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Abstract
Background

Hepatitis B Virus (HBV) infection remains a major public health burden in sub-Saharan Africa, with Ghana
among the highest-burden countries globally. Despite CDC recommendations for universal hepatitis B
screening, testing rates among the general population in Ghana remain poorly characterized. This study
assessed the lifetime prevalence of HBV testing and its predictors among adults in an urban market
setting in Ghana.

Methods

A cross-sectional study was conducted among 888 adult sellers, buyers, and workers at the Kejetia
market in Kumasi, Ghana. Data were collected using structured interviewer-administered questionnaires
covering sociodemographic characteristics, hepatitis B testing history, reasons for non-testing,
knowledge, and awareness of HBV. Univariate and multivariate logistic regression analyses were
performed to identify independent predictors of lifetime HBV testing, with results presented as crude and
adjusted odds ratios (cOR and aOR) with 95% confidence intervals.

Results

Of 888 participants, 362 (40.8%) reported that they had tested for HBV at least once in their lifetime,
while 526 (59.2%) had never tested. Among those who had never tested, the most commonly reported
reason was having no particular reason for not testing, 276 (52.5%), followed by never having heard
about HBV testing, 226 (43.0%); financial barriers were the least cited reason, 24 (4.5%). The media was
the dominant source of HBV knowledge 547 (69.2%). In multivariate analysis, being older than 30 years
(aORrange: 2.29-2.61), having tertiary education (aOR =2.90, 95% Cl: 1.26—6.64), awareness of HBV
infection (aOR =3.33,95% Cl: 1.56-7.10), and having received education or training on hepatitis B (aOR
= 6.26, 95% Cl: 4.42-8.88) were independently associated with higher odds of HBV testing.

Conclusion

Lifetime HBV testing prevalence among adults in West Africa’s largest single market, Kejetia market,
remains suboptimal relative to global screening recommendations. Low motivation and awareness
deficit, rather than financial barriers, constitute the primary drivers of non-testing in this population.
Sustained, media-driven public health campaigns explicitly promoting the importance of HBV testing are
urgently needed to close the testing gap and advance Ghana’s hepatitis B elimination agenda.

Background
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Viral Hepatitis remains one of the most significant infectious disease threats to global public health, with
an estimated number of deaths rising from 1.1 million in 2019 to 1.3 million in 2022, with hepatitis B
alone accounting for 83% of these deaths|[1]. An estimated 254 million people are living with chronic
hepatitis B virus (HBV); however, only 13% of these people had been diagnosed at the end of 2022,
leaving the vast majority unaware of their infection status and unable to seek treatment [1]. The WHO
African Regions continue to account for the highest burden of new hepatitis B infection worldwide[1, 2].

In response to this growing burden, the WHO's Global Health Sector Strategy has set ambitious targets
to reduce hepatitis B infections to 170,000 new cases annually and hepatitis B-related deaths to 310,000
by 2030[3]. However, without urgent and sustained action, viral hepatitis is projected to cause an
additional 9.5 million new infections, 2.1 million liver cancer cases, and 2.8 million deaths by 2030[1]. To
prevent these outcomes, the WHO recommends expanding access to high-quality, affordable viral
hepatitis testing, including community-based screening approaches that can reach populations outside
formal healthcare settings[1].

The United States Viral Hepatitis National Strategic Plan also calls for an increase in the proportion of
persons with HBV infection who are aware of their infection to move from 32% to 90% by 2030[4]. To
reach this goal, the Centers for Disease Control and Prevention (CDC) updated its 2008 recommendation
from risk-based testing to universal hepatitis B virus screening for all adults aged 18 years or older at
least once in their lifetime[5]. In settings with intermediate or high HBV surface antigen (HBsAg)
seroprevalence of 2% or above in the general population, a threshold Ghana far exceeds, the WHO
specifically recommends that all adults have access to and be offered HBsAg testing with linkage to
prevention, care, and treatment[6].

