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ABSTRACT

Background: COVID-19 is the newly emerged disease in the world. Upon the first confirmed in
December 2019 in Wuhan city of China, it becomes the global burden, and attacks both
developed and developing countries.

Objectives: To assess the knowledge, practice level, and associated factors of COVID-19
prevention among the rural community in Semen Bench district, southwestern Ethiopia.

Method: Community-based cross-sectional study was conducted, from May 10 to July 25, 2020.
A total of 768 study participants were included in this study. Data was collected through face to
face interviews with structured questionnaires adapted from different published articles. Data
was entered into Epi-data version 4.4, and exported into SPSS version 23 and analyzed using
descriptive, binary logistic, and multivariable logistic regression to identify associated factors
with p-value < 0.05 on knowledge and practice level toward COVID-19. Finally, the result was

presented in texts, graphs, and tables.

Result: Of 720 subjects were participated in the study making response rate 93.8%. Accordingly,
the mean knowledge and practice score were 4.81 and 1.83 respectively. More than half of the
participants, 398 (55.3%) and 482 (66.9%) had good knowledge and practice to prevent COVID-
19 respectively. Good prevention practice (AOR= 2.04, 95% CI: (1.50, 2.83) p=0.000, and those
family size >=5 (AOR= 1.61, 95% CI: (1.11, 2.33) p= 0.012 were significantly associated with
good knowledge toward COVID-19. Similarly, married participants (AOR= 1.81, 95% CI: (1.22,
2.69) p= 0.003, Secondary education (AOR=1.78, 95% CI: (1.19, 2.98) p= 0.028, being student
(AOR=2.27,95%CI:(1.19,4.36) p=0.014 were significantly associated with good practice toward
COVID-19 prevention.

Conclusion: Almost more than fifty percent of the participants had good knowledge and practice
toward COVID-19 prevention, but it is not enough to reduce the transmission. Therefore, the
Semen Bench district Health department and Health Extension Workers should better to work

together on awareness and practices toward COVID-19 prevention for the rural communities.

Key: COVID-19, knowledge and practice, rural community, Ethiopia
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CHAPTER ONE

INTRODUCTION

1.1 Background

SARS-CoV-2 is the newly emerged viruses in the world, and severely affect human respiratory
organs (Ahmad et al., 2020). It was confirmed in December 2019 in Wuhan city of China (Li et
al., 2020). In February 2020, the World Health Organization (WHQO) called the infection
coronavirus disease 2019 (COVID-19) (WHO, 2020c). The virus can persist in all the
environments on Soil, Plastic, Coin, Metal, Mobil, Air, etc. (ECDC, 2020b; Murdach & Weiss,
2020). It can be transmitted from the contaminated surface through touching and contact mouth,
nose, and eye by unhygienic hand and also, via direct breathing, talks, coughs, or sneezes with an
infected person (Murdach & Weiss, 2020). The symptoms look like a common cold, but it
identifies as the unique feature of the case such as fever, dry cough, fatigue, myalgia, and
dyspnea (Watkins, 2020).

Knowledge and practice levels of the community toward the COVID-19 pandemic had been
used as preventive measures to reduce the transmission rate of the disease in the
community(Austrian, Pinchoff, Benjamin, & White, 2020; Watkins, 2020). World Health
Organization and Communicable Disease Prevention and Control focus on the prevention
strategies such as hand washing water with soap and alcohols based sanitizer, face mask,
physical distancing, avoiding crowded places, stay at home, and like to protect the global
community from COVID-19 (East et al., 2020; WHO, 2020b).

In Ethiopia, the first case of COVID-19 was registered on March 13, 2020. The government and
Ministry Of Health (MOH) together promote and take action to reduce the transmission rate by
apply prevention measures such as wash hands frequently using soap, maintain social distancing,
stay minded and follow the advice given by healthcare providers. Stay at home at all times if you
experienced symptoms, and if needed medical advice and call in advance the center assigned for
COVID-19 response (Baye, 2020; EHD, 2020).



