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INTRODUCTION 

Worldwide, injections are one of the most 

common medical procedures, with an 

estimated 12 thousand million injections 

administered each year.  A large majority, more 

than 90%, of these injections are administered 

for curative purposes.  There is evidence that 
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ABSTRACT 

The aim of this study was to assess injection practices and perception of the community towards 
injections in Dessie and Dessie Zuria Woredas. We used a community based cross sectional method 
to explore this. The prevalence of injection out of 356 HHs which reported to have had member’s ill 
in four weeks recall periods was 22.75% of the HHs. Also the proportion of injection use in rural 66 
(29.33%) was higher than that of urban, 15 (11.45%).  The proportion of injection provided at private 
clinics was significantly higher than the proportion shown at other institutions [OR (95%CI), 
2.33(1.06, 5.15)]. Rural residence and male gender were significantly associated with the preference 
of injection during febrile illness; OR (95% CI): 7.97 (5.32, 12.00) and OR (95%CI): 1.60(1.18, 2.16) 
respectively. Moreover, the proportion of respondents who claimed to prefer injection decreased 
significantly as educational level increases. About 1185 (93.5%) of respondents believe that diseases 
can be transmitted from one person to another through reusing of injection equipment; also 1208 
(95.3%) respondents indicated HIV/AIDS as being the main disease transmitted through such 
practices but only 161(12.7%) of them mentioned hepatitis. In spite of the higher awareness of the 
community about risks associated with unsafe injection practice, there is high prevalence of injection 
use in the wereda. The community especially the rural residents have high preference for injection. 
Behavioral change regarding injection use is crucial for the study communities. 
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therapeutic injections have been overused for 

many years.  The World Health Organization 

(WHO) Department of Essential Drugs and 

Medicine Policy proposed the proportion of 

outpatients who receive an injection for a 

health-care visit as indicator to monitor 

injection use in health care setting. Data 

indicated that in some developing countries, 

this proportion of prescriptions including at 

least an injection can reach 56%.  In addition, 

among injections administered for therapeutic 

purposes, between 70% and 99% were found to 

be unnecessary [1].   

A safe injection is one that does not harm the 

recipient, does not expose the health-care 

worker to any avoidable risks and does not 

result in any waste that is dangerous for the 

community.  However, unsafe injections occur 

in many parts of the world and more 

particularly in developing countries, it has been 

estimated up to 50% of injections are 

administered with syringes and needles re-used 

in the absence of sterilization.  Transmission of 

blood borne pathogens, including hepatitis B 

virus (HBV), hepatitis C virus (HCV) ad human 

immunodeficiency virus (HIV) through unsafe 

injections has long been reported and causes a 

heavy burden of disease.  It is estimated that 

annually, worldwide, unsafe injections may 

account for 35% of new HBV infections, 55% of 

new HCV infections and 2% of new HIV 

infections [2]. 

To prevent transmission of blood borne 

pathogens that result from unsafe injections, 

injection safety must be achieved and injection 

overuse must be reduced.  First, behaviors 

change needs to be promoted to move patients 

and health-care workers away from unsafe and 

unnecessary injections and toward oral 

medications.  Second, a continuous supply of 

sufficient numbers of injection equipment must 

be available in health-care facilities to eliminate 

the reuse of syringes and needles in the 

absence of sterilization.  Third, sharps waste 

management must be established to eliminate 

the risks of reuse of dirty needles and 

accidental needle-stick injuries [3].  

The WHO strategy for the safe and appropriate 

use of injections worldwide has four objectives: 

(a) formulate national policies and plans for the 

safe and appropriate use of injections, (b) 

ensure quality and safety of injection 

equipment, (c) facilitate equitable access to 

injection equipment and (d) achieve 

appropriate, rational and cost-effective use of 

injections [3].  

In many countries and cultures the belief in 

injections as a powerful means of restoring 

health is shared by health workers and lay 

people alike.  The unnecessary and overuse of 

injections has prompted increasing concern 

among international agencies such as the WHO 

and national health officials and policy makers, 

as well as health workers.  Although there is 

limited information on injection use and safety 

in Ethiopia, studies conducted so far (Haile and 

Jules, 2000) have revealed a high rate of 

medical injections, most of which are 

potentially unsafe to the patient, the provider 

or to the community [4].     

Recently, The Federal Ministry of Health (MOH) 

in conjunction with Making Medical Injections 

Safer Project (MMIS) and other partners has 

been working in the realm of the national 

injection safety initiatives. With the concerted 

efforts of the federal MOH, Regional Health 

Bureaus (RHBs) and partner Civil Society 

Organizations (CSOs), the national initiative has 

taken leading steps in the development of 

guideline and national strategy for safe 

injection practice in Ethiopia.  

Though the informal health sectors have 

substantial share in the country’s health service 

deliveries, the national program interventions 

disproportionately focus to formal health 

sector. Currently, empirical data is lacking 

regarding the prevalence of injection in the 

informal health sectors. The absence of this 

evidence based information; however, impedes 

policy makers and health managers from not 
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taking concrete steps in formulating policy and 

strategic direction that are relevant to the 

informal health sectors.  

