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Background: In patients with comorbidities such as chronic illness, the severity and mortality risk of the disease (COVID-19) are
high. Even if they are fully vaccinated, they should follow all precautions for unvaccinated people because the vaccine may not
provide them complete protection. As a result, understanding their response to a threat is essential because knowing their threat level
can be a good predictor of behavioral changes and health-protective behaviors.
Methods: An institution-based cross-sectional mixed-method study design was used at the University of Gondar specialized
hospital from May 1 to June 30, 2021. An interviewer-administered questionnaire was used for the quantitative, and tape
recorders, field notes, and memos were properly taken during the in-depth interviews for the qualitative data. Multivariable
logistic regression with consideration of adjusted odds ratio of 95% confidence interval and p-value of 0.05% was used for
statistical significance.
Results: The study enrolled 239 people, with a 96% response rate, ranging from 24 to 67 years, with the majority (57.9%) male. Even
after receiving the second dose of AstraZeneca, nearly half (46.5%) of participants with a chronic illness perceived a threat to COVID-19.
The participant’s age ranges from 24 to 34 years [3.24 (AOR= 3.24 (95% CI: 1.08, 9.68))], patients who are student [2.38 (AOR= 2.38
(95% CI: 1.12, 5.06))], participants applying the recommended behavioral response [2.36 (AOR=2.36 (95% CI: 1.16, 4.81))] and
duration of illness ranged from four to six-year [3.17 (AOR=3.17 (95% CI (1.05, 9.58))] were statistically associated with perceived
threat.
Conclusion: Most people with chronic illnesses do not see the disease as a threat. Particular emphasis should be placed on creating
awareness programs and disseminating information through media on prevention, and ongoing health education is strongly advisable.
Keywords: COVID-19, mixed approach study, patient with chronic illness, perceived threat, 2nd dose-vaccinated, vulnerable

Introduction
Coronavirus, which rightly belongs to the Coronaviridae group, is a widespread virus that parasitizes various animal
species, including bats, camels, and cattle.1 The World Health Organization (WHO) named a new strain COVID19 that
belongs to the same clade under the subgenus sarbecovirus of the subfamily Orthocoronavirinae.2 COVID19, previously
called 2019nCoV,2,3 infects humans, animals, birds, and rodents, causing respiratory, digestive, hepatic, and central
nervous system problems. MERS-CoV, SARS-CoV,4 and now this new virus dubbed (SARSCoV2). This virus infects
humans by many mechanisms and spreads from human to human.5

Since the World Health Organization (WHO) declared a COVID-19 outbreak on December 31 in Wuhan, China,6 this
disease has spread steadily worldwide. And now there are over six million infected people and a quarter million deaths.7

After the country’s vaccination rate was once the envy of the world and restrictions were lifted, the country was far ahead
of many other countries. With the Delta variant surging, the movement of freedom is coming to an end. According to
WHO, the Delta variant is now present in more than 111 countries, and we anticipate that it will soon be the dominant
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COVID-19 strain circulating globally; deaths are also on the rise as the virus continues to evolve, resulting in more
transmissible variants.8

Countries paid particular attention to infected patients and frontline health workers, putting the problem first.9

Furthermore, people with chronic illnesses received valuable attention. They are advised to use behavioral precautions to
prevent COVID-19 because the chronic disease can make them more likely to become severely ill from COVID-19.10

The COVID-19 pandemic has had both direct and indirect effects on people with chronic diseases; in addition to
morbidity and mortality, high rates of community spread and various relief efforts, including stay-at-home recommenda-
tions, have disrupted lives and created social and economic hardships.11

Because human behavior has a significant impact on disease transmission and extinction (5), understanding how
a population with a chronic condition responds to a threat is critical, as fear is a strong predictor of behavioral changes
and health-securing behaviors.12,13 As conceptualized, protection motivation theory and the health belief model predict
health-related behaviors about mechanisms of fear appeal, having perceived threat, perceived vulnerability/suscept-
ibility, perceived efficacy/benefits, and barriers are all critical components for promoting protective behaviors.14,15

Negative emotions (eg, perceived threat) are also associated with good preventive behaviors, as reported by Rubin et al
2009; Seton and Raude 2010; and Goodwin et al 2011.16–18 Older people with different comorbid diseases or more
vulnerable are more likely to be afraid of the covid-19 pandemic than the rest of the community; thus, effective infection
prevention strategies and communications are needed.9,19 They emphasize, however, that the most desirable outcome is
a careful balance of worry and just enough fear to change people’s behavior without the damaging effects of public
panic.

