GEORGIAN MEDICAL NEWS
No 1 (322) 2022
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Georgia is a low prevalence country of HIV infection, with
concentrated HIV epidemics among high-risk groups. Ac-
cording to the Infectious Diseases, AIDS and Clinical Im-
munology Research Center data, by July 2, 2020, 8376 HIV
cases were registered with 25.3% of females. AIDS devel-
oped in 4,340 patients and 1,704 died. Currently the main
mode of HIV transmission in Georgia is through sexual con-
tact (48.7%) [1].

Despite the low prevalence, HIV/AIDS is considered as a
significant public health problem for Georgia. Late detection
of cases still remains a serious problem in the country. During
the last three years more than half of the cases (from 51% to
55%) were diagnosed late (CD4 cell count <350) and, there-
fore, started the treatment late; 35% already had a severe case
of the infection (CD4 cell count <200). Individuals, who are
not aware of their status, may continue to engage in a risky
behavior and unintentionally transmit the infection. Late di-
agnosis is the main reason for HIV mortality in Georgia. Be-
sides, in case of late diagnosis, treatment cost is much higher
and less effective [2-4].

There is an increased vulnerability of females regarding
late detection during the last years. Traditionally, for almost a
decade, HIV prevention programs were focused on high-risk
groups, such as PWID, MSM and commercial sex workers.
Most of the representatives of these HIV target groups are
males. However, during the last years the prevalence of HIV
infection is increasing among females and therefore, attempts
to implement services adapted to female needs have signifi-
cantly increased. In part of the Georgian society still exists
double standards for women and men that serve as barriers
for individuals to receive HIV diagnostic and treatment ser-
vices. Existing stigma and confidentiality breach in medical
facilities create barriers to treatment enrollment and adher-
ence. The situation is aggravated by self-stigma, which forces
women to hide and makes them hard to reach for prevention
and treatment programs.

National response to HIV/AIDS does not emphasize gender-
based approaches. It is essential to conduct research to create a
basis for country’s national response of HIV infection to become
more gender sensitive. The goal of our study was to conduct
surveys among HIV-positive individuals to identify potential
gender-based barriers and contributing factors that might influ-
ence the timely diagnosis and treatment of HIV infection.

Material and methods. Cross sectional study design was
used for the survey. The target population included HIV-infect-
ed persons. The study subjects were selected by simple random
sampling method by keeping the gender ratio (male: female
— 1: 1). Infectious Diseases, AIDS and Clinical Immunology
Research Center’s registry of HIV infected patients were used
as sampling frame. Sample size was calculated considering the
following characteristics: effect size (ES, Cohen’s W) =0.2; sta-
tistical reliability index (alpha) =0.05; power of a statistical test
(power =1-beta) =0.8; degree of freedom (df) for dichotomous
tables =1. The sampling size for the above characteristics was
determined using the statistical package G * Power, version
3.1.9.4, according to which the sample size for each target popu-
lation was determined to be at least 197 study subjects.
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Quantitative data were collected through individual,
face-to-face interviews, using a questionnaire designed spe-
cifically for this study. Participation in the study was vol-
untary. Individuals who expressed readiness to participate in
the survey, signed a specially designed consent form, after
which they were included in the study. Prior to the study,
the research protocol and tools were reviewed and approved
by Institutional Review Board of Health Research Union
(IRB00009520; IORG0005619).

Data entry, processing and statistical analysis were performed
using SPSS v.23.0 statistical package. Descriptive statistical
methods were used to evaluate the study variables in the target
populations. Bivariate analysis was performed using t-test for
quantitative data and chi-square test for categorical variables.

Results and discussion. In total 182 HIV-infected individuals
participated in survey, of whom 74 (40.6%) were females and
108 (59.6) were males. Most female HIV-infected patients were
in the 30-50 age groupand were married; 40.5% of them had
completed only high school. Majority of female HIV-positive
respondents (87.8%) lived in urban areas; 55.4% of them were
employed. Majority of female respondents (71%) did not answer
the question about their family income (Table 1).