A community based cross-sectional descriptive 

study, conducted in December 1994 in Bahir 

Dar District, Northwestern Ethiopia, found 

injection prevalence of 13%, out of a total of 

1380 households in the district. Diarrhea and 

fever were the major symptoms for which 

injection was received, and higher injection 

treatment rate was observed among children 

under five [5].  

A study conducted in four districts of Oromia 

and SNNPR also indicated that over 90% of the 

injections administered were provided in a 

manner that predisposes the patient, the health 

worker or the community to risk of accidental-

needle stick injuries [6].  

The present study was carried out to provide 

comprehensive data from assessment of 

injection practices in urban, semi-urban and 

rural settings encompassing varied socio-

cultural scenarios with an overall aim of 

initiating an informed debate among various 

stakeholders and to an eventual formulation of 

locally relevant injection safety interventions. 

Therefore, this study focuses on injection 

practice in Dessie and Dessie Zuria Woreda and 

it is believed to contribute, together with other 

studies in other parts of the country, to the 

meager data on injection practice in Ethiopia. It 

is also believed that this study might indicate 

the extent of injection use in the district, 

together with the level of risky practices that 

may expose injection recipients, health 

personnel and the community to injection-

associated problems.    

 

OBJECTIVES  

General Objective 

 To assess medication injection practices 

and perception of the community in Dessie 

and Dessie Zuria Woredas .  

Specific Objectives 

 To estimate the extent of injection use as a 

route for administration of medications in 

Dessie and Dessie Zuria Woreda.  

 To assess the perception of injections in 

Dessie and Dessie Zuria Woredas.  

 

METHODOLOGY  

Study Design  

This is a community and institutional based 

cross-sectional study of injection practice in 

Dessie and Dessie Zuria Woreda conducted 

from March to October 2007. The structured 

questionnaires, interview guide, structured 

observation guide and a tool to collect a 

prospective data were prepared in such a way 

to address the general and specific objectives of 

the study.  

 

Description of the Study Area 

Dessie is a city and a woreda in North-Central 

Ethiopia. Located on Addis Ababa - Mekele high 

way in the Debub Wollo Zone of the Amhara 

region, this city has a latitude and longitude of 

11o8 N 39o 38E. One of the largest cities in 

Ethiopia, and based on figures from the Central 

Statistical Agency in 2005, this city has an 

estimated total population of 169,104; of 

whom, 86,167 were males and 82,937 were 

females. The woreda had an estimated area of 

15.08 square kilometers, which gives Dessie a 

density of 11,213.79 people per square 

kilometre [7]. 

Dessie Zuria is one of the 105 woredas in the 

Amhara region of Ethiopia. Located at the 

eastern edge of the Ethiopian highlands in the 

Dubub Wollo Zone. Based on figures published 

by the CSA in 2005, Dessie Zuria woreda has an 

estimated total population of 272,199, of whom 

139,990 were males and 132,209 were females; 

3,845 or 1.41% of its population are urban 

dwellers, which is less than the zone average of 

12.4% with an estimated area at 1,105.86 

square kilometers. The average health service 

coverage of both woredas is 85%. During the 

survey time, the woredas had 1 regional 
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hospital, 1 rural hospital, 7 health centers and 

18 health posts.  

 

Sampling Techniques  

The woredas were stratified to 10 urban and 34 

rural kebeles. Two urban and 10 rural kebeles 

were randomly selected by lottery method. 

Regarding the urban kebeles systematic 

random sampling was applied to select 

households included in the study. In the rural 

kebeles cluster sampling was used. To identify 

the direction, bottle spinning method was 

applied.   [ see figure 1] 

 

 
 

The prevalence of injection use from a 

community based study in Meskan District was 

50%8.This 50% prevalence rate was taken with 

95% confidence interval (CI) and standard 

derivation of +4% between the sample and the 

underlying population. Then total number of 

respondents was calculated using the formula 

for single proportion [9]. i.e. 

n = (Z /2)2 . p.(1-p) 

          d2 

where: z = Standard score 

n = sample size 

p = Prevalence of injection 

d = marginal error (Standard deviation 

between the sample and the population) 

Hence taking  d = 0.05, Z /2 = 1.96 

 

n = (1.96)2 . 0.5 . (1-0.5) 

      (0.04)2 

   = 600 

Considering the design effect, n was multiplied 

by (stages sampling) 

                    N= 600 x 2 = 1200 

Taking 5% contingency  

      N = 1200 + (5% x 1200) 

     N= 1200 + 60 

     N= 1260HHs 

 

Generally 1268 households were selected from 

both woredas and 634 household were 

interviewed in urban kebeles and a 634 

households in rural kebele.  

 

Data Collection and Management  

The quantitative method was used for data 

collection. Structured questionnaires were 

prepared to collect data from household in the 

woredas. The questionnaires were prepared 

both in English and Amharic language. The 

questionnaires were targeted to evaluate the 

prevalence of injection, the safety of injection 

and the perception of the community about 

injection. The questionnaires were aimed, to 

answer the proportion of population who 

received injection in the last 4 weeks, 

distribution of injection according to different 

injection providers and settings for injection. 

The study participants were heads of 

households, mothers or any adult member of 

the households.  