Ghana is among the 38 countries accounting for nearly 80% of all viral hepatitis infections and deaths
worldwide[1]. This positions the country as a priority setting for hepatitis B elimination efforts.
Systematic reviews and meta-analyses have estimated HBV prevalence rates of 12.3% and 14.4% among
the general population in Ghana, making it crucial to assess HBV testing and awareness rates[7, 8.
Screening for hepatitis B has been established as an effective way to track the burden of infection,
confirm immunity, break the transmission cycle by identifying persons with chronic HBV infection, and
reduce the risk of progression to hepatocellular carcinoma through timely medical treatment[9-11].

Given the CDC's recommendation for universal lifetime hepatitis B screening for all adults, it is
concerning that less than 1% of people living with hepatitis B in sub-Saharan Africa have tested and are
aware of their HBV status, an estimate that is broadly applicable to Ghana’s general population[12].
Compounding this challenge, hepatitis B testing, vaccination, and treatment in Ghana incur significant
out-of-pocket expenses[13, 14]. This creates additional barriers to testing uptake that disproportionately
affect economically vulnerable populations.

Despite the clear public health imperative for universal HBV screening, evidence on testing uptake and
its determinants among high-risk adult populations in Ghana remains limited. The few studies conducted
in Ghana have identified knowledge of HBV infection, knowing someone living with hepatitis B,
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occupational group, wealth status, and educational level as significant predictors of HBV testing[15, 16].
While these studies have made important contributions to understanding HBV testing behaviours in
Ghana, they have largely been conducted at specific geographic locations or among specific populations,
such as healthcare workers and students. Notably, adult market workers and buyers who frequent large
urban markets remain largely underrepresented in hepatitis B testing research in Ghana.

This study, therefore, sought to assess the prevalence of lifetime hepatitis B and its independent
predictors among adults in Kejetia market, the largest market in West Africa. The findings provide
population-level evidence that can inform targeted interventions and contribute to Ghana’s progress
toward the WHO and CDC universal hepatitis B screening goals.

Materials and methods

Study Design

This study employed a descriptive cross-sectional analytical design to assess the prevalence of lifetime
hepatitis B virus (HBV) testing and its independent predictors among adults aged 18 years and above at
the Kejetia market in Kumasi, Ghana. Data was collected from December 2024 to January 2025. A cross-
sectional design was considered appropriate as it allowed the simultaneous assessment of HBV testing
status and its associated factors across a large and diverse adult population within a defined timeframe.
The study assessed the hepatitis B testing history, knowledge of HBV infection, perceptions towards
testing, and barriers to HBV testing.

Study Setting

The study was conducted at the Kejetia market in Kumasi, Ghana. Kumasi is the second largest city in
Ghana and the commercial capital of the Ashanti Region. It serves as a major hub for trade and
commerce. The Kejetia market is West Africa’s largest single market, attracting over a million visitors
daily. The market spans over 12 hectares of land and is home to more than 20,000 traders selling a wide
range of goods and providing diverse kinds of services[17]. The market’s diverse and crowded nature
made it an ideal location for this study. The market provides access to a broad range of individuals,
particularly adults from Ghana.

Study Population, Inclusion, and Exclusion Criteria

The study population included adults who actively engaged in selling, buying, and work-related activities
within the market. The participants were drawn from nine occupational groups that reflect the primary
workforce composition of the market. This includes butchers and meat sellers, drivers and mates,
fishmongers, food vendors, general goods store keepers, mobile workers (hawkers), tailors and
seamstresses, market porters and buyers.

Page 5/24



Only participants who were 18 years and older, present and actively working or trading within the market
at the time of data collection, able to understand and communicate in English or Twi, and provided
written informed consent to participate in the study were eligible to be included in the study.

Participants were excluded if they were below 18 years, unable to understand or communicate in English
or Twi, or unable to provide informed consent due to illness or cognitive impairment. Participants were
also excluded if they were recruited in the study at a different section of the market to avoid duplicate
enrolment.