Two-third of male HIV-infected patients were in the 20-40
years age groupand more than half of them (57.4%) had never
been married. 51.9% of male respondents had university degree
and 73.1% were employed. Similar to female respondents, ma-
jority of male study participants (84%) did not answer the ques-
tion about family income (Table 1).

Higher proportion of male study participants (82.4%) re-
ported having heard of HIV infection before diagnosis com-
pared to female respondents (69.9%) (p=0.04). The first
source of information on HIV/AIDS for both men and women
were televisionTV and the Internet. The majority of female
and male respondents were equally aware of HIV infection
(98.6% and 97.2%, respectively). Both female and male HIV
patients were similarly informed about parenteral and sexu-
al routes of HIV transmission. The difference was found in
knowledge of mother-to-child HIV transmission, with wom-
en being better informed (74.6%) compared to men (53.8%).
Equal proportions of respondents (>95%) from both gender
groups agreed with the statement that the only way to detect
HIV/AIDS is through laboratory diagnostics. HIV/AIDS was
thought to be a curable disease by very low and almost equal
proportion of female and male respondents (4.1% and 3.7%,
respectively). Prior to their HIV diagnosis, female patients
were more aware (67.6%) regarding the availability and ac-
cess to free HIV/AIDS diagnostics and treatment in Georgia
compared to male patients (57%) (p=0.1). In addition, 28.1%
of female respondents and 21.1% of male respondents stated
that if they knew that HIV/AIDS diagnosis and treatment was
free, they would had done their HIV testing earlier (Table 2).

Majority of female study participants (75.7%) responded that
any person can get infected with HIV. On the other hand, for
50% of male study subjects HIV/AIDS was associated with
risky sexual behavior and for 47.2% with drug use. A higher
proportion of men (39.8%) than women (29.7%) (p=0.1) hide
their diagnosis from family members. Among the reasons for
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Table 1. Socio-demographic characteristics of hiv-infected patients

Characteristic Female Male
n % n %
Age
20-30 Years 11 15.1 36 333
31-40 Years 26 35.6 35 324
41-50 Years 25 342 29 26.9
>50 Years 11 15.1 8 7.4
Missing values 1
Marital Status
Single 7 9.5 62 57.4
Married 46 62.2 31 28.7
Divorced 9 12.2 12 11.1
Widowed 12 16.2 3 2.8
Education
Elementary school 1 1.4 4 3.7
High school 30 40.5 34 31.5
Professional college 7 9.5 14 13.0
University/Post-graduate 36 48.6 56 51.9
Type of Residence
Urban 65 87.8 92 85.2
Rural 9 12.2 16 14.8
Employment
Employed 41 55.4 79 73.1
Unemployed 33 44.6 29 26.9
Missing values 3 6
Family income (per month)
301-500 GEL 28.6 5 29.4
500-1000 GEL 12 57.1 8 47.1
>1000 GEL 3 14.3 4 23.5
Refused to answer 53 91

concealing the diagnosis from family members, representatives
of both target groups cited fear of being abandoned, isolated
from the family and worring/caring about family members.
On the other hand, women (70.3%) were more likely to hide
their diagnosis from other people compared to men (41.1%)
(p<0.001). Among the reasons for hiding HIV diagnosis from
others, both men and women named the shame and fear of be-
ing rejected by and isolated from the society. 5.6% of female
study participants and 3.6% of male study subjects reported
that other people’s attitude toward them changed significantly
negatively after the diagnosis of HIV infection (p=0.5). Fe-
male HIV-infected patients (33.3%) were more ashamed of
the disease than male patients (24.5%) (p=0.2). Fear of be-
ing excluded from the community due to diagnosis was also
higher among females (55.4%) than among males (35.2%)
(p=0.007). 9.5% of female respondents and 6.7% of male
study subjects (p=0.4) expressed fear of being abandoned by
the family (p=0.4). Preference of isolation due to the disease
was more prevalent among males (9.5%) compared to fe-
males (5.4%) (p=0.3). Fear of being rejected and abandoned
by spouse or partner, or fear of being unable to get married
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was higher in male (30.8%) than in female HIV positive pa-
tients (17.1%) (p=0.04) (Table 3).

