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Background: COVID-19 first broke out in China, Hubei province on December 29, 2019,
since then it took hundreds of thousand lives worldwide. Although all countries are taking
varying degrees of measures to curb the dissemination, the virus is still spreading rapidly in
all parts of the world. Adherence of people for COVID-19 precaution measures is one of the
most important factors which determine the effectiveness of curbing the spread. However,
without having a good attitude, the adherence of people toward precaution measures could be
challenging. Therefore, this study aims to assess the attitude, practice, and associated factors
of Gedeo zone of Southern Ethiopia region residents toward COVID-19 and its prevention.
Methods: A community-based cross-sectional study was conducted among 600 Gedeo zone
residents of Southern Ethiopia. Bivariate and multivariate binary logistic regression were
used to determine the association between dependent and independent variables. An adjusted
odds ratio with 95% CI was used to show the strength of association. P-value<0.05 was used
to decide a statistically significant association.

Results: Most of the study participants (90.3%) have a good attitude toward COVID-19 and its
prevention. Being a younger age group (AOR=3.82, 95% CI=1.76-19.07), having a diploma and
above (AOR=2.53, 95% CI=1.15-7.50), having a chronic medical illness (AOR=2.73, 95%
CI=1.01-7.44), and using television/radio as a source of information (AOR=2.65, 95% CI=1.27-
5.54) were significantly associated with a good attitude toward COVID-19. On the other hand,
only 20% of the study participants had good practice toward COVID-19 prevention. Educational
status (P-value=0.00), occupation (P-value=0.01), and having a chronic medical illness (P-
value=0.03), and use of religious teaching as information sources (P-value=0.02) were among
the factors associated with good practice toward COVID-19 infection.

Conclusion: We conclude that, despite the presence of a good attitude in the majority of
respondents, much work is needed to improve the poor practice of COVID-19 preventive measures.
Keywords: COVID-19, attitude, practice, associated factors, Gedeo zone, Southern Ethiopia

Background

Coronavirus disease 19 (COVID-19) is an extremely contagious viral infection
caused by severe acute respiratory syndrome coronavirus 2 (SARS-CoV-2) and
first broke out in China, Hubei province, on December 29, 2019.12
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To date, June 7, 2020, about 7 million confirmed cases
and 400,000 deaths have been reported worldwide.® Yet
the number of positive cases and deaths continues to rise
rapidly. The difficulty of isolating suspected cases due to a
long incubation period and its rapid contagiousness makes
the disease challenging to control. The virus can also
present in some peoples with few or no symptoms,
which makes the spreading quicker and silent.’
Consequently, even developed nations like the US, Italy,
Spain, France, and China are severely affected by the
outbreak.’

So far the African continent has reported a relatively
lower number of cases (131,324) and deaths (3,148).*
There is a debate on the reason for the lower number of
cases and deaths. Some of the speculations are relatively
lower testing rates, poor reporting habits, and the lower
number of passengers coming to the continent.”’™®
However, nothing can spare Africa from casualty but pre-
paration and on-time response. Besides, there is a concern
from the World Health Organization (WHO) that the dis-
ease could spread rapidly and cause devastating causalities
in most African countries where it is difficult to exercise
COVID-19 precaution measures.®

Since the start of the outbreak, the Ethiopian govern-
ment has been taking different measures to tackle the
spread based on WHO recommendations, starting from
surveillance of people coming from aboard at the airport
or border line to varying levels of contact tracing and
isolation and quarantine of suspected cases. Awareness
creations are also being given by different means such as
television, radio, telecommunication, and social media to
encourage peoples for handwashing, respiratory hygiene,
and social distancing, and to refrain from handshaking and
public gathering.”'°

Resources are also being mobilized from the citizens
and foreign donors besides the preparation of health sys-
tems for possible upcoming overwhelms of hospitals by
severely ill patients who require isolation, oxygen, and
mechanical ventilation."'