Data collectors for the survey were trained to 

collect data in an exhaustive and standardized 

way. Twelve data collectors (third year students 

of Dessie health collage) were trained for two 

days as data collectors. The training covered 

issues such as the importance of the study, 

confidentiality of the research, how they should 

approach the interviewees, how they conduct 

the interview, how they fill the response in the 

questionnaire, what should they as if they 

didn't find the selected respondents etc. The 

pre-testing was made in a kebele in which the 



     Kahissay et al 28 
 

   
                                                J Pharm Chem Biol Sci , March-May 2015; 3(1):24-39 

study was not conducted, in order to find out 

whether the questionnaire was understandable 

by the residence. 

Epi-info 2002 were used for data entry, clean up 

and analysis of the quantitative data. The 

analysis includes checking errors & describing 

the collected data by charts, graphs, and 

numerical summary measures a measures of 

association, in terms of independent and 

dependent variables. 

 

Variables 

Independent variables were: Age, sex, 

Ethnicity, training, Religion, Occupation, 

Residence and Marital status.   

Dependent variables were: Sources of 

injection, Type of injection, Incidence of 

injection associated abscess, Type of injection, 

which caused abscess, Preference of injection, 

Perception of the community towards injection 

safety, People perception of therapeutic use 

behind injection  

 

Ethical Consideration  

Ethical clearance was obtained from School of 

Pharmacy, Addis Ababa University. In order to 

undertake the survey discussion was held with 

the woredas health offices and heads 

/delegate/ of health facilities, also oral or 

written consent was obtained from 

respondents.  

 

Operational Definitions 

Injection: skin puncturing procedure performed 

with a syringe and needle to introduce a 

substance for prophylactic, curative or 

recreational purposes which can be given intra 

musculary, intravenously, intradermaly and sub 

cutaneously.   

Injection Safety: A safe injection does not harm 

the recipient, does not expose the provider to 

any available risks and does not result in any 

waste that is dangerous for other people 

disposable equipment.  

 

Auto-disable disputable syringes: 

Syringes modified to disable themselves 

automatically by the plunger blocking after 

single use. 

Injection in the informal health sector 

According to Cunningham, informal injection 

providers were local health practitioners with 

some or no formal training and who are not 

officially allowed to administer injections. 

Formal health person 

Health person who got the necessary 

education/training to give health service at the 

health facility level in which he/she is working. 

Informal health person 

A person who gives health service without 

getting formal  

Kebele 

Administrative division comprising of a number 

of households under district. 

 

RESULTS 

Socio-Demographic Characteristics of 

Respondents 

A total of 1268 households with equal 

proportion of urban and rural (i.e 634 each) 

areas were visited. The number of kebeles were 

10 from rural and 2 from urban for the purpose 

of the study.  

The majority 827(65.2%) of respondents were 

female heads of HHs and housewives, 

441(34.8%) were male heads of the HHs and 

426(33.6%) found in the age group 31-45. Also 

among the total respondents, 760 (59.9%) were 

Muslim and 1213 (95.7%) were from the 

Amhara ethnic group. 

The majority 517 (40.7%) of the respondents 

were illiterate and about 244 (19.2%) and 303 

(23.9%) of them had primary and secondary 

School education respectively. About 437 

(34.5%) and 407 (32.1%) of them were farmers 

and housewives respectively and only 112 

(8.8%) of them were government employee 

(Table 1).  
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Table 1: Socio demographic characteristics of 
respondents, Dessie and Dessie Zuria Woreda, 
August 2007. 
Characteristics 

(n=1268) 
Categories Number 

(%) 

Age 16-30 
31-45 
46-60 
>60 

423 (33.4) 
426 (33.6) 
264 (20.8) 
155 (12.2) 
 

Sex Male 
Female 

441 (40.7) 
827 (65.2) 
 

Educational 
level 

Illiterate 
Read & write 
Primary 
school 
Secondary 
school 
Above 

515 (40.7) 
126 (10.0) 
244 (19.3) 
 
303 (23.9) 
78 (6.2) 
 
 

Religion  Muslim  
Orthodox  
Protestant 
Other 

760 (60.0) 
488 (38.5) 
17 (1.3) 
3 (0.2) 
 

Occupation  Farming 
Private job 
Governmental   
employee 
Retire 
House wife 
Unemployed 
Others 

437 (34.5) 
177 (14.0) 
112 (8.8) 
 
74 (5.8) 
407 (32.1) 
53 (4.2) 
8 (0.6) 
 
 

Ethnicity Amhara 
 
Tigre 
Oromo 
Other 

1213 
(95.7) 
42 (3.3) 
7 (0.6) 
6 (0.5) 

 

Injection Prevalence in the Community  

From the 1268 households, 356 (28.1%) of 

them reported illness in the 4 weeks preceding 

the interview date. About 41(11.5%) of the 

patients were in the age group 0-4 years, 

59(16.6%) were from 5-14 years and the rest 

256(71.9%) were above the age of 15 years old. 

Male to female ratio of patients was 1: 1.36 

with 151 (42.4%) males and 205(57.6%) 

females.  