Almost equal proportion female and male respondents
didn’t face any problem related to HIV/AIDS (50% and
57.4%, respectively). In rest of the cases, more women be-
lieved that HIV is linked to the loss of social status, and
health problems compared to men. Men are more likely to
have the fear of employment problems than women. A higher
proportion of male study participants (9.3%) compared to
female study subjects (5.4%) reported that the disease had
an impact on their employment status (p=0.3). In the case
of female respondents, this was due to length of treatment
and side effects of antiretroviral drugs, while the men stated
the reason was avoidance from employees due to the fear of
the disease. Majority of respondents positively evaluated the
attitude of medical staff towards them (98.6% women and
97.2% men) (p=0.5). Equal proportions of female and male
HIV patients (98%) were satisfied with the services at the
clinic where they receive the treatment. Equal proportions of
female and male respondents think that their privacy is well
protected by the aforementioned medical facilities (Table 4).
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Table 2. Knowledge about hiv/aids among hiv-infected patients by gender

Female Male p
Characteristic
n % n % value

Have you heard of HIV/AIDS prior to diagnosis
Yes 51 69.9 89 82.4

0.048
No 22 30.1 19 17.6
How have you first learnt about HIV/AIDS
HIV/AIDS diagnosis 12 19.0 13 13.3
HIV/AIDS diagnosis of family/acquaintances 7 11.1 4 4.1
Talking with family/acquaintances 4 6.3 8 8.2
Medical literature 2 32 8 8.2
Newspapers/Journals 5 7.9 6 6.1
Radio 5 7.9 6 6.1
Television 16 254 23 23.5
Internet 9 143 23 23.5
Printed informational materials 0 0.0 1 1.0
Healthcare worker 3 4.8 2 2.0
Don’t know/Don’t remember 0 0.0 4 4.1
Is HIV/AIDS contagious?
Yes 72 98.6 105 97.2

0.527
No/Don't know 1 1.4 3 2.8
HIV/AIDS transmission ways
Blood 69 97.2 106 100.0
Sexual contacts 68 95.8 104 98.1
From mother to child (during pregnancy, birth, or breastfeeding) 53 74.6 57 53.8
The only way to know your HIV status is to get tested, as it
has no specific symptoms. Do you agree with this statement?
Yes, agree 70 97.2 101 96.2

0.709
No/Don't know 2 2.8 4 3.8
Is HIV curable?
Yes 3 4.1 4 3.7

0.476
No/Don't know 71 95.9 104 96.3
Did you know prior to diagnosis that HIV/AIDS diagnostic
and treatment are free in Georgia?
Yes 48 67.6 61 57.0

0.155
No 23 324 46 43.0
If you knew that HIV/AIDS diagnosis and treatment were
free, would you get tested on HIV?
Yes 16 28.1 15 21.1

0.362
No 41 71.9 56 78.9

An equal proportion of female and male HIV patients re-
ported having consulted a physician when they found that
they were HIV infected (94.6% and 98.1%, respectively).
There was no difference found between women and men in
the length of time from HIV diagnosis to medical checkup.
Majority of respondents contacted a doctor on the same day
when they received their HIV test result (Table 5).

Higher proportion of female respondents (23.3%) than the
males (5.2%), said that they informed their family members
about visit to doctor for HIV infection (p=0.001). Significant-
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ly higher proportion of female respondents (68.9%) were ac-
companied by a family member on their first visit to doctor for
HIV treatment compared to male study participants (32.3%),
(p<0.001). The study revealed no difference between female
and male study subjects regarding receiving sufficient infor-
mation and explanations about HIV test result from health-
care worker, as well as about the treatment options and side
effects. There were no differences between female and male
respondents in length of time needed to get from home to
clinic where they receive HIV treatment (Table 5).
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Table 3. Hiv stigma and discrimination among hiv-infected patients by gender

