaire study in Malaysia (N = 180) or 

Europe (N = 148). Measures assessed changes in transport usage, purchase of preparatory 

goods for a pandemic, perceived risk groups, indicators of anxiety, assessed estimated 

mortality rates for seasonal flu, effectiveness of seasonal flu vaccination, and changes in 

pork consumption. The result show that  26% of the respondents were 'very concerned' 

about being a flu victim (42% Malaysians, 5% Europeans), 36% reported reduced public 

transport use (48% Malaysia, 22% Europe), 39% flight cancellations (56% Malaysia, 17% 

Europe). 8% had purchased preparatory materials (e.g. face masks: 8% Malaysia, 7% 

Europe), 41% Malaysia and 15% Europe intended to do and 63% of  Europeans, 19% of 

Malaysians had discussed the pandemic with friends. Groups seen as at 'high risk' of 

infection included the immune compromised individually (mentioned by 87% respondents), 

pig farmers (70%), elderly (57%), prostitutes/highly sexually active (53%), and the 

homeless (53%). In data collected only in Europe, 64% greatly underestimated the mortality 

rates of seasonal flu, 26% believed seasonal flu vaccination gave protection against swine 

flu. 7% had reduced/stopped eating pork, 3% had purchased anti-viral drugs for use at 

home, while 32% intended to do so if the pandemic worsened. Initial responses to Influenza  

A show large regional differences in anxiety, with Malaysians more anxious and more likely 

to reduce travel and to buy masks and food. Discussions with family and friends may 

reinforce existing anxiety levels. Particular groups (homosexuals, prostitutes, the homeless) 

http://www.ncbi.nlm.nih.gov/pubmed?term=%22Seale%20H%22%5BAuthor%5D
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are perceived as at greater risk, potentially leading to increased prejudice during a pandemic 

(Goodwin et al, 2009). 

A study on anticipated and current preventive behaviors in response to an anticipated 

human-to-human H5N1 epidemic in the Hong Kong Chinese general population was 

conducted to assess preventive behaviors in response to an anticipated local human to 

human H5N1 transmission outbreak and factors associated with such behaviors.            A 

random, anonymous, cross-sectional telephone survey of 503 Hong Kong Chinese adults. 

Results: The public in Hong Kong is likely to adopt self-protective behaviors (e.g., wearing 

face mask in public venues (73.8%), increasing the frequency of hand washing (86.7%)) and 

behaviors that protect others (e.g., wearing face masks when experiencing influenza -like 

illness (92.4%), immediately seeking medical consultation (94.2%), making declarations 

when crossing the border with ILI (87.1%), complying to quarantine policies (88.3%)). 

Multivariate analyses indicated that factors related to age, full-time employment, perceived 

susceptibility, perceived efficacy of preventive measures, perceived higher fatality as 

compared to SARS, perceived chance of a major local outbreak, and being worried about 

self/family members contracting the virus were significantly associated with the inclination 

to adopt self-protective measures. Similar analyses showed that education level, variables 

related to perceived efficacy, perceived major local outbreak and such were significantly 

associated with various behaviors directed towards protecting others. In the event of a 

human-to-human H5N1 outbreak, the public in Hong Kong is likely to adopt preventive 

measures that may help contain the spread of the virus in the community (Lau et al, 2007). 

In study Monitoring community responses to the SARS epidemic in Hong Kong  from day 

10 to day 62, to report the evolution in perceptions and behaviours of the general public in 

response to the severe acute respiratory syndrome (SARS) epidemic in Hong Kong. Ten 

similar and sequential telephone surveys were conducted during outbreak of SARS, which 

are classified as belonging to the first and second phases of the epidemic. Results show that 

most of the respondents believed that SARS could be transmitted via direct body contact 

and droplets. About half of respondents believed that SARS was curable, which increased in 

the initial phase and decreased in the second phase. Perceived chance of infection was low 

9% but fear of infection in public places was high 48%. Perceived efficacy of hygiene 

measures (wearing a mask: 82%, hand washing: 93%, and home disinfection: 75%remained 
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high in both phases and the perceived efficacy of avoiding crowded place, and using public 

transportation, etc, increased initially and decreased in the second phase. In parallel, use of 

the three hygiene measures increased significantly in the first phase and remained high for 

wearing a mask and washing hands in the second phase. Percentages of people avoiding 

crowded place and public transportation significantly increased initially and decreased in the 

second phase. SARS related perceptions and behaviours evolved rapidly during the 

epidemic and Hong Kong residents quickly adopted appropriate SARS prevention measures. 

Timely dissemination of information seems effective in public health crises management 

(Lau, 2003). 

 

Summary of previous studies  

It was conclude that knowledge is a significant influence on attitudes and practices in a 

pandemic, and personal experience influences practice behaviors. The 2009 H1N1 influenza  

can cause severe illness and death in pregnant and postpartum women. Risk perception and 

vaccination coverage concerning seasonal and pandemic influenza was very poor among 

travellers to resource limited destinations when compared to traditional at risk groups. Even 

in a publicly administered health care setting, influenza  vaccination did not reach an 

important proportion of the elderly population. Respondents rated quarantine and 

vaccination with a pandemic vaccine as more effective than hand hygiene for the prevention 

of pandemic influenza The appropriate mass health education and public risk 

communication should be considered in order to create better understanding and maintain 

good awareness as well as practice. 

 

 

Finally Studies indicate that there is a relationship between knowledge and practices among 

health care providers. Also health care providers who closed with  patients have more 

knowledge and practices than other care providers  because of directly dealing with patients 

is more likely to take prevention and  they exposed  to public inquiries Hence they are More 
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familiar than others.The researcher finds that these studies support the results and  there is 

consensus between the findings of previous studies, also confirms that the health care 

provider in the Gaza Strip resemble its counterparts in other countries, and demonstrates that 

health care provider in Gaza Strip care and prevention and health education may exceed in 

some cases, some developed countries for health. 
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Chapter Three  

Methodology 

3.1 Introduction  

To implement this study, the researcher followed the appropriate steps of methodology 

mentioned in the thesis guidelines for student of high studies in Al Quds University. The 

guidelines include the study design, the study sample, the study instrument measurement 

tools, data collection, and data processing and analysis. A pilot test was carried out prior to 

the start of data collection to check ambiguity or confusion in the questions statement. The 

researcher applied 

the study questioner after receiving an official approval letter from "Helsinki Committee" 

and also official letters were obtained from the Ministry of Health. A written consent was 

obtained from each participant, and every participant received a complete explanation about 

the purpose of the study. 

3.2 Study design 

The design of this study is a, descriptive  analytical  design to assess the level of 

knowledge, attitude and practice regarding swine flu among health care providers in 

primary health clinics. 

This design has been chosen because it is one of the best designs to describe the level of 

knowledge, attitude and practice.  It is less expensive and enables the researcher to meet 

the study objectives in a short time.  It also studies the cause and effect at the same 

point of time and thus provides some possible indication about causation relationships 

(Burns and Grove, 1997). 
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3.3 Study population  

The study population  consisted of all health care providers in  governmental primary 

healthcare clinics in Gaza Strip. The total number is 1217  providers (282 general 

practitioner,73 specialist, 92 pharmacist, 372 nurses, 24 midwives, 266 paramedics). 

(DGPC, 2010). 

3.4 Study sample  

The sample size was estimated by using Epi-info.6 program (epidemiological 

information statistical program, version 6 at a 95% confidence interval, the sample 

size was 308 eligible subjects. The number of participants in each clinic was 

calculated proportionally according to number of health care providers in each 

clinic and their levels. 

3.5 Sampling process  

In Gaza Strip there are 57 clinics distributed in 5 governorates (Rafah, Khan 

Younis, Middle Zone, Gaza, and North Gaza).  The primary health care centers in 

Gaza governorates have been stratified into three levels (II, III, and IV).  The 

sample of this study consists of 308 subjects, from the whole study (1217) 

population provider who were working at governmental PHC in Gaza Strip. A 

sample of five clinics from each level was obtained regarding different 

geographical areas. convenient  sample of 30 providers  from each clinic of fourth 

level, 20 providers  from each clinic of  third  level and  10 providers  from each 

clinic of  second level  The sample was obtained regarding different profession 

and different governorates. 

3.6 Study setting 

The study conducted at governmental PHC in Gaza Strip, at primary health care at three 

different levels ( II, III and IV) in the five governorates of Gaza Strip (North Gaza, 

Gaza, Mid-zone, Khan Younis, and Rafah). 
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.Table (3.1) Sample distribution according to level and place of PHCs. 

Governorates II III IV 

Rafah Al-  shaboura clinic Tal –El Sultan clinic Rafah martyrs clinic 

Khan Younis Jourt –Elout clinic Bany –sohaila clinic Khan Younis martyrs clinic 

Middle zone Al-Burij clinic Al-Nosisrat clinic Deir-Elbalah martyrs clinic 

Gaza Atta  Habib clinic Al Shatii martyrs clinic Al-Sheikh Ridwan clinic 

North Gaza Jabalia camp clinic Beit –Lahia clinic Jabalia martyrs clinic 

3.7  Eligibility  

3.7.1  Inclusion criteria 

a. For participants 

All health care providers who have been working at governmental PHC during the data 

collection period from the different categories were included. 

b. For clinics 

 PHC centers of the  MOH sector. 

 Clinics from different levels which  have been randomly selected. 

3.7.2 Exclusion criteria 

a. For participants 

Health care providers who are have not been working at PHC during the data collection 

period for any reason (e.g., retirement, death, traveling, etc.). 

 

b. For clinics 

• Clinics not chosen by sampling. 

• Clinics with special services (UNRWA, psychiatric clinics, military clinics). 
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3.8 Ethical matters and procedures 

 An official letter of approval to conduct the study was obtained from the Helsinki 

Committee in Gaza Strip.  Also an official letter was obtained from MOH Director to 

conduct the study at MOH primary health care centers. Every participant was provided 

with a full explanation to the questionnaire, both verbal and written attachment. The 

attachment form included the purpose of the study, assurance about the confidentiality of 

the information, and the instructions how to respond to the questionnaire. Also it included 

a statement indicating that the participant has the right to  participate or not in this study. 

