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Abstract

Background: In Februaryl7, 2014, the Ethiopian government passed a new smoking legislation
through house of parliament that banned smoking in public places and work places including
health care facilities. However, data’s on the level of non-compliance and factors associated with
non-compliance towards smoke free legislation in hospital settings of the country has not been
investigated yet.

Objective: To estimate level of noncompliance and factors associated with noncompliance
towards smoke free legislation among health care staffs in five federal government hospitals in
Addis Ababa, Ethiopia, 2017.

Methods: hospital based cross-sectional study design triangulated with observational study was
conducted in five federal government hospitals. Data was collected through direct observation
and interviews using checklist, structured and pre-tested questionnaires and nine data collectors
and one supervisor were involved in data collection process. Three hundred and fifty health care
staffs were interviewed. Fifteen largest buildings were also observed for noncompliance in the
selected hospitals. Data was entered by Epi Info and analyzed using SPSS version 21 software.
Logistic regression was used to compute the crude and adjusted odds ratios for the factors
affecting to non-compliance with the legislation. A p-value of < 0.05 at 95% CI was considered
to be statistically significant.

Result: Non-compliance level among heath care staffs was 50(10.3%).Associated factors
affecting to the non-compliance level of the staff were: being male (AOR=5.89, p value=0.001),
having poor knowledge (AOR=2.71, p-value=0.022) and having Unfavourable attitudes
(AOR=6.15, p-value=0.000).

Conclusion: non-compliance level was high and needs careful enforcement for 100% smoke free
legislation in addressing knowledge and attitudes of health care staffs.

Key words: Smoke free, Hospital staff non-compliance, Legislation, Ethiopia
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1. Introduction

1.1. Background
Tobacco consumption and exposure to secondhand smoke (SHS) are a leading cause of morbidity

and mortality worldwide. Moreover, it is firmly established that there is no safe level of
exposure(1).Cigarette smoking is the main source for SHS exposure because it is the most prevalent
form of tobacco smoking although specific patterns differ between countries. Second-hand tobacco
smoke is the combination of smoke emitted from the burning end of a cigarette or other tobacco
products and smoke exhaled by the smoker. SHS contains over 7000 chemicals of which at least 69
are known carcinogens or otherwise toxic(2).

Unless urgent action is taken, tobacco could kill one billion people in this century and the annual death
toll could rise to more than eight million by 2030. Nearly80% of the world's one billion smokers
live in low- and middle-income countries. As part of efforts to combat this growing problem, which
can protect everyone from the detrimental effects of exposure to second-hand tobacco smoke, the
World Health Organization’s Framework Convention on Tobacco Control (WHO FCTC) has called
for comprehensive legislation to eliminate tobacco smoking in all indoor public places and
workplaces and adapted the frame work convection on Tobacco control (FCTC) in 2003 (3.4).
Following this, many countries in the WHO Africa Region are enacting and implementing domestic
legislation for tobacco control(5).The International Public Health Convention of the World Health
Organization (WHO) also stipulates that the public should be protected from cigarette smoke
exposure in public places as exposure to any level of smoking is harmful. Further, the only truly
effective method of public protection is a complete ban of smoking in public areas. The convention
notes that appropriate legislation, enforcement and ongoing evaluation are necessary components to
the eradication of smoking in public places (8).Protection from exposure to second-hand smoke is
considered as a fundamental human right and freedom. Article 8 of WHO FCTC Guidelines urges
Parties to create 100% smoke-free environments in all indoor public places, indoor workplaces and
other public places where a hazard exists due to tobacco smoke exposure. Parties agree that
approaches other than 100% smoke-free environments, including ventilation and air filtration
technology and the use of designated smoking areas (DSA), do not provide effective protection and
thus, conflict with the mandate of Article 8 of WHO FCTC(3).(5-8)

Ethiopia is an early signatory (2004) to the WHO FCTC, having ratified proclamation on February
17", 2014 and entered into force on 23 June 2014 and adopted the tobacco control directive No.
28/2015; which comprehensively banned smoking in all public places including health care
facilities which will add momentum to national tobacco control efforts and will assist our country in
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meeting its obligation under FCTC.This legislation specify that smoke free public sites must post
clear signs prohibiting smoking, removing ashtrays, ensuring compliance, requesting smokers to
stop smoking or to leave the premises and notifying law enforcement agents. Despite such clear
messages, the effectiveness of smoking related policy and intervention may inevitably depend on
the knowledge, attitudes, practice and support of health care staff to this legislation. However, a key
challenge to the implementation of this legislation is that they are inadequately enforced or lately
entered into enforcement (6-8).

Health care facilities are among the most influential setting for modeling abstinence from smoking
and promoting smoke-free environment. Health professionals have the trust of the population, the
media and opinion leaders, and their voices are heard across a vast range of social, economic and
political arenas. Hospitals can and should promote, implement and comply with tobacco control
legislation, particularly smoke free legislation. However, this may not be a case in Ethiopia, where
the legislation on smoke free work place enacted after the FCTC has yet to be enforced broadly
across the region of the country and within health care facilities particularly like hospitals(9).
Regarding to the data’s on level of non-compliance and factors associated with smoke free
legislation in hospital setting are scarce, even there is no study undertaken in Ethiopia.So.it is
crucial to document effectiveness of the legislation in hospital setting through assessing non-

compliance level which further assist the enforcement authority to strengthen the law accordingly.



1.2. Statement of problem
Tobacco use and exposure remain the cause of 6 million preventable deaths per year globally,

accounting for 6% of all female and 12% of all male deaths in the world. More than 5 million of
those deaths are the result of direct tobacco use while more than 600,000 are the result of non-
smokers being exposed to secondhand smoke which accounts 1% of the global mortality,
specifically over 100,000 in the Western Pacific Region alone. Moreover, most of these deaths
occur in low and middle income countries (LMICs) where 80% of the world's one billion smokers
reside in which the tobacco burden is the highest(2,10). In addition, a much larger number of people
suffer from non-communicable diseases, for which tobacco is an important risk factor. This is a
staggering health problem, but the damaging effects go beyond health. The epidemic also has a
huge socioeconomic impact, not only on individuals and families, but also on health systems and on
the socioeconomic development of the countries of the Region(11).

Globally 12% of all deaths among adults aged 30 years and over were attributed to tobacco. One of
those low-income countries, Ethiopia, is particularly burdened by exposure of SHS and prevalence
of tobacco consumption that is contributing to the increase of non-communicable diseases now a
day in the country(12).

Tobacco use is the second biggest contributor to the epidemic of non-communicable disease, next
to high blood pressure and it killed 100 million people in the 20th century. Unless we act, the death
toll can reach 1 billion people in the 21st century. It is also responsible for over 71% of all cases of
lung cancer deaths globally, 42% of chronic respiratory disease deaths, and nearly 10% of all deaths
from cardiovascular disease (2).Fact sheet data of Ethiopia on African tobacco free initiative of
march23, 2017 shows that, more than 9600 peoples are killed by tobacco-caused disease every year,
while more than 100,000 children and more than 2,326,000 adults continue to use tobacco each day
in Ethiopia. Complacency in the face of the tobacco epidemic will ensure the tobacco industry
continues to run roughshod over the lives of Ethiopia’s citizens and ensure that tobacco’s death will
grow with each passing year. This fact sheet also shows that 131 men and 54 women are being
killed by tobacco every week, 79200 boys and 21700 girls still smoke cigarettes each day and
754500 peoples use currently smokeless tobacco(13).

Ethiopia STEPs survey of 2015 tobacco fact sheet indicate that 12.6% adults at work place and
10.3% adults at their home were exposed to second hand tobacco smoke and the average monthly

expenditure for manufactured cigarette was 137.00 ETB(14).



To protect everyone from the detrimental effects of exposure to second-hand tobacco smoke, the
World Health Organization’s Framework Convention on Tobacco Control (WHO FCTC) has called
for comprehensive legislation to eliminate tobacco smoking in all indoor public places and
workplaces and adapted the frame work convection on Tobacco control (FCTC) in 2003
(3,4).Despite this international commitment to eliminate exposure to tobacco smoke, only 11% of
the world’s population is adequately protected by law from exposure to second-hand smoke which
indicate unacceptable gap between commitment and practice (3). Therefore, the issue of prohibiting
smoking in the public places is currently high on agenda in many countries including Ethiopia. It is
also unsurprising, and maybe appropriate, that among those organizations leading the way towards
a smoke-free environment are health care settings such as hospitals. However, data regarding non-
compliance level and factors associated with non-compliance level in hospitals setting of Ethiopia
after the legislation has been enacted as a country was unknown; we couldn’t found any published

data regarding non-compliance and associated factors in such setting.



1.3. Significance of the study
Ethiopia ratified the WHO FCTC in 17 February 2014, the 178th country in the world to become a

Party to the Convention and entered into force on 23 June 2014(15,16). In order to promote the
implementation of smoking ban in other similar settings of public places, hospitals, it is imperative
to explore level of non-compliance and factors affecting to non-compliance towards the smoke free
legislation in hospitals. Additionally, to fully implement smoke free environment in other settings
targeted by WHO FCTC for smoke free environment like educational facilities, Universities,
government facilities, public transport, bars, restaurants, and other indoor offices of the country
knowing noncompliance level and factors associated with non-compliance towards smoke free
legislation in such setting is crucial. Moreover, as this assessment is the first on smoke free
legislation in Ethiopia, collected data will be used as a base line and provide directions for an action
plan to improve the implementation and support for smoke-free legislation. The other purpose of
this noncompliance study is to provide decision makers with evidence regarding the extent of
noncompliance with the legislation and to inform priorities for implementation and enforcement. It
will also assist enforcement authority to move towards a total smoke-free legislation in all health

care facilities of the country.