In addition to government effort, people’s adherence to
preventive measures is vital to accomplish success against
the ongoing fight of COVID-19 pandemics. However,
adherence for prevention measures for COVID-19 pan-
demics such as wearing a face mask, frequent hand wash-
ing, using soap or sanitizer, and avoiding hand shakes and
public gatherings could be challenging in the absence of a
good attitude in a community. The community-based fol-
low-up study indicates that attitude has a significant

impact on the lifestyle and compliance of the community.
In other words the subjects with poor attitude toward
health promotion seemed to run an unhealthier lifestyle
and resist for any lifestyle modification recommendations
compared to others.'> For any preventive programs in
general to be successfully accomplished, people’s attitude
must be taken into account. Therefore, this study hypothe-
sized the association of socio-demographic factors and
information sources with attitude and practice of Gedeo
residents of Southern Ethiopian towards COVID-19.

Materials and Methods

A community-based cross-sectional study was conducted
between March 27-31, 2020 to assess attitude, practice,
and associated factors of Gedeo zone residents of Southern
Nation, Nationality and People of Ethiopia (SNNPE)
region towards COVID-19 and its prevention.

Southern Nation, Nationality and People of Ethiopia
(SNNPE), commonly called Southern Ethiopia, is the third
largest region in Ethiopia, with an estimated population of
20,768,000 (May 2018), almost a fifth of the country’s
population. Gedeo is one of the 13 zones in SNNPR. It
has six woreda (administrative districts) and two city
administrations with a total population of 847,434
(424,742 men and 422,692 women) according to a 2007
Ethiopian center statistical agency report. Gedeo zone has
one referral hospital and 38 health centers. The sample
size was calculated based on the fact that no similar study
had been conducted during the study period, so p and q
were considered as 0.5 and margin of error (d) as 0.04 with
95% confidence interval (Z=1.96). By using a single pro-
portion formula, sample size was determined to be 600.

n=Z2*p*q=600

d2

First, from the six districts and two city administrations
in Gedeo zone, three districts (Yirgachefe, Gedeb, and
Bule) and one city administration (Dilla) were selected
using random selection. The sample size was allocated to
each selected district and city proportionally based on the
numbers of households by taking the list of households
from respective administrative offices. Households are
selected by random sampling using the sampling frame.
Finally, adults (age>18 years) from each selected house-
hold were interviewed. In cases where there are more than
one adult in a household, one is selected randomly.

An interviewer administered questionnaire was used
during data collection. The questionnaire had different
components including socio-demographic factors such as
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Table | Socio-Demographic Characteristics of Respondents

Variables Frequency | Percentage
(%)
Age 1845 493 84.3
45-60 8l 13.8
260 Il 1.9
Gender Male 340 58.1
Female 245 41.9
Education No formal 73 12.5
education
Primary school (1- 208 35.6
8)
Secondary (9-12) 176 30.1
Above 128 21.9
Marital Married 435 74.4
status Not married 121 20.7
Divorced 17 29
Widowed 12 2.0
Residence Urban 266 45.5
Rural 319 545
Family size | >5 313 535
<5 272 46.5
Religion Orthodox 208 35.6
Catholic 19 32
Protestant 296 50.6
Muslim 62 10.6
Occupation | Farmer 73 12.5
Merchant 155 26.5
Government 16 19.8
employee
Daily laborer 47 8
Housewife 11 19.0
Other? 83 14.2

Note: *Includes students, drivers, and jobless.

age, gender, marital status, education, occupation, religion,
household size, and residence, and questions related with
attitude and practice about COVID 19.

The questionnaire was prepared in English, trans-
lated into Amharic and Gedeu’ffa (commonly spoken
languages in the study area), and translated back to
English to check its consistency. Pretest was done on
5% of the sample in Dilla zuria district with relatively
similar characteristics to the study area and minor
amendment was done on the questionnaire. The data
were collected by six trained health professionals super-
vised by three masters of public health professionals

after 2 days of training regarding the questionnaires
and a data collection procedure was given.

The dependent variables were the level of attitude and
practice. The level of attitude and practice were assessed
by questions which were derived after extensive literature
review and WHO recommendations. There were nine atti-
tude questions. All nine questions used Likert scale mea-
surement. Each question was scored out of 5, making the
total maximum score 45, and the minimum 9. Those
participants who scored below 25 points on all nine ques-
tions were considered to have a poor attitude and those
who scored 25 and above were considered to have a good
attitude depending on the review of literature and expert
recommendations.

Practice was assessed by seven questions on a Likert
scale and each was scored up to 2 (0=no, 1=sometimes,
2=every time) and the overall maximum score being 14
and the minimum score 0. An overall score below 7 was
considered as poor practice and 7 and above as good
practice by using the cut-point of 50%.