Table 2: Characteristics of persons who 
experienced illness during 4 weeks preceding 
the interview date ,Dessie and Dessie Zuria 
Woreda, August 2007(N= 1268) 
 

Characteristics 
(n=1268) 

Categories Number 
(%) 

Age 0-4 
5-14 
>14 

41 (11.5) 
59 (16.6) 
256 (71.9) 
 

Sex 
 
 
Residence 

Male 
Female 

             Urban 
             Rural 

151 (42.4) 
205 (57.6) 
131 (36.8) 
225 (63.2) 
 
 

Ethnicity  Amhara 
Other  

339 (95.2) 
17 (4.8) 
 

Occupation  Farming 
Housewife 
Other  

146 (41.0) 
105 (29.5) 
105 (29.5) 
 

Religion  Muslim 
Orthodox 
Other 

234 (65.7) 
117 (32.8) 
5 (1.5) 

 

During the visit cases of illness or symptoms 

which had occurred in the household in the 

past four weeks were recorded. Symptoms 

often appear in combination, making the tracer 

condition method difficult to apply for the 

evaluation of the appropriateness of actual 

treatment provided. The majority 133(37.4%) 

mentioned fever, 103 (28.9%) head ach, 80 

(22.5%) abdominal pain, 71 (19.9%) diarrhea 

and vomiting and 62 (17.4%) said cough (Table 

3). 
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Table 3: Reported illness and symptoms 
experience by individuals who were ill in the 
HH survey, Dessie & Dessie Zuria Woreda, 
August 2007 (N= 1268) 
 

Type of illness Frequency Percent 

Fever 
Headache 

Diarrhea & vomiting 
Abdominal pain 

Chough 
Bird 

Back pain 
Gastric 

Skin problem 
Others* 

133 
103 
71 
80 
62 
41 
37 
29 
22 
80 

37.4 
28.9 
19.9 
22.5 
17.4 
11.5 
10.4 
8.1 
6.2 

22.5 
*Eye & ear problems, Malaria, car accident, 

hypertension 

Out of 356 HHs which reported to have had 

members’ ill in four weeks recall periods 22.8% 

of the HHs received injection. The proportion of 

injection administered to male, 34 (26.2%) was 

higher than that of females, 47 (20.8%). Also 

the proportion of injection use in rural 66 

(29.3%) was higher than that of urban, 15 

(11.5%). 

From the total 356 patients who got modern 

treatment during the last 4 weeks, 81(22.8%) of 

them claimed that they were given at least one 

injection during their visit to health facilities, of 

which 14(17.3%) injection alone, and 67(82.7%) 

with injection and oral preparations. Two 

hundred seventy five (77.3%) patients were 

treated with non-injection treatments; 

230(64.6%) with modern oral preparations, 

66(18.5%) with traditional oral medicines and 

13(3.7%) with ointments. 

In analyzing the source of injections, a 

distinction was made between formal and 

informal facilities. The formal health care 

system comprises public (government) facilities 

(including hospitals and health centers) and 

private ones (including NGO units and 

registered private clinics). Informal facilities 

include pharmacies and unregistered 'clinics'. 

Injection may also be given at home by a family 

member, neighbor or informal provider. The 

source of the last treatment received, in the 

HHs was inquired and 227(46.8%) individuals 

who were ill had received their last treatment 

at a government facilities, 155(31.96%) at a 

private facility, none at home and 103(21.24%) 

at informal facility. Out of 227 patients who got 

treatment from governmental facilities, 

62(27.31%) had received injections. 

From the total 155 patients who got modern 

health care, from private health care providers, 

36(23.23%) of them claimed that they were 

given at least one injection during their visit to 

health facilities. Out of 103 respondents who 

claimed to have received treatment from 

modern informal providers and traditional 

healers, 10 (9.7%) reported that they received 

injections. 

The respondents were also asked whether 

vaccination was given during the last four 

weeks to any of their family members. Of 1268 

households, 159(25.08%) HHs in the rural 

kebeles and 94(14.83%) in the urban kebeles 

reported vaccination (contraceptives or 

immunization) to have been given at least for 

one member of the family. 

 

Determinants of Injection Use 

Illness – related injection use at the household 

level is more meaningful to assess to which 

extent illnesses, occurring in the research 

population, are being treated with injections. 

Analysis of injection use in relation to different 

patient characteristics revealed that generally, 

the proportion of injection administered to 

patient in the age group 5-14 years, male & 

rural residents was higher than their counter 

parts. The studies also aimed to assess 

differences between urban and rural settings in 

injection use. Injection use prevalence is 

significantly higher in the rural area as 

compared to urban areas (OR, 3.21; CI, 1.68, 

6.20).  

Regarding injection use in health facilities, 

hospitals, health centers and clinics were 
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generally important providers of injections. The 

proportion of injection provided at private 

clinics was significantly higher than the 

proportion shown at other institutions (OR, 

2.33; CI, 1.06, 5.15) (Table 4).

 
Table 4: Determinant of injection use, Dessie & Dessie Zuria Woreda, August, 2007. 