2. Literature Review

2.1. Non-compliance/compliance level
A cross-sectional (observational)study conducted in Turkey in 2016 on compliance with smoke free

legislation in public building revealed that at least one person is smoking in 145 venues, among
most frequently observed public venues 18/79(22.7 %) smoking were observed in hospitals with
dining areas The presence of ashtrays was positively associated with indoor smoking and cigarette
butts, No-smoking signs were negatively associated with the presence of cigarette butts(17).

An observational study conducted in Istanbul, Turkey in different public places in 2016 to
determine non-compliance and factors associated with the smoke free law for 2013 and 2014
indicated non-compliance level were respectively 49% and 29.7%. in the selected public places(6).
A cross-sectional study conducted in 2014 to assess compliance to smoke free legislation in public
places of Karnataka, India in 2014 shows health care facilities are among public places having the
highest compliance with smoke free legislation(18).

A cross-sectional survey conducted in India in 2013 on compliance to smoke free legislation in
1401 public places revealed that all healthcare facilities (n=117) showed low signage display
43(36.8%) in comparison to other public places, but there was a moderately high compliance to the
act of smoking, which was verified with the absence of smoking 110(94.0%), smoking aids
114(97.4%), smell of tobacco smoke 115(98.3%) and cigarette butts 93(79.5%)(19).

Another observational study conducted in 2012 on implementation, barriers and challenges of
smoke free policy in hospitals of Egypt reveled that nearly half of the inspected places in the study
(entrances, reception, waiting areas, patient wards out-patient clinics, corridors, elevators, stairs,
physicians’, nurses’ and employees room) had at least one anti-smoking sign. The places where
anti-smoking sign were most likely to be absent (>70% of the time) were the patient wards,
physician’s offices, nurse’s offices, and elevators. Educational and informational posters about
smoking were virtually nonexistent, cigarette butts were prevalent at the entrances and waiting
areas and nearly one out of ten inspected places had ashtrays available. They also revealed there
was no designated smoking area in the hospital(20).

A cross-sectional study conducted by 2011 in a Portuguese teaching hospital prior to the national
smoking ban showed that 70.3% of the smokers smoked on the premises and 76% of staff reported
being frequently exposed to second-hand smoke (SHS)(21).

A cross-sectional study conducted at teaching hospitals of Cambridge , United Kingdom on hospital
employee in 2009 showed that among smokers 68% of them were compliant while 32% of them

were non-compliant to the smoke free policy (22).
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2.2. Factors related to non-compliance/compliance to smoke free legislation

2.2.1. Socio-demographic related factors

A study conducted by Lazuras et al in 2012 in Greece and Bulgaria revealed that smokers’
compliance with smoke-free policies was predicted by their age(23).

A descriptive cross-sectional study conducted at teaching hospital of United kingdom in 2009 to
assess failure of hospital employees to comply with smoke free policy indicated Sex of the hospital

employee was not associated with their non-compliance to the policy (22).

2.2.2. Knowledge and Attitude related factors
A cross-sectional study conducted in six Chinese cities in 2014 to assess factors associated with

support for smoke-free policies among government workers which include hospital also indicated
knowledge of the harmfulness of the SHS was positively associated with support with smoke free
policies(24).

A study conducted on policy compliance of smokers on Tobacco free university campus in 2014
indicated knowledge of non-compliant smokers was the factors associated with their compliance
(25).

A study conducted in 2014 by Jancey et al in Australia to examine reason for non-compliance with
smoke free policy showed awareness to the policy was identified factor for non-compliance to the
policy(26)

An observational study conducted in Istanbul, Turkey in different public places; which include
hospital in 2016 to determine non-compliance and factors associated with the smoke free law for
2013 and 2014 revealed that venue type, issued fines for inspection and no smoking signage were
predictors of noncompliance in the selected public places(6).

A survey study conducted on implementation, barriers and challenges of smoke free policy in
hospitals of Egypt in 2012 on knowledge and attitudes of hospital workers’ revealed that the
majority (>90%) of the hospital workers knew that exposure to Second-hand smoke is harmful to
health. Physicians and nurses had a more favorable attitude towards the smoking ban when
compared to administrative employees(20).

A study conducted by Lazuras et al in 2012 in Greece and Bulgaria revealed that smokers’
compliance with smoke-free policies was predicted by perceived health risks of smoking and
beliefs(attitudes) related to the benefits of smoking at work(23).

A cross-sectional study conducted in Portuguese teaching hospital prior to the national smoking ban

in 2011 showed that smoking behavior of the employee were the most important predictors of TC



attitude (hospital smoke free policy).Being a smoker was associated with less positive attitudes to
hospital smoke-free policy and to the national ban, and with less disagreement with SHS hospital
exposure(21).

A cross-sectional study conducted by 2011 in a Portuguese teaching hospital prior to the national
smoking ban showed a very high level of agreement (91.8%) with smoking bans, even among
smokers. This study also revealed that smoking behaviour of health care workers was the most
predictors of non-compliance with partial smoking ban in hospitals.(21).

A Cross-sectional survey conducted in Australia in 2010 to examine the views of psychiatric
inpatient hospital staff regarding the perceived benefits of and barriers to implementation of a
successful total smoking ban in mental health services revealed that more than two-thirds of staff
agreed that a smoking ban would improve their work environment and conditions, help staff to stop
smoking and improve patients' physical health. The most prevalent clinician perceived barriers to a
successful total smoking ban related to fear of patient aggression (89%) and patient non-compliance
(72%). Two thirds (67%) of all staff indicated support for a total smoking ban in mental health
facilities generally, and a majority (54%) of clinical staff expressed support for a ban within their
unit. Clinical staff who believed a smoking ban would help patients to stop smoking were more
likely to support a smoking ban in their unit(27).

A cohort study conducted in six cities of china on smokers and non-smokers in 2010 revealed that
Supports of workers for comprehensive smoke-free policies was positively associated with
knowledge about the harm of SHS(28).

A descriptive cross-sectional study conducted at teaching hospital in the United kingdom in 2009 to
assess failure of hospital employees to comply with smoke free policy was associated with nicotine
dependence or smoking behaviour and find out neither of it but non-compliance was associated
with their attitudes(22).

A study conducted by Hyland A. in 2009 in four countries on smoke free policy shows that support
for and compliance with smoke free policies can be influenced by the interaction of several
psychosocial and cultural factors, such as socio-demographics, individual attitudes and beliefs,
smoking behaviour and nicotine dependence, health beliefs and exposure to SHS, public health
education campaigns, social and cultural norms concerning smoking, and tobacco industry
marketing and regulation (22,29).

A survey conducted on staffs attitudes to smoking-related policy and intervention in psychiatric and

general health care settings in England in 2006 found that more favourable attitudes to smoke-free



health care environments, smoking bans and stop-smoking intervention were observed among
clinical staff in general medical settings compared with staff working in psychiatric settings. The
largest group difference in attitudes was observed in relation to smoking bans. While approximately
1 in 10 staff in the general setting disagreed with a smoking ban in their wards or clinics, nearly one
in three psychiatric staff was against such a ban in their setting. In relation to professional group,
doctors exhibited the most favourable attitudes towards smoke-free health care environments, while
nurses were the most positive towards taking a role in smoking cessation intervention(30).

A study conducted on Knowledge and attitudes towards tobacco control among smoking and non-
smoking physicians in 2 gulf Arab states in 2004 found that physicians who smoke are less
knowledgeable regarding the hazards of smoking, and have less favorable attitude towards tobacco
control. They also found that attitude of never smokers towards tobacco control policies was
significantly better than that of smokers for all the statement related to tobacco control policies. In
conclusion, smoking behavior of physicians affect their knowledge, or “readiness to admit” of

smoking related diseases as well as their attitude towards tobacco control policies (31).



Socio-demography of HCSs

Age, sex, smoking status, profession, marital status

Income, employment type, working hours

Practices of HCSs Noncompliance with Knowledge of HCSs towards smoke
-Enforcing /not enforcing the smoke-free legislation free Legislation [awareness]
legislation
-obeying /not obeying
legislation

Attitudes of HCSs towards Smoke
free legislation [beliefs]

Figure 1: Conceptual frame work for smoke free legislation non-compliance level and factors associated in five federal government hospitals
in city government of Addis Ababa developed from (32).
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3. Objectives
3.1. General Objective:

To assess smoke free legislation non-compliance level and its associated factors among health
care staffs in five federal government hospitals located in city government of Addis Ababa,
Ethiopia, 2017.

3.2. Specific Objectives:

1. To estimate level of non-compliance with smoke-free legislation among health care staffs

2. To identify factors associated with non-compliance towards smoke free legislation among

health care staffs in the selected hospitals
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4. Materials and Methods

4.1. Study Areas

This assessment was conducted in five federal government hospitals located in city government
of Addis Ababa. These federal government hospitals include Tikur Anbessa general specialized
hospital, St. Paul’s hospital millennium medical college, Amanuel mental specialized hospital,
Alert hospital and St.peter specialized hospital. These hospitals are the top government hospitals
in Ethiopia which are located at the capital city of the country, Addis Ababa. These hospitals
have started implementation of smoke-free legislation in hospital setting, banned smoking in the
premises of the hospital. These selected hospitals are all Level III hospitals having approximately
700 beds each. They are multi-departmental hospitals that provide specialized high-level medical
care and attract patients from multiple regions in the country. These hospitals are considered
among the top hospitals and have different professional mix in the country. Currently about a
total of 8480 health care staffs are working in these hospitals. We choose these hospitals because
they have started implementation of smoke free legislation in their hospital premises. The later
four hospitals are administered under federal ministry of health and the first is administered

under Addis Ababa University.

