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Abstract
Background: The novel corona virus disease outbreak which was �rst detected in China is caused by
sever acute respiratory syndrome corona virus 2. In Ethiopia, poor perception about COVID-19 prevention
methods might be one of determinant factor to the low utilization of adopted prevention measures and
increasing of cases. However, it was unknown to what extent individuals were perceived the e�cacy of
those measures. Hence, this study was aimed to assess perceived e�cacy of COVID-19 preventive
measures and intention to carry out those methods among chronic disease patients.

Methods: Institutional based cross sectional study was conducted among 413 chronic disease patients
from 21 July - 5 August, 2020. A pre-tested interviewer administered structured questionnaire was used
for data collection. Both binary and multivariable logistic regression analyses were used and in
multivariable analysis, variables were declared statistically signi�cant at p-value of < 0.05.

Results: In overall, 42.1% of participants had low perception to the e�cacy of COVID-19 prevention
measures and 28.3% had low intention to carry out those prevention measures. In this study, young
adults (AOR=2.48; 95% CI: 1.42-4.31), male gender (AOR=2.75; 95% CI: 1.73-4.37), uneducated (AOR=3.42;
95% CI: 1.47-7.94) and face mask non-users (AOR=1.64; 95% CI: 1.03-2.61) were signi�cantly associated
with low perceived e�cacy of COVID-19 prevention methods. However, male gender (AOR=2.06; 95% CI:
1.28-3.31), rural residents (AOR=1.89; 95% CI: 1.16-3.07) and patients with longer duration of chronic
disease (AOR= 2.19; 95% CI: 1.19-4.01) were signi�cantly associated with low intention to carry out
COVID-19 prevention methods.

Conclusion: In this study, signi�cant proportion of patients (42%) had low perception about the e�cacy of
COVID-19 prevention measures and nearly one-third of participants (28.3%) had low intention to carry out
those measures. Thus, interventions aimed to enhance patients’ attitude and behavioral changes on
COVID-19 prevention measures have to be provided.

Background
The 2019 Novel Corona Virus Disease (COVID-19) was caused by the Sever Acute Respiratory Syndrome
Corona Virus 2 (SARS-CoV-2) and World Health Organization (WHO) declared it as a public health
emergency of global concern on 30 January (1) and a pandemic disease on 11 march 2020 (2). COVID-
19 has been distributed nearly in all countries and it was estimated that about 349 million peoples are at
risk of severe COVID-19 (3). Globally, as of August 16, 2020 a total of 21.2 million con�rmed cases of
COVID-19 and 761 thousand deaths were reported and America and South East Asia were the most
affected regions (4). In Africa, the distribution of COVID-19 cases was not as high as estimated (5, 6).
However, South Africa, Nigeria, Niger and Ethiopia were among highly burdened countries by COVID-19
pandemic in the continent (4). In Ethiopia, the �rst con�rmed case of COVID-19 was reported in 13 March,
2020 (7). Since then, the number of peoples infected with the virus have been increasing gradually from
March to April (8). In Ethiopia, from 10–16 August 2020, the number of cases and death due to COVID-19
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was increased by 56% and 12%, respectively; Despite of the decreased number of newly reported cases
and death in Africa (4). In Ethiopia, the number of infected people is expected to be high in the
community due to the fact that limited COVID-19 testing sites are available in the country. As of 30
August, 2020, a total of 50,000 peoples have been infected with corona virus and 770 deaths were
reported in Ethiopia (9).

Overall, case underestimation is a common problem in African countries where lack of resources and
poor infrastructure were the main determinant factors (10).

COVID-19 is a highly infectious disease transmitted from infected persons to other susceptible group of
individuals by respiratory droplets through coughing, sneezing, and breathing (11, 12). Contaminated
materials with nasopharyngeal secretion can transmit the virus if get access to the nasal and buccal
mucosa and the eye (12). All infected patients may not show symptoms of the disease (13). Majority of
infected patients were presented with mild symptoms of pneumonia like fever, cough, fatigue and
dyspnea (14–16). However, small proportion of cases could develop severe form of the disease like acute
respiratory distress syndrome, organ dysfunction and death (17, 18). Every individual is expected to be
susceptible for the novel corona virus infection. However, studies revealed that severity of COVID-19 was
found to be high in advanced age and patients who had chronic disease concomitantly (11, 16, 18, 19).

Cardiovascular, diabetic mellitus and chronic lung diseases were the main medical conditions associated
with COVID-19 illness and death (20). In southern and eastern Africa, more than 20.7 million peoples have
been living with Human Immuno-de�ciency Virus (HIV) in 2019 (21). In Ethiopia, the burden of chronic
diseases, particularly cardiovascular disease have been increased for the last decades (22). It is also one
of African country with high burden of TB and TB/HIV co-infection (23). This double burden of chronic
communicable and non-communicable disease in the country may contribute for the severe clinical
illness and mortality of COVID-19 unless prevention methods are applied.