According to the CDC, people who have a comorbid medical condition may not be fully protected from contracting
the diseases even if they are fully vaccinated;20 they should continue to take all precautions recommended for
unvaccinated people. Thus, to reduce morbidity and mortality, avoid a surge in demand on the healthcare system, and
shortages of equipment such as ventilators needed to care for critically ill patients, people with chronic illnesses should
be aware of the current pandemic, as the vaccine may not provide them with complete protection from contracting the
disease, and further research is needed to determine how long COVID-19 vaccines can be used. Furthermore, even if
vaccinated, individuals with chronic comorbidities should avoid contact and take appropriate precautions to prevent
potential transmission.21

This study aims to shed light on the predictive value of perceived threat and its determinants in predicting fear of
COVID-19, particularly the delta strain, following the second dose of its vaccine (AstraZeneca) among the second dose
of its vaccine (AstraZeneca) vulnerable population. As such, it aims to provide guidance for effectively developing
public health strategies in these populations and identify potential fear-arousal techniques for using behavioral
interventions to reduce further declines in cases, hospitalizations, and deaths that will occur, particularly in the third
wave.

Methods
The Study Design, Area, and Population
An institution-based cross-sectional quantitative and qualitative study design was conducted from May 1 – to June 30,
2021. The research was conducted at the University of Gondar Comprehensive Specialized Hospital /UOGCSH/, located
northwest of Addis Ababa, Ethiopia’s capital.

The hospital is 750 kilometers from Addis Ababa. It provides services to approximately five million people in its
northwest region.22 In several departments, the hospital offers inpatient and outpatient medical services. It has over 1000
patient beds and serves over 200,000 patients each year.23 According to reports from the COVID-19 vaccine room,
approximately 900 people received their second dose vaccine (AstraZeneca) in the previous month.

All individuals who received their COVID-19 vaccine were considered a source population. In contrast, participants
with a chronic illness who welcomed their second doses of the AstraZeneca vaccine and were available during the data
collection period were considered study participants.
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Inclusion and Exclusion Criteria
All individuals aged 18 and older,24 diagnosed with Hypertension (ICD-10-CM I10), Diabetic Mellitus (ICD-10-E08-
E13), HIV/ADIS, and Chronic heart disease (ICD-10-CM I51.9), who received their second doses of COVID-19 vaccine,
who could provide written informed consent to participate in the study and attending chronic disease clinic for the
follow-up, were included; patients who were acutely ill were excluded because they could not respond to the questions
correctly.

Sampling Technique and Procedure
For the quantitative analysis, a single population proportion formula is used, with the following statistical assumptions:
the prevalence of perceived threat was set at 50% (because no similar study has been conducted in the country or on the
continent among this segment of the population after receiving a second dose,25 95% confidence interval, 5% degree of
precision, and 10% non-response rate resulted in a total sample size of 384; however, because our source population was
less than 10,000, we used the correct formula, and the final sample size was 238. To enroll the participants, a simple
random sampling technique was used.

The sample size for the qualitative analysis was determined by data saturation. As a result, approximately 15 people
were chosen for the study. Purposive sampling was used to select participants, and maximum variation in age, literacy,
and health condition was considered.

Data Collection Tools and Procedures
Questionnaires were translated (from English to Amharic). These questionnaires were adapted from previously published
pandemic-related articles (19–21), and the tools were divided into four sections: (1) Socio-demographic variables, (2)
Clinical variables, (3) psycho-social and other related variables, (4) behavioral precautions, and (5) perceived threat. To
collect all of the data, face-to-face interviews were used.

In terms of perceived threat, the questionnaire was adapted from a previously developed SARS risk perception
questionnaire26 with some changes to address the COVID- 19. The following questions are included: Even if you have
received a second dose of the COVID-19 vaccine; (1) Severity (“How serious (on a scale of 1 to 5) would the disease be
for you if you got it?”; (2) Vulnerability (“How likely do you think it is that you will develop or contract COVID-19 in
the next year compared to other people your age in the town; much less likely (1) too much more likely (5); (3)
Comparative vulnerability (“How likely do you think it is that you will develop or contract COVID-19 in the next year
compared to other people your age in the town; much less likely (1) too much more likely (5). As a result, those who
scored higher than the mean (7.62) were deemed a threat to COVID-19.