Data were coded and entered into Epi-data 3.1 and were
exported into SPSS version 25 for cleaning and analysis.
Frequency tables and descriptive summaries were used to
describe the study variables. Bivariate binary logistic regres-
sion analysis was used to see the crude association between
dependent and independent variables. All explanatory vari-
ables which had an association in a bivariate analysis at a P-
value less than or equal to 0.25 were entered into a multi-
variable binary logistic regression model. Multi-collinearity
was checked by the variance inflation factor and tolerance
level. An adjusted odds ratio with their 95% CI was used to
show the strength of association. P-value<(0.05 was used to
declare the statistical significance of independent predictors.

Results
Socio-Demographic Characteristics of

Respondents

From a total of 600 eligible respondents, 585 were ana-
lyzed and the remaining 15 were excluded due to lack of
cleanness and incompleteness of the data. The mean age of
the respondents was 33.7, with a standard deviation of £11
years. About 41.9% of the study participants were female
and 12.5% have no formal education. The majority
(74.4%) of study participants were married and nearly
half (54.4%) of the respondents live in rural areas. The
socio-demographic characteristics of the respondents are
shown in Table 1.
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Table 2 Attitude Related Questions and Responses of Participants

S. Statements Responses
No.
Strongly Agree Neutral | Disagree | Strongly Total
Agree Disagree
| COVID-19 is seriously dangerous 282 (48.2%) 246 54 2 | 585
(42.1%) (9.2%) (0.3%) (0.2%) (100%)
2 | am most worried about COVID-19 11 300 133 12 29 585
(19%) (51.3%) (22.7%) (2.1%) (5%) (100%)
3 I am at high risk of contracting COVID-19 infection 142 334 83 5 21 585
(24.3%) (57.1%) (14.2%) (0.9%) (3.6%) (100%)
4 All white peoples can transmit COVID-19 10 68 27 398 82 585
(1.7%) (11.6%) (4.6%) (68%) (14%) (100%)
5 Herbal medication can cure COVID-19? 6 68 19 454 38 585
(1%) (11.6) (3.2%) (77.6%) (6.5%) (100%)
6 COVID-19 is a curse? 125 230 38 138 54 585
(21.4%) (39.3%) (6.5%) (23.6%) (9.2%) (100%)
7 Taking hot drinks will prevent COVID-19 90 309 35 107 44 585
(15.4%) (52.8%) (6%) (18.3%) (7.3%) (100%)
8 COVID-19 will spread in hot climate 27 106 24 350 78 585
(4.6%) (18.7%) (4.1%) (59.8%) (18.3%) (100%)
9 If we have symptoms of COVID-19, we should inform | 3 534 13 9 26 585
health workers (0.5%) (91.4%) (2.2%) (1.5%) (4.4%) (100%)

Attitude Toward COVID-19 and Its

Prevention

Nine questions, each question possesses five points, were
used to assess the attitude of respondents. The mean score
of respondents was 34.45 (+5.5) and 18 and 45 were the
minimum and maximum scores, respectively. By using 25
points as a cut point, only 9.7% of the respondents scored
below 25 points, but the majority of participants (90.3) had
a good attitude toward COVID-19 and its prevention. As
was shown in Table 2, from all respondents 61% of parti-
cipants agree (strongly agree=21.4%, and agree=39.3%)
that COVID-19 is a curse. Similarly, about a quarter
(23.3%) of participants disagree (Strongly disagree=4.6%,
and disagree=18.7%) that the virus could be transmitted in
a hot climate.

Practice Toward COVID-19 and Its

Prevention

The majority of the respondents (80%) had poor practices
toward COVID-19 prevention. Almost all respondents
(93.7%) never used a face mask, while only 3.9% of

respondents wore face mask every time outside the home.
More than half of the respondents (58.3%) had been practi-
cing hand washing using soap every time and 38.1% of
respondents practiced sometimes, the rest did not practice
hand washing using soap in a day. About 43.4% of partici-
pants practiced handshaking and only 10.3% of participants
were practicing social distancing, while 61.4% and 28.3%
never practiced social distancing or sometimes practiced
social distancing, respectively (shown in Table 3).