As of august 2020, there was no effective anti-viral drug to cure COVID-19 globally which was approved
by WHO (4). Thus, patients with COVID-19 are being treated symptomatically and supportive measures
have been provided based on recent guidelines (24). However, the type of supportive measures and
clinical setups used for monitoring cases was varied among countries and it mainly depends on their
economical status (25). Starting from the onset of COVID-19 epidemic, countries’ economical, social and
political issues were greatly in�uenced (26–31). Moreover, it brought a signi�cant impact on health care
system of Africa including Ethiopia (32–34). In Ethiopia, this pandemic has also brought a major socio-
economical impact (35, 36). A study done in Addis Ababa revealed as only 10.3% of households can
meet their food for more than 1 month with their current saving (37). Currently, individuals who didn’t
follow WHO and national recommendations of COVID-19 prevention and control methods are at risk of
the disease. Lack of epidemiological data, mistrust and political issues were the main factors that hinder
the response against the disease particularly in east Africa (38). In Ethiopia, the number of cases has
been increased dramatically after �rst July, 2020. The main reason could be related to the mass
demonstration and political instability in Addis Ababa and some towns in Oromia region.
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Developing countries faced a great challenge in providing critical care and support to COVID-19 cases
(39). Thus, primary prevention strategies are feasible and the best options in resource limited countries
(40). A person can be infected after contact history with a known corona virus infected person or from
any other unknown source of infection (41). Thus, maintaining physical distance, washing hands with
soap and water, staying home, wear face mask and seeking medical advice were the main WHO
recommended behaviors to prevent the virus and Ethiopia also adopted those strategies (42). Studies
revealed that timely and effectively implemented physical and social distance alone can reduce COVID-19
distribution by 60–95% (13). Few community based studies conducted in Ethiopia in different segment of
the population revealed that majority of the urban population had good knowledge about COVID-19 and
its prevention methods (43–46). However, maintaining of COVID-19 prevention methods and behaviors in
the community was not satisfactory even if the disease is fatal and wide spreading all over the country
(47). Special attention should be provided for chronic disease patients due to their high risk of death. In
Ethiopia, the number of peoples infected with novel corona virus have been increasing dramatically from
day to day despite of government prevention activities (8). Low perception of peoples about their
susceptibility to COVID-19 and its severity were the major predictor to the low utilization and engagement
of COVID-19 preventive behaviors (48, 49). Poor perception of COVID-19 prevention methods and
behaviors might be also one of the main determinant factors to the low utilization of adopted mitigation
measures and increasing of cases in Ethiopia. Hence, this study was aimed to assess perceived e�cacy
of COVID-19 preventive measures and intention to use them among chronic disease patients.

Methods And Materials
Study design, period and setting

Institutional based cross sectional study was conducted among chronic disease patients in Hospitals of
Dessie town, northeast Ethiopia from 21 July – 5 August, 2020. Dessie town is located 400 kilometer far
from Addis Ababa (capital city of Ethiopia) and 488 km from Bahirdar (capital city of Amhara regional
government). It is located at an altitude of 2470 meter above sea level and based on the 2007 national
census, the town has a total population of 151,094, of which 78,203 are females (50). In the town, two
governmental and three private hospitals are available that have been serving populations of Dessie town
and surrounding zones. In addition, both COVID-19 quarantine and treatment centers are available in the
town.

Population

All chronic disease patients who were admitted or attended chronic disease follow up units in hospitals
of Dessie town were the source population.

Whereas, all patients who were admitted or attended in selected hospitals of Dessie town during data
collection period were the study population.

Sample size determination
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A single population proportion formula [n = (Z a/2)2 P(1-P)/d2] was used to estimate the sample size.
Since, no previous study was conducted in Ethiopia; we have used maximum sample size assumptions.
Proportion of 50%, 95% con�dence level (Z=1.96) and 5% margin of error. With this, the required sample
size was 384. By adding 10% non response rate, a total of 422 chronic disease patients were planned to
be involved in the study.

Sampling technique and procedures

From �ve hospitals in the town, one government hospital (Dessie referral hospital) and two private
hospitals (Ethio general hospitals and Selam general hospitals) were selected using lottery method. Then,
the daily average chronic disease patients attended those hospitals at both out-patient clinics and in-
patient units were estimated. Finally, based on their patients load, sample was allocated proportionally in
the three hospitals: DRH=295, EGH=67, SGH=60. Finally, data was collected from eligible patients by
using systematic random sampling technique.