 

     

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

                 * p<0.05 

  

Characteristics 
(n=1268) 

Injection 
N (%) 

Non injection 
n(%) 

Adjusted OR 
(95%CI) 

Age 
0-4 

5-14 
>14 

 
12 (29.3) 
18 (30.5) 
51 (20.0) 

 
29 (70.7) 
41 (69.5) 

205 (80.0) 

 
1.00 

1.06(0.41,2.78) 
0.60(0.27,1.35) 

 
Sex 

Male 
Female 

 
37 (24.5) 
44 (21.4) 

 
114 (75.5) 
161 (78.6) 

 
1.00 

0.84(0.58,1.43) 
 

Residence 
Urban 
Rural 

 
15 (11.5) 
66 (29.3) 

 
116 (88.5) 
159 (70.7) 

 
1.00 

3.21(1.68,6.20)* 
 

Ethnicity 
Amhara 

Tigre 

 
79 (23.3) 
2 (11.8) 

 
260 (76.7) 
15 (88.2) 

 
1.00 

0.44(0.07,2.07) 
 

Occupation 
Farming 
Private 

Govt. employee 
House Wife 

 
48 (32.9) 

6 (13) 
6 (28.6) 

13 (12.4) 

 
98 (67.1) 
40 (87) 

15 (71.4) 
92 (87.6) 

 
1.00 

0.31(0.11,0.82) 
0.82(0.26,2.43) 
0.29(0.14,0.59) 

 
Religion 
Muslim 

Orthodox 

 
63 (26.9) 
18 (15.4) 

 
171 (73.1) 
99 (84.6) 

 
1.00 

0.49(0.26,0.91) 
 
 

Health facility 
Gov't hospital 

Private hospitals 
Health centers 
Private clinics 
Gove't clinics 
Pharmacies 

Traditional healer 
Health post 

 
22 (24.72) 
13 (31.70) 
32 (31.37) 
23 (43.40) 
2 (16.67) 
2 (8.70) 

8 (13.11) 
4 (66.67) 

 
67 (75.28) 
28 (68.30) 
70 (68.63) 
30 (56.60) 
10 (83.33) 
21 (91.30) 
53 (86.89) 
6(33.33) 

 
1.00 

1.41 (0.58, 3.44) 
1.39(0.70,2.77) 

2.33 (1.06,5.15)* 
0.61 (0.08,3.34) 
0.29 (0.04,1.44) 
0.46 (0.17, 1.20) 
2.03 (0.43, 9.23) 
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Perception of the Community towards 

Injection Use and Safety      

Preference of Injection 

In this study febrile illness was used as a tracer 

condition to study the popularity of injection 

among the community. Thus, 226 (17.8%) of the 

respondent preferred injection; 433 (34.1%) 

preferred oral drugs; 549 (43.3%) responded 

that they would take whatever prescribed by 

the health care providers and the rest 220 

(17.4%) preferred both injections and oral drugs 

to be given at the same time. 

Although most respondent, 433 (34.1%) 

preferred oral drugs and 549 (43.3%) 

respondent said that they would take whatever 

prescribed by prescribes, there, are 226 (17.8%) 

who prefer injection. Those respondents who 

preferred injection gave different reasons for 

their preference, (70)31.1%  believed that 

injection works faster and that serious diseases 

can only be permanently cured with an 

injection ,(21)8.5% responds that the tablets 

are bitter and unpalatable and are therefore 

particularly difficult to administer to children, 

(3)1.4% said  that the compliance of the patient 

is guaranteed with an injection, (4)1.7% 

preferred injection because it is administered 

by health care providers. 

Respondents also mentioned some illness 

episodes and symptoms which should be 

treated with injection (Table 5). 

 
Table 5: Respondents opinion about what 
illness episodes should be treated with 
injections, Dessie and Dessie Zuria Wereda, 
Augest 2007. 

Illness Episodes 
/symptoms that need 

injection 

Frequency Percent 

Cough /cold 492 22.85% 
Fever 467 21.70% 
Skin problems 145 6.70% 
Muscle pain and wugat 104 4.80% 
Diarrhea 103 4.80% 
Difficult to know 438 20.35% 
Others 404 18.80% 

The respondent preferences for injections or 

oral medications were studied against some 

demographic variables (age, sex, residence and 

educational level) (Table 6). 

Rural residence and male gender were 

significantly associated with the preference of 

injection during febrile illness; OR, 7.97 (CI; 

5.32, 12.00) and 1.60(1.18, 2.16), respectively. 

Other variables did not reflect significant 

association with the preference. 

The proportion of respondents who claimed to 

prefer injection decreased significantly as 

educational level increases from illiterates 

(22.91%) to those who were educated above 

secondary school (2.6%) (Table 6). 

Respondents were asked whether the injection 

had been given on request of the patients or 

their family. The result shows that popular 

demand for injection was 10.2%. When asked 

why this request for injections had been made, 

60% of respondents stated that they preferred 

an injection because of its fast action, 10% 

respond injection are cheaper 10% more 

effective and 10% fear of non-compliance. 

The respondents were also asked to compare 

the expense between injection and oral 

medication. Six hundred three (47.6%) claimed 

injection as more expensive, whereas 313 

(24.7%) responded that oral medication are 

more expensive. The rest 352 (27.84%) did not 

comment on the price. 