4.2. Populations
4.2.1. Source population: All hospital health care staffs in five selected hospitals were the

source population.
4.2.2. Study population: health care staffs who have been working in the selected five

hospitals, willing to participate and present at the time of survey.

4.3. Study Design and Period
A hospital based quantitative Cross sectional study design triangulated with observational study

was conducted from October 1 to December 30 of 2017 in five selected federal government

hospitals located in city government of Addis Ababa, Ethiopia.

4.4. Inclusion and Exclusion Criteria
Inclusion criteria: all health care staffs who have been working in the selected five federal

government hospitals were included

Exclusion criteria: par-time health care staffs were excluded.
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4.5. Sample Size Determination
4.5.1. Hospital Sample

All five federal government hospitals located in city government of Addis Ababa which have
started the implementation of smoke free legislation in their hospital premises were purposively
included for this assessment. These hospitals were; Tikur Anbessa general specialized hospital,
St. Paulo’s hospital millennium medical college, Amanuel mental specialized hospital, Alert
hospital and St.peter specialized hospital. We focused on these federal government hospitals,
because such assessment has never been studied and data regarding non-compliance level and
associated factors affecting non-compliance towards the legislation are not available.

While data collection, fifteen largest buildings (three largest from each) in all five selected
hospitals were selected and observed for the noncompliance to the smoke free legislation

according to the compliance guide (33) as indicated by Figure 2 below.

Tikur SPHMMC Alert Amanuel St.peter
Anbessa
A4
3-Largest 3-Largest 3-Largest 3-Largest 3-Largest
Building Building Building Building Building

15-Largest Buildings (Total)

Figure 2: Sampled buildings from each hospital for observation
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4.5.2. Hospital health care staff Sampling

Since it was unable to locate previous survey assessing the level of noncompliance with smoke
free legislation in work places and public places like hospitals in Ethiopia, sample size was
estimated based on study conducted in other countries as indicated below using standard
formula.

For objective 1

Using standard formula ,based on the assumption of 73% (p) noncompliance level among
hospital health care staffs(22), 95% confidence interval(Zat/2 = 1.96) and with 5% margin of

error (d) the sample size was (n,);

_ (Zaj2 2P (1-P) _(1.96)2*0.73(1—0.73)_303
° dz? (0.05)2
Since the study population (N) is less than 10000 (8480) using correction formulas;

ng =% then ngwas 333 with 10% non-response rate.
N

For objective 2

To identify the factors associated with noncompliance level StatCalc epi info 7 version was used
to calculate the sample size with confidence interval of 95%, power of 80% and ratio of 1:1
between exposed and unexposed as indicated in table 1 .The final sample size for this objective
was 177 in each group with 10% non-response rate and becomes a total of 354 participants.

Table 1: Sample size determination for the factor associated with noncompliance to smoke free
legislation in hospitals

Factors Category non-compliant to OR Sample size | Total sample | Reference
smoke free policy in each group | size with
10%
nonresponse
rate
Attitude Disagree(-ve) | 89.8% 4.6 177 177 | 354 (20)

Agree(+ve) 97.7%

Smoking status | Non smokers | 12.4% 429 |53 53 106 (21)

smokers 37.9%

= Taking the largest sample size from the two objectives ng will be 354
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Table 2: Selection of hospital health care staffs for interview from each hospital

Sr No | Hospital Name Existing number of Proportion (%) Sampled number of health
staffs care staffs
(Total)

1 Tikur Anbessa 2904 34 120

2 SPHMMC 2506 30 106

3 Alert 1307 15.4 55

4 Amanuel 1069 12.6 45

5 St. Peter 694 8 28

Total 8480 100 354

4.6. Sampling and Sampling Procedure
Once hospitals were selected, hospital health care staffs were selected by simple random

sampling technique using random digit table to select proportional representative samples from
each category of professionals of each selected hospital using sampling frame (staffs list).
Hospital professions were categorized according to their area of practice. The three largest
buildings in each selected hospitals were also selected for observation and observed for non-

compliance towards smoke free legislation.

4.7. Operational definition and Definition of terms
Second hand smoke (SHS) exposure: is secondary exposure of individuals to tobacco smoke as

a result of others smoking tobacco.
Smoke-free legislation: Smoke-free legislation in this report refers to legislation or policies/law
which makes all or almost all workplaces, including hospital settings, totally smoke-free; with no
smoking at all allowed in any indoor area.
Noncompliance: presence of active smoking (smoking in the hospital premises), ash tray,
cigarette butts, and absence of no smoking signs in the selected hospitals.
Four criteria were adopted from compliance guide(33) for direct observation;
1. Absence of no smoking signage: any pictorial, graphical or textual message displayed in
hospital premises, which warns that smoking is prohibited in hospitals, was recorded as a
signage.

2. Presence of active smoking :At the time of observation
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3. Presence of smoking aids: smoking aids like ashtrays, matchboxes and lighters are a
proxy indicator that smoking is permitted in that hospital; its presence indicates that
smoking is encouraged

4. Presence of cigarette butts or bidi ends: an indicator suggesting that smoking has taken
place in recent times.

Compliance: is the degree to which a smoke free legislation is being obeyed in the hospital
premises by health care staffs.

Respondents were classified as current, former and never smokers based on WHO classifications
(34).

Current smoker: is someone who had smoked cigarettes at least 6 months during their lifetime
and was smoking tobacco products at the time of the survey

Former smoker: is someone who had smoked at least six months during their lifetime but no
longer currently smoke

Never smokers: is someone who had never smoked cigarettes during their lifetime

Good Knowledge on smoke free legislation: health care staffs’ knowledge was considered as
good when they have scored greater or equal to the groups mean score on the knowledge
questions.

Poor knowledge on smoke free legislation: health care staffs’ knowledge was considered as
poor when they have scored less than the groups mean score on the knowledge questions.
Favourable attitude to smoke free legislation: health care staffs’ attitude was considered as
favourable when they have scored greater or equal to groups mean score on the attitude
questions.

Unfavourable attitude to smoke free legislation: health care staffs’ attitude was considered as
unfavourable when they have scored less than groups mean score on the attitude questions.
Health care staffs: all staffs working in hospitals; Administration staffs, health professionals,
health related and supportive staffs.

Second-hand tobacco smoke: the smoke emitted from the burning end of a cigarette or from
other tobacco products usually in combination with the smoke exhaled by the smoker.

Largest Building: hospital building which have the largest space and currently provide services

in the selected hospital.
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4.8. Data Collection Instruments
Data was collected using checklist and structured questionnaire. An observational checklist was

adapted from compliance guide(33).A Structured face to face interview questionnaire was
adopted from other similar setup(20). We also included pertinent questions from practical guide
of establishing smoke free hospitals(35) and finally the questionnaire was administered in
Ambharic language.

Measures

Non-compliance measure

Hospital health care staffs were asked about their individual non-compliance status with the
hospital smoke free legislation during working hours in the hospitals. Staffs that self-identified as
smokers were asked to indicate where they smoked during their working hours in the hospitals.
Based on this status they were categorized as compliant and non-compliant staffs to the

legislation.

Measures of health care staffs’ knowledge and attitudes

Knowledge and Attitudes of hospital staffs towards the legislation and exposure to the SHS was

measured by using adopted questionnaire and added pertinent questions.

To assess knowledge of hospital health care staffs, eight specific questions (items) were asked.
We created a scale using these items where 1 point was given for each correct answer with a
possible score ranging from 0 to 8.A possible answer listed for each question were true or false
(20)with high score indicating having good knowledge while less score indicated having poor

knowledge towards the hospital smoke free legislation and exposure to SHS(31).

To assess attitudes of hospital health care staff, a series of 11questions was asked using adopted
questionnaire. A 5 point scale was created for the attitudes measure, with 0-4 point given for
each question from “Strongly disagree to strongly agree”(O=strongly disagree;l=disagree
2=unsure;3=agree;4=strongly agree) (20)and a cumulative score were summed and yielded a
possible range of 0-44 with higher score indicating favourable attitude while lower score
indicated Unfavourable attitude(30,31) towards the hospital smoke free legislation and exposure

to SHS.
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Practice of health care staffs towards the smoke free legislation

To assess the practice of health care staffs, they were asked one question about their practice in
enforcing the smoke free legislation when violation was observed in their hospital premises as
per compliance guide(33). Staffs those choose the statement “I/my manager would ask persons
violating the legislation to stop smoking” and “I/my manager would call inspection authority”
were considered as staffs who were practicing the enforcement of the legislation. Health care
staffs those choose the statement “No action would be taken” and “I don’t know/I’m not sure”

were considered as staffs those who were not practicing the enforcement of the legislation.

4.9. Data Collection Procedures
Data was collected through direct observation as per compliance guide(33) and through

interview. A face to face interview was applied to collect data from health care staffs using
adopted questionnaire by nine degree holder health professionals, data collectors. The
questionnaire consists of demographic characteristics, knowledge, attitudes and practice towards
smoke free legislation. Eleven specific questions were also provided for the head of hospitals
(CEO or provost or medical director) to see whether the smoke free legislation has been
implemented or not. Site visits was also done to observe noncompliance towards smoke free
legislation in the hospital premises during the peak visiting/busy hours as per compliance guide
(33). The following specific areas was observed while entering to the largest buildings of the
selected hospitals like entrance, reception area, patient waiting areas, patient wards, physicians’
room, nurses’ room, outpatient department, elevators, corridors, toilets, café and administration
offices for observational non-compliance. Observation of active smoking, cigarette butts, ash
tray and absence of no smoking signs was defined as non-compliance with the legislation in the

selected hospitals.

4.10. Study Variables
Dependent variable: Non-compliance status (Yes=1, No=0)

Independent Variables: age, sex, marital status, profession, type of employment, job title,

smoking status, income, working hours, awareness to the law, knowledge, attitude, practice.