Sample Size Estimation

The minimum required sample size was determined using Cochran’s formula for single proportions:
n(sample size) = Z2P(1-P)/d? [18], where Z = 1.96 (z-score that corresponds with 95% confidence level),
P =0.28 (HBV testing prevalence of 28% reported among adults in Ghana[16], and d = 0.05% (5% margin
of error). This yielded a minimum sample size of 310. To account for the design effect due to stratified
sampling, the sample size was doubled to 620, and a further 10% contingency was added to
accommodate potential non-response, giving a final minimum required sample size of 682 participants.
The final enrollment of 888 participants exceeded this minimum sample size, thereby enhancing the
statistical power of prediction.

Sampling Procedure

A proportionate stratified random sampling technique was employed to select the study participants.
First, the market was stratified into nine mutually exclusive occupational groups: butchers and meat
sellers, drivers and mates, fishmongers, food vendors, general goods store keepers, mobile workers
(hawkers), tailors and seamstresses, market porters and buyers. The number of participants allocated to
each stratum was determined proportionately to the size of that occupational group. Within the Kejetia
market, each of the occupational groups operates within its own distinct physical section of the market,
and these sections served as the natural boundaries for each stratum, with the exception of mobile
workers and buyers. Research assistants moved systematically from stall to stall along each row of the
designated occupational stratum and approached every individual they encountered and recruited those
who met the inclusion criteria, until the predetermined number of participants for that stratum was
reached. Mobile workers(hawkers) and buyers did not have fixed physical sections, as these individuals
moved throughout the market in the course of their activities, and thus these participants were recruited
on an opportunistic basis. Despite these differences in recruitment approach for these two groups, the
same eligibility criteria were applied consistently across all strata. This systematic within-stratum
approach, adapted appropriately for each occupational group, ensured that every eligible individual
encountered had an equal opportunity to participate, minimizing selection bias and enhancing
representativeness of the final sample.
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Data Collection

Data were collected using a pretested, structured, and interviewer-administered questionnaire designed
to capture demographic and occupational data, level of awareness of HBV infection, HBV testing status,
knowledge, perceptions, and barriers to testing. The questionnaire was subject to expert review. The
guestionnaire was revised based on the experts' suggestions and the outcome of the pretesting
procedure. Trained research assistants conducted these face-to-face interviews with participants.
Questionnaires were administered in English and Twi. The questionnaire used in this study is presented
in a supplementary material (S1 File)

HBV testing history was primarily based on participants’ self-reporting. Nonetheless, to improve
accuracy, participants were probed about the number of tests done, the procedure for the test, the
results of the test, and vaccination history, since testing is required prior to the initiation of vaccination.

Study variables and measurements

Hepatitis B testing status was the dependent variable, which had a binary outcome (yes or no). The
independent variables included socio-demographic factors (age, gender, educational level, work type,
place of commute to work), having a close person with hepatitis B infection, and having received
education/training on hepatitis B infection.

Data Analysis

Data were entered into Microsoft Excel 2019 and analyzed using SPSS version 26 and GraphPad Prism
version 8. Descriptive statistics (frequencies, percentages) were used to summarize participant
characteristics. Chi-square tests were used to examine associations between independent variables and
hepatitis B testing status. Logistic regression analysis was performed to identify independent predictors
of hepatitis B testing status. Crude odds ratios (cOR) and adjusted odds ratios (aOR) with 95%
confidence intervals (Cl) were reported. Statistical significance was defined as a p-value of less than
0.05.