The participation was optional, anonymity and confidentiality will be given and 

maintained. A consent form was obtained from each participant and it well be attached to 

each questionnaire to ensure their voluntary participation after signing the consent. 

3.9  Research instrument  

A standardized self-administered questionnaire was used. 

3.9.1 Questionnaire design 

A questionnaire was designed to cover areas of research topic, knowledge, attitude and 

practice toward swine flu among health care providers in primary health clinics, and to 

meet the study objectives. The questionnaire was constructed and prepared designed in 

Arabic language. It was revised by both experienced people in public health and expert 

in environmental health.  It was composed of close ended questions and consists of  five 

parts, the first part of the questionnaire  is personal information, the second part of the 

questionnaire includes knowledge measurement scale about swine flu consisting of  14 

questions, the third  part of the questionnaire includes attitude  measurement scale about 

swine flu consisting of  11 questions, the fourth part of the questionnaire includes 

practice  measurement scale about swine flu consisting of  9 questions, the fifth   part of 

the  questionnaire includes source of information question. Explanation was  given just 

to avoid mistakes in wording of the questions to the subjects during data collection, so 

that the subjects clearly understood the questions. 
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3.9.2 Validity and reliability 

3.9.2.1 Face and content validity: 

The study instrument was constructed after reviewing the literature which  related to the study  

then sent with the objectives of the study in enclosed covering letter  to 7 experts working in 

the public health and epidemiology, in order to give their views on the dimension of statements  

of the questionnaire. According to their suggestions and advice, the researcher modified some 

of the questions to be more suitable for achieving the objectives of the study. 

3.9.2.2 Reliability of the instrument 

The researcher used the Cronbach alpha coefficient to test the reliability of the instrument. 

Reliability for knowledge scale check list 

The researcher estimated the reliability of the Knowledge scale by using the equation of 

Cronbach's alpha (No. of items = 14); where the value of alpha = (0.759). Then Knowledge 

scale checklist measurement device is valid and reliable . 

Reliability for attitude scale check list 

The researcher estimated the reliability of the Attitude scale by using the equation of Cronbach's 

alpha (No. of items = 11); where the value of alpha= (0.634).  

Reliability for practice  scale  check list 

The researcher estimated the reliability of the practice scale by using the equation of Cronbach's 

alpha (No. of items = 9); where the value of alpha= (0.859).  Then practice scale is valid and 

reliable.  
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3.10  Pilot study 

  Pilot study was conducted on 30 subjects before the start of actual data collection, in order to 

provide feedback about the questionnaire and ensure validity and reliability of the questionnaire. 

A pilot study subjects were excluded from the study sample. And after pilot study and modify 

some of question , the researcher  was start the data collection. 

3.11  Data collection  

Data were collected by the researcher. The average time for each questionnaire was 20 minutes, 

the data were collected in the same day for each clinic during the period from  5 to 20 July 

2010.  The number of respondents of health care providers  in the study was 280 of the 300, the 

response  rate was 93.3%.  

3.12 Data entry and analysis 

 Data were carefully checked to exclude incomplete answered question . Two  hundred and eighty 

tilled questionnaires  were processed and entered into computer by the researcher on statistical 

package for social science ( SPSS) version 14. In this study, the dependent variables were 

knowledge, attitude, practice among health care providers, and the independent variables were 

level of clinic, location of clinic, profession type, years of experience, qualification, age and 

gender of the health care provider. In reporting the results of the study, population distribution, 

descriptive statics in term of means, percentage were measured for each dependent and 

independent variables. The researcher used independent sample T test to explore the differences 

between means, and one way ANOVA to test differences between KAP as dependent variables, 

and other factors as independent variables.   

3.13 Limitations of the study 

The researcher faced some limitation during implementing this study such: 

 Research resources and previous studies were limited 

 Lack of relevant financial resources   

 Limitation of time because the time duty of health care provider is limited. 
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Chapter Four 

 

 

Results 

 

4.1 Introduction 

 

 In this chapter, the researcher will present the main study results based on the results of the 

statistical analyses. The first part of results is related to the distribution of study population and 

sample. Frequency of the items and descriptive statistics were used to present data. 

The second part relates to the results of the study questions and hypotheses. Knowledge, attitudes 

and practices toward swine flu among health care providers in primary health clinics in Gaza 

Strip were the dependent variables. And the possible factors such as age, gender, profession type, 

years of education, years of experience and source of information represent the independent 

variables. 

 

4.2 Method of analysis 

The researcher conducted population distribution, and a descriptive statistics in terms of means 

and percentages were measured for each dependent and independent variables. The researcher 

used an independent sample T test  to explore the differences between means, and  one way 

ANOVA to test the differences between KAP as dependent variables, and other factors as 

independent variables.  
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4.3 Results 

 

4.3.1 Sample distribution according to gender 

The following table (4.2) shows the number and percentage of health care providers according to 

gender. The table shows that of the total sample (280) males were 133 (about 47.5%) and 

females were 147 (about 52.5%) of the sample. 

 

Table 4.1: Frequency and percentage of gender 

 

Gender Frequency Percent 

Male 133 47.5% 

Female 147 52.5% 

Total 280 100.0 

 

 

4.3.2 Sample distribution according to age 

The following table 4.2 shows the number and a percent of health care providers according to 

age group. The largest age group of 30-39 years was 110 subjects, about 39.3%, followed by 

group 40-49 yrs with 68 subjects, about 24.3%,then group 20-29 yrs with 63 subjects,  about 

22.5%, and group 50-59 yrs with 39 subjects,  about  (13.9%).  

 

Table 4.2: Frequency and percentage of age groups  

 

Age group Frequency Percent 

20-29 y 63 22.5% 

30-39 y 110 39.3% 

40 -49 y 68 24.3% 

50-59 y 39 13.9% 

Total 280 100.0% 
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4.3.3 Sample distribution according to place of residence 

The following table (4.3) shows the number and percentage of providers according to place of 

residence in the five governorates of Gaza Strip. There is almost an even distribution, where of 

total sample of 280 subjects, Rafah had 67 subjects, about 23.9%, Khan Younis 58 subjects,  

about 20.7%%, Middle zone 45 subjects,  about 16.1%, Gaza city 55 subjects, about 19.6%  and 

North Gaza 55 subjects had responding about 19.6%. 

Table 4.3: Frequency and percentage according to place of residence 

 

Residency  place Frequency Percent 

Rafah 67 23.9% 

Khan Younis 58 20.7% 

Middle Zone 45 16.1% 

Gaza 55 19.6% 

North Gaza 55 19.6% 

Total 280 100.0% 

 

 

4.3.4 Samples distribution according to profession type 

 The following table (4.4) shows the number and percent of health care providers according to 

profession type. The results of the study shows that, physician were 82 about 29.3%, nurses 109 

about 38.9%, pharmacists 37 about 13,2% and paramedics were 52 subjects responding about 

18.6%. 

 

Table 4.4: Frequency and percentage according to profession type 

  

Profession type Frequency Percent 

Physician 82 29.3% 

Nurse 109 38.9% 

Pharmacists 37 13.2% 

Paramedics 52 18.6% 

Total 280 100.0% 

 

4.3.5 Samples distribution according to qualification   

The following table (4.5) shows the number and percentage of health care providers according to 

educational as follows: 96 about 34.3% have Diploma degree, 171 about 61.1 % have bachelor 

degree, 11 about 3.9% with Master degree and only two about 0.7% have Ph.D. degrees. 
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Table 4.5: Frequency and percentage according to qualification 

 

Educational 

qualification Frequency Percent 

Diploma 96 34.3% 

Bachelor 171 61.1% 

Master 11 3.9% 

PHD 2 0.7% 

Total 280 100% 

 

 

4.3.6 Samples distribution according to experience 

The following table (4.6) shows the number and percentage of participants according to their 

experience, as follows: From 1 to 9 years (n= 119) about 42.5%, from 10 to19 years (n=102) 

about (36.4%), from 20 to 29 years (n= 40) about 14.3% and from 30 to 49 years (n=19) about 

6.8%. 

 

Table 4.6: Frequency and percent according to years of experience 

 

Experience Group Frequency Percent 

1 - 9 yrs 119 42.5% 

10 -19 yrs 102 36.4% 

20 – 29 yrs 40 14.3% 

30 – 49 yrs 19 6.8% 

Total 280 100% 

 

 

4.4 Results of study questions 

 

4.4.1 Level of knowledge 

  

To determine the level of swine flu knowledge  among health care providers, a descriptive 

statistics including measures of mean, standard deviation and percentage of correct answer score 

that reflect the level of  health care providers knowledge were calculated to show the current 

level of knowledge of the health care providers shown in table 4.7. 
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Table 4.7: Mean, standard deviation and percentage of the Level of knowledge  

 

Item N Mean St .deviation 

Knowledge 280 33.67 2.67 

 

The second part of the questionnaire contained 14 questions on knowledge of swine flu; the 

mean of the score was 33.67 with a standard deviation 2.67. 

 

4.4.2 Knowledge categories: 

In this study the health care providers were classified into two categories according to their 

scores. Health care providers with relatively high score are those who have got 33 and above and 

those with relatively low score are those who have got 32 and less. The numbers and percentages 

of the participants according to the level of knowledge are shown in table 4.8, and the results on 

the knowledge items are shown in table 4.9. 