Associated Factors for Attitude Toward
COVID-19 and Its Preventions

On multivariate analysis, we found that being aged
between 18449 years (AOR=3.82; 95% CI=1.76—
19.07), having a chronic medical illness (AOR=2.73;
95% CI=1.01-7.44), and use of television/radio as a
source of information (AOR=2.65; 95% CI=1.27-5.54)
have a significant association with a good attitude. In
addition, peoples who have education status of diploma
or above are more likely to have a good attitude than
people without any formal education, with an AOR (95%
CI) of 2.53 (1.15-7.50) (shown on Table 4).
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Table 3 Practice-Related Questions and Answers of Participants
S. No. | Questions The Response of Participants
Never | Sometimes | Every Time | Total
| Are you using a face mask for prevention? 548 14 23 585
(93.7%) | (2.4%) (3.9%) (100%)
2 Are you washing your hands outside your home after touching shared objects? | 3 55 527 585
(0.5%) (9.4%) (90.1%) (100%)
3 Are you using soap to wash hands? (whenever you wash your hands) 19 223 343 585
(3.2%) (38.1%) (58.6%) (100%)
4 Are you using antiseptic/sanitizer? 457 73 55 585
(78.1%) | (12.5%) (9.4%) (100%)
5 Are you practicing a social distance or avoiding public gathering? 359 166 60 585
61.4% 28.4% 10.3% (100%)
6 Are you practicing handshaking? 331 102 152 585
56.6% 17.4% 26% (100%)
7 Are you practicing self-quarantine? 472 11 2 585
(80.7%) | (19.1%) (0.3%) (100%)

Associated Factors for Practice Toward
COVID-19 and lIts Preventions

The presences of chronic illness, occupation, and uses of
religious places as a source of information and educational
status have an association with practice toward COVID-19
prevention. As shown in Table 5, people who have chronic
medical illnesses are 1.88-times more likely to have good
practices (AOR=1.88; 95% CI=1.04-3.39). Being a mer-
chant or government employee increases the likelihood of
good practice compared to farmers by 3- and 2-times,
respectively. Those persons who have above secondary
school educational levels are around 7-times more likely
(AOR=6.90; 95% CI=2.09-22.75) to have good practice
than persons who have no formal education.

Discussion

This study was conducted 2 weeks after the first confirmed
COVID-19 case (March 13) in Ethiopia. At the time of
data collection, there were 16 confirmed COVID-19 cases,
but no deaths.'> We investigated the attitude, practice, and
associated factors of Southern Ethiopian residents toward
COVID-19 and its prevention.

In the present study, most of the study participants
(90.3%) have a good attitude toward COVID-19 and its
prevention. This finding is consistent with a study done in
Iran, though it is far higher compared to a study done in
Thailand which showed that 61.5% of the population have

a good attitude toward COVID-19 and its prevention.'*!

The difference could be due to the fact that our study was
conducted later than the study of Thailand. In between the
period of two studies so many fatalities and crises hap-
pened around the world which could change the perception
and attitude of mankind toward COVID-19 and its
prevention.

This study also reveals that age, educational status,
having a chronic medical illness, and using television/
radio as a source of information have significant associa-
tions with attitude. Unlike the finding in other studies,
younger age groups tend to have a good attitude. In fact,
the majority of previous studies were conducted through
online platforms, which are mainly utilized by the young
population.'” "' Similarly, a study from Ethiopia on the
same study area shows information sources had a strong
association with knowledge levels.>® Chronic medical ill-
ness such as hypertension, diabetic mellitus, chronic
respiratory diseases, and heart problems can increase the
risk of hospital admission and death after contracting
COVID-19 infection. In our study, patients who have
chronic medical illness demonstrated a good attitude
toward COVID-19 and its preventions. This finding is in
line with a study done in Thailand and a bi-national survey
conducted in Nigeria and Egypt by Hager et al.'**'

Practicing preventive measures like frequent hand wash-
ing using soap, uses of sanitizer, avoidance of handshaking,

Risk Management and Healthcare Policy 2021:14
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Table 4 Associated Factors for the Level of Attitude of Participants Toward COVID-19

S. No. | Variables Level of COR (95% CI) P-value AOR (95% CI) P-value
Attitude
Poor Good

| Age
18-44.9 8.2 91.8 | 0.03 3.82 (1.76-19.07) 0.03"
45-59.99 16.1 83.9 0.46 (0.24-0.88) 1.21 (0.23-6.28)
260 18.8 81.3 0.39 (0.11-1.41) |