1.2 Statement of the problems

COVID-19 pandemic becomes the global burden, and around 216 countries were attacked by the
virus. As reported by the world health organization on August 16, 2020, around 21,294,845 of
the confirmed case and 761,779 death (CFR=3.58%) were registered globally. The highest
caseload was observed in the United States of America 5,258,565 confirmed case and 167,201
death (CFR=3.18%), followed by Brazil 3,275,520 confirmed case and 106,523
death(CFR=3.25%) (WHO, 2020a). Studies revealed on the knowledge and practice level of the
community toward COVID-19, in China 90% of the participants had good knowledge, and
around ninety-eight and ninety-six percent of the participants wear masks and did not visit a
crowded place respectively (Li et al., 2020). Similarly in India Community, 80.64% of
participants knew COVID-19, and 93.8% were practice to protect their health (Tomar et al.,
2020). In Bangladesh, a good knowledge and practice level was 48.3% and 55.2% respectively
(Islam, Zannatul, Sikder, Syed, & Vadivia, 2020).

As reported by WHO on August 16, 2020, fifty-six countries in Africa were affected by the
COVID-19, and 945,165 confirmed cases and 18,476 death(CFR=1.95%) were registered in
Africa. The case burden was high in South Africa 583,653 confirmed case and 11,677 death
(CFR=2%) and followed by Egypt 96,336 confirmed case and 5,141 death(CFR=5.33%) (WHO,
2020a). The public information toward COVID-19 prevention revealed in Ghanaian 62.7% of the
respondents had good knowledge and significantly associated with the level of education
(Serwaa, Lamptey, Baffour, Kumi, & Kyeremeh, 2020)

In Ethiopia, more than one hundred million people live in 10 regions, and two Federal
administrative cities. The socio-economy, cultural, educational, lifestyle, in terms of residence
rural and urban, and like that makes challenges to control the disease in the region (Kebede,
2020). Additionally, the health conditions of the countries both communicable and non-
communicable diseases are one that contributing factor to the case burden (EPHI, 2020). Upon
the first case was identified in Addis Ababa on March 13, 2020, and the transmission rate of the
virus increase from time to time. As of World health organization reported on August 16, 2020,
In Ethiopia, total confirmed case 28,894 and 509 death(CFR=1.76%) were registered (WHO,
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2020a). The caseload was highly reported, in Addis Ababa 19,845 case, Oromia 3193, and
Tigray 1964 while, the Southern Nation Nationality People of the region (SNNPR) reported 570
cases (EPHI, 2020). Nearly half (49.4 %) of respondents had an knowledge about COVID-
19.Sex, education level, religion, symptom, and knowing prevention methods were factors for
associated with an understanding of COVID-19 (Mohamed et al., 2020).

Rural communities are the most vulnerable groups for all communicable diseases due to lifestyle
and socio-economic status relative to the urban area. Special consideration should be paid to the
rural community since the disease becomes community transmission. Moreover, there are limited
studies were conducted to assess the knowledge and practice level of the community toward
COVID-19 prevention in Southwestern Ethiopia. However, this thesis focused on the knowledge

and practice level of COVID-19 prevention among the rural community in Semen Bench district.

1.3 Significance of the study

This thesis provides information on the knowledge and practice of the rural community
regarding the COVID-19 pandemic. The levels of community knowledge and practice toward
COVID-19 prevention will be used as a baseline for the government and non-governmental
organizations to prepare plans and action to combat COVID-19. Similarly, it is used to evaluate

the level of knowledge and practice to prevent COVID-19 in the study area.

Furthermore, the result of the study will be used as one of the evidence for further exploring
information about the knowledge and practice of the rural community toward COVID-19

prevention.

Lastly, the results of the study will be communicated with the concerned body to support the
prevention intervention program globally and the national level to protect the study communities
and other similar areas. Moreover, it is used as a baseline for the researcher as well as program

planners.