 

Table 4.8: Number and percentage of providers according to level of knowledge    category 

 

Percent Frequency Level of Knowledge 

60.0% 168 High knowledge 

40.0% 112 Low knowledge 

100.0% 280 Total 

 

As shown in table 4.8.  168 of participants about 60% have high knowledge and 112 of them 

about 40% have low knowledge about swine flu.  
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Table 4.9: Percent of knowledge items 

 

Items  Yes 

 

No 

 

Don’t 

 know 

% % % 

Swine influenza  is a bacterial disease  

 

1.4 84.1 14.3 

First case of swine flu in the Gaza Strip in 2009  

 

74.6 12.9 12.5 

 Most people most vulnerable to disease who deal  with 

the animals  

 

36.4 59.6 3.9 

 swine influenza  virus  cannot transmit  from an 

infected person to the another  

 

16.4 82.1 1.4 

In Mexico, the swine flu was  spread to the large 

number because of eating the flesh of swine  

 

50.0 33.6 16.4 

 Resemble the symptoms of swine flu seasonal 

influenza  (winter)  

 

93.3 5.4 0.7 

 Swine flu deaths cases  more than seasonal influenza   

 

50.4 46.4 3.2 

 Seasonal  influenza  vaccines do not provide protection 

against swine flu  

 

79.6 17.1 3.2 

 If you discover infected case, must make medical 

screening to surrounding people  

89.2 9.3 1.4 

 Do you know of any laws to protect against swine flu  

 

55.9 26.2 17.9 

The  spread of swine  flu may occur in any time of the 

year  

 

73.6 18.2 8.2 

( Tami flu) is a successful treatment in the face of the 

swine flu  

 

58.2 29.3 12.5 

 Are you familiar with protocol and plan of the Ministry 

of Health to address this disease 

52.1 32.9 15.0 

 

 

As shown in table 4.9. About 89.2% of participant answered that when discovering infected case, 

must make medical screening to surrounding people. 93.3% of them answered that resemble the 
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symptoms of swine flu seasonal influenza  (winter) and 73.6% of them answered that the spread 

of swine flu may occur in any time of the year. 

 

4.4.3 Level of attitude   

  

To determine the level of swine flu attitude among health care providers, a descriptive statistics 

including measures of mean, standard deviation and percentage of correct answer score that 

reflect the level of health care providers‟ attitude were calculated to show the current level of 

attitude of the health care providers (table 4.10). 

 

Table 4.10: Mean , standard deviation   and percentage of the level of attitude   

 

Item N Mean St .deviation 

Attitude 280 17.67 2.83 

 

The third part of the questionnaire contained 11 questions on the attitude to swine flu; the mean 

of the score was 1767 with standard deviation of 2.83. 

 

 4.4.4 Attitude categories: 

In this study the health care providers were classified into two categories according to their 

scores. Health care providers with relatively positive score are those who have got 17 and above 

and those with relatively low score are those who have got 16 and less. The numbers and 

percentages of the participants according to the level of attitude are shown in table 4.11, and the 

results on the attitude items are shown in table 4.12. 

 

Table 4.11: Number and percentage of providers according to level of attitude category 

 

Percentage Frequency Attitude level 

50.9 143 Positive 

49.1 137 Negative 

100 280 Total 

 

 

As shown in table 4.11.  143 of participants about 50.9% have positive attitude and 137 of them 

about 49.1 %  have negative attitude  toward swine flu. 
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Table 4.12: Percentage of attitude items 

 

Items Agree   Not 

sure  

Don’t 

agree 

% % % 

 Thinking that the swine flu is a serious problem facing the 

Palestinian society  

 

33.9 11.8 54.3 

Person who  infected with swine flu may  die  

 

87.9 6.0 6.1 

Thinking  that the swine flu could spread again  

 

70.7 25.4 3.9 

The best way to protect our country from the swine flu is to read 

everything about it. 

 

70.0 15.4 14.6 

In the Gaza Strip are unable to control the spread of swine flu, if 

spread again  

 

28.6 30.4 41.1 

The best way to prevent flu is to maintain the cleanliness of the 

environment  

 

78.2 30.4 41.1 

Prefer  closure of schools and universities in the  new event of an 

outbreak of swine influenza   

51.8 9.6 38.6 

Vaccination for swine flu protects against infection  36.8 47.9 15.4 

Vaccination for swine flu cause many problems  

 

32.6 47.6 28.6 

Thinking that the media talk about swine flu problem 

 

79.3 13.2 7.5 

Thinking that the information of  the swine flu must be met in the 

early stages of school and university   

95.0 2.1 2.9 

 

As shown in table 4.12 about 87.9% of the participant answered that persons infected with swine 

flu may die. Also about 78.2% of them answered that the best way to prevent flu is to maintain 

the cleanliness of the environment, 79.3% answered that they think the media talk about swine 

flu problem and 95.0% answered that they think the information of swine flu must be met in the 

early stages of school and university.     

  

4.4.5 Level of practice  

 A descriptive statistics including measures of mean, standard deviation and percentage of 

correct answer score that reflect the level of health care providers practice were calculated to 

show the current level of swine flu practice of the health care provider (table 4.13). 

 



53 

 

Table 4.13: Mean, standard deviation and percentage of the level of practice  

 

Item N Mean St .deviation Percent 

Practice 280 13.41 2.23 60.9% 

 

The fourth part of the questionnaire contained 9 questions on swine flu practice; the mean of the 

score was 13.41 with standard deviation of 2.23.  

 

4.4. 6 Practice categories: 

In this study the health care providers were classified into two categories according to their 

scores. Health care providers with relatively high score are those who have got 13 and above and 

those with relatively low score are those who have got 12 and less. The numbers and percentages 

of the participants according to the level of practice are shown in table 4.14, and the results on 

the practice items are shown in table 4.15. 

 

Table 4.14: Number and percentage of providers according to level of practice category 

  

Percent Frequency Practice 

65.1 182 High 

34.9 98 Low 

100.0 280 Total 

 

As shown in table 4.14. 182  of participants about 65.1% have high practice and 98 of them 

about 34.9 % have low practice against swine flu. 
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Table 4.15: Percentage of practice items 

 

Items Agree Not 

sure 

Don’t 

agree 

% % % 

Wearing a mask in public places  63.8 7.5 28.7 

Minimizing the social visits 71.4 7.1 21.4 

 Preventing children and relatives from going to schools and 

universities  

36.1 15.4 48.6 

 Avoiding  being in crowded places 91.8 2.5 5.7 

Washing hands thoroughly after shaking hands with an infected 

person with  swine flu  

98.6 0.7 0.7 

Don't deal with a person infected with swine flu  30.7 15.0 54.0 

Will Inform the authorities in case of doubt in the case of 

suspected swine flu  

95.3 4.3 0.4 

sharing with counselors and health educators in seminars on swine 

flu 

93.2 5.4 1.4 

 Taking  swine flu vaccination 31.4  68.6 

 

As shown in table 4.15, about 91.8% of the participant answered that to control swine flu they 

should avoid being in crowded places, 98.6% of them answered that they wash their hands 

thoroughly after shaking hands with an infected person with swine flu. Also 95.3% of them 

answered that they will inform the authorities in the case of suspected swine flu case, 93.2% of 

them answered that they share with counselors and health educators in seminars on swine flu and 

68.6% of the participants didn't take swine flu vaccination. 

4.5 Answering questions     

4.5.1 Knowledge, attitude and practice toward swine flu and profession type 

Subjects  were divided into four groups  according to their profession (physicians, nurses,  

pharmacist, and  paramedics). The researcher used the one-way ANOVA, to explore the 

relationships among the variables. The results are presented in table 4.16. 
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Table 4.16: Differences in KAP means squares related to profession type 

Sig F 
Mean 

Square 
DF 

Sum of 

Squares 

Profession 

Type 

Dependant 

variables 

0.00 8.806 .340 3 1.020 
Between 

Groups 
Knowledge 

  

    
.039 276 10.661 

Within 

Groups 

   279 11.682 Total 

0.74 .417 .028 3 .083 
Between 

Groups 
Attitude  

  

    
.067 276 18.388 

Within 

Groups 

   279 18.472 Total 

0. 06 2.297 .152 3 .457 
Between 

Groups 
Practice   

  

    
.061 276 16.710 

Within 

Groups 

   279 17.167 Total 

 

From table 4.16, it is shown that there are statistically significant differences between subjects‟ 

profession type and their knowledge, and no statistically significant differences between 

subjects‟ profession type and their attitude and practice. The knowledge mean square between 

groups is 0.34 and within groups 0.039, F= 8.806 and P-value is 0.00 which is less than 0.05. 

That means the difference is very highly statistically significant. The attitude mean square 

between groups is 0.028 and within groups 0.067, F= .417 and p- value is 0.74 which is >0.05. 

This means that the difference is not statistically significant. The practice mean square between 

groups   is 0.152 and within groups 0.061, F= 2.297 and p-value is 0.06 which is >0.05 which 

means that  the  differences are not statistically significant.     

To identify the significant difference between subjects‟ profession type and their knowledge, 

Scheffe Post-hoc analysis was used. Table 5.17 shows the results. 
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Table 4.17: Scheffe Post Test for Knowledge Level and Profession Type 

(I) Profession 

 
(J) Profession 

Mean Difference 

(I-J) 
Std. Error Sig. 

Physician 

Nurse 

-0.00 0.028 0.997 

Pharmacists 

0.07 0.038 0.341 

Paramedics 

0.15 0.034 0.00** 

Nurse 

Physician  

0.00 0.028 0.997 

Pharmacists 

0.07 0.037 0.237 

Paramedics 

0.15 0.033 0.00** 

Pharmacists 

Physician 

-0.07 0.038 0.341 

Nurse 

-0.07 0.037 0.237 

Paramedics 

0.07 0.042 0.326 

Paramedics 

Physician 

-0.15 0.034 0.00** 

Nurse 

-0.15 0.033 0.00** 

Pharmacists 

-0.07 0.042 0.326 

 

According to table 4.17, Scheffe Post-hoc test, it is  clear that   there is a statistically significant 

difference between subjects profession type and their knowledge and the difference is positive 

towards physicians and nurses , which means that the highest knowledge is among physician and 

nurses, and the lowest knowledge was among  paramedics. 

 

4.5.2 Knowledge categories and profession type 

Cross tabulation was performed to identify if there were any differences between knowledge 

categories and profession type. 
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Table (4.18) Cross tabulation of knowledge level according to profession type 

Knowledge   level 

Profession Total Percent Low 

knowledge Percent 

high 

knowledge 

82 39% 32 61% 50 Physician 

109 30.3% 33 69.7% 76 Nurse 

37 45.3% 16 56.7% 21 Pharmacists 

52 59.6% 31 40.4% 21 Paramedics 

 

  

As shown in table 4.18, about 76 of 109 nurses with percentage of 69.7% have got a score of 33 

and above, and 33 of them with a percentage of 30.3% have got 32 and below. While 50 of 82 

physicians with a percentage of 61% has got a score of 33 and above, and 32 of them with a 

percentage of 39 % has got 32 and below. Also 21 of 37 of pharmacists with percentage of 

56.7% have got a score of 33 and above, and 16 of them with a percentage of 45.3% have got 32 

and below. Only 21 of 52 paramedics, with a percentage of 40.4 % have got of score 33 and 

above, and 31 of them with percentage of 59.6 % have got 32 and below. That means, the highest 

knowledge was among nurses and the lowest knowledge was among paramedics. There is no 

statistically significant difference in the level of attitude and practice among health care 

providers due to their profession type. 

