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Introduction: Worldwide, vaccine doubtfulness is a growing menace to health safety. The World Health Organization 
named it as one of the top ten fears to health in 2019. Substantial rejection of the COVID-19 vaccine by healthcare ex-
perts can produce a bad image of Coronavirus disease 2019 (COVID-19) vaccination on the public because healthcare 
workers are pioneers for the general public. This research is aimed to assess the preparedness of health professionals 
to take COVID-19 vaccination in Jugal Hospital.
Methods: Hospital-based cross-sectional study was executed among health professionals from October 1 to October 
15, 2021. The census method, applied for sampling method, was used. The data were collected using self-adminis-
tered questionnaires. The data were explored using IBM SPSS software package version 20.0. Monovariate, bivariate, 
and multivariate logistic regression analyses were performed. In multivariate analysis, statistically significant variables 
were selected based on p-values (<0.05), and the adjusted odds ratio (AOR) was used to describe the strength of 
association with a 95% confidence interval (CI).
Results: Among the participants, 35.32% of health professionals wished to receive the COVID-19 vaccine, whereas the 
rest (64.68%) showed vaccine hesitancy. Preparedness to receive COVID-19 vaccination was significantly associated 
with sex (AOR=2.41; 95% CI: 1.240–4.845; p=0.013), professionals with a history of chronic illness (AOR=9.15; 95% CI: 
2.02–12.17), and perceived degree of risk of COVID-19 infection (AOR=3.64; 95% CI: 2.26–6.79).
Discussion and Conclusion: Overall, this study showed low acceptance and high doubtfulness of the COVID-19 vac-
cine among health professionals in Jugal Hospital. Addressing uncertainties related to vaccine safety and giving more 
information on the safety of vaccines may be necessary to eliminate doubts.
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Coronavirus disease 2019 (COVID-19), first reported in 
December 2019,[1] was affirmed a worldwide epidem-

ic by the World Health Organization (WHO) on March 11, 
2020.[2] It spread around the world and became the utmost 
community health disaster of the world in this era.[3]

As of November 2021, the virus had infected almost 252 
million people worldwide, and the number of deaths had 
reached five million.[4] In Ethiopia, 368,106 positive corona-
virus cases were found. The count of death due to the virus 
was 6583, and the recovery count was 343,898.[5]

According to the WHO, at least 115,000 health profession-
als succumbed to COVID-19.[4] Morbidity was high among 
nurses, whereas mortality was high among doctors. It 
might be due to less availability of personal protective 
equipment or a high flow of patients.[6]

On March 26, 2021, 83 vaccines were in the clinical devel-
opment stage and 184 were at the preclinical development 
stage.[7] Internationally, many vaccines have been consid-
ered safe and effective for human use, such as Pfizer, Ox-
ford/AstraZeneca, Moderna, Janssen, Sputnik V, Sinovac, 
and Sinopharm.[8–11] Vaccine effectiveness extending from 
50% to 95% has been tested.[12] Some vaccines need to be 
taken twice, whereas others just once, various manufactur-
ing stages of the vaccines make encounter in vaccine selec-
tion among the community.[13]

Due to the insufficient stock of COVID-19 vaccines world-
wide, governments have prioritized highly jeopardizing 
groups to get the first stock of vaccines. Health profession-
als were among the ones in the group.[14]

Vaccine hesitancy is defined as a delay in taking or re-
jecting vaccination despite its obtainability.[15] In 2014, 
the WHO strategic advisory group of experts produced 
a report on vaccination and classified people into three 
groups: confidence, complacency, and convenience.[16] 
COVID-19 is a soaring danger to worldwide health securi-
ty, and the WHO named it as one of the top ten intimida-
tions to global health in 2019.[17]

Averting vaccine doubtfulness among health profession-
als is essential because they are the most significant part 
of the public and primacy target group to be inoculated. 
Even in industrialized nations, health professionals have 
shown distrust toward vaccines.[18,19] This is a great appre-
hension as they are the most trustworthy sources for the 
public, and their reluctance on vaccines will create an im-
pact on the public.

This research is aimed to assess the preparedness of health 
professionals to take COVID-19 vaccination.

Materials and Methods
Study Design, Period, Population, and Data Collection

A hospital-based quantitative cross-sectional study was per-
formed; there were around 285 healthcare professionals in 
the hospital. The data were collected from October 1 to Oc-
tober 15, 2021. As the total number of health professionals 
is few, all healthcare workers working in the hospital were 
considered the source population. All healthcare workers in 
the hospital who had direct contact with patients were in-
cluded in the study. However, healthcare workers who were 
absent at the time of data collection and who did not want 
to participate in the study were excluded. A self-adminis-
tered questionnaire was used to collect the data.