Female Male p
Characteristic
n % n % value
HIV/AIDS is associated with:
Poverty 0 0.0 2 1.9
Poor hygiene 2 2.7 6 5.6
Unprotected sex 22 29.7 54 50.0
Drug use 24 324 51 47.2
Alcohol 0 0.0 2 1.9
Smoking 0 0.0 1 0.9
Genetics 0 0.0 3 2.8
Homosexuality 18 24.3 28 259
HIV/AIDS is not gssomated any of above; 56 757 58 537
any person can be infected
Other 2 2.7 0 0.0
Hide his/her diagnosis from family
members
Yes 22 29.7 43 39.8
0.163
No 52 70.3 65 60.2
Hide his/her diagnosis from other people
Yes 52 70.3 44 41.1
<0.001
No 22 29.7 63 58.9
Disease negatively affected his/her
relationshipwith other people
Yes 3 5.6 3 3.6
0.587
No 51 94.4 80 96.4
Felt ashamed for having HIV/AIDS
Yes 24 333 24 24.5
0.206
No 48 66.7 74 75.5
Fear of rejection due to your diagnosis
(HIV/AIDS)
Yes 41 55.4 38 35.2
0.007
No 33 44.6 70 64.8
Fear of rejection from family due to
your diagnosis (HIV/AIDS)
Yes 7 9.5 7 6.7
0.493
No 67 90.5 98 933
Preferred to live isolated
Yes 4 54 10 9.5
0.312
No 70 94.6 95 90.5
Fear of breaking upwith spouse /
partner or can not marry due to the
diagnosis(HIV/AIDS)
Yes 12 17.1 32 30.8
0.043
No 58 82.9 72 69.2
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Table 4. HIV/AIDS impact and attitude among HIV infectes patients by gender

Female Male p
Characteristic
n %, n % value
The problems of People living with HIV/AIDS
Does not cause any problems 37 50.0 62 57.4
Health problems 20 27.0 21 19.4
Loss of job 2 2.7 8 7.4
Financial problems 2 2.7 3 2.8
Loss of reputation 21 28.4 16 14.8
Other 2 2.7 7 6.5
Felt he/she couldn’t find a job/lost a job because of HIV/AIDS
Yes 4 5.4 10 9.3
0.338
No 70 94.6 98 90.7
Why couldn’t find a job/lost a job?
Staff avoid because of the disease 0 0.0 7 70.0
Due to the treatment duration 2 50.0 0 0.0
Side effects of antiretroviral therapy negatively affected my work 2 50.0 3 30.0
HCWs’ attitude
Good/Very good 73 98.6 105 97.2 0.519
Other/Don't know 1 1.4 3 2.8 '
Satisfaction with the clinic / center where you receive
antiretroviral therapy
Satisfactory/Very satisfactory 73 98.6 106 98.1 0.794
Other/Don’t know 1 1.4 2 1.9 '
The confidentiality is fully protected at the medical facility where
you receive treatment
Yes 64 86.5 91 843
0.678
No/Don't know/Don’t sure 10 13.5 17 15.7