The Multidimensional Scale of Perceived Social Support was used to assess social support (MSPSS). MSPSS is
a self-report measure that includes 12-items rated on a seven-point Likert scale to determine an individual’s perceived
level of social support from family, friends, and significant others. Participants with mean scale scores ranging from 1
to 2.9, 3 to 5, and 5.1 to 7 could be classified as having low, moderate, or high social support, according to the
MSPSS.27

The WHO’s behavioral precautions were used to determine behavioral questions for those who received the vaccine,
including the second dose;28 the questions are as follows: (1) Keep at least one meter away from others; (2) wear a mask,
especially in crowded, closed, and poorly ventilated environments; (3) wash your hands frequently; and (4) When you
are at home with others, make sure there’s plenty of ventilation, such as by opening a window. As a result, if
a participant reported at least one “No” answer to the questions above, they were labeled as engaging in poor preventive
practices.

To ensure the quality of the data, a pre-test was administered to 10% of the study participants at the Poly health center
in Gondar before data collection. Cronbach’s alpha was used to perform the reliability test for perceived threat
questionnaires, and the initial value was 0.74. In addition, data collectors received three hours of training in interviewing
techniques using possible COVID-19 preventive mechanisms and checklist completion. Three nurses with bachelor’s
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degrees were assigned to collect data, and two psychiatry professionals with a master’s degrees were assigned to
supervise. Finally, the questionnaires’ completeness was checked regularly.

Data Processing and Analysis
To conduct the quantitative analysis, data were coded and exported into a Statistical Package for Social Science
(IBM-SPSS) Version 21.0 for further research using EPI info version 7. The study’s findings were presented using
data summary measures such as texts, tables, and figures. Binary logistic regression analysis was used to identify the
independent variables associated with the dependent variables. As a result, variables with a p-value of less than 0.2
in the bivariable research were entered into the multivariable regression model to control confounder effects and
identify significant factors. Finally, variables with a p-value of 0.05 in the multivariate analysis were considered
statistically significant; data interpretation was made using the adjusted odds ratio and p-value with a 95%
confidence interval.

Field notes and memos were properly taken during in-depth interviews for qualitative data. The audio recordings of
in-depth interviews were transcribed in the local language and translated to English. Thematic analysis was used to
analyze the qualitative data by thematizing individuals’ ideas, feelings, and perceptions of the susceptibility and severity
of the covid-19 pandemic.

After familiarizing ourselves with the data, we created codes, generated themes, reviewed themes, and defined and
named pieces. Finally, in writing up steps, we wrote and explained the main takeaways of the given data.

Results
Demographic Variables
From 239 people invited, 228 responded to the questionnaires, yielding a 96% response rate. The ages of the participants
ranged from 24 to 67 years; the majority (57.9%) were male; the large proportion (59.2%) was an Orthodox Christian
(Table 1).

Participants Clinical Variables
As shown in Figure 1, less than half of the participants (43.9%) were diagnosed with Hypertension.

The total duration of illness ranged from one to ten years, with an average of 3.7 (SD 2.58) years. More than half of
the 129 (56.6%) had been sick for 1 to 3 years (Figure 2).

Participants Psycho-Social and Another Related Variable
The status of patients with good social support, a large proportion (60.5%) of the study participants had good social
support, and more than one-third of the respondents received health education about the vaccine (AstraZeneca), its effect,
and behavioral precautions that should be taken after receiving the second-dose of it.

The Behavioral Response Among People with Chronic Illness to the COVID-19
Pandemic
After receiving a second dose of the COVID-19 vaccine, only 96 (42.1%) of the participants had practiced the required
behavioral response recommended by WHO to protect themselves from the COVID-19 pandemic.

We assessed qualitatively why participants had a typical behavioral response to COVID-19 after receiving two doses
of its vaccine; we discovered that people are having difficulty adapting to the new COVID-19 preventive measurements
for a variety of reasons, one of which was started by one of the participants as follows:

We Ethiopians, for example, walk together, share a common dish, celebrate together, and attend wedding and funeral
ceremonies with large crowds. As a result, because I am a member of society, abandoning societal norms and values in the
face of the corona pandemic is difficult for me. I even hug and kiss my relatives and friends from other cities or the countryside
when they visit.
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The other participant expresses his thoughts and feelings in the following way:

When I don’t greet my friends or colleagues by holding their hands and hugging them tightly, I don’t feel good. I can’t leave
someone without shaking his hand, even if he has the disease. Unless God wishes to punish the individual, the disease is less
contagious. I came to this conclusion after my COVID—19 sickened neighbor fell out of his car while driving and was injured
in his extremities; because I have experience with traditional treatments such as massage, I was the first to give him homemade
treatment massaging his injured part with butter. Even though he was taking possible disease-treating medications, I was not
susceptible to developing COVID-19 symptoms after treating him. As a result, I saw this pandemic as GOD’s punishment.