Data collection tool and procedures

The data collection tool which includes socio-demographic characteristics, clinical pro�le and health
seeking behaviors of patients was adopted by reviewing different literatures (51-53). However, patients’
perceived e�cacy of COVID-19 prevention measures and their intention to carry out those measures was
adopted from a standard tool on effective communication in outbreak management for Europe (54). A
pre-tested interviewer administered questionnaire was used to collect the data. However, patients’ chart
was also reviewed to identify the type of chronic disease and presence of other co-morbidities that they
had. Moreover, patients were observed whether or not they have used face mask and hand sanitizers at
the time of data collection.

Perception of patients to the e�cacy of COVID-19 prevention methods and their intention to carry out
those prevention methods was assessed by six questions (for both e�cacy and intention to carry out
measures) in which, each question had a �ve scale responses;( 1=certainly not, 2=probably not,
3=perhaps not-perhaps yes, 4=probably yes and 5=most certainly).

For the purpose of analysis; those who responded “certainly not”, “probably not” and “perhaps not-
perhaps yes” was coded by “0” and those who responded “probably yes” and “most certainly” was coded
by “1” for each question. Finally, their score out of six was determined and those who scored “0-3” were
considered as having low perception and those who scored “4-6” were considered as having high
perception about the e�cacy of COVID-19 prevention methods. Furthermore, those who scored “0-3” were
considered as having low intention to carry out COVID-19 prevention methods and those who scored “4-6”
were considered as having high intention to carry out those prevention measures. Finally, the main
hindering factors to carry out COVID-19 preventive measure were also assessed for those who responded
“certainly not” and “probably not”.

Data quality control
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Data quality was insured by undertaking the following measures. The questionnaire was translated from
English to Amharic (local language of the study area) by considering the culture and norms of the society
and then back to English to check its consistency. Data collectors and supervisors were trained for two
days regarding objective of the study, ethical issues and how to collect the data by protecting themselves
from COVID-19. They were also trained how to apply personal protective equipments and glove, face
mask and sanitizer were provided for both data collectors and supervisors. In addition, the tool was pre-
tested in Bati general hospital by taking 10% of the total sample size so as to check for clarity of
language and appropriateness of the tools.

Data processing and Analysis

Data was coded and entered using Epi-Data version 3.1 statistical software and then exported to SPSS
(statistical package software for social science) version 20.0 for further statistical analysis. Appropriate
descriptive statistics was used to analyze the data and mean, standard deviation (SD), frequency,
percentage and tables were utilized to summarize the data. Binary and multivariable logistic regression
analyses were tested to identify factors associated to low perceived e�cacy of COVID-19 prevention
measures and low intention to carry out those prevention activities. In bivariable analysis, variables which
had a p-value of less than 0.2 were entered into multivariable analysis model. In multivariable analysis,
variables were declared statistically signi�cant at p-value of < 0.05.

Moreover, strength of association between factors and the dependent variables were determined using
Adjusted Odds Ratio (AOR) with 95% con�dence level.

Results
Socio-demographic characteristics of study participants

A total of 413 adults with chronic disease were participated in the study with response rate of 97.8%. The
mean age of participants was 48.2 years (SD ± 15.8 years) and 215(52.1%) were females. Majority of
participants, 268(64.9%) were urban dwellers and 287(69.5%) participants were married. Of all
participants, 191(46.2%) had no formal education and 159(38.5%) were housewives. The mean family
size and house room number of participants was 4.4 (SD ± 1.7) and 3.0 (SD ± 1.4), respectively (Table 1).
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Table 1
Socio-demographic characteristics of chronic disease patients in Dessie town,

northeast Ethiopia, 2020 (n = 413)
Variables Category Frequency Percentage

Age in year 18–34 139 33.7

35–54 128 31.0

>=55 146 35.3

Sex Female 215 52.1

Male 198 47.9

Residence Urban 268 64.9

Rural 145 35.1

Marital status Single 86 20.8

Married 287 69.5

  Divorced 15 3.6

Widowed 25 6.1

Occupation Housewives 159 38.5

Employed 85 20.6

Students 61 14.8

Farmer 60 14.5

Unemployed 27 5.1

Merchant 21 6.5

Educational status No formal education 191 46.2

Primary school 91 22.0

Secondary school 87 21.1

Tertiary and above 44 10.7

Household family size 1–3 167 40.4

>=4 246 59.6

Household room number 1 83 20.1

2 98 23.7

>=3 232 56.2
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Clinical characteristics and risk assessment of study participants