2 Education
No formal education 19.2 80.8 | 0.04 | 0.04
Primary school (1-8) 77 923 2.85 (1.31-6.17) 2.94 (1.21-7.14)
Secondary school (9-12) 9.1 90.9 2.37 (1.11-5.16) 2.17 (1.03-6.91)
Diploma and above 8.6 91.4 2.52 1.08-5.90) 2.53 (1.15-7.50)

3 Marital status
Married 83 91.7 | 0.248 | 0.09
Unmarried 14.0 86.0 0.55 (0.30-1.02) 0.33 (0.15-0.73)
Divorced 77 923 1.08 (0.13-8.54) 1.55 (0.16—15.42)
Widowed 25.0 75.0 0.27 (0.03-2.67) 0.39 (0.03-5.68)

4 Residence
Urban 10.4 89.6 0.86 (0.50-1.49) 0.21 0.89 (0.47-1.67) 0.80
Rural 9.1 90.9 | |

5 Chronic illness
Yes 5.9 94.1 1.89 (0.78-4.53) 0.15 2.73 (1.01-7.44) 0.02
No 10.6 89.4 | |

6 Internet as information sources
Yes 10.1 89.9 0.95 (0.48-1.90) 0.18 0.81 (0.34-1.94) 0.95
No 9.7 90.3 | |

7 Television/Radio as information sources
Yes 8.0 92.0 2.97 (1.59-5.549) | 0.00 2.65 (1.27-5.54) 0.00"
No 20.5 79.5 | |

8 Telecommunication as sources of information
Yes 9.5 90.5 1.10 (0.62—1.86) 0.17 0.66 (0.34-1.28) 0.16
No 10.1 89.9 | |

9 Religious teaching as sources of information
Yes 15.2 84.8 0.57 (0.24-1.34) 0.19 0.54 (0.21-1.40) 0.16
No 9.3 90.7 | |

Note: 'Statistically significant.
Abbreviations: COR, crude odds ratio; AOR, adjusted odds ratio; Cl, confidence interval.
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Table 5 Associated Factors for Level of Practice of Participants Toward COVID-19 Prevention
S. No. | Variables Level of COR (95% CI) P-value AOR (95% CI) P-value
Practice
Poor | Good
(%) (%)
| Age
18—44.9 794 20.6 | 0.08 I 0.16
45-59.99 86.0 14.0 0.63 (0.33-1.18) 0.87 (0.42-1.79)
260 62.5 375 231 (0.82-6.52) 3.61 (0.89-14.63)
2 Education
No formal education 87.7 12.3 | 0.00 | 0.00
Primary school (1-8) 87.5 12.5 1.02 (0.45-2.28) 1.76 (0.66—4.73)
Secondary school (9-12) 75.0 25.0 2.37 (1.09-5.15) 3.98 (1.39-11.40)
Diploma and above 70.3 29.7 3.00 (1.36-6.64) 6.90 (2.09-22.76)
3 Marital status
Married 81.7 18.3 | 0.08 [ 0.94
Unmarried 70.2 29.8 1.885 (1.19-2.98) 1.12 (0.58-2.17)
Divorced 100.0 | 0.0 0.00 (0.00-0.00) 0.00 (0.00-0.00)
Widowed 90.9 9.1 0.44 (0.06-3.52) 0.40 (0.05-3.56)
4 Occupation
Farmer 94.5 5.5 I 0.00 I 0.0l
Merchant 81.9 18.1 3.80 (1.28-11.29) 3.01 (0.86-10.48)
Government employee 759 24.1 5.49 (1.84-16.39) 2.25 (0.60-8.48)
Daily laborer 95.7 43 0.77 (0.13-4.36) 0.80 (0.13-5.04)
Housewife 73.0 27.0 6.39 (2.14-19.03) 5.55 (1.64-18.72)
Other® 69.9% | 30.1 7.43 (2.47-22.60) 3.54 (0.93-13.46)
5 Travel History
Yes 725 275 1.77 (1.14-2.76) 0.0l 1.25 (0.74-2.12) 0.40
No 824 17.6 | [
6 Residence
Urban 81.7 18.3 0.82 (0.54-1.23) 0.24 0.68 (0.41-1.13) 0.13
Rural 78.1 21.9 I |
7 Chronic illness
Yes 67.6 32.4 227 (1.41-3.66) 0.00 1.88 (1.04-3.39) 0.03
No 82.6 17.4 I |
(Continued)
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Table 5 (Continued).