A Perceived Threat to COVID-19 in Adults with Chronic Illness
After receiving the second dose of the COVID-19 vaccine (AstraZeneca), slightly less than half [106 (46.5% (95% CI:
40.4%, 52.6%))] of patients with a chronic illness had a perceived threat regarding the COVID-19 pandemic.

The above quantitative result is also supported by the qualitative aspect of the current study, which found that this group
of people percent lived minor threats from the pandemic. The first question assessed their attitude toward the vaccine and
the danger. As a result, two participants have a higher level of trust in the vaccine than the others as they said,

Table 1 Demographic Characteristics of the Participants with a Chronic Illness at
University of Gondar Specialized and Comprehensive Referral Hospitals, 2021

Variables Frequency (n) Percentage (%)

Age
24–34 39 17.1

34–45 92 40.4
≥ 45 97 42.5

Sex
Female 96 42.1

Male 132 57.9

Religion
Orthodox 135 59.2
Muslim 77 33.8

Protestant 16 7.0

Marital status
Single 85 37.3

Married 107 46.9
Divorced 23 10.1

Widowed 13 5.7

Residency
Urban 161 70.6

Rural 67 29.4

Educational status
Not attending a formal education 69 30.3
Primary education (Grade 1–8) 31 14.5

Secondary education (Grade 9–12) 47 20.6

Certificate and above 79 34.6

Employment status
Employer 54 23.7
Private business 59 25.9

Student (secondary and above) 48 21.1

Unemployed (retired) 67 29.3
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Although I am not a medical professional, I enjoy asking questions, consulting with medical professionals, and reading a variety
of materials. So, I learned a little bit about vaccines, and when I received them (first and second doses), I had complete faith in
them as a preventative measure against the current pandemic. I’m confident that the vaccine will provide complete protection for
me. Some claim that the vaccine does not work, but this is false. I would inform them that the vaccine is completely safe and
effective and keep them from contracting the disease if I came across them. It would kill me if I contracted the disease, so I was
quickly vaccinated. As a result, now that I’ve received two doses of its vaccine, I’m no longer at risk of contracting the disease.

Similarly, but a minor slight threat, the other interviewee, stated,

100 (43.9%)

45 (19.7%)
40 (17.5%)

43 (18.5%)

Hypertension DM HIV/ADIS Heart Diseases

Diagnosed Chronic Illness 

Frequency

Figure 1 Diagnosis of Chronic illness among patients visited University of Gondar specialized and comprehensive referral hospital, 2021.

129 (56.6%)

62 (27.2%)

37 (16.2%)

One to three years Four to six years Greater than six year

DURATION OF ILLNESS 

Figure 2 Duration chronic illness among patients saw University of Gondar specialized and comprehensive referral hospital, 2021.
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The coronavirus disease will not attack me, so I don’t feel afraid because I took the vaccine, which will protect me up to 80%
from the disease; thus, to fill out the remaining 20%, I always keep my hygiene and use a face mask when I go to the bus station,
taxi, etc.

In response to a question, the other participant stated,

Well, we live in cramped quarters like any other society. We make friends wherever we go, so even though I’m immunized, I’m
still at risk of contracting the disease. This is a warning to be wary. However, I don’t always take the necessary precautions. It is
difficult to be cautious all of the time, but it is possible with God’s help.

The rest of the participants’ perspectives on the COVID-19 pandemic, vaccines, and other preventive measures differed
markedly from scientific facts. They also received the vaccine due to peer pressure because it is their duty and
differentiated other reasons. For example, when asked, one participant stated,

I don’t believe in the vaccine because it doesn’t prevent me from developing the current pandemic. I assumed that the vaccine
would provide no immunity; instead, I should have faith in God. Except for the harm caused by vaccination, I received no
benefit.

The other participant provided a different response. He responded,

This is not because I believe in the vaccine’s results, but because I’ve heard that if I go abroad for work or other medical
treatments, they won’t accept me if I don’t have the vaccine; because I don’t want to be bothered. But I’m not convinced by the
vaccine. Instead, the best and most long-lasting solution is to use other preventive measures (face masks, sanitizer, and social
distancing) and fasting and praying to the almighty God. Vaccination has only negative side effects such as headaches and
fatigue. Furthermore, I am not concerned about the pandemic.