Of all study participants, 94(22.8%) and 86(20.8%) were hypertensive and diabetic patients, respectively.
The patient’s mean duration of illness was 3.7 years (SD ± 5.6 year) and 42(10.2%) patients have been
living with their disease for more than ten years. Majority of participants, 350 (84.7%) had no additional
co-morbidities; and 63.2% and 26.6% of participants were utilized face masks and sanitizer, respectively
at the time of data collection. Regarding risk assessment to the current pandemic, no one had contact
history with a known con�rmed COVID-19 cases: However, 41(9.9%) patients had reported respiratory
symptoms and 16(3.9%) had travel history to other areas in the last two weeks. Furthermore, 194(47%)
participants were members of community based health insurance and 81(19.6%) clients will have no
social support if they were isolated or quarantined due to COVID-19 (Table 2).
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Table 2
Clinical characteristics, health seeking behavior and risk assessment of chronic disease patients in

Dessie town, northeast Ethiopia, 2020 (n = 413)
Variables Category Frequency Percentage

(%)

Type of chronic disease Hypertension 94 22.8

Diabetes
mellitus

86 20.8

Heart disease 76 18.4

kidney
disease

35 8.5

respiratory
disease

30 7.3

HIV/AIDS 22 5.3

Multiple
illness *

63 15.3

Others$ 7 1.7

Duration of chronic disease( in year) < 5 307 74.3

5–10 64 15.5

> 10 42 10.2

Presence of additional Co-morbidity? No 350 84.7

Yes 63 15.3

Presence of respiratory symptoms in the last 2 weeks? No 372 90.1

Yes 41 9.9

Travel history to other areas in the last 2 weeks? No 397 96.1

Yes 16 3.9

Are you member of community based health insurance? No 219 53.0

Yes 194 47.0

Do you have social support if you are isolated/
quarantined due to COVID-19?

Yes 332 80.4

No 81 19.6

Have you wear face mask? Yes 261 63.2

$Nerve disease, cancer *had more than one chronic disease
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Variables Category Frequency Percentage
(%)

No 152 36.8

Do you use hand sanitizers? No 303 73.4

Yes 110 26.6

$Nerve disease, cancer *had more than one chronic disease

Perceived e�cacy of COVID-19 prevention methods, intention to carry out measures and barriers

In this study, 155(37.5%) participants were perceived as applying face masks “probably” helps to prevent
COVID-19 and 185(44.8%) were perceived as hand washing with soap and water “probably” helps to
prevent COVID-19. Whereas, 21.3% and 20.6% of respondents perceived that maintaining of physical
distancing and wearing face mask may “not probably” helps to prevent the current pandemic disease,
respectively (Table 3). In overall, 174(42.1%) (95% CI: 37.3–46.5) participants had low perception to the
e�cacy of COVID-19 prevention measures and 117(28.3%) (95% CI: 24.1–32.7) participants had low
intention to carry out those prevention measures. Speci�cally, 85.5%, 81.9% and 74.6% of participants
had an intention to carry out hand washing, wearing face mask and will maintain physical distance,
respectively (Table 3).

In this study, we have also assessed the main reason why participants had no willingness (for those who
responded “certainly not “and “probably not”) to carry out the most important recommended COVID-19
prevention measures and behaviors. Thus, takes too much effort was the main reason identi�ed by
participants for not willing to wear face masks (38.6%), wash their hands with soap and water (43.7%)
and not to use alcohol based hand sanitizers (67.8%). In addition, 33.8% of participants described that
they will not maintain physical distancing because they had doubt whether it helps to prevent the disease
or not. Moreover, about 24.8% of participants responded that they will not stay home so as to prevent
COVID-19 because of other peoples in their environment would not carry out this measure (Table 4).
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Table 3
Perceived e�cacy of COVID-19 prevention methods and intention to use among chronic disease patients

in Dessie town, northeast Ethiopia, 2020 (n = 413)

  Number (%)    

Perceived e�cacy of
COVID-19 prevention
methods

Level 1 Level 2 Level 3 Level 4 Level 5 Mean SD

1. Do you think that
applying face masks
helps to prevent
COVID-19?

48(11.6) 85(20.6) 39(9.4) 155(37.5) 86(20.8) 3.35 1.326

2. Do you think that
Physical distancing
helps to prevent
COVID-19?

26(6.3) 88(21.3) 47(11.4) 160(38.7) 92(22.3) 3.49 1.226

3. Do you think that
hands washing with
soap and water help
to prevent COVID-
19?

14(3.4) 30(7.3) 80(19.4) 185(44.8) 104(25.2) 3.81 1.004

4. Do you think that
use of hand
sanitizers helps to
prevent COVID-19?

16(3.9) 34(8.2) 32(7.7) 186(45.0) 145(35.1) 3.99 1.053

5. Do you think that
staying home helps
to prevent COVID-

13(3.1) 14(3.4) 12(2.9) 224(54.2) 150(36.3) 4.17 0.885

6. Do you think that
self-quarantine of
suspected peoples
helps to prevent
COVID-19?

4(1.0) 13(3.1) 5(1.2) 216(52.3) 175(42.2) 4.32 0.740

Intention to carry out COVID-19 prevention methods

1. Will you apply
face masks, if this is
advised?

10(2.4) 47(11.4) 18(4.4) 239(57.9) 99(24.0) 3.90 0.974

2. Will you maintain
Physical distancing,
if this is advised?

19(4.6) 61(14.8) 25(6.1) 222(53.8) 86(20.8) 3.71 1.093

3. Will you wash
your hands with
soap and water, if
this is advised?

15(3.6) 33(8.0) 11(2.7) 237(57.4) 117(28.3) 3.99 0.979

Note: level1 = certainly not, level 2 = probably not, level 3 = perhaps not-perhaps yes, level 4 = probably
yes, level 5 = most certainly
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  Number (%)    