 

4.5.3 Knowledge, attitude and practice toward swine flu and experience 

Subjects  divided into four groups  according to experience years groups (from 1 to 9 , 10 to19, 

20 to 29 and 30 to 40 years ) the researcher used the one-way ANOVA, to explore the 

relationships among variables . The results are presented in table (4.19). 
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Table 4.19:  Differences in KAP means square related to years of experience 

Sig F 
Mean 

Square 
DF 

Sum of 

Squares 

Years of 

experience 

Dependant 

variables 

.232 1.437 .060 3 .180 
Between 

Groups knowledge 

 

 

  
.042 275 11.501 

Within 

Groups 

   278 11.681 Total 

.198 1.567 .103 3 .310 
Between 

Groups Attitude 

 

 

  
.066 275 18.157 

Within 

Groups 

   278 18.468 Total 

.714 .445 .028 3 .085 
Between 

Groups Practice 

 

 

  
.062 275 17.057 

Within 

Groups 

   278 17.142 Total 

 

From the above table (4.19), the results show that there are no statistically significant differences 

between subjects‟ years of experience and their knowledge, attitude and practice. The knowledge 

mean square between groups   is 0.060 and within groups 0.042, F= 1.437 and p-value is 0.232 

which is > 0.05, and this means that there is no statistically significant differences. The attitude 

mean square between groups   is 0.103 and within groups 0.066, F= 1.567 and p-value is 0.198 

which is >0.05 which means that there is no statistically significant differences. The practice mean 

square between groups   is 0.028 and within groups 0.062 and F= 0.445 and p-value is 0.714 

which is >0.05) which that mean that there is no statistically significant differences. So there is no 

statistically difference in the level of knowledge, attitude and practice among health care provider 

attributed to their years of experience. 

 

 

 

 

4.5.4. Knowledge, attitude, practice and age 

To test the hypothesis " There is no statistically significant difference in the level of knowledge, 

attitude and practice among health care providers due to their age" subjects were divided into 

four groups according to experience years (from 20 to 29, 30 to 39, 40 to 49 and 50 to 59 years) 

the researcher used the one-way ANOVA to explore the relationships among variables. The 

results are presented in table 4.20. 
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Table 4.20: One-Way ANOVA comparison among knowledge, attitude, practice according 

to age 

Sig F 
Mean 

Square 
DF 

Sum of 

Squares 

Years of 

Experience 

Dependent 

variables 

.256 1.357 .057 3 .170 
Between 

Groups Knowledge 

 

 
  .042 276 11.512 

Within 

Groups 

   279 11.682 Total 

.147 1.803 .118 3 .355 
Between 

Groups Attitude 

 

 
  .066 276 18.117 

Within 

Groups 

   279 18.472 Total 

.718 .450 .028 3 .084 
Between 

Groups Practice 

 

 
  .062 276 17.084 

Within 

Groups 

   279 17.167 Total 

 

The above able (4.20) shows that there are no statistically significant differences between 

subjects age and their knowledge, attitude and practice. The knowledge mean square between 

groups is 0.57 and within groups 0.042, F= 1.357 and the p-value is 0.25 which is >0.05, this 

means that there are no statistically significant differences. The attitude mean square between 

groups   is 0.118 and within groups 0.066, F= 1.803 and p-value =0.147 which is >0.05).  That 

means that the difference is not statistically significant. The practice mean square between 

groups   is 0.028 and within groups 0.062, F= .450 and p-value is 0.71 which is 0.05, hence the 

differences is not statistically significant. So there is no statistically significant difference in the 

level of knowledge, attitude and practice among health care provider attributed to their age. 

 

4.5.5 Knowledge, attitude, practice and gender 

Subjects were divided into two groups (males and female) and the researcher used the T test 

analysis to find the relationships among the variables. The results are presented in table 4.21. 

 

 

 

 

 



61 

 

Table 4.21: Independent sample t test among knowledge, attitude, practice according to 

gender 

Variables Sex N Mean S. D S. E Mean T Sig. 

Knowledge 

Male 133 2.6143 .19944 .01729 
.313 

 

0.50 Female 147 2.5667 .20728 .01710 

Attitude 

Male 133 1.6268 .25889 .02245 
.350 

.225 

Female 147 1.5894 .25544 .02107 

Practice 

Male 133 1.5174 .26467 .02295 
4.152 

.112 

Female 147 1.4702 .23062 .01902 

 

From the above table (4.21) the results show that there is a statistically significant difference 

between subjects gender  and their knowledge, and there are no statistically significant 

differences between subjects gender  and their attitude  and practice with p-value much higher 

than 0.05. There is no statistically significance difference in the level of knowledge, attitude and 

practice among health care providers due to their gender. 

4.5.6 Knowledge categories and gender 

Cross tabulation was performed to identify if there were any differences between knowledge 

categories and gender. 

Table 4.22: Cross tabulation of knowledge level according to gender 

Knowledge   level 

Total Percentage Low 

Knowledge 

Percentage High 

Knowledge 

Gender 

133 35% 46 
65% 

 
87 

Male 

147 45% 66 55% 81 Female 

280  112  168 Total 

 

As shown in table 4.22 above, 87 of 133 (65%) males have got a score of 33 and above, and 46 

(35%) have got 32 and below, while 81 (55%) females have got a score of 33 and above, and 66 

(45%) have got 32 and below. This indicates that male health care providers have higher 

knowledge on swine flu than their female colleagues. 

4.5.7  Knowledge, attitude, practice and qualification 

Subjects divided into four groups according to qualification (diploma, bachelor, Master, PhD). 

The researcher used the one-way ANOVA to explore the relationships among variables. The 

results are presented in table 4.23. 
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Table 4.23: One-way ANOVA comparison among knowledge, attitude, practice according 

to qualification 

Sig F 
Mean 

Square 
DF 

Sum of 

Squares 
Qualification 

Dependant 

variables 

.578 .659 .028 3 .083 
Between 

Groups knowledge 

 

 
  .042 276 11.599 

Within 

Groups 

   279 11.682 Total 

.213 1.507 .099 3 .298 
Between 

Groups Attitude 

 

 
  .066 276 18.174 

Within 

Groups 

   279 18.472 Total 

.608 .612 .038 3 .113 
Between 

Groups Practice 

 

 
  .062 276 17.054 

Within 

Groups 

   279 17.167 Total 

 

From the above table (4.23) the results show that there are no statistically significant differences 

between subjects‟ qualification and their knowledge, attitude and practice. The knowledge mean 

square between groups is 0.028 and within groups 0.042, F= 0.659 and p-value is 0.578 which is 

>0.05. This indicates no statistically significant differences. The attitude mean square between 

groups   is 0.099 within groups 0.066, F= 1.507 and p-value is 0.213) which is >0.05. That 

means, there are no statistically significant differences. The practice mean square between 

groups   is 0.038, within groups 0.062,  F= 0.612 and P- value is 0.608 which is  >0.05.this 

shows a none  statistically significant differences. So There is no statistically significant 

difference in the level of knowledge, attitude and practice among health care providers attributed 

to their qualification. 

4.5.7 Knowledge, attitude, practice and location of PHC center  

Subjects were divided into five groups  according to location of PHC center (Rafah , Khan 

Younis , Middle Zone ,Gaza ,North Gaza governorates). The researcher used the one-way 

ANOVA, to explore the relationships among variables.  The results are presented in table 4.24. 
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Table 4.24: One-way ANOVA comparison among knowledge, attitude, practice according 

to location of PHC center 

Sig F 
Mean 

Square 
DF 

Sum of 

Squares 

Location of 

PHC Center 

Dependant 

Variables 

.040 2.537 .104 4 .416 
Between 

Groups 
Knowledge 

 

 
  .041 275 11.266 

Within 

Groups 

   279 11.682 Total 

.294 1.241 .082 4 .328 
Between 

Groups 
Attitude 

 

 
  .066 275 18.144 

Within 

Groups 

   279 18.472 Total 

.012 3.280 .195 4 .782 
Between 

Groups 
Practice 

 

 
  .060 275 16.386 

Within 

Groups 

   279 17.167 Total 

 

From table 4.24, the results show that there are statistically significant differences between 

location of PHC center and knowledge and practice with p-values = 0.04 and 0.012 respectively. 

And there are no statistically significant differences between location of PHC center and attitude 

with p-value = 0.294. To identify the significant difference between subjects‟ location of PHC 

center and subjects‟ knowledge, Scheffe Post-hoc analysis was used and the results are displayed 

in table 4.25. 
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Table 4.25: Scheffe post test for knowledge level and location of PHC center 

(I)Location of 

PHC center 

(J)Location of 

PHC center 

Mean 

Difference (I-J) 
Std. Error Sig. 

Rafah 

Khan Younis .04907 .03630 .767 

Middle  zone -.07192 .03901 .495 

Gaza .01557 .03683 .996 

North Gaza -.02440 .03683 .979 

Khan Younis 

Rafah -.04907 .03630 .767 

Middle zone -.12098 .04021 .053* 

Gaza -.03349 .03809 .942 

North Gaza -.07347 .03809 .447 

Middle  zone 

Rafah .07192 .03901 .495 

Khan Younis .12098 .04021 .053* 

Gaza .08749 .04068 .331 

North Gaza .04751 .04068 .850 

Gaza 

Rafah -.01557 .03683 .996 

Khan Younis .03349 .03809 .942 

Middle  zone -.08749 .04068 .331 

North Gaza -.03998 .03860 .898 

North Gaza 

Rafah .02440 .03683 .979 

Khan Younis .07347 .03809 .447 

middle zone -.04751 .04068 .850 

Gaza .03998 .03860 .898 

* The mean difference is significant at the 0.05 level. 