 

Respondents Knowledge of diseases 

transmission due to unsafe injection 

Administration of injections without proper 

procedures would lead to increased risk of 

transmitting a range of potentially serious 

pathogens, including, HIV (AIDS) and hepatitis 

B&C. Regarding disease transmission through 

dirty equipment, about 1185 (93.5%) of 

respondents believe that diseases can be 

transmitted from one person to another 

through reusing of injection equipment; but 

about 19 (1.5%) did not believe that diseases  
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Table 6: Respondents' preference in case of febrile illnesses, Dessie and Dessie Zuria Woreda, 
Augest 2007 (N= 1268) 
 

Demographic 
variable 

Injection n (%) Non injection n(%) Adjusted OR (95% 
CI) 

Age  
      16-30 
      31-45 
     46-60 
      > 60 

 
73(17.26%) 
69(16.20%) 
40(15.15%) 
44(28.39%) 

 
350(82.74%) 
357(83.80%) 
224(84.85%) 
111(71.61%) 
 

 
1.00 
0.93(0.64,1.35) 
0.86(0.55,1.33) 

Sex 
      Female  
       Male 
        

 
127(15.36%) 
99(22.45%) 
 

 
700(84.64%) 
342(77.55%) 
 

 
1.00 
1.60(1.18,2.16)* 

Residence 
       Urban 
       Rural 

 
33(5.2%) 
193(30.44%) 

 
601(94.8%) 
441(69.56%) 

 
1.00 
7.97(5.32,12.00)* 
 

Educational level 
Illiterate 
Read & write 
Primary school 
Secondary 
Above  
secondary 

 
118(22.91%) 
 29(23.02%)  
 41(16.80%) 
 36(11.88%) 
 
  2(2.6%) 

 
397(77.09%) 
 97(76.98%)  
203(83.20%) 
267(88.12%) 
 
 76(97.4%) 

 
1.00 
1.01(0.62,1.64)  
0.68(0.45,1.02) 
0.45(0.30,0.69)* 
 
0.09(0.01,0.37)* 

           * p<0.05 

could be transmitted through such practices. 

About 64(5%) of them did not know whether 

diseases could be transmitted though such 

practices or not. 

Regarding the knowledge of respondents about 

what disease(s) could be transmitted through 

unsafe injection practices, 1208 (95.3%) 

respondents indicated HIV/AIDS as being the 

main disease transmitted through such 

practices, 161(12.7%) of them mentioned 

hepatitis, 496(39.1%)  STIs and 536(42.3%) 

indicated TB (Table 7). 

 

Table 7:  Respondents opinion on type(s) of disease(s) transmitted through unsafe 
injection  practice, Dessie and Dessie Zuria woreda, August 2007 (N = 1268) 

 

           Disease type Frequency Percent 

HIV/AIDS 
HIV & Hepatitis 
HIV & STIS 
HIV & TB 
TB 
Hepatitis 
STIs 

1208 
160 
493 
529 
536 
161 
496 

95.3 
12.62 
38.9 
41.7 
42.3 
12.7 
39.1 
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Regarding their educational level, 448(86.9%) of 

illiterate respondents claimed to know, that 

diseases could be transmitted through dirty 

injection equipment, eleven (2.1%) of the total 

515 illiterates believed that diseases could not 

be transmitted from one person to another 

through dirty syringes and needles, and about 

56(11%) of them did not know whether it could 

be transmitted or not. 

Out of 625 respondents who attended 

elementary school and above, 616(98.56%) 

responded that disease could be transmitted 

through unsafe injections, 7 respondents 

believed that diseases could not be transmitted 

through such practice and 2 did not have any 

idea whether disease could be transmitted or 

not through unsafe injections. 

 

Problems associated with injections 

The respondents were asked whether the 

family members had experienced problems 

because of unsafe injections. In 21(1.7%) 

households it was reported that there was at 

least one problem associated with injection. 

Paralysis and abscesses at the injection site 

were reported to be the major problems caused 

by injection administration.  

 

Common Sources of Injection and Injection 

Providers in THE COMMUNITY. 

 

Common Sources of Injection in the Community 

Regarding the source of injections, about 63.5% 

were administered in governmental health 

institutions (hospitals, health centers and 

health posts), 34.6% in private hospitals and 

clinics and only 1.9% by none formal facilities. 

Moreover from governmental health institution 

48.5% were administered in health centers 

whereas 33.3% in hospitals (figure 2). 

 

 
Fig. 2. Common sources of injection, Dessie and 

Dessie Zuria Woreda, Augest 2007. 

 

Common types of injection providers in the 

community 

Regarding injection providers out of the total 

injection administered 98.1% were 

administered by formal injection providers, and 

the rest 1.9% were administered by informal 

injection provider in pharmacy outlet. Among 

98 patients who were requested by health care 

provider to deliver their own packed syringes, 

98.5% provided the syringe whereas only 1.5% 

could not provide. The reason for not delivering 

were not knowing the advantage of packed 

syringe and not having money. 

 

DISCUSSION  

Injection Prevalence 

This survey illustrates that from the total 1268 

HH respondents, 81 (6.4%) them had stated 

that they had received injection in the past 4 

weeks. The above figure is rough measures for 

injection prevalence. More meaningful is to 

assess to which extent illnesses, occurring in the 

population, are being treated with injections. In 

our survey one or more injection were 

administered in some 81 (22.8%) of the 356 

households who reported illness in the past 4 

weeks. This result is lower than what was 

reported in Meskan district    and in Adami Tulu 

Judo Kombolcha woreda Oromia region, where 

prevalence were documented, 50% and 59.6% 

respectively. But the result is similar to another 

community based study in wolaita zone which is 

22.3% [10]. The prevalence of injection use in 
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the study area was significantly lower than that 

of most of other countries. This can be 

explained by higher awareness regarding the 

risk of unsafe injection in sub-Sahara Africa 

[11]. 