4. Will you use hand
sanitizers, if this is
advised?

43(10.4) 69(16.7) 60(14.5) 172(41.6) 69(16.7) 3.38 1.237

5. Will you staying
home? If this is
advised?

35(8.5) 86(20.8) 65(15.7) 205(49.6) 22(5.3) 3.23 1.099

6. Will you
quarantine yourself,
if you are suspected
and advised to do it?

13(3.1) 26(6.3) 11(2.7) 287(69.5) 76(18.4) 3.94 0.862

Note: level1 = certainly not, level 2 = probably not, level 3 = perhaps not-perhaps yes, level 4 = probably
yes, level 5 = most certainly

Table 4
Main hindering factors not to willing to carry out COVID-19 preventive measure among chronic disease

patients in Dessie town, northeast Ethiopia, 2020 (n = 413)
Prevention methods Main reason, number (%)

1 2 3 4 5 6

1. Why you are not willing to
use face masks?

6(10.5) 22(38.6) 4(7.0) 13(22.8) 9(15.8) 3(5.3)

2. Why you are not willing to
maintain Physical distancing?

11(13.7) 7(8.7) 19(23.8) 27(33.8) 16(20.0) -

3. Why you are not willing to
wash your hands with soap
and water?

8(16.7) 21(43.7) 5(10.4) 14(29.2) - -

4. Why you are not willing to
use hand sanitizers?

- 76(67.8) 13(11.6) 6(5.4) 17(15.2) -

5. Why you are not willing to
stay home?

15(12.4) 21(17.4) 27(22.3) 23(19.0) 30(24.8) 5(4.1)

6. Why you are not willing to
quarantine yourself if you are
suspected?

13(33.4) - 7(17.9) 14(35.8) - 5(12.9)

Legend: 1 = COVID-19 is not serious, 2 = Takes too much effort (time, resource), 3 = I do not think I am
at risk of contracting COVID-19, 4 = I doubt whether the measures help, 5 = People in my environment
will also not carry out the measure, 6 = others

Factors associated with low perceived e�cacy of COVID-19 prevention methods and intention to carry
out measures.

In bivariable analysis; age, sex, residence, educational level, duration of illness, presence of additional co-
morbidity, respiratory symptoms, social support, COVID-19 prevention behaviors(facemask and sanitizer
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utilization) had a p-value of < 0.2( Table.5) and were entered into multivariable logistic regression
analysis to identify independent predictors. In multivariable analysis; young adults (AOR = 2.48; 95% CI:
1.42–4.31), male gender (AOR = 2.75; 95% CI: 1.73–4.37), uneducated (AOR = 3.42; 95% CI: 1.47–7.94)
and face mask non-users (AOR = 1.64; 95% CI: 1.03–2.61) were signi�cantly associated with low
perceived e�cacy of COVID-19 prevention methods and behaviors. Furthermore, male gender (AOR = 2.06;
95% CI: 1.28–3.31), rural residents (AOR = 1.89; 95% CI: 1.16–3.07) and patients with longer duration of
illness (AOR = 2.19; 95% CI: 1.19–4.01), (AOR = 2.40; 95% CI: 1.15–4.98) were signi�cantly associated
with low intention to carry out COVID-19 prevention methods and behaviors (Table 6).
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Table 5
Proportion of perceived e�cacy and intention to carry out COVID-19 prevention methods among chronic

disease patients in Dessie town, northeast Ethiopia, 2020 (n = 413)
Characteristics Perceived e�cacy of

COVID-19 prevention
methods

P-value Intention to carry out
COVID-19 prevention
methods

P-
value

High (N = 
239),

n (%)

Low(N = 
174), n (%)

  High(N = 
296), n
(%)

Low(N = 117), n
(%)

 

Age( year)     0.018     0.182

18–34 67(48.2) 72(51.8)   95(68.3) 44(31.7)  

35–54 79(61.7) 49(38.3)   91(71.1) 37(28.9)  

>=55 93(63.7) 53(36.3)   110(75.3) 36(27.4)  

Sex     < 
0.001

    0.005

Male 97(49.0) 101(51.0)   129(65.2) 69(34.8)  