According to table 4.25, Scheffe Post-hoc test shows that there is statistically significant 

difference between location of PHC centers and the subjects‟ knowledge.  
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4.5.9 Knowledge categories and location of PHC center 

Cross tabulation was performed to identify if there were any differences between knowledge 

categories and the location of PHC centers. 

Table 4.26: Cross tabulation of knowledge level according to location of PHC center 

Knowledge   level 

Total Percent Low 

knowledge 

Percent High 

knowledge 

Location  

67 34.5% 23 65.5% 44 Rafah 

58 
55.2% 

32 
44.8% 

26 
Khan 

Younis 

45 31.1% 14 68.9% 31 Middle Zone 

55 41.8% 23 58.2% 32 Gaza 

55 36.6% 20 63.4% 35 North Gaza 

280 40% 112 60% 168 Total 

 

As shown in table 4.26, about 44 (65.5%)  of  Rafah PHC centers participants have  got a score 

of 33  and above, and 23 (34.5%) have got 32 and below, while 26 (44.8%) of  Khan Younis  

PHC center participants have got a score of 33 and above, and 32 of them  55.2 % have got 32 

and below. Also 31 (68.9 %) of   the Middle Zone PHC centers have got a score of 33 and above, 

and 14 (31.1 %) of them have got 32 and below.  Thirty two (58.2%)  of  Gaza  PHC center 

participants have got a score of 33 and above, and 23 (41.8 % ) of them have got 32 and below, 

and 35 (63.4%) of North Gaza  PHC centers participants have got a score  of 33  and above , and 

20 (40 %) of them  have got 32 and below .  That means that the highest knowledge was in 

Middle Zone PHC center participants followed by those in Rafah, then North Gaza, Gaza and the 

lowest knowledge was among Khan Younis  PHC center participants of the health care 

providers. 
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Table 4.27: Scheffe post test for practice level and location of PHC center 

(I) Location of 

PHC center 

(J)Location of 

PHC center 

Mean Difference 

(I-J) 
Std. Error Sig. 

Rafah 

Khan Younis .03332 .04378 .965 

Middle Zone -.09434 .04705 .405 

Gaza .07757 .04441 .550 

North Gaza .00080 .04441 1.000 

Khan Younis 

Rafah -.03332 .04378 .965 

Middle  zone -.12766 .04849 .143 

Gaza .04425 .04594 .920 

North Gaza -.03251 .04594 .973 

Middle  zone 

Rafah .09434 .04705 .405 

Khan Younis .12766 .04849 .143 

Gaza .17191(*) .04907 .017* 

North Gaza .09515 .04907 .441 

Gaza 

Rafah -.07757 .04441 .550 

Khan Younis -.04425 .04594 .920 

Middle  zone -.17191(*) .04907 .017* 

North Gaza -.07677 .04655 .606 

North Gaza 

Rafah -.00080 .04441 1.000 

Khan Younis .03251 .04594 .973 

middle zone -.09515 .04907 .441 

Gaza .07677 .04655 .606 

* The mean difference is significant at the 0.05 level. 
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According to table 4.27 Scheffe Post-hoc test shows that there is a statistically significant 

difference between location of PHC centers and providers practice, and the difference is 

positively towards Middle Zone and negatively towards Gaza city. 

4.4.10 Practice categories and location of PHC center 

Cross tabulation was performed to identify if there were any differences between practice 

categories and location of PHC center. 

Table 4.28: Cross tabulation of practice level according to location of PHC center 

Practice Level 

Total Percentage Low 

practice 

Percentage High 

practice 

 

67 
30% 

20 
70% 

47 
Rafah 

58 
40% 

23 
60% 

35 
Khan Younis 

45 
24.5% 

11 
75.5% 

34 
Middle  zone 

55 
49% 

27 
51% 

28 
Gaza 

55 
31% 

17 
69% 

38 
North Gaza 

280 
35% 

98 
65% 

182 
Total 

 

The data in table 4.28 show that the highest practice among the participants of the Middle Zone 

PHC centers(75.5%) followed by those Rafah PHC centers(70%), North Gaza  PHC center 

(69%), then Khan Younis (60%)  and the lowest  practice was among Gaza  PHC centers 

participants of the health care providers. 

 

4.5.11 Knowledge, attitude, practice and level of PHC center  

 

Subjects  were divided into three groups according to level of PHC centers (II, III, and IV). The 

researcher used the one-way ANOVA to explore the relationships among variables and the 

results are presented in table 4.29. 
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Table 4.29: One-Way ANOVA comparison among knowledge, attitude, practice according 

to level of PHC center 

Sig F 
Mean 

Square 
DF 

Sum of 

Squares 
ANOVA  

.322 1.136 .048 2 .095 
Between 

Groups 
Knowledge 

 

 

  .042 277 11.587 
Within 

Groups 

   279 11.682 Total 

.946 .055 .004 2 .007 
Between 

Groups 
Attitude 

 

 

  .067 277 18.464 
Within 

Groups 

   279 18.472 Total 

.675 .394 .024 2 .049 
Between 

Groups 
Practice 

 

 

  .062 277 17.119 
Within 

Groups 

   279 17.167 Total 

 

As shown in table 4.29, there are no statistically significant differences between the level of PHC 

centers and knowledge, attitude and practice with p-values of 0.322, 0.946 and 0.675 respectively. 

So there is no statistically significant difference in the level of knowledge, attitude and practice 

among health care providers due to their level of PHC centers. 

4.5.12 Source of Information on Swine Flu  

  

The following table shows the numbers and percentages of providers according to Source of their 

information on swine flu. The results of the study show that of total sample, 142 (50.5%) gain 

their information from TV, Radio and internet, 127(45.2%) get the information from MOH, and 

only11subjects (3.9%) gain their information from family and community. 

Table 4.29: Number and Percentage of Source of Information on Swine Flu 

Source of Information Frequency Percent 

TV, Radio and internet 142 50.5 

Ministry of Health 127 45.2 

Family and community 11 3.9 

Total 280 100.0 
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4.5.13 Correlations among knowledge, attitude and practice. 

 

The purpose of this part of the study is to determine if there is a correlation among the dependent 

variables among health care providers. 

Table 4.30: Correlations between  knowledge, attitude and practice 

 

variables Knowledge 

R P- value 

Attitude -.019 . 756 

Practice -.002 .975 

             **Correlation is significant at the 0.01 level (2-tailed). 

 

Table 4.31: Correlations between attitude and practice 

 

Variables Attitude 

R P- value 

Practice .289(**) .000 

              **Correlation is significant at the 0.01 level (2-tailed). 

 

 

 As shown in tables 4.30 and 4.31  Pearson correlation coefficient results between attitude and 

practice indicates that, there is a positive  correlation between attitude and practice among the 

study population (r=0.289).  The correlation between levels of attitude and practice reached a 

strong statistical significance with p<0.05, which means that health care providers who have 

higher attitude are significantly more likely to have higher practice. There is no correlation 

between knowledge and practice. 
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Chapter five  

 

Discussion  and recommendation 

5.1  Introduction 

The main aim of this study was to evaluate knowledge, attitudes and practices toward swine flu 

among health care providers in primary health clinics in Gaza Governorates. This chapter 

includes the major findings of the study and gives answers to the research questions, 

recommendations and suggested future studies. 

5.2  Main result and discussion   

The participating  health care providers, knowledge level was high(92%)  according to   their 

response to knowledge items, their attitude is less than their knowledge with 65.8%, but practice 

level was the lowest  of 60.9%. 

The researcher found that,  the result do  not mean that the high level of knowledge means an 

increase in the level of practice and this  confirms that knowledge is not index of  practice, lot of 

controls such as the Protocol of work, supervision, guidance and accountability are needed to 

increase practice. This is indicated by the disparity rates among knowledge, attitudes and 

practice. 

 Knowledge, attitude and practice and profession type  

There is a statistically significant difference between knowledge and profession type, the difference 

is positively toward nurses and physicians, where the level of knowledge is the highest among other 

professions. 

There are no statistically significant differences between attitude and practice and profession type. 

The Researcher found that the addition of nurses to the highest knowledge is because they are more 

in contact with patients and the public. Yap et al.2010 confirm our result  in his  study of 

Knowledge, attitudes and practices towards pandemic influenza  among cases, close contacts, and 
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healthcare workers in tropical Singapore where Close contacts had the highest knowledge score.  

Knowledge, attitude and practice and experience  

Participants experience years group from 1-9 years was the highest scores about 42.5%, then the 

group from 10-19 years, of about 36.4%.The result show that experience does not affect knowledge 

attitude and practice toward swine flu. 

 

Knowledge, attitude and practice and socio demographic factors 

The participants‟ age group between 30-39 years, with a percentage of 39.3, has the highest level of 

knowledge among them. Also participants‟ gender, females were higher than males. The 

participants‟ age group and gender do not affect knowledge, attitude and practice toward swine flu. 

Knowledge, attitude and practice and location of PHC center 

There is a statistically significant difference between knowledge and location of PHC centers. 

The difference was positive toward Mid Zone governorate, where the level of knowledge is the 

highest among mid zone governorate. 

There is a statistically significant difference between practice and location of PHC center, the 

difference is positively toward Mid Zone governorate, where the level of practice is the highest 

among mid zone governorate participants of PHC providers. 

There is no statistically significant difference between attitude and location of PHC center. The 

results indicate that the Mid Zone governorate is the highest in knowledge and practice. 

Knowledge, attitude and practice and level of PHC center 

There is no statistically significant difference between attitude and level of PHC centers. The 

researcher found that there are no significant differences between the levels of clinics due to the 

distribution of the Ministry of Health protocol to confront the swine flu, education of workers in 

clinics and holding workshops that involve all interested parties and the staff who are exposed to 

the public and patients. 

Knowledge, attitude and practice and information  

Most of health care providers (50.5%) indicated that television, radio and internet were their 

major source of information about swine flu, followed by ministry of health with 45.2%, and 

only 3.9% of the providers mentioned family and community as their source of information. 