Data Processing and Analysis

IBM SPSS software package version 20.0 (IBM Corp, Ar-
monk, NY) was used for entering, cleaning, and analyzing. 
First descriptive statistics of percentages and frequency 
distribution using tables and figures were carried out to ex-
plore the sociodemographic characteristics.

Logistic regression was used to assess the association 
between the dependent and independent variables. All 
factors with p<0.05 in the bivariate logistic regression 
analysis were further entered into a multivariate model 
to control confounding effects (Table 1). Adjusted odds 
ratio (AOR) with 95% confidence interval (CI) and p-value 
were calculated. A p-value <0.05 was considered statisti-
cally significant.

Ethical Considerations

Ethics approval was obtained (Ref. no. HHSC-079/2021), 
and consent was obtained from all participants. Confiden-
tiality was maintained throughout the study.

Results
Sociodemographic Characteristics

Among 285 participants, 252 filled the questionnaires, 
which makes a response rate of 88.42%. Of these, 111 
(44.05%) respondents were in the age group 31–45 years, 
131 (51.98%) were male, 150 (59.52%) were not married, 
102 (40.48%) were nurses, and 155 (61.51%) had 3–5 years 
of work experience (Table 2).

Health Status and COVID-19 Experience of the 
Participants

Among the participants, more than a quarter (28.97%) had 
a chronic disease. About three-fourths (75%) of the respon-
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dents stated that they had direct contact with COVID-19 
patients. Only 7 (2.78%) stated a previous COVID-19 infec-
tion, and 27 (10.71%) had tested for COVID-19. Of these, 
177 (70.24%) participants perceived that they were at a 
higher risk of COVID-19 infection (Table 3).

Vaccine Uncertainty and Willingness to Accept 
COVID-9 Vaccine

Less than half of the healthcare workers (35.32%) be-
lieved that the COVID-19 vaccine was safe and wanted 
to get vaccinated, whereas 60.32% did not intend to take 
vaccines and the rest (4.37%) did not decide. Among 152 
health professionals who were not willing to get vacci-
nated, 147 (96.71%) expressed a fear of the side effects of 
COVID-19 vaccines (Table 4).

Factors Associated with Healthcare Workers 
Intention to Accept COVID-19 Vaccine

After controlling for possible confounders, sex, chronic 
illness, and risk to COVID-19 were statistically associated 
with healthcare workers’ willingness to take COVID-19.

The count of female healthcare workers who expressed 

their willingness to take the COVID-19 vaccine was 
two times more than that of male healthcare workers 
(AOR=2.41; 95% CI: 1.240–4.845; p=0.013). The intention 
of healthcare workers with a history of chronic illness to 
take the COVID-19 vaccine was nine times more than 
those without a history of chronic illness (AOR=9.15; 
95% CI: 2.02–12.17). Healthcare workers who perceived 
a high degree of risk had four times more intention than 
those who perceived a low degree of risk (AOR=3.64; 
95% CI: 2.26–6.79).

Discussion
In this study, 35.32% of healthcare workers were prepared 
to take the COVID-19 vaccine, which was more than the 
number of participants in a study conducted in the Dem-
ocratic Republic of Congo (28%),[20] but less than that in 
studies performed in southwestern Ethiopia (48.4%),[21] 
Ghana (39.3%),[22] and Nepal (38.3%).[23] The percentage of 
participants in the study was lower than a cross-section-
al survey conducted in 10 countries: 58% in the Eastern 
Mediterranean region,[24] 68.8% in Turkey,[25] 50% in Mal-
ta,[26] and 48.6% in France and French-speaking part of 

Table 1. Socio-demographic characteristics of the health care workers (n=252)

Variables 	 Category	 Frequency 	 Percentage

Age category (in years)	 18–30 	 86	 34.13
	 31–45 	 111	 44.05
	 46–60 	 45	 17.86
	 61+ 	 10	 3.97
Sex 	 Male	 131	 51.98
	 Female 	 121	 48.02
Marital status 	 Married 	 102	 40.48
	 Not married 	 150	 59.52
Profession type 	 Specialist 	 6	 2.38
	 Emergency surgeon	 3	 1.19
	 Physicians (health officers)	 33	 13.10
	 Nurse 	 102	 40.48
	 Midwifery 	 36	 14.29
	 Medical laboratory 	 10	 3.97
	 Pharmacist and pharmacy technician 	 26	 10.32
	 X-ray technician 	 10	 3.97
	 Anesthetist 	 9	 3.57
	 Others 	 17	 6.75
Highest qualification level 	 Diploma	 122	 48.41
	 1st degree 	 121	 48.02
	 2nd degree	 9	 3.57
Years of working experience	 1–2	 65	 25.79
	 3–5	 155	 61.51
	 More than 5	 30	 11.90
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Belgium and Canada.[27] The discrepancy might be meth-
odological, such as study area, study period, and socio-
economic differences.