Results

Socio-demographic characteristics of the study
participants

Most of the participants were < 30 years 361 (40.7%), and were females 565 (63.6%). Majority of the
study participants had only basic education 383 (43.1%), and lived in urban areas 664 (74.8%). Most of

the participants were general goods store keeper 200 (22.5%). Most of the participants were aware of
hepatitis B infection 790 (89.0%), and did not have a close person living with Hepatitis B infection 774
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(87.2%). Majority of the study participants had not received education/training on Hepatitis B infection,
583 (65.7%) (Table 1.0)
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Table 1.0

Socio-demographic characteristics of the study participants

Variables

Age Group

< 30 years
31-40 years
41-50 years
> 51 years
Gender
Female
Male
Marital Status
Co-Habiting
Divorced
Married
Single
Widowed
Religion
Christian
Islamic
Non-Religious
Region
Ashanti
Northern
Upper East

Others

Educational Level

No Education

Frequency (n = 888)

361
170
192
165

565
323

108
26
441
279
34

659
208
21

493
137
79

179

82

Data is presented as frequency (%)

Percentage (%)

40.7
18.1
21.6
18.6

63.6
36.4

12.2
2.9
49.7
31.4
3.8

74.2
23.4
2.4

99.5
15.4
8.9

20.2

9.2
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Variables Frequency (n=888) Percentage (%)

Age Group

Basic 383 43.1
Secondary 314 35.4
Tertiary 109 12.3
Residence

Rural 224 252
Urban 664 74.8
Work Type

Butchers and meat sellers 86 9.7
Drivers and mates 29 3.3
Fish mongers 44 5.0
Food vendors 133 15.0
General goods store keeper 200 22.5
Market porters 77 8.7
Mobile workers (Hawkers) 68 7.7
Tailors and seamstress 105 11.8
Buyers 146 16.4

Awareness of Hepatitis B infection

No 98 11.0
Yes 790 89.0
Have close person with Hepatitis B infection

No 774 87.2
Yes 114 12.8
Received education/training on Hepatitis B infection

No 583 65.7
Yes 305 34.3

Data is presented as frequency (%)
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Association between socio-demographic characteristics
and hepatitis B testing

There was a significant association between age group (p < 0.001), marital status (p <0.001), religion (p
<0.001), region (p = 0.004), educational level (p < 0.001), residence (p = 0.024), work type (p < 0.001),
awareness of hepatitis B (p < 0.001), have close person with hepatitis B infection (p < 0.001), have
received education/training on hepatitis B infection (p < 0.001) and hepatitis B testing status. Gender (p
=0.276) was not significantly associated with hepatitis B testing status (Table 2.0)
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Table 2.0

Association between background characteristics and hepatitis B testing

Variables

Age Group

< 30 years
31-40 years
41-50 years
> 51 years
Gender
Female
Male
Marital Status
Co-Habiting
Divorced
Married
Single
Widowed
Religion
Christian
Islamic
Non-Religious
Region
Ashanti
Northern
Upper East
Others

Educational Level

No Education

Hepatitis B testing status

No (n=526)

275(76.2)
87(51.2)
94(49.0)
70(42.4)

327(57.9)
199(61.6)

77(71.3)
10(38.5)
224(50.8)
197(70.6)
18(52.9)

365(55.4)
144(69.2)
17(81.0)

273(55.4)
99(72.3)
44(55.7)
110(61.5)

57(69.5)
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Yes (n=362)

86(23.8)
83(48.8)
98(51.0)
95(57.6)

238(42.1)
124(38.4)

31(28.7)
16(61.5)
217(49.2)
82(29.4)
16(47.1)

294(44.6)
64(30.8)
4(19.0)

220(44.6)
38(27.7)
35(44.3)
69(38.5)

25(30.5)

p-value

110.001

0.276

110.001

110.001

0.004

110.001




Variables

Age Group

Basic

Secondary

Tertiary

Residence

Rural

Urban

Work Type

Butchers and meat sellers
Drivers and mates

Fish mongers

Food vendors

General goods store keeper
Market porters (Kayaye)
Mobile workers (Hawkers)
Tailors and seamstresses
Buyers

Awareness of Hepatitis B
No

Yes

Hepatitis B testing status

No (n=526)