Table 5. Barriers of HIV treatment among HIV infected patients by gender

Female Male P
Characteristic
n % n % value
What was your action when you learned about your HIV status?
Went to health facility 70 94.6 106 98.1
Self-treatment 2 2.7 0 0.0
Didn’t do anything 2 2.7 2 1.9
How long did it take to visit the doctor once you learned your
HIV test result?
1 day/same day 47 67.1 62 61.4
1 week 17 243 30 29.7
1-3 months 6 8.6 9 8.9
Did you notify family members when you first visited doctor
because of HIV diagnosis?
Yes 17 233 5 52
0.001
No/Don't know 56 76.7 91 94.8
Did your family member accompany you during your first visit
to doctor because of HIV diagnosis?
Yes 51 68.9 31 323
<0.001
No/Don't know 23 31.1 65 67.7
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Have you received enough information from your doctor about
antiretroviral therapy and its side effects?
Yes 71 95.9 105 97.2
0.636
No/Don't know 3 4.1 3 2.8
Do you receive enough information on your HIV treatment
monitoring tests?
Yes 70 94.6 107 99.1
0.069
No/Don’t know 4 5.4 1 0.9
Time needed to reach the nearest health care facility providing
HIV/AIDS care?
< 30 minutes 8 10.8 18 16.7
1-3 hours 44 59.5 69 63.9
>3 hours 10 13.5 10 9.3
Other 12 16.2 11 10.2
Table 6. Attitude and practices about HIV treatment among HIV infected patients by gender
Female Male p
Characteristic
n A n % value
In your opinion was your HIV/AIDS diagnosis delayed?
Yes 8 10.8 17 15.7
0.343
No/Don’t Know 66 89.2 91 84.3
How long did it take to start HIV/AIDS treatment after diagnosis?
1 day 29 40.3 35 35.0
1 week 20 27.8 21 21.0
2 week 6.9 20 20.0
1-3 month 2 2.8 12 12.0
3 month-1 year 1 1.4 3 3.0.
>1 year 15 20.8 9 9.0
Which aspect of HIV/AIDS treatment causes the major discomfort?
Don’t cause discomfort 51 68.9 68 63.6
Side affects 8 10.8 11 10.3
Treatment duration 14 18.9 24 224
Keeping confidentiality by the clinic 0 0.0 1 0.9
Other 1.4 3 2.8
Did you have episodes of non-compliance to antiretroviral therapy
prescribed by your doctor?
Yes 9 12.3 21 19.6
0.197
No/Don’t Know 64 87.7 86 80.4
Was the information about your HIV status spread against your will?
Yes 3 4.1 3 2.8
0.636
No/Don’t Know 71 95.9 105 97.2
Have you ever paid out of pocket for HIV diagnostics and treatment?
Yes 1 1.4 0 0.0
0.226
No/Don’t Know 73 98.6 108 100.0
Would you change anything about HIV diagnostics and treatment
program?
Yes 25 342 40 37.0
0.701
No/Don’t Know 48 65.8 68 63.0
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Most of the male and female respondents think that their di-
agnoses was not late. There was no difference between male and
female respondents in the time of diagnosis and the initiation
of treatment. A higher proportion of men (19.6%) than women
(12.3%) reported interruption of treatment regimen (p=0.1). As
of the reasons of interruption/discontinuation of treatment, fe-
male respondents reported side effects, while male respondents
reported incompability of antiretroviral medications with alco-
hol. 4.1% of female and 2.8% of male HIV infected respondents
reported breach of confidentiality - information regarding their
HIV status was disclosed against their will. (p=0.6). On question
if they would change anything about HIV/AIDS diagnosis and
treatment program, about one-third of male and female respon-
dents reported that they would incorporate changes. The change
proposed by most of the male and female respondents mainly
concerned the extension of the period between the visits to re-
ceive medications (Table 6).

Our study revealed that the level of awareness and knowl-
edge on HIV/AIDS was similar in both male and female HIV
positive individuals, although a higher proportion of men than
women have heard of HIV/AIDS before their diagnosis. HIV/
AIDS is more stigmatizing for women than men. Specifically,
female patients with HIV were feeling more ashamed than
male patients for their diagnosis. Fear of being abandoned
by both community and family due to HIV/AIDS diagnosis
was higher among female respondents. Similar to our study,
significantly higher stigma scores were found among women
compared to men living with HIV in Ontario, Canada by the
study conducted by Loutly et al (5). gender related internal-
ized stigma was also found in China among HIV infected
persons with females stigmatized more compared to males
(6). In our study higher proportion of male respondents than
women reported an illness-related job issues (unable to get
or lost a job because of HIV). Women participating in our
survey were more likely to hide their diagnosis from other
people compared to men. This finding is not comparable to
the results of the study conducted by Derbibe et al where no
significant difference was revealed in HIV status disclosure
between male and female HIV infected individuals (7). Simi-
lar to the study conducted Serovich et al (8) higher propor-
tion of female compared to male respondents in our survey
reported notifying their family members about their HIV sta-
tus. Significantly higher proportion of female HIV-infected
individuals have been accompanied by a family member on
visit to physician due to HIV/AIDS compared to male HIV-
infected respondents. A higher proportion of men than women
reported an interruption/discontinuation of treatment regimen.