Female 142(66.0) 73(34.0)   167(77.7) 48(22.3)  

Residence     0.002     0.001

Urban 170(63.4) 98(36.6)   207(77.2) 61(22.8)  

Rural 69(47.6) 76(52.2)   89(61.4) 56(38.6)  

Educational status     0.006     0.159

No formal education 95(49.7) 96(50.3)   134(70.2) 57(29.8)  

Primary school 53(58.2) 38(41.8)   63(69.2) 28(30.8)  

Secondary school 59(67.8) 28(32.2)   63(72.4) 24(27.6)  

College and above 32(72.7) 12(27.3)   36(81.8) 8(18.2)  

Marital status     0.407     0.812

Single 54(62.8) 32(37.2)   65(75.6) 21(24.4)  

Married 166(57.8) 121(42.2)   203(70.7) 84(29.3)  

Divorced 8(53.3) 7(46.7)   10(66.7) 5(33.3)  

Widowed 11(44.0) 14(56.0)   18(72.0) 7(28.0)  

Type of chronic
disease

    0.516     0.277

Diabetes mellitus 53(61.6) 33(38.4)   63(73.3) 23(26.7)  
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Characteristics Perceived e�cacy of
COVID-19 prevention
methods

P-value Intention to carry out
COVID-19 prevention
methods

P-
value

High (N = 
239),

n (%)

Low(N = 
174), n (%)

  High(N = 
296), n
(%)

Low(N = 117), n
(%)

 

Hypertension 56(59.6) 38(40.4)   67(71.3) 27(28.7)  

kidney disease 21(60.0) 14(40.0)   29(82.9) 6(17.1)  

Heart disease 46(60.5) 30(39.5)   53(69.7) 23(30.3)  

Respiratory disease 11(36.7) 19(63.3)   16(53.3) 14(46.7)  

HIV/AIDS 12(54.7) 10(45.5)   14(63.6) 8(36.4)  

Multiple illness 36(57.1) 27(42.9)   50(79.4) 13(20.6)  

Others 4(57.1) 3(42.9)   4(57.1) 3(42.9)  

Family size     0.297     0.238

1–3 103(61.7) 64(38.3)   125(74.9) 42(25.1)  

>=4 136(55.3) 110(44.7)   171(69.5) 75(30.5)  

Houseroom number     0.868     0.573

1 46(55.4) 37(44.6)   56(67.5) 27(32.5)  

2 58(59.2) 40(40.8)   73(74.5) 25(25.5)  

>=3 135(58.2) 97(41.8)   167(72.0) 65(28.0)  

Duration of illness (
year)

    0.153     0.025

< 5 186(60.6) 121(39.4)   231(75.2) 76(24.8)  

5–10 33(51.6) 31(48.4)   39(60.9) 25(39.1)  

> 10 20(47.6) 22(52.4)   26(61.9) 16(38.1)  

Presence of other co-
morbidity

    0.126     0.041

Yes 42(66.7) 21(33.3)   52(82.5) 11(17.5)  

No 197(56.3) 153(43.7)   244(69.7) 106(30.3)  

Presence of
respiratory symptoms
in the last 2 weeks

    0.158     0.046
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Characteristics Perceived e�cacy of
COVID-19 prevention
methods

P-value Intention to carry out
COVID-19 prevention
methods

P-
value

High (N = 
239),

n (%)

Low(N = 
174), n (%)

  High(N = 
296), n
(%)

Low(N = 117), n
(%)

 

Yes 28(68.3) 13(31.7)   35(85.4) 6(14.6)  

No 211(56.7) 161(43.3)   261(70.2) 111(29.8)  

Wear face mask     < 
0.001

    0.014

Yes 169(64.8) 92(35.2)   198(75.9) 63(24.1)  

No 70(46.1) 82(53.9)   98(64.5) 54(33.5)  

Hand sanitizers     0.036     0.013

Yes 73(66.4) 37(33.6)   89(80.9) 21(19.1)  

No 166(54.8) 137(45.2)   207(68.3) 96(31.7)  

Social support     0.199     0.772

Yes 187(56.3) 145(43.7)   239(27.0) 93(28.0)  

No 52(64.2) 29(35.8)   57(70.4) 24(29.6)  

Travel history     0.267     0.763

Yes 12(75.0) 4(25.0)   12(75.0) 4(25.0)  

No 227(52.7) 170(47.3)   284(71.5) 113(28.5)  

Member of
community health
insurance

    0.293     0.506

Yes 107(55.2) 87(44.8)   136(70.1) 58(29.9)  