The researcher looked for the source of information in this study because it was found that each 

of the psychologists Piaget, Fischer‟s, Tolman and other see the human being of all ages as 

integral person who can plan and think a problem, each one has different views of knowledge 
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which is acquired through experience or by reading, watching television, playing different 

computer games. But it is not enough for a man to have knowledge only but also to have attitude 

toward it. The knowledge is the first step for the individual to develop attitudes that motivate him 

to practice a relevant behavior. 

Correlations between knowledge, attitude and practice. 

The correlation between levels of attitude and practice was found to be statistically strong. No 

correlation was found between knowledge and practice which means that health care providers 

who have higher attitude are significantly more likely to have higher practice. This result 

supported by Heider (1944) who said that" People who have positive attitudes toward a 

particular object or event where assumed to be engaged in positive behavior toward it". And if 

one reads a report about health and believes it came from a professional medical journal, may be 

more easily persuaded than if one believes it is from a popular newspaper. 

Health care providers and H1N1 vaccination 

In this  study it is shown  that  31.4%  of  participants who took up the swine flu vaccination , 

were of  low percentage, because the  32.6% of providers  think that the vaccination for swine flu 

may cause many problems and 52.1% of the providers were   familiar with the protocol and the 

plan of the Ministry of Health to address this disease.  (Looijmans et al, 2010) in a study of the 

determinants that help to increase influenza  vaccination uptake among health care workers in 

Dutch nursing homes, found that although health care workers (HCWs) have been recommended 

to be immunized against influenza , vaccine uptake remained low. Also in study on the factors 

affecting influenza  vaccine uptake among health care workers it was show that of 203 nurses 

working in elderly care units 76(37%) were immunized and 127(63%) declined. Almost 70% of 

those not immunized perceived themselves to be „healthy‟ and gave this reason for declining 

immunization (O‟Reilly et al, 2001). In this study the researcher attributes low vaccination rates 

among health care providers to not being convinced of its efficiency and fear of complications 

which may be caused by vaccination and also the researcher found that vaccination was imposed 

and bound to all health care providers to take the vaccination and not be at the option of the 

individual and this should be done to end the Pandemic. 
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5.3  Recommendations 

1. The appropriate mass health education and public risk communication should be 

considered in order to create better understanding and maintain good awareness as 

well as practice.  

2. Further study of the important factors and proper communication strategies would be 

very beneficial for other emerging diseases prevention and control in the future. 

3. Knowledge is a significant influence on attitudes formation and practices in a 

pandemic. Efforts should be targeted at educating the general population to improve 

practices in the current pandemic, as well as for future epidemics. 

4. Timely dissemination of information seems effective in public health crises 

management. 

5. Information strategies about influenza  should be intensified and include health 

professionals, universities, schools, public and business enterprises. 

6. Efforts should be made to organize seminars for health care providers to effectively 

educate the general population on programs for healthful environment. 

7. The governmental health media should be more influntial than other media on people 

and should represent the view of science to end the rumors about pandemics and 

disease and direct people to good ways of dealing with such problems. 

8. The Ministry of Health should pay more supervision and follow-up of the Pandemic 

and the application of the protocols. 

9. The Ministry of Health must convince the health care providers who are exposed and 

face the public to get a vaccination, and not leave it to the opinion of the person. Those 

who are not satisfied with vaccine, they would not advise people about vaccination 

and its benefits. 

5.4 Further recommended researches 

1. Studying Knowledge, Attitudes and Practices Regarding Swine Flu among Health 

Care Providers in hospitals. 

2. Comparison of Knowledge, Attitudes and Practices Regarding H1N1 among Health 

Care Providers in Governmental and UNRWA Clinics.  

3. Studying Knowledge, Attitudes and Practices Regarding Swine Flu among 

University Students. 

4. Studying Knowledge, Attitudes and Practices Regarding Swine Flu among Teachers. 
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Annex (1) Map of Palestine 
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Annex (2) Map of Gaza Strip  
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Annex(3) Arabic consent form 

أبو دٌص–جامعة القذش   

 كلٍة الصحة العامة

 

 عسٌسي الموظف / عسٌسجً الموظفة

 ٠غؼذٟٔ ِشبسوزه اٌفؼبٌخ فٟ ثذش ثؼٕٛاْ 

Knowledge, Attitudes And Practices Regarding H1N1 (Swine Flu) Among Health Care 

Providers In Primary Health Center 

٘زٖ اٌذساعخ ٠مَٛ ثٙب اٌجبدش وّزطٍت ٌٍذظٛي ػٍٝ دسجخ اٌّبجغز١ش )طذخ ث١ئ١خ( ثجبِؼخ اٌمذط أثٛ د٠ظ و١ٍخ اٌظذخ اٌؼبِخ 

ٟ رٙذف ٌٍزؼشف ػٍٝ ِذٜ ِؼشفخ ٚرٛجٙبد ٚرطج١ك ِمذِٟ اٌشػب٠خ اٌظذ١خ فٟ اْ ِشبسوزىُ رغُٙ فٟ إٔجبح اٌذساعخ اٌز

 ػ١بداد اٌشػب٠خ الأ١ٌٚخ فٟ ِٛاجٙخ أٔفٍٛٔضا اٌخٕبص٠ش .

 ٠ٛد اٌجبدش اٌزأو١ذ ػٍٝ أْ اٌّؼٍِٛبد عزجمٝ عش٠خ ٚ ٌٙذف اٌجذش اٌؼٍّٟ ٌزٌه لا داػٟ ٌزوش الأعّبء

عؤاي أٚ سفغ اٌّشبسوخ. ػٍّب ثأٔٗ ِٓ دك اٌّٛظف الاِزٕبع ػٓ إجبثخ أٞ  

 

 شىشا ٌىُ ػٍٝ اٌّشبسوخ

 

 اٌجبدش ٠ٛعف فزذٟ فذجبْ

ِىزت اٌزّش٠غ -ِغزشفٝ إٌجبس  

  0599862873 جٛاي

 

 

 ِىبْ اٌؼ١بدح  : سفخ            خب١ٔٛٔظ            اٌٛعطٝ           غضح             اٌشّبي

صبٌش             ساثغ        ِغزٜٛ اٌؼ١بدح :  أٚي                    صبٟٔ       
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Annex (4) Arabic questionnaire  

 اضحبٍــــــان

 

  أولا : البٍاوات الشخصٍة

 اٌؼّش :  .1

 اٌجٕظ : روش             أٔضٝ  .2

 ِىبْ اٌغىٓ   : سفخ            خب١ٔٛٔظ            اٌٛعطٝ           غضح             اٌشّبي .3

 دى١ُ           ط١ذٌٟ    فٕٟ ِخزجش      فٕٟ أشؼخ          أخشٜ             إٌّٙخ  :  ؽج١ت    .4

 اٌّؤً٘ اٌؼٍّٟ:      دثٍَٛ          ثىبٌٛس٠ٛط                     ِبجغز١ش             دوزٛساٖ .5

 ػذد عٕٛاد اٌخجشح: .6

 ثاوٍاً : اخحبار مقٍاش المعرفة

 لا أػشف لا ٔؼُ اٌجٍّخ َ

ص٠ش ِشع ثىز١شٞأٔفٍٛٔضا اٌخٕب  .7     

2119َأٚي إطبثخ ثأٔفٍٛٔضا اٌخٕبص٠ش فٟ لطبع غضح فٟ   .8     

    ٠ٕزمً اٌف١شٚط ِٓ إٔغبْ إٌٝ إٔغبْ ثبلادزىبن  اٌّجبشش  .9

    أوضش إٌبط ػشػخ ٌٍّشع الأوضش رٛاطلا ِغ اٌذ١ٛأبد  .10

    لا ٠ّىٓ أزمبي ف١شٚط أٔفٍٛٔضا اٌخٕبص٠ش ِٓ شخض ِظبة اٌٝ ع١ٍُ  .11

أزشبس لأٔفٍٛٔضا  اٌخٕبص٠ش فٟ اٌّىغ١ه ٌىضشح أوٍُٙ ٌٍذُ اٌخٕبص٠شأوضش   .12     

    أػشاع أٔفٍٛٔضا اٌخٕبص٠ش ٠شبثٗ الأٔفٍٛٔضا اٌّٛع١ّخ) فظً اٌشزبء(  .13

    دبلاد ٚف١بد أٔفٍٛٔضا اٌخٕبص٠ش أوضش ِٓ  الأٔفٍٛٔضا اٌّٛع١ّخ  .14

ٌخٕبص٠شٌمبدبد الأٔفٍٛٔضا اٌؼبد٠خ لا رٛفش اٌذّب٠خ ِٓ أٔفٍٛٔضا ا  .15     

    إرا رُ اوزشبف دبٌخ ثشش٠خ ِظبثخ ٠جت ػًّ ِغخ ؽجٟ ٌىً اٌّذ١ط١ٓ  .16

ً٘ رؼٍُ ثٛجٛد اٜ لٛا١ٔٓ ٌٍذّب٠خ ِٓ ِشع أفٍٛٔضا اٌخٕبص٠ش   .17     

    لذ ٠ذذس أزشبس أفٍٛٔضا اٌخٕبص٠ش فٟ أٞ ٚلذ ِٓ أٚلبد اٌؼبَ  .18
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 ثالثاً: مقٍاش اججاي الفرد مع أوفلووسا الخىازٌر:

 ٠شجٝ لشاءح وً ػجبسح لشاءح ِزأ١ٔخ ٚرذذ٠ذ ِذٜ ِٛافمزه ػ١ٍٙب أٚ سفؼه ٌٙب فٟ اٌّشثغ اٌّمبثً .