Gender-power imbalance in Georgia, limited social autono-
my for female including economic autonomy, public attitude
towards gender-based violence significantly increases vulner-
ability to HIV. The most alarming thing is that these harmful
stereotypes are accepted not only by men but also by women.
Some women normalize discriminatory behavior toward them,
perceive violence and infringement of their rights as ordinary,
and do not seek helpfrom existing services. To enhance wom-
en’s empowerment and their ability to defend themselves, it
is important that HIV programs in collaboration with gender-
focused programs, engage in information-education activities
specifically targeting vulnerable populations (with a particular
focus on transgender women, CSWs and female IDUs). In order
to break harmful stereotypes about men’s role, it is of the vital
importance for men to engage in these activities. Their involve-
ment and active participation will helpto increase their social
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responsibility, and promote positive engagement in the fight
against gender inequality.

Georgia has ensured free and unrestricted access to HIV-re-
lated services for all HIV infected individuals in the country.
However, the stigma related to HIV still creates barriers to ser-
vice utilization. Therefore, HIV national program should con-
tinue implementation of focused and concerted interventions to
improve HIV awareness among gender populations. In addition,
the knowledge and attitude of healthcare providers should im-
prove that presumably will contribute to the reduction of HIV
related stigma and discrimination in healthcare settings. HIV
programs should continue to combat disease-related stigma and
discrimination as it is planned in the national strategic plans.
In addition, measures aimed at raising public awareness, educa-
tion of professional communities, and empowering vulnerable
groups is strongly recommended.
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SUMMARY

GENDER RELATED BARRIERS AMONG HIV INFECT-
ED INDIVIDUALS

"Kajaia M., 'Butsashvili M., 'Abzianidze T., “Tabatadze M.,
Danelia M., 2Khonelidze 1.

'Health Research Union, Thilisi, Georgia; *National center for
Disease Control and Public Health, Tbilisi, Georgia

Late detection of HIV infection still remains serious problem
for Georgia. During the last years prevalence and late detection
of HIV infection is increasing among females and therefore,
attempts to implement services adapted to female needs have
significantly increased. It is essential to conduct research to cre-
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ate a basis for country’s national response of HIV infection to
become more gender sensitive. The goal of our study was to
conduct survey among HIV-positive individuals to identify po-
tential gender-based barriers and contributing factors that might
influence timely diagnosis and treatment of HIV infection.

Cross sectional study design was used. Target population in-
cluded HIV-infected persons. Study subjects were selected by
simple random sampling. Study participants were sampled from
the registry of HIV infected patients. Quantitative data were
collected through individual, face-to-face interviews, using spe-
cially designed questionnaire for this study.

In total 182 HIV-infected individuals participated in sur-
vey, of whom 74 (40.6%) were females and 108 (59.6) were
males. The level of awareness and knowledge on HIV/AIDS
was similar in both male and female HIV positive individuals,
although a higher proportion of men than women have heard
of HIV/AIDS before their diagnosis. HIV infection is more
stigmatizing for women than men. Fear of being abandoned
by both community and family due to HIV/AIDS diagnosis
was higher among female respondents. Higher proportion of
male respondents than women reported an illness-related un-
employment. Women were more likely to hide their diagno-
sis from other people compared to men. Higher proportion
of female compared to male respondents reported notifying
family members about their HIV status. Significantly higher
proportion of female HIV-infected individuals have been ac-
companied by a family member on visit to physician due to
HIV/AIDS compared to male HIV-infected respondents. A
higher proportion of men than women reported an interrup-
tion/discontinuation of treatment regimen.

Georgia has ensured free and unrestricted access to HIV ser-
vice for all HIV infected individuals in the country. However,
the stigma related to HIV still creates barriers to service utiliza-
tion. Therefore, HIV national program should continue imple-
mentation of focused and concerted interventions to improve
HIV awareness among gender populations.

Keywords: HIV, gender, barrier.
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IF'EHJAEPHBIE BAPBEPBI CPEJIN JINL, THOULUPO-
BAHHBIX BUY

"Kamzkana MLIIL, '"BynamBuian M.J{k., 'A63nanunze T.P.,
2Tabaranze M.I., 2lanesust M. /., 2Xonenuaze U.P.