S. No. | Variables Level of COR (95% CI) P-value AOR (95% CI) P-value
Practice
Poor Good
(%) (%)
8 Internet as information sources
Yes 69.7 303 2.03 (1.26-3.25) 0.00 1.22 (0.67-2.21) 0.52
No 82.4 17.6 | |
7 Television/Radio as information sources
Yes 79.1 20.9 1.56 (0.82-2.99) 0.18 I.11 (0.52-2.38) 0.79
No 85.5 14.5 | |
8 Telecommunication as sources of information
Yes 83.8 16.2 0.58 (0.39-0.87) 0.0l 0.20 (0.32-1.86) 0.10
No 75.1 249 | |
9 Religious teaching as sources of information
Yes 91.3 8.7 0.36 (0.13-1.02) 0.05 0.26 (0.08-0.80) 0.02
No 79.0 21.0 | |

Notes: P-value < 0.05 (Statically significant). *Includes students, drivers, and jobless.

Abbreviations: COR, crude odds ratio; AOR, adjusted odds ratio; Cl, confidence interval.

and public gathering and use of a face mask are of para-
mount importance for mitigating the spread of COVID-19
infection.'® However, our result revealed inadequate com-
pliance of peoples for preventive measures, and only 20%
of the population is practicing it favorably. For example,
only 6.3% of participants have ever worn face masks or
worn every day when leaving home. Comparing with the
reports of Peeradone et al,'*!” in Taiwan, and Azlan et al in
Malaysia in which there were 98% and 51% practice of face
mask usage, respectively, our respondents have by far lower
experience of face mask utilization. This huge variation can
be explained primarily by a scarcity of protective equipment
at the national level and secondly by the absence of appar-
ent casualties in the country.

In addition to the lower proportion face mask users,
social distancing/avoiding public gathering were practiced
by only 10.3% of participants, which was much lower than
the finding of Clements'® in the US, where there was 70%
of social distancing practice. The variation in socioeco-
nomic status and the magnitude of fatalities at a time of
data collection in two areas can contribute to the
differences.

On the other hand the majority of our participants
always avoid handshaking (56.6%) and practice hand
washing using soap (58.6%). These two practices rela-
tively received better acceptance by the community in
the study area. This might be due to the fact they are
relatively cheaper tasks to exercise. However, in compar-
ison to other low-income nations like Bangladesh in which
there is 98.6% handwashing practice, our study revealed
still there is a huge gap of hand washing in the study area
which can be successfully addressed in spite of low
resources. '

Educational status (P-value=0.00), occupation (P-
value=0.01), and the presence of chronic illness (P-
value=0.03) were significantly associated with practice
against COVID-19 infection. This is finding partly in line
with the study conducted by Peeradone Srichan et al,'*
who demonstrated that age, gender, and educational status
were factors for good practice. We found that educational
level positively affects the practice of our respondents,
though Azlan et al'’ revealed no effect. The disagreement
could be due to the variations in categorization techniques
utilized for educational status.
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Although the level of attitude in our study was rela-
tively higher, it could not bring an apparent contribution
for practice of the community toward COVID-19 preven-
tion. This may be due to the shortage of necessary protec-
tive equipment such as sanitizers, face masks, soap and
water supply, and the economic capacity of the community
also does not allow the people to withdraw from risky
activities such as public gathering. As a limitation, this
study was cross-sectional, so a casual conclusion cannot
be drawn. In addition, face-to-face interviews for assess-
ment of practice may not be an accurate measurement
compared to direct observations, which is less feasible
and time consuming.

Conclusions

We conclude that the majority of responders have a good
attitude toward COVID-19 and its preventions. However,
preventive measures of COVID-19 were practiced by only
a few respondents. Age, educational status, the presence
chronic medical illness, and use of television as a source
of information are associated factors for the level of atti-
tude. The practice level of preventive measures is asso-
ciated with educational status, occupation, presence of
chronic medical illness, and use of religious teaching as
sources of information.
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