CHAPTER TWO

LITERATURE REVIEWS

2.1 Overviews of COVID-19

The community knowledge and practice level regarding COVID-19 prevention have a great
contribution to develop prevention strategies and reduce the case burden in the country. Different
Media and volunteer groups also promoting the transmission and prevention of ways of the virus
to address the large majority of the world community (Baye, 2020; Bikbov & Bikbov, 2020;
ECDC, 2020a). Despite many Media, Health professionals, and other volunteers promote the
prevention measures against COVID-19, people had different levels of knowledge, and practice
throughout the world, this might be due to many factors such as; lifestyle, residence( urban&
rural), marital status, educational status, occupational status, age, income, and like. Here is below
reviewed literature that was studied on Knowledge, practice associated factors of people had
toward COVID-19 prevention.

2.2 Public Knowledge on COVID 19 and associated factors

A cross-sectional survey was conducted in China from 6910 study participants. The mean
COVID-19 knowledge of the participants was 10.8 (SD: 1.6, range: 0-12), and 90% of the
overall participants were correct rate on this knowledge test. The knowledge scores significantly
differ across genders, age-groups, categories of marital status, education levels, and residence
places (P<0.001). Multiple linear regression analysis showed that male gender (vs. female, B: -
0.284, P<0.001), age-group of 16-29 years (vs. 30-49 years, B: -0.302, P<0.001), marital status of
never-married(vs. married), education of bachelor's degree or lower (vs. master's degree and
above, and occupations of unemployment (B: -0.158, P=0.040) and students were significantly
associated with lower knowledge scores (Li et al., 2020).

Another study conducted in India community through an online survey, around 7,978
participants were involved to gather the information regarding COVID-19. The result of the
survey on the level of knowledge, the mean was 11.36 + 1.2 (range 0-13) suggesting an overall
80.64% correct rate of knowledge. Univariate analysis with knowledge level significantly varies

across age, gender, education, and occupation. Higher education (=0.029:p<0.001), the gender



of males (p=0.036: occupation (f=0.002:p=0.05) have associated significantly with high
knowledge score (Tomar et al., 2020).

An online cross-sectional survey was conducted in Bangladesh from 2045 participants. Among
2045 respondents, 54-87% of respondents kept good knowledge. The knowledge significantly
diverged across age, gender, education levels, residences, income groups, and marital status.
Almost half of the respondents 54.87% of them have good knowledge (Haque et al., 2020).
Similarly, the study showed in Bangladesh a good knowledge score was 48.3% and 55.2% of the
respondents had good practice to prevent COVID-19 pandemic (Islam et al., 2020).

A cross-sectional study was conducted in Malaysia from 4,850 participants, the average
knowledge score for participants was 10.5 (SD = 1.4, range 0-13). The overall correct answer
rate of the knowledge questionnaire was 80.5% (10.5/13*100) while the range of correct answer
rates for all participants was between 46.2 to 100%. Only 43.3% of participants answered
correctly when asked if the virus was airborne (Mohamad, Anis, Rezal, Jen, & Hadi, 2020).
Studies were conducted in the Philippines among income-poor households. The knowledge level
of the participants on the symptoms of COVID-19, coughing, and sneezing was answered by
89.5% of the participants as transmission route of the virus, similarly, 72% of respondents hand
contact contribute as the vehicle to transmit the virus. Around 89.9% of the participants
responded that practicing hand washing as a means of prevention method of the COVID-19
(Leehang et al., 2020).

A cross-sectional study was done in Riyadh, Saudi Arabia from 1769 participants 58% of the
participant had a moderate level of awareness. The gender of the participants was the only
common characteristic significantly associated with knowledge. About (60%) of males had the
level of knowledge compared to female participants 57% (Alotaibi, Alahdal, & Basingab, 2020).
Another study revealed in Saudi Arabia from 3,388 participants, the mean COVID-19 knowledge
score was 17.96 (SD = 2.24, range: 3-22), the overall accuracy rate for the knowledge test was
81.64%,which indicates a high level of knowledge, However, men are less Knowledge (B =
—0.018; p < 0.001) compare to women. There is no difference in KAP along with the marital
status of the respondents toward COVID-19 (Al-hanawi, 2020). Good knowledge was less likely
to practice preventive measurement throughout the community (Rios-gonzalez, 2020)