4.11. Data Quality Management
Data collection tools were adopted from other literatures and prepared by principal investigator

and checked by advisors. Structured questionnaire was translated in to Amharic language and

back translated to English language to maintain its consistency. One day training was given for
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the data collectors and field supervisors on the objective of the study, contents of the
questionnaire and how to maintain confidentiality and privacy of the participants. Finally it was
pre-tested at 5% of the sample size at AaBET hospital, which was not the part of the study area,
before the actual data collection. The data collection tools were revised, edited and modified
according to the results of the pretest. Principal investigator and field supervisor had checked
collected data for their completeness on daily basis at field before the data was entered in to the
software for analysis. In the case of the incompleteness and inconsistence, data collectors went
back to respondent’s to refill the questionnaire and if the respondents were not available data was
discarded as incomplete.

4.12. Data Analysis
Interviewed data was cleaned and entered in to EPI info7 version software and SPSS window

version 21 was used for analysis. Data collected through direct observation was analyzed by
Microsoft excel. Univariate analysis was conducted to estimate level of non-compliance in the
selected hospitals. Bivariate and Multivariable analysis were applied using binary logistic
regression to identify factors associated with non-compliance towards smoke free legislation in
the selected hospitals. Variables at P-value less than 0.05 at 95% CI were considered as
significant factors for non-compliance towards smoke free legislation in the selected hospitals.

4.13. Ethical Issues
Approval and clearance for this study was received from the St Paul's hospital millennium

medical college IRB before commencement of the study. Then formal letter was written to the
selected five hospitals and official permission was also obtained from IRB of each hospital
before administration of the questionnaires and the objective and importance of the study was
explained as well. Oral consent was also obtained from each study participant and all
information was kept confidential. Participation was voluntary and they were informed that all
the data used was only for scientific purpose. Privacy and confidentiality was maintained at all
times, all findings were portrayed in a confidential manner; no personal or identifiable
information was recorded or printed in the study. All participants were reassured that they can
withdraw from the research at any time.

The proposed study findings benefit and cause no harm to the participants and society. All
findings and results presented were that of actual facts stated in the questionnaire and no false

information or accusations were included in the final report.
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4.14. Dissemination Plan
The result will be presented and submitted to SPHMMC, public health department and will also

be published through journals. The findings will also be disseminated to the five hospitals, study
areas and federal ministry of health, EFMHACA. It will also be kept at SPHMMC library as a

reference for students.
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5. Result

5.1. Observational non-compliance with smoke-free legislation and findings from
hospital heads interview
Almost at all inspected places in five selected hospitals (entrances, reception, waiting areas,

patient wards outpatient clinics, corridors, elevators, stairs, physicians’ nurses’ and employees
rooms) presences of ‘“‘anti-smoking sign” was nonexistent. Only 2.8% of the inspected places
have “anti-smoking sign” and the majority, 97.2%, of “anti-smoking sign” was absent,
nonexistence. The places where such signs were most likely absent were the physicians’ room,
Nurses’ room, OPD, Elevators and toilets. However, the place where this sign was more existent

was at entrances (23.8%) compared to other places (Table 3).

Cigarette butts were more prevalent at the entrances and toilets compared to other places. Our
site visits indicated that evidence of smoking on the hospital premises was also observed in 3
(60%) of the selected hospitals. The three hospitals in which active smoking were observed
during our site visits were; Tikur Anbessa general specialized hospital, Alert hospital and
Amanuel mental specialized hospital. In the rest two hospitals we didn’t observe active smoking
to the best of our search. However, we had observed a cigarette butts in all selected hospitals,
which indicate evidence of recent cigarette smoking in these hospitals, especially cigarettes butts

were more prevalent at parking near the entrance and at the toilets areas (Table 3).

Furthermore, we explored the existence and enforcement of smoke-free legislation within the
hospital premises by interviewing the heads of hospitals. Among interviewed head of hospitals,
4(80%) of them reported the presence of smoke free legislation in their hospitals premises.
However, the enforcement, smoking bans in the hospital premises, was reported by all
interviewed heads of the hospitals (Table 4).Three of the interviewed heads of hospitals
mentioned that there were a cessation programs to aid staffs and patients in quitting smoking.
Only 1(20%) of the interviewed heads reported as posting of “anti-smoking signs" at all
appropriate places were fully implemented, 2(40%) of them reported as less than half
implemented and 2(40%) them also reported as more than half of it was implemented on their

hospital premises (Table 4).
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Table 3: Distribution of anti-smoking signs and cigarette butts in five federal government

hospitals, 2017

Items inspected Observed items in number Total Noncompliance *
Yes No
No. | % No. | %

Presence of anti-smoking sign at; | 16 2.8 555 |97.2 571 97.2%

Entrance 5 23.8 |16 76.2 21

Patient waiting area 1 1.9 51 98.1 52

Reception 1 12.5 |7 87.5 8

Patient wards 2 2.4 79 97.6 81

Physicians’ room 0 0 48 100 48

Nurses’ room 0 0 56 100 56

OPD 0 0 87 100 87

Corridors 1 1.5 63 98.5 64

Elevators 0 0 2 100 2

Toilets 0 0 61 100 61

Café 3 20 12 80 15

Administration offices 3 3.9 73 96.1 76
Presence of cigarette butts at; 21 3.7 550 | 96.3 571 3.7%

Entrance 5 23.8 |16 76.2 21

Patient waiting area 2 3.8 50 96.2 52

Reception 0 0 8 100 8

Patient wards 0 0 81 100 81

Physicians’ room 0 0 48 100 48

Nurses’ room 0 0 56 100 56

OPD 0 0 87 100 87

Corridors 2 3.1 62 96.9 64

Elevators 0 0 2 100 2

Toilets 9 148 |52 85.2 61

Café 1 6.7 14 93.3 15

Administration offices 2 2.6 74 97.4 76

Other indicators Yes No Total
No. % No. | % No.(%)

Presence of active smoking 3 60 2 40 5(100) | 60%
Presence of ash tray 0 0 5 100 5(100) | 0%
Presence of lighter/match box 0 0 5 100 5(100) | 0%
Presence designated smoking areas | 0 0 5 100 5(100) | 0%
in the hospitals

* Observation of at least one of the following is defined as noncompliance to the legislation (1) smoking

(2) presence of cigarette butts (3) presence of ash tray and (4) absence of anti-smoking sign
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Table 4: Implementation of smoke free legislation in five federal government hospitals, 2017

Indicators Number of | Hospital name
hospitals
(%)
Posting of “No smoking sign” at all appropriate
places
Not implemented 2(40) Alert, SPHMMC
Less than half implemented 2(40) Tikur Anbessa, Amanuel
More than half implemented 1(20) St.peter
Fully implemented 0(0)
Availability of cessation services in the hospitals
Not implemented 2(40) Alert, St.peter
Less than half implemented 0(0)
More than half implemented 3(60) Tikur Anbessa, SPHMMC, Amanuel
Fully implemented 0(0)
Availability of designated committee and other
resources for its implementation
Not implemented 2(40) SPHMMC, Alert
Less than half implemented 0(0)
More than half implemented 3(60) Tikur Anbessa, St.peter, Amanuel
Fully implemented 0(0)
Existence of the legislation in the hospitals
Ye 4(80) Tikur Anbessa, St.peter, Amanuel, Alert
No 1(20) SPHMMC
Smoking ban in the hospitals premises
Yes 5(100) All of them
No 0(00)
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Figure 3: Site visits at five federal government hospitals
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5.2. Socio-demographic characteristics of respondents
A sample of 354 health care staffs were drawn from a population of 8480 health care staffs who

were working in five federal government hospitals located in the city government of Addis
Ababa for the year 2017.0f these health care staffs, 4 were excluded due to incomplete filling of
questionnaires during data collection and responses were received from 350 participants
indicating a response rate of 98.8%. Respondents were classified as current, former and never
smokers. Accordingly, 14.3% of the samples were current smokers, 3.4% were former smokers
and 82.3% were never smokers (Table 5).

The median age of the respondents was 29 years (IQR 26 to 35 years) with the majority of the
respondents (n=216 or 61.7%) were at less than 30years old. Of the 350 participants, 190(54.3%)
were males. The majority of the study participants, 117 (30%), were from Tikur Anbessa
General Specialized hospital. About 196(56%) of the respondent had a monthly income of less
than 4708 birr (mean monthly income). When considering the professional category of the study
participants; the majority, (200; 57.1%) were health professionals (including physician, nurses
and other health professionals), (9; 2.6%) were health related staffs, (39; 11.1%) were
administration staffs and (102; 29.1%) were support staffs. Among 350 respondents the majority,
(n=173; 49.4%) and (n=171; 48.9%) of them were married and single respectively. One hundred
eighty two (52%) of the respondents worked less than or equal to 40 hours per week (Table 5).
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Table S: Socio-demographic characteristic of the respondents per hospital (n=350)