No 132(60.3) 87(39.7)   160(73.1) 59(26.9)  
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Table 6
Factors associated to low perceived e�cacy and low intention to carry out COVID-19 prevention methods

among chronic disease patients in Dessie town, northeast Ethiopia, 2020 (n = 413)
Characteristics Perceived e�cacy of COVID-19

prevention methods
Intention to carry out COVID-19
prevention methods

COR(95% CI) AOR(95% CI) COR(95% CI) AOR(95% CI)

Age( year)        

18–34 1.88(1.17–
3.02)

2.48(1.42–
4.31)*

1.41(0.84–
2.37)

1.55(0.88–
2.75)

35–54 1.08(0.66–
1.77)

1.28(0.71–
2.31)

1.24(0.72–
2.12)

1.68(0.93–
3.02)

>=55 1 1 1 1

Sex        

Male 2.02(1.36–
3.01)

2.75(1.73–
4.37)*

1.86(1.20–
2.87)

2.06(1.28–
3.31)*

Female 1 1 1 1

Residence        

Urban 1 1 1 1

Rural 1.91(1.26–
2.87)

1.38(0.85–
2.24)

2.13(1.37–
3.31)

1.89(1.16–
3.07)*

Educational status        

No formal education 2.69(1.31–
5.54)

3.42(1.47–
7.94)*

1.91(0.83–
4.37)

2.45(0.97–
6.18)

Primary school 1.91(0.87–
4.18)

1.64(0.67–
4.03)

2.00(0.82–
4.85)

2.12(0.81–
5.56)

Secondary school 1.26(0.56–
2.82)

1.21(0.49–
2.98)

1.71(0.69–
4.21)

2.10(0.79–
5.58)

College and above 1 1 1 1

Duration of illness ( year)        

< 5 1 1 1 1

5–10 1.44(0.84–
2.48)

1.71(0.93–
3.13)

1.94(1.10–
3.42)

2.19(1.19–
4.01)*

> 10 1.69(0.88–
3.23)

1.94(0.92–
4.07)

1.87(0.95–
3.67)

2.40(1.15–
4.98)*

*Signi�cantly associated at p−value of <0.05,
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Discussion
In Ethiopia, peoples infected with SARS-CoV-2 have been increasing signi�cantly from day to day despite
of government mitigation measures (4). As of 30 August, 2020, a total of 50,000 peoples have been
infected with corona virus and 770 deaths were reported in Ethiopia (9). In the era of COVID-19 pandemic,
every individual is expected to be susceptible to be infected and it brings signi�cant morbidity and
mortality. Individuals’ perceived susceptibility to the novel corona virus infection and fear were the main
predictor to the utilization and engagement of COVID-19 protective methods and behaviors (48, 49, 55). A
lot of factors might be contributed to the widespread distribution of the disease in Ethiopia. In our
context, though not studied, one of the main reasons could be related to wrong perception of people

Characteristics Perceived e�cacy of COVID-19
prevention methods

Intention to carry out COVID-19
prevention methods

COR(95% CI) AOR(95% CI) COR(95% CI) AOR(95% CI)

Presence of additional co-
morbidity

       

Yes 1 1 1 1

No 1.55(0.88–
2.73)

1.88(0.94–
3.74)

2.05(1.03–
4.09)

1.86(0.85–
4.05)

Presence of respiratory
symptoms in the last 2 weeks

       

Yes 1 1 1 1

No 1.64(0.82–
3.27)

1.57(0.69–
3.58)

2.48(1.01–
6.06)

2.53(0.94–
6.74)

Wear face mask        

Yes 1 1 1 1

No 2.15(1.43–
3.23)

1.64(1.03–
2.61)*

1.73(1.12–
2.68)

1.38(0.86–
2.23)

Use hand sanitizers        

Yes 1 1 1 1

No 1.62(1.03–
2.56)

1.53(0.89–
2.64)

1.96(1.15–
3.35)

1.67(0.93–
3.02)

Have social support?        

Yes 1.39(0.84–
2.30)

1.65(0.91–
2.98)

   