A cross-sectional study was conducted in Egypt from 559 public participants. The total
knowledge score ranged from 7 to 22, with a mean of 16.39 + 2.63. It was significantly lower

among older, less educated, lower-income participants, and rural residents (Samir et al., 2020).
5



A cross-sectional study showed in Gahanna the public knowledge regarding COVID-19, a total
of 350 participants were recruited into the analysis of which 56% were males, with the majority
of the study population aged between 18-30 years 61.4%, and 95.1% were attained tertiary
education. Regarding COVID-19, 62.7% had “good” knowledge about the outbreak (Serwaa et
al., 2020). In Uganda, 83.9% of the participants had good knowledge score (Ssebuufu et al.,
2020).

A study conducted in Cameroon on 545 studies participants on the level of Knowledge who
consented, 21.9% had correct knowledge of COVID-19, 43.8% had intermediate knowledge,
34.4% had poor knowledge and 11.93% did not know (Nicholas et al., 2020). A cross-sectional
study was conducted in Tanzania from four hundred (400) residents with completed a survey.
The mean age of study participants was 32 years, and females were the highest participants in
study 216 (54.0%). There was no significant variation in demographic variables (p>0.3). Those,
who held a degree or above (60.3%) had a more knowledge, Overall, (84.4%) of participants
had good knowledge and significantly associated with education level (p=0.001) (Rugarabamu,
Ibrahim, & Byanaku, 2020). A study showed in Kenya Nairobi 2,009 individuals (63% female)
participated. Most of the participant's responded fever and cough as symptoms of COVID-19,
but only 42% listed difficulty breathing. Around (83%) knew anyone could be infected; younger
participants had lower perceived risk. High-risk groups were correctly identified (the elderly -
64%; those with weak immune systems - 40%) however, 20% incorrectly stated children
(Austrian et al., 2020). A study reviled in Sudanese 90% of the participants had good knowledge
and it was associated with education level (Mohamed et al., 2020).

A study conducted in Ethiopia residents via the social platform with the author's network about
90% of the participants had good knowledge (Bekele et al., 2020). A study done in Amhara
region on college Students knowledge was associated with family size, those who have family
size more than five members had 56% less likely to be knowledgeable upon COVID-19
pandemic than those with small family size (Woday, Melese, Eshetie, Chanie, & Ali, 2020). A
study done in Debre Berhan on undergraduate students 73.8% of the study participants had
knowledgeable (Asmare, Yirag, Gebresellassie, Tadesse, & Shibabaw, 2020). A study conducted
in Arbaminch town, marital status subcategory married respondents had less likely to had

knowledge on coronavirus than single participants(Nassir, 2020).



2.3 Preventive practice of COVID-19 and associated factors

A cross-sectional study conducted in China on 6910 participants to assess the level of practice to
protect health from coronavirus almost 98.0% and 96.4% of them wore masks and did not visit a
crowded place (Li et al., 2020). Similarly, Study conducted in Iran from 8591 participants almost
89% of the participants were a good practice of preventive measures on COVID-19
(Shahriarirad, Erfani, Ranjbar, Mirahmadizadeh, & Moghadami, 2020). Another study conducted
in India the practice around 90.7% of males and 97.1% of females take the proper measurement
as advised by health professionals. The multivariable regression result reviled as male
(B=0.093:p<0.001), old age (B=0.030:p<0.001), single (p=0.113:p<0.001), lower level of
education (p=-0.007:p=0.007) were associated significantly with good practice (Tomar et al.,
2020). A quick cross-sectional survey conducted in Paraguayan on 3141 participants practice of
preventive measures such as not going crowded place and wore face mask 88.35 & 74.31 %
respectively (Rios-gonzalez, 2020).