Demographic detail Total Tikur SPHMMC Alert Amanuel St.peter
Frequency (%) | Anbessa(No.) (No.) (No.) (No.) (No.)
Sex Male 190(54.3) 74 53 21 25 17
Female 160(45.7) 43 52 34 20 11
Age <30yrs 216(61.7) 66 61 41 30 18
30-39yrs 82(23.4) 27 34 6 9 6
40-49yrs 36(10.3) 17 8 3 5 3
50-59yrs 13(3.7) 5 2 4 1 1
>60yrs 3(0.9) 2 0 1 0 0
Marital status Single 171(48.9) 60 44 29 26 12
Married 173(49.4) 53 61 24 19 16
Divorced/separate | 4(1.1) 3 0 1 0 0
Widow 2(0.6) 1 0 1 0 0
Profession Health profession | 200(57.1) 83 46 25 28 18
Health related 9(2.6) 5 1 1 2 0
Admin 39(11.1) 12 17 6 1 3
Support 102(29.1) 17 41 23 14 7
Job title Specialist/clinical | 166(47.4) 55 42 25 28 16
Researcher 3(0.9) 0 3 0 0 0
Admin 42(12) 10 19 6 3 4
Teaching 30(8.6) 29 0 1 0 0
General services 109(31.1) 23 41 23 14 8
Type of Contract 21(6) 8 8 1 4 0
employment Permanent 329(94) 109 97 54 41 28
Smoking status Never smoker 288(82.3) 89 93 47 38 21
Current smoker 50(14.3) 20 12 8 4 6
Former smoker 12(3.4) 8 0 0 3 1
Working <40 hours 182(52) 77 6 43 34 22
hours/week > 40 hours 168(48) 40 99 12 11 6
Monthly income <4708 birr 196(56) 48 69 40 24 15
>=4708 birr 154(44) 69 36 15 21 13
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5.3. Non-compliance level
Our study showed that, a total of 10.3% non-compliance level was observed in five selected federal

government hospitals. The highest level of non-compliance towards the smoke free legislation was

observed in Tikur Anbessa hospital while the least was recorded in SPHMMC and Amanuel hospital
(fig.4).
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Figure 4: Distribution of non-compliance level per hospitals from jan.2016-oct.2017
5.3.1. Non-compliance status and smoking habits by professional group
The highest proportion of non-compliance level was observed among administration staffs compared to
other professions while the least were observed among health related staffs. The second highest
proportion of current smokers, 29 (14.5%), were observed among health professionals next to health
related staffs, 2(22.2%), compared to other professions while the least proportion of current smokers

were observed among administration staffs (Table 6).

Table 6: distribution of non-compliance level among health care staffs in five federal government
hospitals (n=350)

Profession Smoking status Total Noncompliance status Total
Never Current Former Compliant | Non-
smoker smoker smoker compliant
Health profession | 164(82) | 29(14.5) | 7(3.5) 200(100) | 181(90.5) 19(9.5) 200(100)
Health related 7(77.8) 2(22.2) 0(0) 9(100) 9(100) 0(0) 9(100)
Admin staff 31(79.5) | 5(12.8) 3(7.7) 39(100) 34(87.2) 5(12.8) 39(100)
Support staff 86(84.3) | 14(13.7) |2(2) 102(100) | 90(88.2) 12(11.8) 102(100)
Total 288(82.3) | 50(14.3) | 12(3.4) 350(100) | 314(89.7) 36(10.3) 350(100)
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5.3.2. Non-compliance status and attitudes by smoking status
In all, the majority, 314(89.7%), of the study participants were compliant to the smoke free legislation

while 36(10.3%) of them were non-compliant to the legislation. When we see their attitudes with their
smoking status, a more unfavourable attitude were observed among current smokers while a more
favourable attitudes were observed among former smokers. Amongst those who smoked (n = 50), the
majority,36(72%), were non-compliant while 14(4.5%) of them were compliant to the smoke free

legislation with a total of 10.3% non-compliance level in the selected five federal government
hospital(Table7).

Table 7: Attitudes and non-compliance level of hospital health care staffs by their smoking status in 5
federal government hospitals (n=350)

Smoking status Attitude Total Non-compliance status | Total
Unfavourable | Favourable Compliant | Non-
attitude attitude compliant
Never smoker 131(45.5) 157(54.5) 288(100) | 288(91.7) | 0(0) 288(82.3)
Current smoker 41(82) 9(18) 50(100) | 14(4.5) 36(72) 50(14.3)
Former smoker 4(33.3) 8(66.7) 12(100) | 12(3.8) 0(0) 12(3.4)
Total 176(50.3) 174(49.7) 350 314(89.7) | 36(10.3) | 350(100)

5.3.3. Non-compliance status by knowledge and attitudes of health care staffs
In all study participants, 182(58%) and 168(53.5%) of the compliant nonsmokers have respectively good

knowledge and favourable attitude towards smoke free legislation and exposure to SHS. However, the
majority of non-compliant smokers, 25(69.4%) and 30(83.3%) have respectively poor knowledge and

unfavourable attitude towards smoke free legislation and exposure to SHS (Table 8).

Table 8: Non-compliance status by attitude and knowledge among health care staffs in five selected
federal government hospitals, 2017 (n=350)

Non-compliance Knowledge status Total Attitude status Total
status Good Poor Favourable | Unfavourable

Compliant 182(58) 132(42) 314(100) | 168(53.5) 146(46.5) 314(100)
Noncompliant 11(30.6) 25(69.4) 36(100) 6(16.7) 30(83.3) 36(100)
Total 193(55.1) 157(44.9) 350(100) | 174(49.7) 176(50.3) 350(100)
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5.4. Knowledge and attitudes by professional group

5.4.1. Knowledge by professional group

When all items were examined and classified as knowledge status (good and poor knowledge) the
majority, 193(55.1%), of study participants had good knowledge while 157(44.9%) of the study group had
poor knowledge towards smoke free legislation and exposure to SHS (Table 9). The group mean score for
the knowledge items was 4.54(SD=1.85) with a range from 0-8 point. Indicating score greater or equal to
group mean as having good knowledge and score less than group mean was as having poor knowledge. In
relation to professional groups, different findings were observed on knowledge items examined. A more
good knowledge and poor knowledge was respectively exhibited by health professional and support staffs
(Table 9).

Table 9: knowledge status of health care staffs towards smoke free legislation and exposure to SHS in
five federal government hospitals (n=350)

Professional category Knowledge status

Good knowledge Poor knowledge Total

No. (%) No. (%) No. (%)
Health professional 127(63.5) 73(36.5) 200(100)
Health related 5(55.6) 4(44.4) 9(100)
Admin staff 18(46.2) 21(53.8) 39(100)
Support staff 43(42.2) 59(57.8) 102(100)
Total 193(55.1) 157(44.9) 350(100)

5.4.2. Attitude by professional groups

Attitudes of hospital staff was measured by 11 questions with five point scale from (“strongly agree”= 4)
to (“strongly disagree”=0). In the final analysis it was summed up to create a total score for the attitude
with a group a mean score of 29.7(SD=5.7) and range from 16-44 point. Indicating score greater or equal
to group mean score as having favourable attitude and less than group mean score as having unfavourable
attitude. In relation to professional groups, different findings were observed among health care staffs
towards smoke free legislation and exposure to SHS.A more favourable attitudes and unfavourable

attitude was respectively exhibited by health professionals and administration staffs (Table 10).
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Table 10: Attitude status of health care staffs towards smoke free legislation and exposure to SHS in five
federal government hospitals (n=350)

Professional category Attitude status

favourable attitude unfavourable attitude | Total

No. (%) No. (%) No. (%)
Health professional 117(58.5) 83(41.5) 200(100)
Health related 7(77.8) 2(22.2) 9(100)
Admin staff 13(33.3) 26(66.7) 39(100)
Support staff 37(36.3) 65(63.7) 102(100)
Total 174(49.7) 176(50.3) 350(100)

5.5. Awareness of health care staffs on the existence of smoke-free legislation
In all, 146(41.7 %) of study participants had heard of the hospital smoke free legislation, 119(34 %) had

not heard of it and 85(24.3 %) were not sure of the existence of the smoke free legislation that prohibit
smoking in the hospital premises. Among those aware of the hospital smoke-free legislation, 55(37%) of
the participant had unfavourable attitude towards the smoke free hospital legislation (Table 11). However,
among non-compliant smokers, 14(38.9%) were aware of the legislation, 13(36.1%) were unaware while

9(25%) were not sure of the legislation in the hospitals (data not shown).

Table 11: Findings of awareness on the existence of smoke free legislation in hospitals among health care
staffs (n=350)

Attitude status Awareness to the existence of smoke free legislation Total
Aware Unaware Unsure No. (%)
No. (%) No. (%) No. (%)

unfavourable attitude | 55(37.7) 64(53.8) 57(67.1) 176(50.3)

favourable attitude 91(62.3) 55(46.2) 28(32.9) 174(49.7)

Total 146(41.7) 119(34) 85(24.3) 350(100)

5.6. Practice of the health care staffs in enforcing smoke free legislation
Only 98(28%) of the participants indicated they had asked patients/visitors/staffs to stop smoking when

violation was observed .We classified these participants as enforcing smoke free legislation. While the
majority, 252 (72%), of the study participants didn’t asked patients/visitors/staffs to stop smoking when
violation was observed. We classified these participants as those who were not enforcing smoke free
legislation. According to their smoking profile; among smokers (n=50), only 10% of them were practicing

the enforcement of the smoke free legislation and 45 (90%) them were not practicing when violation was
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observed, even the majority of non-smokers,69%, were also not practicing the enforcement of the
legislation when violation was observed (Table 12).

Table 12: Practice of hospital health care staff per smoking status in five federal government hospital
(n=350)

Practice Smoking status Total
Non-smokers Smokers
Practice enforcement 93(31%) 5(10) 98(28)
Not practicing enforcement 207(69%) 45(90) 252(72)
Total 300(100) 50(100) 350(100)

5.7. Factors associated with non-compliance
Socio demographic, Knowledge, attitude and practice of the study participants in relation to non-

compliance were analyzed by bivariate analysis using simple binary logistic regression model (Table 13).
Possible associated factors identified from socio-demographic variables were; sex (being male;
COR=4.81, p-value = 0.001), age in between 40-49years (COR=4.50,p-value =0.001) marital status (being
married; OR=1.77, p-value = 0.120) and type of employment (being permanent worker; OR=0.33,p-value
=0.044) while not enforcing the legislation (COR= 2.61,p-value =0.054)was identified from the practice
of the participant. Similarly, having poor knowledge (COR=3.13, p-value =0.003) towards the legislation
and exposure to SHS and having unfavourable attitude (COR=5.75, p-value =0.000) towards the
legislation were identified from the knowledge and attitudes of the participants (Table 13).