In conclusion, even if they have been diagnosed with a chronic illness, most participants have no fear of the disease. The
participants were also strongly aversion to the vaccine and its side effects. Many people did not take the vaccine because
they were afraid of the side effects. This indicates that action must be taken at the community level to overcome and
create a threat for better prevention. Furthermore, participants’ most common side effects were headache, vomiting,
fever, unconsciousness, and extremity tiredness.

Factors Associated with Perceived Threat After Receiving the Second Dose
Bi-variable and multivariate analyses were conducted to test the association between independent variables and the
perceived threat to the COVID-19 pandemic. Variables that had a p-value of ≤0.2 in the bi-variable analysis, such as age,
educational status, Occupation, Residency, Duration of Illness, health education from health professionals, and
Behavioral response, were run in the multivariable analysis to test the adjusted odds ratio. Finally, in the multivariate
analysis, the participant’s ages ranged from 24 to 34 years, students’ age, participants who had good behavioral practice,
and duration of illness ranged from four to six-year were statistically associated with having a perceived threat of
COVID-19 (Table 2).

After receiving the total dose, the odds of experiencing a perceived threat to COVID-19 were roughly three times
higher among participants aged 24 to 34 years (AOR= 3.24 (95% CI: 1.08, 9.68)) than among participants aged 45 and
above. The odds of experiencing a perceived threat to COVID-19 were 2.38 (AOR= 2.38 (95% CI: 1.12, 5.06) higher
among students than those employed. Furthermore, the odds of experiencing a perceived threat from the COVID-19
pandemic were 2.36 (AOR= (95% CI: 1.16, 4.81)) times higher among participants who followed the practices. The
likelihood of experiencing a perceived threat was 3.17 (95% CI: 1.05, 9.58) times higher among participants with four to
six years of illness than those with six or more years of disease (Table 2).

Discussion
According to the current study, 46.5% of Patients with Chronic Illness were detected to have perceived threats after
receiving the second dose of the COVID-19 vaccine; this implies that it is a significant public health concern and
necessitates a well-designed and comprehensive strategy; because, according to the CDC, People with moderately to
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severely compromised immune systems may not build the same level of immunity;29 thus, the CDC advises this segment
of the population that an additional dose of mRNA COVID-19 vaccine is required for better health.

The current study found that experiencing a perceived threat to COVID-19 after receiving a second dose of the
COVID-19 vaccine was higher in inpatient age ranging from 24 to 34 years. Even though social theory states that
individual behaviors reflect the social and environmental advantages and disadvantages of the times they lived, young
people are eminently flexible and responsive to social conditions. Still, as their age increases, their flexibility
gradually decreases.30,31 Moreover, Jon A. Krosnick Duane E Alwin believed that people experience more major
life changes between the ages of 18 and 25 than at any other point in the life cycle and that they are more likely to
exhibit higher levels of attitude change than older adults, spawning intervention strategies that are essential
components of successful public health programs.32–34 However, in our study, most participants were 35 and older,
indicating that this event may have resulted in the highest prevalence of having a poorly perceived threat. As a result,
government policies aimed at combating COVID-19 should be reconsidered, with a greater emphasis placed on this
population segment.

Table 2 Bi-Variable and Multivariable Factors Associated with Perceived Threat Among Patients with Chronic Illness Attending the
University of Gondar Specialized and Comprehensive Referral Hospitals, 2021(n=228)

Explanatory Variables Having a Perceived Threat COR (95% CI) AOR (95% CI) P-value

Yes No

Age of the participants
24–34 21 18 2.37(1.11, 5.06) 3.24 (1.08, 9.68) 0.03

35–44 43 49 1.78(0.98, 3.21) 1.68 (0.79, 3.53) 0.17

≥45 32 65 1 1 1

Educational level
I cannot read and write 11 58 0.12(0.59, 0.28) 0.45(0.13, 1.48) 0.19
Grade 1–8 11 22 0.34(0.14, 0.79) 0.71(0.25, 1.95) 0.51