No 1 1    

*Signi�cantly associated at p−value of <0.05,
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towards the disease and the recommended prevention measures. Studies revealed that severity of COVID-
19 was found to be high in patients who had chronic disease concomitantly (11, 18). Thus, patients who
have been living with chronic diseases should perceive as they are the most vulnerable group of peoples
to COVID-19 and as much as possible they should carry out all the recommended protective measures.
The more peoples perceived as the recommended COVID-19 prevention measures are effective, the more
they will carry out those measures. However, in our study, 42.1% (95% CI: 37.3–46.5) of participants had
low perception to the e�cacy of COVID-19 prevention measures. Speci�cally, more than half of
participants were perceived that wearing face mask (58.3%) and washing hands with soap and water
(61%) helps to prevent COVID-19. This is nearly similar with studies reported in Egypt (56), India (57) and
Australia (58) where more than half of respondents were perceived face mask and hand washing as an
effective COVID-19 prevention measures. In the present study, staying at home (90.5%) and self-
quarantine (if suspected) (94.5%) were the main prevention measures perceived to be effective in
preventing COVID-19 pandemic than the other precautionary behaviors. However, it contradicted with a
study reported in Korea that hand hygiene and wearing face mask were perceived as more effective
measures (59). Our study revealed that uneducated patients were more likely to had low perception about
the e�cacy of COVID-19 prevention methods compared to more educated patients. This could be due to
the fact that more educated peoples have more knowledge about the disease and the recommended
prevention strategies. COVID-19 severe clinical disease and death have been reported mainly in peoples
with advanced age and patients who had chronic disease concomitantly (11, 18). In our study, an
independent association was observed between young adults and low perceived e�cacy of COVID-19
prevention methods. Furthermore, male gender and face mask non-users were signi�cantly associated to
low perceived e�cacy of recommended prevention methods.

Risk perception to COVID-19 was one of the main determinant factor to the adoption and utilization of
COVID-19 prevention measures (60). In this study, 28.3% (95% CI: 24.1–32.7) of participants had low
intention to carry out COVID-19 prevention measures. In Ethiopia, at the beginning of the pandemic, many
people were observed to implement the adopted prevention (43, 61) methods. However, after three to four
months of the outbreak, people’s engagement in COVID-19 prevention measures and health seeking
behaviors have been decreased extensively; as a result the number of people infected with the virus and
related death have been increased dramatically(9). In our study, 63.2% of participants had used face
mask so as to prevent themselves from corona virus infection which is similar to a study reported in
South Korea (59) but lower than a study reported in Pakistan (62). However, about 81.9% of participants
had an intention of wearing face mask in the present study which is higher than a study reported from
Egypt(35%) (56). In Ethiopia, numerous factors could contribute to the reduction of COVID-19 prevention
measures and behaviors used in the population. Those factors may be related with lack of awareness,
negligence, perception, resource limitation or a combination of those factors (61). In this study, we have
also assessed the main reason why participants had no willingness to carry out the most important
COVID-19 prevention measures and behaviors. As a result, “takes too much effort” was the main reason
identi�ed by participants for not willing to wear face masks and not to maintain their hand hygiene. It is
mainly associated with lack of resources and study from Kenya also supported our �nding; expensive
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hand sanitizers and lack of personal water source were the main barriers (63). In addition, 33.8% of
participants described that they will not maintain physical distancing because they had doubt whether it
helps to prevent the disease or not and 24.8% of participants will not stay home so as to prevent COVID-
19 because of other peoples in their environment will not carry out this measure. In this study, male
patients had low intention to carry out COVID-19 prevention methods and behaviors compared to
females. It is supported by study �ndings in Chicago (64) and Hong Kong (51) that female patients were
maintaining social distancing more than males. Despite of disease severity in advanced age and in
chronic disease patients (11, 18), multivariable analysis of this study revealed an independent
association between longer duration of living with chronic disease and low intention to carry out COVID-
19 prevention methods.

In the present study, patients from rural area were less likely to carry out adopted COVID-19 prevention
measures than urban residing patients which is in line with a study reported from China (65). This could
be related to lack of information accessibility and awareness about the disease in rural resident. The
possible limitation of this study could be related to the nature of cross sectional study design used and
method of data collection which may predispose respondents for social desirability and recall bias.
Additionally, this study was done on selected hospitals of Dessie town, thus our �nding may not be
generalized to the overall population of the town. Furthermore, factors related to health care setting and
economical status of patients was not assessed which could have impact on adoption and utilization of
COVID-19 prevention methods and behaviors.

Conclusions
In this study, signi�cant proportion of chronic disease patients (42%) had low perception about the
e�cacy of COVID-19 prevention measures and behaviors and nearly one-third of participants (28.3%) had
low intention to carry out the adopted prevention measures. our study revealed that young adults, male
gender, uneducated and face mask non-users were signi�cantly associated with low perceived e�cacy of
COVID-19 prevention methods. However, male gender, rural residents and patients with longer duration of
chronic disease were signi�cantly associated with low intention to carry out those prevention methods
and behaviors. Thus, an intensi�ed awareness creation program has to be provided about COVID-19
prevention measures and their risk of infection if they did not carry out those measures. Furthermore,
interventions aimed to enhance patients’ attitude and behavioral changes on COVID-19 prevention
measures have to be provided.

Abbreviations
AOR
Adjusted Odds Ratio; CI:Con�dence Interval; COR:Crude Odds Ratio; COVID-19:Novel Corona Virus
Disease 2019; SARS-CoV-2:Sever Acute Respiratory Syndrome Corona Virus 2; TB:Tuberculosis;
WHO:World Health Organization; SD:Standard Deviation.
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