5.8. Results of multi variable analysis
Binary logistic regression analysis was carried out by taking the conceptual framework (fig.1) into

consideration to assess the relative effects of independent variables on the dependent variable. Those
variables with P value less than or equal to 0.20 were entered to the model. Next we performed a
multivariable logistic regression to assess associated risk factors to the non-compliance level within
hospital settings and this logistic regression analysis depicted that being male, AOR: 5.89, 95%CI: (2.08-
16.64), having poor knowledge, AOR: 2.71, 95%CI :( 1.15-6.36) and having unfavourable attitude
,LAOR:6.15,95%CI:(2.26-16.69) were the three significant risk factors associated with non-compliance
level of health care staffs towards smoke free legislation within the selected five federal government
hospitals. Although the type of employment, practice, marital status (married) and age (40-49yrs) of the
participants showed significant association in bivariate analysis, they did not show an association in the

final step of the multivariable analysis (Table 13).
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Table 13: Bivariate and Multivariable analysis for risk factors associated with non-compliance in five federal government hospitals, 2017

Risk factors Category Non-compliance Bivariate analysis Multivariable analysis
status
Yes No COR | 95% CI1 p-value* | AOR | 95% CI p-value*
Sex Female 6 154 I(Ref) I(Ref))
Male 30 160 4.81 ‘ 1.95-11.88 | 0.001 5.89 ‘ 2.08-16.64 | 0.001
Age <30yrs 17 199 1(Ref)) 1(Ref))
30-39yrs 7 75 1.09 |0.44-2.74 |0.85 0.44 |0.14-1.41 |0.167
40-49yrs 10 26 450 | 1.87-10.87 | 0.001 3.04 |0.83-11.20 | 0.094
50-59yrs 2 11 2.13 | 0.44-10.39 | 0.350 296 |0.46-19.07 | 0.253
>=60yrs 0 3 0 0.00 0.999 0.00 |0.00 0.999
Marital status Single 13 158 1(Ref)) 1(Ref))
Married 22 151 1.77 ]0.86-3.64 | 0.120 145 10.51-4.11 |0.488
Separate/divorce 1 3 4.05 [0.35-41.75 | 0.24 0.62 |0.04-9.96 |0.732
Widow 0 2 0 0.00 0.99 0.00 |0.00 0.999
Type of employment Contract 5 16 1(Ref)) I(Ref))
Permanent 31 298 0.33 | 0.11-0.97 | 0.044 0.39 |0.10-1.48 | 0.167
Practice Enforcing 5 93 0.38 | 0.15-1.02 | 0.054 0.39 |0.13-1.16 | 0.089
Not enforcing 31 221 1(Ref)) 1(Ref))
Attitude status Favourable attitude 6 168 I(Ref)) I(Ref))
Unfavourable attitude 30 146 5.75 |2.33-14.21 |0.000 6.15 |2.26-16.69 | 0.000
Knowledge status Good knowledge 11 182 I(Ref)) 1(Ref))
Poor knowledge 25 132 313 |1.49-659 [0.003  [2.71 [1.15-636 [0.022

* Binary logistic regression
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6. Discussion
The purpose of this study was to estimate noncompliance level and associated factors towards smoke free

legislation in hospital settings, by assessing knowledge of health care staffs, attitudes towards the smoke-free
legislation, smoking habits, practice of health care staffs in enforcing the legislation and other socio-
demographic factors. This study showed that non-compliance level among health care staffs working in five
selected federal government hospitals was high(fig.4) and affected by their sex, knowledge and attitudes
towards smoke free legislation. In Februaryl7, 2014, the Ethiopian government passed a new smoking
legislation through house of parliament that banned smoking in public places and work places including health
care facilities(16).Thus, the noncompliance level shown here may help the enforcement authority to strictly see

implementation of smoke free legislation in health care facilities of Ethiopia.

The proportion of non-compliance level among health care staffs shown here was higher than findings reported
in UK ,2009(22) and lower than findings reported in Portuguese,2011(21) and teaching hospital in
Spain(36).The higher proportion may be due to the problem related to the attitudes of health care staffs
towards the smoke free legislation, because in the current study above half of the health care staffs had
Unfavourable attitude; even the majority of smokers had also Unfavourable attitude towards the smoke free
legislation and exposure to SHS. The other reason may be because the implementation of smoke free
legislation was lately started in hospital setting of our country than in the UK. This result indicate that non-
compliance level of health care staffs can be minimized by creating awareness on smoke free legislation using
different mechanisms like training. Among smokers, the majority of them were non-compliant while least of
them were compliant to the hospital smoke free legislation. This proportion of non-compliant smokers were
admitted smoking on hospital premises during working hours ;which was almost consistence with the findings
reported in Portuguese teaching hospitals in 2011(21).Moreover, our current finding on non-compliance level
among health care staffs’ of hospitals indicates smoke free legislation in such setting has not been fully

implemented as per WHO FCTC (37,38).

When we see the smoking prevalence among health professional groups, the highest smoking prevalence was
observed among health related staffs while the lowest was observed among administration staffs. But, the
second highest prevalence was observed among health professionals category in which physicians and nurses
were included in this category; which is not consistent with similar research done in Egypt teaching hospital in
2015,that show low smoking prevalence among physicians(20)compared to other groups. The high prevalence
among health related staffs may be because the interviewed samples of health related staffs was very small
compared to others group. Moreover, the current study indicated proportion of current smokers were higher

than findings reported in Ethiopia in different studies (14,39,40). This proportion of current smokers may be
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due the sample size difference; sample size in our current study was lower than the above three studies.
However, it was lower than findings reported in Egypt teaching hospital in 2015(20) which may be due to
cultural influence that most of the time tobacco smoking was considered as bad/forbidden habit in our country

than in Egypt.

When we see the knowledge and attitudes of interviewed staffs towards the smoke free legislation, good
knowledge and less level of agreement (unfavourable attitude) were observed in all items examined. This less
level of agreement towards the smoking legislation was not consistent with the findings reported in Portuguese
teaching hospital in 2011(21) and in china(24). In the current study, the majority of hospital staffs, including
smokers had unfavourable attitude towards the smoke free legislation. This may be due to lack of awareness on
the legislation and because the implementation of this legislation was also lately entered in to enforce
compared to the Portuguese and china. In relation to professional group, health professionals exhibited more
good knowledge while more favourable and more Unfavourable attitude were respectively exhibited by health
related staffs and administration staffs towards the legislation. This finding was in not line with the findings
from the survey of staff attitude towards smoking related policy in psychiatric and general health care settings
of England in 2006,in which doctors exhibited more positive attitude in which doctors are category of health
profession in this study(30). But, in this study separate analysis was not done among those who have been
working in psychiatric setting and other hospitals. The high proportion of health professionals’ knowledge may
be due their profession because most of the time health professionals’ courses are related to tobacco related
diseases. The other reason may also be because of the educational level of health professions; that health
professionals have mostly higher educational level than others professional groups (support, admin, health
related).However, having good knowledge may not necessary implies as having favourable attitude which
further confirms that health related staffs’ attitude was more favourable than health professionals groups which

may be solved by awareness creation on the legislation

In our current study, site visits indicated that non-compliance level was high on the premises of the hospitals
as per WHO FCTC guideline and indicator of success(37,38).This was affirmed by the presence of cigarette
butts, active smoking and absence of anti-smoking sign in all appropriate places. This findings was not in line
with findings reported in acute care hospitals of US in 2017(41) in which non-compliance of surveyed
hospitals with the JCAHO national smoke-free policy was low compared to the current findings. This site
visits further implies observational non-compliance level was high compared to the individual non-compliance
level. The high level of observational non-compliance shown here on the above indicators was not consistent

with different research findings reported in different countries (6,17,20).The reason for high proportion of
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observational non-compliance in the hospital premises on the above indicators is may be due to the fact that
Ethiopia has adapted WHO FCTC and lately entered into enforcement than the above two
counties(16).However, the reason for low proportion of the existence of cigarette butts in the current study is
may be due to the low proportion of cigarette smoking staffs than the above three studies(6,17,20). Other
reason may be related to the issues of hospital floor cleaning at the morning time by janitors that can’t be
observed while data collection at the peak time of hospital observation. Even-though, hospitals observed with
the presence of persons smoking cigarette were not in all five selected hospitals, there was a cigarette butts
observed in all five selected hospitals which further indicates there was an evidence of recent cigarette
smoking in all observed hospitals. The proportion of hospitals that actually observed with active smoking was
higher in current study than the proportion reported in Turkey in 2016 (17).This may be due to the problems

related to the staffs attitude and awareness towards the existence of smoke free legislation in the hospitals.

Logistic regression analysis indicated three factors were positively associated with non-compliance level of
health care staffs towards smoke free legislation in five selected hospitals. These identified factors were sex,
knowledge and attitudes of the health care staffs. Being a male is almost six times more likely to be non-
compliant than being a female, having a unfavourable attitudes is also six times more likely to be non-
compliant than having a favourable attitude while having poor knowledge towards the legislation is almost

three times more likely to be non-compliant than having good knowledge.

The significant association of health care staffs’ sex with their non-compliance level in the current study was
not consistent with research done in United Kingdom in 2009(22); in which sex of hospital employee was not
significantly associated with smoke free policy. In our current study, it may be because the prevalence of
cigarette smoking was high among male than female which is also high among male than female in the STEPS

survey of 2015(14) and EDHS 2011(39).