224(58.5)
199(63.4)
46(42.4)

147(65.6)
379(57.1)

52(60.5)
21(72.4)
18(40.9)
73(54.9)
106(53.0)
60(77.9)
48(70.6)
56(53.3)
92(63.0)

89(90.8)
437(55.3)

Have close person with HBV infection

No

Yes

Received education/training on Hepatitis B

No

Yes

477(61.6)
49(43.0)

440(75.5)
86(28.2)

Yes (n=362)

159(41.5)
115(36.6)
63(57.8)

77(34.4)
285(42.9)

34(39.5)
8(27.6)

26(59.1)
60(45.1)
94(47.0)
17(22.1)
20(29.4)
49(46.7)
54(37.0)

9(9.2)
353(44.7)

297(38.4)
65(57.0)

143(24.5)
219(71.8)

p-value

110.001

0.024

110.001

110.001

110.001

110.001
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Data is presented as frequency (%). p value < 0.05 was considered statistically significant for hepatitis B
testing status. The bold values indicate p values which are statistically significant for hepatitis B testing
status.

Hepatitis B Testing Practices, Occupational Distribution,
and Sources of Information Among Study Participants

Out of the total participants, 362 (40.8%) reported that they have tested for hepatitis B infection before,
while 526 (59.2%) have not. Among those who have not tested for hepatitis B infection before, majority
276 (52.5%) of them stated that they have no reason for not testing for hepatitis B infection. About 226
(43.0%) them stated that they have not heard about hepatitis B testing before. The least recorded reason
was about financial concerns 24 (4.5%) (Fig. 1)

The distribution of hepatitis B testing varied by the occupation of the participants in this study. The
highest proportion of those tested was general goods storekeepers 94 (26.0%), followed by food
vendors, 60 (16.6%), and buyers 54 (14.9%). Lower testing rates were seen among drivers/mates 8
(2.2%) and market porters 17 (4.7%) (Fig. 2).

Among those who have knowledge of Hepatitis B infection, media was the dominant source 547 (69.2%),
followed by hospital 126 (15.9%), family/friends 74 (19.4%), and church/ mosque 43 (5.4%) (Fig. 3).

Univariate and multivariate logistic regression model of background characteristics as predictors of
Hepatitis B testing status among the study participants

In the univariate logistic regression model, age group, marital status, religion, educational level,
residence, awareness of hepatitis B infection, have close person with hepatitis B infection, have received
education/training on hepatitis B infection were predictors of Hepatitis B testing status (Table 3.0).

In the multivariate logistic regression model, participants between 31-40 years (aOR =2.595,95% Cl
[1.572-4.285], p10.001), 41-50 years (aOR = 2.239, 95% CI [1.313-4.004], p = 0.004) and = 51 years
(aOR=2.607,95% CI [1.390—-4.889], p = 0.003) had increased odds of testing for Hepatitis B infection
compared to those less than 30 years. Tertiary education (aOR =2.896, 95% CI [1.263-6.644], p =0.012)
was almost 3 times more likely to test for Hepatitis B infection compared to those with no education.
Awareness (aOR =3.331,95% CI [1.562-7.104], p = 0.002) and training/education (aOR = 6.261, 95% Cl
[4.415-8.879], pli0.001) on Hepatitis B infection were associated with increased odds of testing for
Hepatitis B infection compared to those without knowledge and those without education/training on
Hepatitis B infection respectively (Table 3.0).
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Table 3.0

Univariate and multivariate logistic regression model of background characteristics as
predictors of Hepatitis B testing status among the study participants

Variables

Age Group

<30 years
31-40 years
41-50 years
> 51 years
Marital Status
Co-Habiting
Divorced
Married
Single
Widowed
Religion
Christian
Islamic
Non-Religious
Region
Ashanti
Northern
Upper East

Others

cOR

1.0

0.328(0.223-0.482)
0.300(0.207-0.435)
0.230(0.156-0.341)