 لا أٚافك ٌغذ ِزأوذ أٚافك اٌجٍّخ َ

مذ أْ أٔفٍٛٔضا اٌخٕبص٠ش ِشىٍخ خط١شح ٠ٛاجٙٙب اٌّجزّغ اٌفٍغط١ٕٟاػز  .21     

    ٠ّىٓ ٌلإٔغبْ اٌّظبة ثأٔفٍٛٔضا اٌخٕبص٠ش أْ ٠ّٛد  .22

    اػزمذ أْ أٔفٍٛٔضا اٌخٕبص٠ش لذ رٕزشش ِشح أخشٜ  .23

    أفؼً ؽش٠مخ ٌذّب٠خ ثٍذٔب ِٓ أٔفٍٛٔضا اٌخٕبص٠ش لشاءح وً شئ ػٕٙب  .24

لبدس٠ٓ ػٍٝ اٌغ١طشح ػٍٝ أٔفٍٛٔضا اٌخٕبص٠ش إرا أزشش أسٜ إٕٔب فٟ غضح غ١ش   .25

 ِشح أخشٜ

   

    اػزمذ اْ أفؼً ٚع١ٍخ ٌّٕغ أٔفٍٛٔضا اٌخٕبص٠ش ٘ٛ اٌّذبفظخ ػٍٝ ٔظبفخ اٌج١ئخ  .26

    أفؼً إغلاق اٌّذاسط ٚاٌجبِؼبد فٟ دبي أزشبس أٔفٍٛٔضا اٌخٕبص٠ش ِٓ جذ٠ذ  .27

٠ش ٠ذّٟ ِٓ الإطبثخأػزمذ ثبْ اٌزطؼ١ُ اٌخبص ثأٔفٍٛٔضا اٌخٕبص  .28     

    أػزمذ ثبْ اٌزطؼ١ُ اٌخبص ثأٔفٍٛٔضا اٌخٕبص٠ش ٠غجت ِشبوً وض١شح  .29

    اػزمذ اْ ٚعبئً الاػلاَ رزذذس ِشىٍخ أٔفٍٛٔضا اٌخٕبص٠ش  .30

اػزمذ اْ اٌّؼٍِٛبد اٌّزؼٍمخ أٔفٍٛٔضا اٌخٕبص٠ش ٠جت رٛافش٘ب فٟ اٌّشادً    .31

 اٌّذسع١خ ٚاٌجبِؼجخ

   

 

 

 

 

19.  )Tami flu ) ٌخٕبص٠ش٠ؼزجش ػلاجب ٔبجذب فٟ ِٛاجٙخ  أفٍٛٔضا ا       

    ً٘ أذ ػٍٝ ِؼشفخ ثجشٚرٛوٛي ٚخطخ ٚصاسح اٌظذخ ٌّٛاجٙخ ٘زا اٌّشع  .20
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ضلوك الفرد مع أوفلووسا الخىازٌر: رابعا: مقٍاش  

 
 اٌجٍّخ

لطث  أٚافك

 محاكذ

لا 

 أٚافك

    أسرذٞ اٌىّبِخ فٟ الأِبوٓ اٌؼبِخ   .32

    ألًٍ ِٓ اٌض٠بساد الاجزّبػ١خ  .33

    إِٔغ أثٕبئٟ ٚألبسثٟ ِٓ اٌز٘بة ٌٍّذاسط ٚاٌجبِؼبد   .34

    أرجٕت اٌٛجٛد فٟ الأِبوٓ اٌّضددّخ   .35

خ شخض ِظبة ثأٔفٍٛٔضا اٌخٕبص٠شاغغً ٠ذٞ ج١ذا ثؼذ ِظبفذ  .36     

    لا أرؼبًِ ِغ شخض ِظبة ثأٔفٍٛٔضا اٌخٕبص٠ش  .37

أثٍغ اٌجٙبد اٌّخزظخ فٟ دبي اٌشه فٟ دبٌخ اشزجبٖ  ثأٔفٍٛٔضا   .38

 اٌخٕبص٠ش

   

أشبسن ِغ ِششذ٠ٓ ِٚضمف١ٓ طذ١١ٓ فٟ ٔذٚاد دٛي أٔفٍٛٔضا   .39

 اٌخٕبص٠ش

   

بص٠شلّذ ثبخز اٌزطؼ١ُ اٌخبص ثأٔفٍٛٔضا اٌخٕ  .40     

 

 خامطا / مصذر المعلومات:

 ِٓ أ٠ٓ دظٍذ ػٍٝ أوضش ِؼٍِٛبره ػٓ أٔفٍٛٔضا اٌخٕبص٠ش

 الاجبثخ ػٍٝ اوضش اٌّظبدس ٌّؼٍِٛبره )ٚادذح فمؾ(

 اٌزٍفض٠ْٛ ٚ اٌشاد٠ٛ ٚ  الأزشٔذ            

ٚصاسح   اٌظذخ                 

      اٌؼبئٍخ   ٚ اٌّجزّغ                             

 شىشا ٌّشبسوزىُ
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Annexes (5) consent form to scientific advice 

 

أبو دٌص–جامعة القذش   

 كلٍة الصحة العامة

 

_____________________________________  المححرم \الطٍذ الذكحور   

 

 ٠غؼذٟٔ  ِشٛسره اٌؼ١ٍّخ فٟ رذى١ُ اعزج١بْ  ثذش ثؼٕٛاْ 

Knowledge, Attitudes and Practices Regarding H1N1 (Swine Flu) Among Health Care 

Providers in Primary Health Center 

٘زٖ اٌذساعخ ٠مَٛ ثٙب اٌجبدش وّزطٍت ٌٍذظٛي ػٍٝ دسجخ اٌّبجغز١ش )طذخ ث١ئ١خ( ثجبِؼخ اٌمذط أثٛ د٠ظ و١ٍخ اٌظذخ اٌؼبِخ 

فخ ٚرٛجٙبد ٚرطج١ك ِمذِٟ اٌشػب٠خ اٌظذ١خ فٟ فّشٛسرىُ  رغُٙ فٟ إٔجبح اٌذساعخ اٌزٟ رٙذف ٌٍزؼشف ػٍٝ ِذٜ ِؼش

 ػ١بداد اٌشػب٠خ الأ١ٌٚخ فٟ ِٛاجٙخ أٔفٍٛٔضا اٌخٕبص٠ش .

 

 شىشا ٌىُ ػٍٝ ِغبػذرٟ

 

 اٌجبدش ٠ٛعف فزذٟ فذجبْ

ِىزت اٌزّش٠غ -ِغزشفٝ إٌجبس  

 جٛاي 0599862873
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Annexes (6) English consent form  

Al Quds University  

School of Public Health 

 

Dear Employee  

I am pleased your message effectively in a research entitled 

Knowledge, Attitudes and Practices Regarding H1N1 (Swine Flu) Among Health Care 

Providers in Primary Health Center 

This study carried out by the researcher as a requirement to obtain a master's degree 

(environmental health) at the University of Jerusalem, Abu Dis School of Public Health that your 

participation contributes to the success of the study aimed to identify the knowledge, attitudes 

and application of health care providers in clinics, primary care in the face of swine flu. 

Researcher wishes to emphasize that the information will remain confidential and for the purpose 

of scientific research that does not need to mention names 

Note that the employee has the right to refrain from answer any questions or refused to 

participate. 

 

Thank you for your participation 

 

 

 

Researcher : Yousef  Fathi Fahajan 

Al Najar Hospital - Nursing Office 

Mobile 0599862873 

 

 

Place of clinic :    Rafah          Khan Younis      Middle Zone    Gaza        North Gaza 

Level  of clinic:         II                         III                      IV 
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Annexes (7) English Questionnaire 

Questionnaire 

Firs: General information 

1. Age _____________    

2.   Gender : Male                  Female 

3. Place of residence : Rafah      Khan Younis      Middle Zone    Gaza      North Gaza 

4. Profession : physician            nurse                 pharmacist                     paramedics 

5. Scientific qualification: Diploma               Bachelor           Master                PhD 

6.  Years of experience _______________ 

Second: knowledge scale items 

Item Ye

s  

No Don’t 

know  

Swine influenza  is a bacterial disease  

 

   

First case of swine flu in the Gaza Strip in 2009  

 

   

 Most people most vulnerable to disease who deal  with the animals  

 

   

 swine influenza  virus  cant transmit  from an infected person to the 

another 

   

In Mexico  , the swine flu was  spread to the large number because of 

eating the flesh of swine . 

   

 Resemble the symptoms of swine flu seasonal influenza  (winter)  

 

   

 swine flu deaths cases  more than seasonal influenza   

 

   

 Seasonal  influenza  vaccines do not provide protection against swine flu  

 

   

 If you discover infected case ,must make medical screening to surrounding 

people  

   

 Do you know of any laws to protect against swine flu  

 

   

 the spread of swine  flu may occur in any time of the year  

 

   

( Tami flu) is a successful treatment in the face of the swine flu  

 

   

 Are you familiar with protocol and plan of the Ministry of Health to 

address this disease 
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Third: Attitude scale items 

Please read each statement carefully read and determine the extent of your agreement or refusal in the 

corresponding box 

Item Agree Not sure  Don’t 

agree 

I think that the swine flu is a serious problem facing the 

Palestinian society  

 

   

 a person who  infected with swine flu may  die  

 

   

I think that the swine flu could spread again  

 

   

The best way to protect our country from the swine flu read 

everything about it. 