9–12 27 20 0.91(0.44, 1.91) 1.49(0.64, 3.48) 0.34

Certificate and above 47 32 1 1 1

Residency
Urban 84 77 1 1 1
Rural 12 55 0.20(0.10, 0.40) 0.46(0.17, 1.22) 0.12

Occupation
Employed 61 52 1 1 1

Student/secondary and above/ 15 33 0.38(0.19, 0.79) 2.38(1.12, 5.06) 0.02

Unemployed /retired/ 20 47 0.36(0.19, 0.68) 0.44(0.15, 1.26) 0.12

Duration of Illness/years/
One to Three 63 66 2.97(1.29, 6.78) 2.68(1.00, 7.14) 0.04

Four to Six 24 38 1.96(0.79, 4.87) 3.17(1.05, 9.58) 0.04

Six and above 9 28 1 1 1

Health education
Yes 25 63 0.38(0.21, 0.68) 0.57(0.28, 1.15) 0.12
No 71 69 1 1 1

Behavioral response
Good 65 48 3.66(2.10, 6.39) 2.36(1.16, 4.81) 0.01

Poor 31 84 1 1 1

Note: Bold confidence intervals indicate significant variables at p value of 0.05%.
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The study discovered that participants who were secondary and above level students were nearly three times higher
than those who were employed to perceive a threat. Given that education is related to attitude-report precision,31 those
who perceive a threat may exhibit better protective behavior because they are more in touch with current
information.35,36 Furthermore, Rubin et al discovered that people with no educational qualifications were more likely
to adopt avoidant behaviors than protective behaviors during the flu pandemic.34 In our study, half of the participants had
no formal education. Thus, exercising the required behavioral response to prevent COVID-19 after being fully vaccinated
may be less than expected, allowing them to acquire the virus more quickly than those with formal education. As a result,
the government’s (Ethiopian Ministry of Health) current preventative measures recommendations may become ineffec-
tive. The government (Ethiopian Ministry of Health) should focus on this population and provide current information
with these factors in mind.

The study found that participants who had a shorter duration of illness after being diagnosed with a chronic disease
were more likely to experience a perceived threat than those who had a long-term sickness. This could be explained by
the fact that they have had a chronic disease for a more extended period, impacting their health, economic, and social
domains [30] and poor drug response associated with neurodegenerative aspects.37 As a result, they may struggle to
implement the recommended behavioral responses to the pandemic.

Another intriguing finding from this study was that the WHO-recommended behavioral responses of those who
received the second dose of the COVID-19 vaccine were significantly related to the presence of a threat. The individual’s
belief in their ability to control the situation is likely to have a significant impact on the perceived threat level in a case at
any given time;38 As a result, there must be a perceived threat and a response to act adaptively.39 Furthermore, according
to the Fear-Arousing Communications stage model and the assumption of dual-process theories, when the risk is trivial,
and individuals do not feel vulnerable, they are unlikely to invest much effort in thinking about the contents of the
communication that aids in the early detection of the pandemic.39,40 Despite this, only slightly more than one-third of
study participants perceived a threat from the COVID-19 pandemic, indicating that the responsible body should
emphasize fear-inducing communications to ensure people feel vulnerable to the portrayed risk.41 As evidenced by the
studies conducted in various settings, communication could effectively change individuals’ health-harming perceived
threats, worry, and behaviors.39,41

This study has provided a timely wealth of information. It first looks at how vulnerable patients perceive COVID-19
risk and adjusts their behaviors based on their disease status, even if they have been vaccinated; it has implications for
general patient care and public health. However, the study has a chance of being exposed to interviewer bias, which could
affect its quality. The study could be more representative if it were conducted in multiple institutions with a large sample
size, which would improve the quality of this paper. Because the pandemic is new and vaccine coverage is not fully
addressed in the country, the study only focused on those who received the AstraZeneca vaccine; thus, there may be
a difference in the level of experiencing a threat between the vaccines in patients with chronic illnesses.

Conclusion
More than half of those suffering from chronic illnesses did not see the disease threat. Young age (18–24), secondary and
higher-level students, people with good behavioral practices, and a four to six-year illness duration were all statistically
significant predictors of a perceived threat. Particular emphasis should be placed on creating awareness programs and
dissemination through mainstream media. Because these are the primary risk factors, data on COVID-19 prevention
should be provided to older adults and those unemployed as soon as possible. Similarly, ongoing health education about
the severity of the problem is highly recommended to ensure that people feel vulnerable to the portrayed risk. Patients
with chronic illnesses are highly susceptible to developing the disease even if vaccinated.

Abbreviation
AOR, adjusted odds ratio; CD, chronic disease; CI, confidence interval; COR, crude odds ratio; OR, odds ratio; UOG, the
University of Gondar; WHO, World Health Organization.
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