In this study, male healthcare workers had more intention 
to take the COVID-19 vaccine than female healthcare work-
ers. This finding is consistent with the results of other stud-
ies which indicate that male healthcare workers are more 
likely to accept COVID-19 vaccines compared with female 
healthcare workers.[28–35] Many studies reported that the 
reasons for gender difference in COVID-19 vaccine accep-
tance may be due to higher risks for COVID-19 hospitaliza-
tion, infection, and death among males.[36–38]

This study showed that COVID-19 vaccine acceptance 
was more among participants who perceived a higher 
degree of risk to COVID-19 infection. The result of this 
study was also supported by the findings of other studies 
which state that fear of COVID-19 and self-perceived risk 
of coronavirus infection were associated with COVID-19 
vaccine acceptance among healthcare workers.[39] Vac-
cine acceptance may be promoted by the perceived sus-
ceptibility and creating awareness on the seriousness of 
the infectious disease.[40]

In this study, healthcare workers with chronic illness-
es were found to have high intention to take COVID-19 
vaccines than their counter partners. This may be related 
to the high risk of COVID-19-related lethality combined 
with the presence of chronic medical illness.[41] A possi-

ble reason might be healthcare workers are aware that 
underlying chronic disease conditions are a higher risk 
factor of infection and death from COVID-19.

Table 2. Health status and COVID-19 experience of the health care workers (n=252)

Variables 	 Category 	 Frequency 	 Percentage

Do you have chronic disease	 Yes 	 73	 28.97
	 No 	 179	 71.03
Are you infected by COVID-19 	 Yes 	 7	 2.78
	 No 	 245	 97.22
Direct contact with anyone diagnosed with COVID-19 at the hospital 	 Yes 	 189	 75.00
	 No 	 63	 25.00
Do you have Direct contact with anyone diagnosed with COVID-19 outside hospital	 Yes 	 38	 15.08
	 No 	 214	 84.92
Do you Know any friends, neighbors, or colleagues infected by Coronavirus	 Yes 	 252	 100.00
	 No 	 0	 0.00
Have you ever tested for COVID-19	 Yes 	 27	 10.71
	 No 	 225	 89.29
What was your Results of COVID test	 Positive 	 7	 25.93
	 Negative 	 18	 66.67
	 I don’t know	 2	 7.41
How do you Perceived susceptibility to COVID-19 infection for yourself	 High 	 177	 70.24
	 Medium 	 75	 29.76
	 Low 	 0	 0.00

Table 3. Vaccine hesitancy and intention to accept COVID-9 vaccine 
among health care workers (n=252)

Is the vaccine needed to end the pandemic?
	 Yes 	 187	 74.21
	 No 	 65	 25.79
	 I don’t know	 11	 4.37
Should healthcare workers receive the vaccine?
	 Yes 	 187	 74.21
	 No 	 54	 21.43
	 I don’t know	 11	 4.37
Are vaccines safe?
	 Yes 	 89	 35.32
	 No 	 11	 4.37
	 I don’t know	 152	 60.32
Are you willing to be vaccinated 
if the vaccine is offered to you?
	 Yes 	 89	 35.32
	 No 	 152	 60.32
	 Not decide	 11	 4.37
If no, what is your reason for refusal?
	 Unreliability of COVID-19 vaccine clinical trials	 143	 94.08
	 Fear of the vaccine's side effects	 147	 96.71
	 Vaccine would not give immunity for long period	 107	 70.39
	 Fear of acquiring COVID-19 through the vaccination	 97	 63.82
	 Preference for Natural Immunity	 77	 50.66
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This study reported that the most common reason for the 
refusal of the COVID-19 vaccine by healthcare profession-
als was the fear of potential side effects of the COVID-19 
vaccine, which matches with other studies performed on 
the COVID-19 vaccine hesitancy worldwide.[42–46]

Limitations

This study was a cross-sectional study, and therefore 
temporal relationship was not known. Also, the study 
included only one public government hospital and did 
not represent all health professionals in Harar, Ethiopia.

Conclusion
This study showed that preparedness to accept the 
COVID-19 vaccine was relatively small (35.32%), whereas 
hesitancy was high (64.68%). The rejection of the COVID-19 
vaccine by healthcare professionals can create an unde-
sired image of the COVID-19 vaccination program to the 
general public because healthcare workers are considered 
the pioneers. The findings of this research demonstrate 
that awareness of the benefit of COVID-19 vaccination is 
needed among healthcare providers.
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