 

   

I think we in the Gaza Strip are unable to control the spread 

of swine flu, if spread again  

 

   

I think the best way to prevent flu is to maintain the 

cleanliness of the environment  

 

   

I prefer  closure of schools and universities in the  new event 

of an outbreak of swine influenza   

   

I think that the vaccination for swine flu protects against 

infection  

 

   

I think that the vaccination for swine flu cause many 

problems  

 

   

I think that the media talk about swine flu problem 

 

   

I think that the information of  the swine flu must be met in 

the early stages of school and university   
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Fourth: practice scale items 

Please read each statement carefully read and determine the extent of your agreement or refusal in 

the corresponding box 

Item Agree Not 

sure  

Don’t 

agree 

I wear a mask in public places     

I minimize the social visits    

 I prevent my children and relatives from going to schools and 

universities  

   

I avoid being in crowded places    

I Wash my hands thoroughly after shaking hands with an infected 

person with  swine flu  

   

I do not deal with a person infected with swine flu     

  I Will Inform the authorities in case of doubt in the case of 

suspected swine flu  

   

 I share with counselors and health educators in seminars on swine flu    

Are you take swine flu vaccination    

 

Fifth: what the source of your information 

Where did you get more information about the swine flu 

Answer more sources for your information (and only one) 

TV, Radio and internet  

Ministry of Health  

Family and community  

 

 

 

Thank you for your participation 
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Annexes (8) Panel of experts 

 Name of experts Place of work 

1.  Dr. Yehia Abed AlQuds University 

2.  Dr. Yousef Abu Safieh AlQuds University 

3.  Dr. Nidal Ghounim Preventive medicine director (Rafah governorate )  

4.  Dr. Yousef Awwad Deputy of Palestine College of Nursing 

5.  Dr. Khalil Shuaib   Dean of Palestine College of Nursing 

6.  Mr. Abed Elraheem Shagora  European Gaza hospital ( in service education manger)  

7.  Mr. Ibraheem Mansour  Nursing director  
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Annexes (9)  School of Public Health Letter. 
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Annexes (10)  Helsinki Committee approval. 
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Annexes (11) MOH approval. 
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Annexes (12)  PHC Hierarchy . 
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 Annexes (13) MOH Protocol Against  Swine flu 

 



111 

 

 

 



111 

 

 



112 

 

 



113 

 

 



114 

 

 
   



115 

 

)أوفلووسا الخىازٌر( بٍه مقذمً الرعاٌة الصحٍة فً مراكس  H1N1المعرفة والمواقف والممارضات المحعلقة بفٍروش 

 الرعاٌة الصحٍة الأولٍة

  إعذاد: ٌوضف فححً فحجان 

 إشراف: الذكحور/ ٌوضف أبو صفٍة 

 الملخص: 

ٔضا اٌخٕفبص٠ش ثف١ٓ ِمفذِٟ اٌشػب٠فخ اٌظفذ١خ ففٟ ِشاوفض اٌٙذف ِٓ اٌذاسعخ ٘ٛ رم١١ُ اٌّؼشفخ ٚاٌّٛالفف ٚاٌّّبسعفبد ارجفبٖ أٔفٍفٛ

اٌشػب٠خ الأ١ٌٚخ فٟ لطبع غضح ،ِٚؼشفخ اٌؼٛاًِ اٌّذزٍّخ ِضً اٌؼّش ٚاٌجٕظ ٚٔٛع إٌّٙخ  ٚعٕٛاد اٌخجشح ِٚظذس اٌّؼٍِٛفبد 

 دٛي اٌّشع، ثبلإػبفخ إٌٝ دساعخ اٌؼلالخ ث١ٓ اٌّؼشفخ ٚاٌّٛالف ٚاٌّّبسعبد  ارجبٖ أٔفٍٛٔضا اٌخٕبص٠ش.

اٌطش٠مخ: اعزخذَ اٌجبدش اٌطش٠مخ اٌٛطف١خ اٌزذ١ٍ١ٍخ، ٚرُ جّغ اٌج١بٔبد ثبعزخذاَ اعزج١بْ رُ إػذادٖ ثبٌٍغفخ اٌؼشث١فخ ٚػفشع ػٍفٝ 

رٚٞ اٌخجففشح ثّجففبٌٟ اٌظففذخ اٌج١ئ١ففخ ٚاٌظففذخ اٌؼبِففخ ٚوففبْ  ٠زففأٌف ِففٓ خّغففخ أجففضاء، اٌجففضء الأٚي ِففٓ الاعففزج١بْ ِؼٍِٛففبد 

عفؤاي ، اٌجفضء اٌضبٌفش ِفٓ  ٠14شفًّ ِم١فبط اٌّؼشففخ ػفٓ أٔفٍفٛٔضا اٌخٕفبص٠ش ٠ٚزىفْٛ ِفٓ  شخظ١خ، اٌجضء اٌضبٟٔ ِٓ الاعفزج١بْ

عفؤاي ، اٌجفضء اٌشاثفغ ِفٓ الاعفزج١بْ ٠شفًّ ِم١فبط اٌّّبسعفبد ارجفبٖ أٔفٍفٛٔضا  11الاعزج١بْ ٠شًّ ِم١بط اٌّٛالف ٠ٚزىفْٛ ِفٓ 

ٓ ِظذس اٌّؼٍِٛفبد ػفٓ اٌّفشع . ٚلفذ رفُ رذ١ٍفً أعئٍخ ، اٌجضء اٌخبِظ ِٓ الاعزج١بْ ٠شًّ ِغأٌخ ػ 9اٌخٕبص٠ش ٚ ٠زىْٛ ِٓ 

 311( ٚ وبٔففذ ػ١ٕففخ اٌذساعففخ رزىففْٛ ِففٓ T-test( ٚ )ANOVA،ٚرٌففه ثبعففزخذاَ اخزجففبس) SPSSاٌج١بٔففبد ثبعففزخذاَ ثشٔففبِ  

% ٚرفُ ادزغفبة ػفذد اٌّشفبسو١ٓ ففٟ وفً ػ١فبدح ٔغفج١ب ٚفمفب ٌؼفذد ِمفذِٟ خفذِبد اٌشػب٠فخ 93.3ِشبسن ٚوفبْ ِؼفذي الاعفزجبثخ 

 فٟ وً ِشوض طذٟ.اٌظذ١خ 

% 92ؼشفخ ٌذٜ ِمذِٟ اٌشػب٠خ اٌظذ١خ ٔغجزٗ ِشرفؼخ ٚفمب ٌجٕٛد اٌّؼشففخ ٠ٚشفىً دفٛاٌٟ : رش١ش اٌذساعخ ثأْ ِغزٜٛ اٌّالىحائج

% ٌٚىٓ ػٍٝ ِغزٜٛ اٌّّبسعفخ وبٔفذ الأدٔفٝ  65.8ٌٚىٓ ِٛالف اٌّشبسو١ٓ ارجبٖ اٌّشع وبٔذ ألً ِٓ ِؼشفزُٙ فٟٙ  دٛاٌٟ 

ٛع إٌّٙخ ٚاٌفشق وبْ إ٠جبث١بً رجفبٖ اٌزّفش٠غ %( . ٚرش١ش اٌذساعخ ثأْ ٕ٘بن دلاٌخ إدظبئ١خ ث١ٓ اٌّؼشفخ 61.9ٟٔٚٚ٘ دٛاٌٟ )

ٚالأؽجبء، د١ش ِغزٜٛ ِؼشفزُٙ ثبٌّشع وبٔذ الأػٍفٝ ثف١ٓ اٌّٙفٓ الأخفشٜ ، ٕٚ٘فبن دلاٌفخ إدظفبئ١خ ثف١ٓ اٌّّبسعفخ ٚاٌّؼشففخ 

ٓ ِٚشوففض اٌشػب٠ففخ اٌظففذ١خ الأ١ٌٚففخ ، ٚاٌفففشق وففبْ إ٠جبث١ففب ٌّذبفظففخ إٌّطمففخ اٌٛعففطٝ ، د١ففش ِغففزٜٛ اٌّؼشفففخ ٘ففٟ الأػٍففٝ ثفف١

%ِٓ اٌّشبسو١ٓ ثأْ الإراػخ ٚاٌزٍفض٠ْٛ ٚالإٔزشٔذ وبٔذ اٌّظذس اٌشئ١غٟ ٌٍّؼٍِٛبد دٛي أٔفٍفٛٔضا 51.5اٌّذبفظبد . ٚأشبس 

% فمففؾ ِففٓ 31.4% . ٌٚففٛدع أْ 3.9% ، اِففب اٌّجزّففغ ٚاٌؼبئٍففخ وففبْ ثٕغففجخ 45.2اٌخٕففبص٠ش، ٚرففلا رٌففه ٚصاسح اٌظففذخ ثٕغففجخ 

% ِفٓ ِمفذِٟ اٌشػب٠فخ اٌظفذ١خ ٠ؼزمفذْٚ ثفأْ 32.6اٌخفبص ثفأٔفٍٛٔضا اٌخٕفبص٠ش، ٚأْ  ِمذِٟ اٌشػب٠خ اٌظذ١خ لذ أخزٚا اٌزطؼ١ُ

% ِففٓ ِمففذِٟ اٌشػب٠ففخ اٌظففذخ ٌٙففُ دسا٠ففخ 52.1رطؼفف١ُ أٔفٍففٛٔضا اٌخٕففبص٠ش ٠غففجت اٌؼذ٠ففذ ِففٓ اٌّشففبوً . ٚرشفف١ش اٌذساعففخ ثففأْ 

ؽ لٛٞ ِفٓ إٌبد١فخ الإدظفبئ١خ ثف١ٓ ثجشٚرٛوٛلاد ٚخطخ ٚصاسح اٌظذخ ٌّٛاجٙخ ٘زا اٌّشع . ٚرٛػخ اٌذساعخ ثأْ ٕ٘بن اسرجب

ِغزٜٛ الارجبٖ ٚاٌّّبسعخ ٚلا ػلالخ ث١ٓ اٌّؼشفخ ٚاٌّّبسعخ ٚ لا ٠ٛجفذ أٞ ففشٚق ثف١ٓ اٌّؼشففخ ٚالارجب٘فبد ٚ اٌّّبسعفخ رجفبٖ 

 الأ١ٌٚخ. أٔفٍٛٔضا اٌخٕبص٠ش  رجؼب ٌٕٛع إٌّٙخ أٚ اٌخجشح الاجزّبػ١خ  أٚ اٌّزغ١شاد اٌذ٠ّٛغشاف١خ أٚ ِغزٜٛ ِشوض اٌشػب٠خ اٌظذ١خ

ثأٔٗ ٠ٕجغٟ أْ رمَٛ ٚصاسح اٌظذخ ثذٚس أوجش فٟ الإششاف ٚاٌّزبثؼخ فٟ رطج١فك اٌجشٚرٛوفٛلاد ٚخظٛطفب ػٕفذ وٌوصى الباحث 

دذٚس ٚثبئ١بد ٚأْ رمَٛ ثذساعخ اٌؼٛاًِ اٌٙبِخ ٚاعزشار١ج١بد اٌطشق اٌغ١ٍّخ ٌٍٛلب٠خ ِٓ الأِشاع إٌبشئخ الأخفشٜ ٚاٌغف١طشح 

 ػ١ٍٙب فٟ اٌّغزمجً.

 