"Hayuno-ucciedosamenvckuil coios 30pasooxparenus, Tounu-
cu, Ipysus; *Hayuonanshvlii yenmp KOHmMpois 3a601e6anuil u
o0bwecmeenHo2o 300posvs, Tounucu, I py3us

Ilo3nuee BoriBnenne BUY-ungexuu mo ceir J1eHb ocTaeTcst
cepbesHoi mpobiemoit s [pysun. B mocnexnue romsl poct
pacnpoctpanenHocti BUY-nHpexnmu cpean sKeHIHMH TUKTYET
HEOOXOAMMOCTh B YBEITMUEHHHN YHCTIA CIY)XO, aJaNTHUPOBAHHBIX
K UX HOTPEOHOCTM.

Ienpro mccnenoBaHus SBUIICS aHANNU3 PE3YIBTATOB OMpOca
cpenn BUY-uHQUIMPOBAHHBIX Ui BBIBICHHUS MOTEHIUAIb-
HBIX TeH/IEPHBIX ()aKTOPOB, CIOCOOCTBYIOIINX CBOEBPEMEHHOM
nuarHocTtuke u gedenuto BUY-undexmun.

Hcnonp3oBanicss nonepeuHslt Au3aiiH uccnenosanus. lle-
neByto rpymmy coctaBuii BUY-uHumupoBaHHBIE, KOTOpHIC
0TOOpaHBI IMyTEeM MPOCTOH CIy4aiiHO BHIOOPKM U3 peecTpa
BUY-unpunmupoBaHHbIX nanueHToB. KonndyecTBeHHBIE JaHHbBIC
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COOpaHbl METOJIOM HH/MBHIYaJbHOTO HHTEPBBIOMPOBAHUS C
IIOMOMIBIO CIIELUAIBHO pa3pad0TaHHOIO Ul IaHHOTO UCCIIeN0-
BaHUsI BOIIPOCHHKA.

B onpoce npunsiin yuactue 182 BUY-unduunpoBaHHbIX, U3
Hux 74 (40,6%) xenmunsl 1 108 (59,6%) myxuuH. YpoBeHb
ocBegomieHHOCTH | 3HaHui 0 BUY/CITN/le Ob11 0MHAKOBBIM
KaK y My)K4HMH, TaK U Y XeHIIUH, nHumpoanHbix BUY, xoTs
Oosiee BBICOKAsl JIOJISI MY)KYHMH, YeM JKCHIIWH, 3Haia o BUY/
CIIW/Ie no moctaHoBku auaruo3a. BUY-undekius 6onee cTur-
MaTH3MpPYeT KEHIHMH, YeM Myx4rH. CTpax ObITh OTBEPrHYTHIM
00I1IeCTBOM U ceMbeil u3-3a nuarHoza BUU/CIIN ]I Obu1 Bbiiie
CpelX KEHIINH, a J0JsI MY>KYHH, COOOMIMBIINX O 6e3paboTu-
i€, CBSI3aHHON ¢ 00JEe3HBIO, Oblja BEIIIE, YeM >KEHIUH. JKeH-
IIMHBI Yallle YeM MY)KYMHBI CKpbIBaaM CBOW nuarno3. Cpemau
BUY-nnduunpoBaHHBIX, COOOLIMBIIUX YIEHAM CEMbH O CBOCH
6ose3Hu, ObUTO OOJIBIIE PECTIOHICHTOB-)KEHIINH, YeM MYKUIHH.
Ilpu nocemienuy Bpaya WICHBI CEMbU 4Yallle CONPOBOXKIAIOT
JKEHIL[MH, YeM MY)XYUH. MyKUMHBI 4alle HpepbIBalOT/IpeKpa-
IIAIOT PEKUM JICUCHHS YeM JKSHIIINHBI.