Different studies (23—27) pointed that non-compliance of individuals with smoking ban was affected by their
knowledge which is in line with our current study findings that health care staffs’ knowledge has positive
association with their non-compliance towards smoke free legislation. Peoples who were better informed with
the harms of smoking and passive smoking and aware of policy were more likely to be compliant with the
smoking bans in public places than those with lower level of knowledge. This association may be due to the
fact that implementation of smoke free legislation was lately started and may be lack of awareness creation on
the smoke free legislation for hospital staffs.Additionally, other studies (23,25,26) conducted in different
countries on smoke free policy also supported with our current findings. In these studies knowledge of the

surveyed staffs was positively associated with the smoke free policy of the study areas. Similarly, it was also
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consistence with research done in Australia in 2010(27) and in china in 2010 and 2014(24,28) in which

knowledge of the surveyed staffs has also positive association with the smoke free policy.

Regarding the significance of hospitals health care staffs’ attitude with their non-compliance, different
studies(23,42) pointed that unfavourable attitude towards smoking bans and exposure to SHS were also
identified as a key factors affecting to non-compliance of individuals with the smoking bans; people who had
Unfavourable attitudes towards smoking bans in public places and exposure to SHS were less likely to be
compliant with the smoking bans, smoke free legislation, which is in line with our current findings. Thus, the
findings shown here indicate a more effort is needed by enforcement authority and hospital administrators in
implementing smoke free legislation especially, in addressing attitude of hospital staffs.

7. Conclusion

In conclusion, findings of this study showed non-compliance level among health care staffs was high, which
implies the legislation has not been fully implemented as per WHO FCTC guideline. Especially, observational
non-compliance level towards the legislation was high compared to the individual non-compliance level. The
factors associated with the non-compliance level of health care staffs were; being male, having poor

knowledge and unfavourable attitudes of the health care staffs towards the smoke free legislation.

8. Limitations
Our current study has some limitations related to its cross-sectional design including issues of recall bias and

the reliance on self-reported data, especially regarding to their non-compliance status during working hours
which may make over or under report. An additional limitation is related to the focus on the federal
government hospitals; due to budget limitations; which might not reflect the status of the non-compliance level
towards smoke-free legislation in other health care facilities (such as other government hospitals and private
hospitals). Being the first study in hospital setting of our country is also other limitation which we are unable to
compare and contrast current findings with others.
9. Recommendations
% Federal ministry of health especially, EFMHACA should carefully see the enforcement of smoke free
legislation in the hospital setting especially, in addressing the knowledge and attitudes of hospital
health care staffs like awareness creation through training and different mechanism.
% Hospital administrators were also recommended to fully implement smoke free legislation in their
hospital premises as per WHO FCTC guideline.
¢ Finally, other interested researchers can also assess non-compliance level of other health care settings

of the country.
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Annex 1: English version questionnaire

Questionnaire Code:

Date:

Participant’s Informed Consent Form

Good morning/afternoon, my name is . I am collecting data for a study

being conducted by Tamiru Tadesse [FE, resident @ SPHMMC]. The purpose of this study is to assess level
of noncompliance and factors associated to non-compliance with Smoke free legislation among health care
staffs in Hospital setting. I am NOT an enforcement officer enforcing the law. I am a researcher checking to
see the level of noncompliance with the law. This venue has been randomly selected for assessment and your
involvement is completely voluntary. I guarantee that your identity will be kept confidential. I will not be
asking for your name or other information that directly identify about you. There is no any risks anticipated
for this study and no benefit or compensation will be awarded for participating in the study but the results of
your response will be essential for policy makers in regards to the enforcements of the smoke free legislation.
You have the right to participate or not to respond to the question partially or fully and you have also the right
to withdraw your participation at any time during the interview. This interview will last at most 5 -10 minutes.
If you agree to participate, I will start the interview. Before we start, I need you to indicate that I have read
you this consent and that you understand and freely agree to be interviewed.

Are you Volunteer? 1. Yes 2. No

If yes, please continue.

If there are inquiries please contact: [ Tamiru Tadesse, 0921-347503]

Name of data collector: Signature:

Result

1. Completed
2. The study subject is not available
3. The study subject is not volunteer
4. Incomplete

Name of supervisor: Signature:
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Part 1. Socio-demography

No Variables /Questions Coding classification

101 | Name of hospital 1 Tikur Anbessa 4. Alert hospital
2. SPHMMC 5.Amanuel
3. St.peter

102 | Sex 1.Male 2.Female

103 | Age

104 | Marital Status 1.Single 3.Divorced/Separated
2.Married 4 Widow

105 | Profession 1.Health profession 3.Admin staffs
2.Health related 4.Support staffs

106 | Job Title or position 1. Specialist/clinical 4. Teaching
2. Researcher 5. General service
3.Adminstration 6.Directorate/provost/VP
7.0thers(specify)

107 | Type of employment 1. Contract 2.Permanent

108 | Total working hrs. per week Hrs.

109 | Monthly income ETB

110 | Smoking Status (If 1 and 3 skip To Q 204) 1. Never smoker

2. Current smoker

3. Former smoker
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Part I1. Non-compliance related questions

No Variables/ Questions Coding classification
201 | Have you smoked cigarette in this hospital premises in l1.Yes 2.No
the last one year /January 2016 to October 2017
202 | Frequency of smoking cigarette when you were at 1. More than twice a day
hospital? I smoke on the site: 2. Once or twice a day 3. Once a week
4. Once a month 5. Never
203 | If you are currently smoking cigarette where did you 1.In the toilet
smoke while you were at hospital? 2.In the office
3.In the bathrooms
4. Outside hospital premises
5. I never smoke
6.0thers(specify)
204 | Are you aware that there is a law prohibiting smoking 1. Yes 2. No 3.unsure
indoors in this hospital?
205 | If you see someone smoking indoors in this hospital | 1. I/ my manager would ask them to
premises, what action would you take? either put out their cigarette or go outside
2. I/ my manager would call the
inspection authority
3. No action would be taken
4. 1don’t know/I’m not sure
5.0thers(specify)
205 | Noncompliance status l1.Yes 2. No
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Part II1. Knowledge question about Second hand smoke and smoke free legislation

Please tell me whether you choose True or False with each of the following statements

No Variables /Questions Response
301 Exposure to tobacco smoke in the workplace is not a significant cause of tobacco-related diseases 1. False 2. True
302 Designated smoking areas in the same room are effective in protecting non-smokers and workers from the 1. False 2. True

hazards of tobacco smoke

303 Separate rooms with separate ventilation offer almost the same amount of protection as smoking bans and are | 1. False 2. True

a good alternative to bans

304 Tobacco product advertising has no effect on consumption 1. False 2. True

305 Because of all the publicity about how harmful tobacco use is, anyone who starts using tobacco these days is | 1. False 2. True

fully aware of the risks

306 Warnings/messages on tobacco product packages, while attention getting, are not effective in motivating 1. False 2. True

users to quit

307 Only smokers have to worry about health risks from tobacco smoke. 1. False 2. True

308 Smoke free legislation in hospital protects your health and/or the health of other visitors and patients 1. False 2. True
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Part IV Attitudes question towards smoke free legislation and exposure to second hand smoke

Please tell me how much you agree with each of the following statements

No Variables /Questions Response

4.Strongly agree | 3.Agree | 2.Unsure | 1.Disagree | 0.Strongly
disagree

401 A smoke-free hospital would improve the quality of care the patient 4 Strongly agree | 3.Agree | 2.Unsure | 1.Disagree | 0.Strongly
receives disagree

402 Smoke from someone else's cigarette is unhealthy for nonsmokers 4.Strongly agree | 3.Agree | 2.Unsure | 1.Disagree | 0.Strongly
disagree

403 The smoking habits of health professionals influence others 4.Strongly agree | 3.Agree | 2.Unsure | 1.Disagree | 0.Strongly
disagree

404 Cessation programs should be offered to employees 4.Strongly agree | 3.Agree | 2.Unsure | 1.Disagree | 0.Strongly
disagree

405 Hospital should be a smoke-free environment 4.Strongly agree | 3.Agree | 2.Unsure | 1.Disagree | 0.Strongly
disagree

406 Hospital employees who work in offices or areas removed 4.Strongly agree | 3.Agree | 2.Unsure | 1.Disagree | 0.Strongly
from direct patient care should be allowed to smoke disagree

407 A smoke-free policy is hard to enforce 4.Strongly agree | 3.Agree | 2.Unsure | 1.Disagree | 0.Strongly
disagree

408 Having a smoke-free policy is unfair to smokers 4.Strongly agree | 3.Agree | 2.Unsure | 1.Disagree | 0.Strongly
disagree

409 Hospitals with smoke-free policies are likely to lose patients 4.Strongly agree | 3.Agree | 2.Unsure | 1.Disagree | 0.Strongly
disagree

410 Smoking bans at hospitals would positively influence job performance | 4.Strongly agree | 3.Agree | 2.Unsure | 1.Disagree | 0.Strongly
disagree

411 Smoking bans at hospitals would positively affect the public image of | 4.Strongly agree | 3.Agree | 2.Unsure | 1.Disagree | 0.Strongly
the hospital disagree
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Part V. Questions related to challenges with smoke free legislation

501 | Are you aware of any challenges in keeping 1. Yes 2. No 3.Unsure
people from smoking where they are not
allowed to smoke?

502 | If Q 501 is “Yes” what are the most common

challenges? please circle to your answer

1.Lack of smoke-free legislation/law

2.Lack of penalties for violators

3.Lack of management support /commitment

4 Insufficiency of tobacco-related knowledge
5.Negative attitudes towards smoking bans
6.Nicotine dependence of individuals

7.Fear of patient aggression

8.Staff will continue to smoke

9.Lack of resources

10.Lack of smoking cessation counseling service

11.others (specify)
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Part VI. For Senior Staffs Only [Provost, V/provost, Directorate]

Based on current practice in your hospital answer the following question and assign each answer an appropriate score using the marking system

Scoring 0=No/Not implemented 1= less than half implemented 2= more than half implemented 3= Yes/fully implemented NA= non- applicable

outlined below. All questions must be scored by using “ v * symbol under score.