1.0
0.252(0.103-0.615)
0.416(0.263-0.656)
0.967(0.593-1.579)
0.453(0.205-1.000)

0.292(0.097-0.878)
0.529(0.171-1.636)
1.0

0.778(0.549-1.104)
1.634(1.011-2.641)
0.789(0.461-1.348)
1.0

Educational Level

No Education
Basic
Secondary
Tertiary

Residence

1.0
0.618(0.370-1.031)
0.759(0.450-1.281)
0.320(0.175-0.586)

p-value

110.001
110.001
10.001

0.002
110.001
0.894
0.050

0.028
0.269

0.160
0.045
0.385

0.065
0.302
110.001
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aOR

2.595(1.572-4.285)
2.293(1.313-4.004)
2.607(1.390-4.889)

2.560(0.894-7.331)

(

1.735(0.968-3.112)

1.152(0.647-2.054)
(

1.049(0.380-2.898)

2.273(0.613-8.431)
1.451(0.363-5.798)

1.050(0.673-1.637)
1.293(0.656-2.546)
1.697(0.809-3.563)

1.416(0.729-2.751)
1.484(0.731-3.013)
2.896(1.263-6.644)

p-value

10.001
0.004
0.003

0.080
0.064
0.630
0.926

0.220
0.599

0.830
0.458
0.162

0.304
0.275
0.012




Variables cOR p-value aOR p-value

Age Group
Rural 1.0
Urban 0.697(0.508-0.955) 0.025 0.831(0.556-1.242) 0.367

Awareness on Hepatitis B infection

No 1.0

Yes 1.25(0.062-2.252) ©0.001  3.331(1.562-7.104) 0.002
Have close person with Hepatitis B infection

No 1.0

Yes 0.469(0.315-0.699) 10.001 1.536(0.959-2.462) 0.074
Received education/training on Hepatitis B infection

No 1.0

Yes 0.128(0.093-0.174)  10.001 6.261(4.415-8.879)  10.001

1.0, reference. Binary logistic regression analysis was performed to obtain odds ratios. p value of < 0.05
was considered statistically significant for hepatitis B testing status. The boldened values indicate p
values which are statistically significant for hepatitis B testing status. Abbreviations: aOR, adjusted odds
ratio; Cl, confidence interval; cOR, crude odds ratio.

Discussion

Our study assessed the prevalence of lifetime HBV testing and its associated predictors among adults at
the Kejetia market in Ghana, providing critical evidence to evaluate the adherence to the CDC
recommendation for universal hepatitis B screening. Our findings reveal that only 362 (40.8%)
participants had tested for HBV infection at least once in their lifetime, indicating that approximately 6 in
10 of our study participants (59.2%) had never tested for HBV. This substantial testing gap underscores
a critical public health challenge in Ghana and highlights the urgent need for targeted intervention
aligned with global elimination goals.

The lifetime HBV testing prevalence of 40.8% observed in our study notably exceeds the rates reported in
previous studies, including 20% among high school students in Ghana [19], 13.3% among psychoactive
users in Uganda[20], 32.6% among adult inpatients in Accra, Ghana[21] and 28% among adults in the
Upper Region of Ghana, with traders and farmers being significantly less likely to get tested
voluntarily[16]. In contrast, the prevalence observed in our study falls below rates reported among more
educated or health-exposed populations, such as 51.6% among Ghanaian university students [22], 49.6%
among public health students in Ghana[23], 89.0% among nursing students in Northwest Ghana[24], and
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76.4% among healthcare workers in Ghana[25]. Collectively, these comparisons suggest that HBV testing
in Ghana remains disproportionately concentrated among individuals with higher educational levels and
occupational exposure, leaving a large proportion of the general adult population untested and
potentially undiagnosed.