B I'py3un obecrnieueH OecriiaTHBIH U HEOTpPaHWYEHHBIN J10-
ctyn k yciayram o BUY 3aboneBanuto. OgHako cTUrMa, CBS-
3anHas ¢ BUY, no ceil ieHb co3/1aeT NpensiTCTBUSL ISl UCITIOJb-
30BaHMs yCiIyr. Pe3ynmbraThl HPOBEJCHHOTO HCCIIEIOBAHUS IIO-
3BOJIAIOT 3aKJIIOUMTh, YTO HALMOHAJbHAsA mporpamma no BUY
JIOJDKHA TTPOJI0JKUTD Pean3aliuio IeIeHaPaBIeHHBIX U COIvIa-
COBAHHBIX MEPOIPHSITHH 110 MMOBBIIICHHIO OCBEIOMICHHOCTH O
BUY cpenu Hacenenus.
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KNOWLEDGE, ATTITUDE AND PRACTICE SURVEY AMONG GEORGIAN HEALTH CARE WORKERS
TOWARDS BLOOD BORNE INFECTIONS

12Kochlamazashvili M., 'Butsashvili M., 'Kajaia M., 'Gulbiani L., '"Maglakelidze T., 'Kamkamidze G.

'Health Research Union, Thilisi, Georgia, *Thilisi State Medical University, Georgia

Blood-borne pathogens are important cause of illness and
death [1]. The most frequent blood-borne pathogens are human
immunodeficiency virus (HIV), hepatitis B (HBV) and hepatitis
C (HCV) [2]. The knowledge of blood borne pathogens is essen-
tial to reduce occupational exposure among HCW's [3].

Globally, there are more than 38 million people living with
HIV/AIDS [4]. In Georgia, HIV prevalence rates among adults
aged 15 to 49 is 0.4% [S5]. Meanwhile, Georgia is considered
among countries with highest prevalence of hepatitis B and hep-
atitis C. The prevalence of hepatitis B surface antigen (HBsAg)
is 2.9%, anti-HBc is 25.5% and anti-HCV is 7.7% in general
population of Georgia [6,7]..

Since 2015, Georgia launched a multi-year program of HCV
elimination, including treatment of infected individuals with Di-
rect Acting Antivirals (DAAs) and implementation of preven-
tion programs, including infection control in health care facili-
ties [7]. Studies showed that Georgian HCWs have insufficient
knowledge of universal safety precautions [8]. The objective of
this study was to evaluate the attitude and knowledge of blood
borne infections (BBI- HIV, HCV, HBV) among Georgian
HCWs and comparison of knowledge level with Dental health
care workers (DHCWs).

Material and methods. The survey was conducted in ten pri-
vate and governmental hospitals: two from Tbilisi (the capital),
three from Eastern Georgian city (Rustavi) and six from West-
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ern Georgia (Kobuleti and Batumi). The study was conducted to
evaluate knowledge, attitude and practice of HCWs about the
prevention of blood borne infection and methods for reducing
occupational exposure among HCWs in Georgia. The selection
of HCWs was done through simple random sampling from the
list of staff as a sampling frame. A self-administered question-
naire was used to obtain information on HCWs demographics,
professional characteristics, personal risk factors, awareness of
blood-born infections and knowledge of effective risk reduction
precautions to prevent transmission of pathogens. Study partici-
pation was voluntary. The study was approved by the Institu-
tional review board (IRB) of the Health Research Union, Tbilisi,
Georgia (IRB#: 00009520; IORG#: 0005619).

Data were analyzed in statistical software SPSS v.23 (IBM
Corp. Released 2015). Descriptive statistics was used to describe
socio-demographic data. Prevalence ratios (PRs) and 95% con-
fidence intervals (Cls) were computed for each study variable.

Results and discussion. 442 HCWs were enrolled in the
study. Among them, 246 (55.6%) were HCWs (physicians,
nurses, physician assistants and residents) from different depart-
ments, including family medicine (38.6 %), surgery (21.7%),
gynecology (23.4%) and intensive care (13.9%) and 196 dental
HCWs (44.6%). Most of the study participants were older than
41 years (49.4%). Demographic characteristics of surveyed in-
dividuals are given in Table 1.
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