The present study also indicated that children in 

the age group 0-4 years and patient in the age 

categories 5-14 received injection 29.3% and 

30.5% respectively. The results were higher as 

compared to the other age group (i.e > 14 

years). The higher proportion of injection 

among children less than 14 years was because 

of a belief that it more appropriate for children 

to be given injections, and possibly also because 

it is easier to give reluctant children injections 

than to take them swallow medicine [12]. 

The result from the present study also showed 

that the proportion of injection among male 

(24.5%) patient was higher than females 

(21.4%). In study conducted in Adami Tulu Jndo 

kombolcha woreda similar result was reported. 

A review done by Kotwal (2005) also indicated 

higher proportion of males receiving injections 

that females in Pakistan and Ethiopia. The 

possible explanation was socio-cultural and 

religious factors, as women in both countries do 

not expose any part of their body for their 

opposite sex. The validity of this finding was 

triangulated in the FGD of the present study 

where male participants revealed higher 

preference of injection than female. In our 

study more than 60% of respondents were 

Muslims, this could be one of the possible 

explanation why lesser proportion of females 

had received injection than males [12, 13]. 

Regarding the residents of households which 

reported illness it was possible to observe that 

higher proportion of patient from rural kebeles 

66 (29.3%), had received injection than patient 

from urban kebeles, 15 (11.5%). This might be 

explained by the fact that health professional’s 

perception that patient from rural setting might 

prefer injection than urban settings. This lead 

the prescriber to prescribe more to the patient 

from rural area than urban [14]. The other 

explanation was efficacy of medicine. The 

action of filling a syringe and penetrating the 

body with a needle may be perceived as an 

elaborate ritual and sign of powerful medicine 

[15, 16]. The possible explanation for higher 

proportion of injection prevalence in private 

clinic might be, if they refuse to give injections, 

health workers find that many patients go to 

another health facility in order to obtain them 

[17]. 

 

Determinants of Injection Use 

Analysis of injection use in relation to different 

patient characteristics and health facilities 

revealed that residence and health facilities 

were found to be determinant of injection use. 

The likelihood that injection used in rural area 

was found to be about 2.7 times more than that 

of urban area. 

From the above result, it is evident that 

perception of the community, symptoms 

/conditions like cough, fever, abdominal pain 

and injuries were conditions that require 

treatment in the form of injection. Such 

misperceptions in rural setting could possibly 

intensify the widespread use of injection and 

could be considered as serious problem. Similar 

findings were documented in the study 

conducted in India, where the prevalence of 

injection in the rural Haryna (46%) was higher 

than that of urban slum (18%) [15]. 

 

Perception of the Community towards 

Injection and Injection Safety 

 

Preference for Injections In Tracer Condition. 

In our study, only 226 (17.8%) of the 

respondent preferred injection in the case of 

febrile illnesses. The majority of respondents 

1002 (81.59%) responded either oral drugs or 

whatever prescribed by health care provider. 

Similar result was obtained in the study 

conducted in Meskan district but different from 

what was reported in study done in Adami tulu 
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judo kombolcha woreda where respondents 

preferred injection for febrile illness [8, 13]. 

The current study revealed that the proportion 

of respondents preferring injection decreased 

from 23.02% to 2.6% when the education level 

increased. This is similar with studies in Meskan 

and Adami tulu in which injections were 

claimed to be the treatment preferences of less 

educated or illiterate people. 

 

Perception of Respondents about Injection Use 

Although most respondents preferred either 

oral drugs or they would take whatever 

prescribed by prescribers (77.4%), there were 

17.8% who preferred injection. The reason 

behind the preference of injection with respect 

to febrile illness was its fast action (31.1%). 

Janjua et al. (2006) stated that, strong belief in 

the fast action of injections are driving injection 

overuse. Among the other reasons for the 

preference of injection by HH survey 

respondents were: tables are bitter and 

unpalatable and are therefore particularly 

difficult to administer to children, compliance of 

the patient is guaranteed and because it is 

administered by health care providers were 

included. Studies also indicated that ensuring 

adherence for patients who cannot take oral 

medication due to problems like body 

weakness, vomiting and unconsciousness, for 

children who often refuse to take oral 

medication and gastric problem are reported 

the common reasons for people's preference 

for injection to oral medications [18].  

 

Knowledge of Adverse Effects of Injection  

Regarding problems associated with unsafe 

injection in 21 (1.7%) households it was 

reported that there was at least one problem 

associated with injection. Paralysis and 

abscesses at the injection site were reported to 

be the major problem. Also similar findings 

were obtained from FGD, even though pain on 

the site of injection, abscess, paralysis and 

shock are the disadvantage of injection 

frequently mentioned by participants from the 

different areas. Adverse effects associated with 

injection use reported in other studies are 

abscess (9.1%), Paralysis (5.2%) in Adami tulu; 

abscess (<5%) in Meskan District, 90% North 

India [8, 12]. The possible explanation that can 

be given regarding such great discrepancy 

between our study and that of India is the 

presence of higher proportion of informal 

injection providers in India [12]. Most 

respondents in HH survey indicated that the risk 

associated with injections would be 

pronounced when injections are given by 

untrained people and given using unsterile 

needles and syringes.  