NO Variables /Questions 0 1 2 3 NA

601 Does your hospital have implemented smoking ban in the hospital premises?

602 Does your hospital have smoke free law/legislation that prohibits smoking in hospital premises?

603 Does designated committee been assigned to coordinate the development and monitoring of smoke free
law/legislation?

604 Does financial and human resource be allocated in the hospital’s activity plan?

605 Does the member of staff know that they have responsibility to take action in implementing and enforcing
the smoke free law/legislation?

606 Does all staff, patients and visitors been informed of hospital’s smoke free law/legislation?

607 Does brief training have been given for all staffs on the hospital smoke free law/legislation?

608 Do all staffs have been instructed on how to approach and inform smokers in accordance with the hospital
smoke free law/legislation?

609 Does “No smoking sign” posted in all appropriate areas for staffs, patients and visitors?

610 Does smoking cessation services available for all staffs and patients in your hospital?

On behalf of investigator I represent, I would like to thank you very much for your time and kind reception in sharing with us what you know

about the above topic.

Thanks!
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Part VI. Observational check list form

Name of hospital:

Name or number of building:

Total number of building in the hospital

Sr.No

Observation indoor

Response

101

Is anyone smoking cigarette in hospital premises?

1. Yes

2. No

102

Is there any ashtray or ashbin visible in hospital premises?

1. Yes

2. No

103

Is there any lighter/matchboxes visible in hospital premises?

1. Yes

2. No

104

Is there designated smoking areas

1. Yes

2. No

Sr.No

Items inspected

Observed items in number

Yes No

105

Presence of anti-smoking sign at;

Entrance

Patient waiting area

Reception

Patients wards

Physicians’ room

Nurses ‘room

OPD

Corridors

Elevators

Toilets

Cafe

Administration offices

105

Presence of cigarette butts at;

Entrance

Patient waiting area

Reception

Patients wards

Physicians’ room

Nurses ‘room

OPD

Corridors

Elevators

Toilets

Cafe

Administration offices
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Annex 2: Amharic version questionnaire

PAOMPPP dRAPL [

7

P+AtL MhMIRPe Ao/ S i
A1t AhR4/PA MR LNAA:AL NAT F9°4 +2A NIRLLIM-

PMGF GRCIRC PIRLIAIAG-T 028 APANANN: AIEAM-: PG+ SAT Nagf) 18 PIRA U AATIANC
@My et YT AATIANC IC +PHH PAD FICFY NPATFA @NH 8AA TINYE 1@ AL UPY
PRPANNGT AetE ARLALIRIAL PUFY ATINNC PIRPR +aRLaqs. v3: 2U UPATHA NHL$E
P+aZm NARPE PACH +A+F4IF NESLLATT AL P+ODZNH, jM-: ACTIME PARRCITFM 1€ PACH
JOADLC ATE+MNP 1@ PMPRY NIPMLPFMD- 9IH PACNT NI° ATLTMAMELPT MT+HI® NACH AL
gRIgR Rt R8T ATRAADS ANRINR B&ID NF ATLIPMA ALITP A FAD-:N+HIPANLID NHY
TGt AL NATATE PIRPTTHE MmEPIRIR RIRAAT PACH +ATE 917 AU AD-6 ANAT UTT NTINLRT®
AP NMIP DA ATRUE ATARAFAD-:NMPRT CRANTY MPFIR NEAFNT A0F MOMPRT Mg/ m
RILIPFAID 6L A2 JIMAeFADR: 2U MPR N 5 ANN 10 £8P NAL AREMNEID: &S5 NP SA
MMPeY ABIPLAD-::

GPLG ©F? 1. AP 2. RRRAGR

&PLE NUF, ANDLT Pmir::

AN M PR Nt NHU ao2E P1F: [ #9P4 +#Lr1 0921-347503]

an /8 PGRANAN N9P: &C:

o-m+

1. TPATPA

2. +A+LM hA+TFIP

3. tAFL D &P LT ALLATD

4, /B i {LLAGD

PATCELHC N9 4C
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NEA A1 e, ao/B

+.¢ PP he
101 PLPAT A N9 1 m&C A7NA 4. RACH
2. /80N 5. AT R
3. @/AmCH
102 I 1.07e 2.0
103 e,
104 PINF Ui 1.£AN 3.84.
2.87N 4 e9e+NtF/FNT
105 qop 1.MG NAGRe  3.AN+8EC
2.M5 7h 4.82°08 N,
106 Phe £CA 1. ANTAANT 4. @A+agC
2. +ans.ags 5. MPAA A7
3.ANt8LC 6.8L24NF4T/TCANT/A- TENNY/
NCANNE
7.0A(TPN)
107 PPMC Us 1. Dyt 2.8,
108 NAGRTF PIRALT MEAA Nt
NS+
109 &P M, NNC
110 PN Uit 1. e~ AAGRNT
2. AU19R RPN 1@ (APERA NP, ML M Pt £201 NALE ML
T OB £.204)
3.N&t APenni+ 1NC
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h&A AT UTT hAhNC IC P, PPH P

+.¢

PP

he

201

NAL@ 4@+ NHY UNTAHA N @-ND NJé Asen
LPr?

1. AP 2. hEEBA9®

202

PATH NP APAN 927 PUA 9K NI FenNPAN/N

1. N7 AT 1H NAL
2.NeT AL MLI® AT 1H
3. NATRIF AL 1H,

4. NOC AL 1/

5. 64N AAGRNTD

203

NALF @$F NI PTPLa NUPF NPT FA @D APA
Pt Pt NF PenAN

LAY N+ a-hm
2.N.C @Nmp

3.A@0C N+ @-Nm

4. NUNTHA oIN, O-eh,
5. 64N AAGRLNTD
6.MA(MPN)

204

NPATFHA <IN N TN PIPNARA U] aRFET Poih

1. AP AOrPAD- 2. AAPg®

3.ACIMG h2LAU9P

205

NPATHA <IN, @A APRN PA AD NPTTF/NPE TP
ACIRE LDNBA

1. A /UAGR MO+ AL PSa/ME,

@ch, AL DM AMLPAD-
2. A1 JUAG&R +&Mms ANATY
AMEAD-

3. 9nyaR 9Pyt ACIPE AADNL 9D

4. KCIAME AR LAU-IP
5.AA(TMPN)

205

UTT PATIANG 228

1LLAP 2.AREAJP
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hed NNT. PAD-$F mPRPT
ANt e9en+AT M PPPTY AT MLIR AR NTIAT LOPAN

+.4 nPd goCem,

301 NN¢ NF NFINY Tenu AR IAD NFING JC +H LT PATFET NRF A LAPMIR ok 2. @y

302 PAmMA NF ANF NATL N&A @-ND THIEF PPRAFT T A&+HEFT NFINDT M PIRaRMO-T . At 2. Ayt
+8F/M7% NARNANA 278 APe 10>

303 ANF NNTRARAT 0170 A&EA ATIRA NF TWHIETT NPATFHA 1N, O-ND 640 Tenn NAPhAnX oC | 1. @At 2. R1F
+@AAL /ANRA PFINT MTI$Y/F8TT 2hAhAA

304 | PN RCT DNHPDP NADEA AR RYIR GLYT +&F PAD-TP . O-{ 2. A7t

305 | DAL HADY NHALP T9.8.P AN PF a3 @-9° AM- 1IN ehh NEIRC PFINT MIPT MI$S . O-{ 2. A7t
PO PA

306 TMAMIPEL L NAFINY TALP AL dPR4 +MP T PF/AsAT AT L PSA™ L PN F 9P @At 2. ADLTF

307 AeBAE NF NNJE M PP MMT MIP/F8F P13/ NIF AANTFO- . @At 2. ADLTF

308 et PIPNANA U9 NPNTHA BN AP PACATT PN PFT MG 2hAhAA . A 2. A1F
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N&A héT: PAAWNT M P
AN APh+AT M PPPTF I PUA ATLIPNTHA £Y174.%

+.¢ PP goCeh,

401 Nmen 18 PPIE PATHA FNAAPT PR P %+ PATIAIT Mt | 4.NMI° AMMAD: | 3AMMAD | 2.ACIME | 1.AANTIT9R | 0. NMI° hANTRagR
PANAPA AR LA

402 NATE AD NI e PTRDMA- 6N ATI LA APT MIP 1M | 4.NMI° AMMAD: | 3AMMAD | 2.ACIME | 1.AANTIT9R | 0. NMI° hANTRagR
AR LA

403 PMST NARLPT PN ATREFM AT AL +RF PALCNFPA 4.NMI° NERERAD- | 3.AMMAD | 2.ACTIME | T.AANTITIIR | 0. NMI® AANTHaRgD
AR LALGP

404 M ATISIR P28 PIRAL ATART ANLTET CAMT AANT 4.NMI° NEREAD- | 3.AMMAD | 2.ACTIME | TAANTITIIR | 0. NMI® AANTHaRgD
AR LA
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AR LALGP
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AR LALGP

409 NI A8 LN PIPAANA U PATM- PATH AT FNAPTFY PMA | 4.NMI° AM@AD- | 3AMMAD | 2.ACIME | 1AANTIA9R | 0. NMI° hANTRaqgD
AR LALGP

410 TmN NPATFA @A ANk PAL ALRRTPT NAD-TFP aRAR | 4.NMI° AMMAD- | 3.NTIHA®- | 2.ACIME 1.AANGRERgD | 0. NMID AANTHaRID
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NAM-TF+P APAR BAD-MA A2 LALRGP
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