Notably, among participants who had never tested for HBV, the most commonly reported reason was
having no particular reason for not testing, 276 (52.5%), followed by never having heard about hepatitis B
testing, 226 (43.0%); financial barriers were the least cited reason, 24 (4.5%). These findings suggest that
the primary obstacle to HBV testing in this population is not cost but a low motivation and high
awareness gap, with participants who had knowledge of hepatitis B infection being over three times
more likely to have tested compared to those without such exposure. Health awareness campaigns
must therefore emphasize the importance and availability of HBV testing to improve testing uptake.

In our study, being above 30 years was identified as a significant predictor of HBV testing. Participants
aged 31 years and above all demonstrated higher odds of having tested for HBV compared to those
aged 30 years and below. These findings are consistent with a study among Public Health students in
Ghana[23]. This age-related disparity may be attributed to the younger generation's perception of being in
good health, leading to lower engagement in voluntary screening activities and regular hospital check-
ups[26]. This highlights the need for targeted interventions to encourage younger adults to prioritize
preventive care and screening for hepatitis B.

Having education or training on hepatitis B infection was the most significant predictor of HBV testing
among our study participants. We found that those with HBV-specific education or training were over six
times more likely to have tested consistent with previous studies in Ghana[15], Canada [27], and the
United States[28]. We also found that knowledge of hepatitis B infection was mainly acquired through
the media. This shows that when a more concerted effort is placed on public dissemination of hepatitis-
related information via media, it could significantly boost awareness and testing. Similarly, our study
reveals that those with a tertiary education were nearly three times more likely to have tested for HBV as
compared to those with no education, consistent with a previous study in Los Angeles[29]. These
findings reinforce the need for more simplified messaging about HBV testing to adults with basic or no
education, who constituted over 52% of our study participants.

Having a close person living with hepatitis B infection was also significantly associated with higher odds
of testing. This is in tandem with previous reports among adults in Zambia[30], Ghana[15], and Asians
living in the United States[31]. This could be due to the increased perception of risk associated with
knowing someone affected. Participants residing in urban areas also had higher odds of testing for HBV
as compared to their rural counterparts. This disparity may stem from the greater availability of health
education initiatives and healthcare access in urban areas compared to rural settings.

Among the occupational groups, general storekeepers 94 (26.0%) and food vendors 60 (16.6%)
demonstrated the highest proportions tested, while market porters 17 (4.7%) and drivers and their mates
8 (2.2%) had the lowest testing rates. These findings may be attributed to the demanding work
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schedules of drivers and mates, as well as market porters, which often require them to be mobile,
making it difficult for them to patronize fixed-site screening opportunities. A more flexible approach,
such as offering rapid point-of-care testing at marketplaces and transport stations, may bridge this
testing gap.

Strengths and Limitations

This study has limitations, including its cross-sectional design, which precludes the determination of
causality between predictors and HBV testing rates. Additionally, recall bias and social desirability bias
could lead to over-or underreporting of testing history. Despite these limitations, this study provides
valuable population-level evidence on HBV testing prevalence and its predictors among a hard-to-reach
occupational group in Ghana. The study also has broader regional and country policy relevance since it
was conducted in one of the largest and most densely populated markets in West Africa

Conclusion

This study demonstrates that lifetime hepatitis B testing among adults in West Africa’s largest single
market remains suboptimal, with nearly 60% of participants never having been tested, revealing a
significant gap in adherence to CDC recommendations for universal hepatitis B screening among adults.
Age above 30 years, having HBV-specific knowledge or training, awareness of HBV infection, having a
tertiary education, and having a close person with hepatitis B infection were identified as significant
predictors for lifetime HBV testing. Lack of motivation and awareness gaps, rather than financial
constraints, constitute the primary barrier to HBV testing in this population, with the media being the
dominant source of HBV knowledge. Sustained, media-driven public health campaigns explicitly
promoting the importance of HBV testing are urgently needed to close the testing gap and advance
Ghana's hepatitis B elimination agenda.
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