 

Risk Associated With Unsafe Injection Practice 

The current study also revealed that 93.5% of 

the survey respondent’s believed that diseases 

can be transmitted through unsafe injection 

practices. HIV/AIDS being the main disease 

mentioned by 95.3% of the respondents. This 

figure was comparable to report in Romania, 

India and Cambodia [12, 16]. But it was higher 

than what were documented in Pakistan, 

Uzbekistan, Tanzania and China [19]. The study 

done in Adami tulu also indicated that 89.6% of 

the respondents in HH survey were aware of 

the possibility of HIV transmission though 

unsafe injection practices. 

Regarding transmission of hepatitis 161 (12.7%) 

of the respondents were aware of its 

transmission through unsafe injection. This 

proportion is higher than what was reported in 

Adami Tulu, Ethiopia (0.6%). In our FGDs, on the 

other hand none of the participants mentioned 

transmission of hepatitis with taking unsafe 

injection. 

According to the respondents, the possible 

explanation for this little awareness with 

respect to hepatitis can be, health workers 

claimed not getting enough information from 

health workers treating them at any one time 

regarding safe injection. The other possible 

explanation can be the population is made to 
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be aware of only about HIV through mass 

media, religious institution and health 

education. 

In the present HH survey it was reported that 

knowledge of disease transmission through 

unsafe injection practice increased with the 

educational level of the respondents. This 

finding is consistent with the study conducted 

in Adami tulu and India, where the awareness 

of the respondents about HIV transmission in 

literates when compared to illiterate was 41% 

to 12% (p<0.001) [15, 20]. 

 

Common Sources of Injection in the Community 

This study revealed that the most common 

sources of injections were governmental health 

institutions, 63.5%. The proportion of injection 

administered in private clinics was more than in 

governmental clinics OR, 2.33(1.06, 5.15). This 

finding is opposite with the study conducted in 

Adami tulu in which no significant difference 

was observed in the proportion of injection 

administration, even though injection 

administration in the private was greater. Also 

the result of this finding is consistent with that 

of Cambodia and India in which the proportion 

of injection administered in private  settings 

were much more compared to the government 

once [15,16,20]. 

Accordingly, the FGD for the common source of 

injection is affected by factors like their level of 

awareness about the availability of services and 

the availability and affordability of the health 

service in their locality. In this regard many 

participants indicated that when a modern 

health facility is not available in their locality or 

the available facilities is beyond their economic 

capacity; people would go to traditional healers 

or holly water as their first choice [20]. 

 

Common Types of Injection Providers in the 

Community 

Regarding types of providers, 98.1% were 

formal injection providers, and the rest 1.9% 

were injection provider in pharmacy outlet. In 

other studies the proportion of these informal 

providers were 4.4% in Adami tulu, 3% in 

Meskan district, 52.8% in metropolis of north 

India and 65% in Cambodia (Vong et al., 2005). 

In the present study the injection administered 

by informal provider was not high [8, 16, 20].  

 

CONCLUSION  

The study confirmed that the prevalence of 

injection in the district point of view, is high. 

The prevalence rate from the community-based 

study was much higher, which is 22.8%. As in 

many countries, here also, higher proportion of 

children has received injections than the other 

age groups. Injections were, also, prescribed 

more frequently to males and people from rural 

areas than to females and people from urban 

areas. Regardless of the ownership, hospitals, 

health centers and clinics were important 

providers of injections but private clinics 

provide major share of the injections. The 

prevalence and the preference of injection use 

reduced with educational levels and among 

urban dwellers.  Residence and health facilities 

were found to be determinant of injection use. 

Regarding adverse effects paralysis and 

abscesses at the injection site were reported to 

be the major problem. We also found that 

knowledge of disease transmission through 

unsafe injection practice increased with the 

educational level of the respondents. 

Fast action, better compliance, and suitability to 

patients with vomiting are common rationale 

that guides the therapeutic rationale of 

respondents.  Along with the understanding of 

advantages of injections there is a need to 

promote awareness about the potential risks of 

unsafe injections.   

 

RECOMMENDATIONS 

The findings showed that in order to reach to 

the desired goal of making every injection safe, 

key behavioral determinants and injection 

related practices that contribute for unsafe 

injection practice and are prevalent among the 



     Kahissay et al 38 
 

   
                                                J Pharm Chem Biol Sci , March-May 2015; 3(1):24-39 

community, should be properly addressed. 

Based on the findings of the survey the 

following recommendations are forwarded for 

action. Design and carryout intensive 

community level awareness creation on the 

following issues: 

 Injection related risks including the danger 

associated with unsafe injection and its 

serious health outcomes like exposure to 

HIV, hepatitis, injection abbesses etc, 

 The use of single needle and syringes for 

every injection,  

 Safe disposal of used syringes and needles, 

 Forms of treatment, including what’s of 

them and their difference and similarities 

etc. 
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