Another Study conduct at the Malaysian public from 4,850 participants, most of the participants
were taking precautions such as avoiding crowds (83.4%) and practicing proper hand hygiene
(87.8%). However, the wearing of face masks was less common (51.2%) (Mohamad et al.,
2020). A cross-sectional online survey conducted in Bangladesh people from 2017 studies
participants almost 55.1% had more frequent practices for COVID-19 prevention, and (93.8%)
good practicing of washing hands with soap and water. From study participants (98.7%) of them
wore a face mask in the crowded place (Islam et al., 2020). The Bangladesh study showed as
95.45% of participants wash their hands and also 75.55% of respondents wore masks when going
outside the home (Haque et al., 2020). A cross-sectional study conducted in Riyadh Saudi Arabia
from 1767 participants, 80% of the participants had good practice against COVID-19, but the
female were had slightly incremental practice than men 82% and 80% respectively (Alotaibi et
al., 2020).

A study done in Ghanaian 62.7% of the respondents had good knowledge and significantly
associated with the level of education(Serwaa et al., 2020). Similarly, Uganda 85.3% of the
participants practice preventing COVID-19. In the prevention practice, 14.7% of the participants
did not practice social distancing. Those married participants had 80% less likely to preventive
practice than single AOR 0.8 p< 0.000. Students had 2 times more likely to use preventive
practice than farmers toward COVID-19 (Ssebuufu et al., 2020). Level of knowledge on the



mode of transmission study showed in Cameron, hand washing 59.2%, not handshake 46.05,
physical distance 31.7%, and face mask 55.8%. The knowledge on transmission of COVID -19
was answered as sneezing or cough(51.9%), contact with infected person 74.6%. The symptoms
of an infected person such as fever 53.1%, cough 76.5% were answered by respondents. Around
93.5% of the respondents used face masks as prevention practices to prevent COVID-19
(Nicholas et al., 2020).

An online cross-sectional study conducted on Tanzania residents, the majority of the respondents
(77%) did not go to a crowded place and wore masks when going out (80.0%) to protect their
health against COVID-19 (Rugarabamu et al., 2020). A cross-sectional study conducted in
Kenya on 2009 participants there were around 37% of participants wash hand and use hand
sanitizer as prevention measurements, and social distancing around 61% of them apply to protect
their health from COVID-19 pandemic disease (Austrian et al., 2020). A study showed in
Sudanese the Prevention practice of the participants toward the novel COVID-19 was 89.8%
(Mohamed et al., 2020). A study conducted in Sudan citizen 60.9% of the respondents had not
visited any crowded area. but, only 49.3% of participants wore masks when going outside the
home. Married participants more likely go to crowded place than unmarried (single) (Nasr et al.,
2020)

In Ethiopia residents, the practice of social distancing and hand washing was 61% and 84%
respectively. 83.9% of the respondent's answers wearing a mask can prevent COVID-109.
Similarly, 93% of the response social distancing and 90% of them answers hand washing can
protect from getting an infection of COVID-19. On Prevention practice COVID-19 around 40%
of respondents still going to a crowded place, 76% not wearing a face mask, 61.1% kept social
distancing in the public place, 84.5% of the respondents were washed hand and 20.8% of the
participants practice handshaking during greeting (Bekele et al., 2020).

Similarly, a study conducted Southern Ethiopia from 585 residents on prevention measurements
80% of the participants had bad practice against the COVID-19, 93.3% of the respondents never
used facemask, around 58% were practice hand washing, 43.3% of the participants practice
handshake, and only 10% of the participants practice social distancing. Multivariate logistic
regression results reveal that secondary school participants had 7 times more likely preventive
practice than no formal education(AOR=6.903 (2.094— 22.756)p<0.003 (Mola et al., 2020). A
study done in the Amhara region in Ethiopia on college students 69.6% and 65% of the

respondents has good knowledge and practice respectively. The mode of transmission of
8



COVID-19 part responded by the participant 67.6% responses air droplets from an infected
person, similarly, the respondents answer the symptoms of COVID-19 as fever 91.9%, dry cough
84.1%, and 79.4% shortness of breathing. 82.8% of the participants experience handwashing
with water and soap. Single students were 2.3 times more likely to have good knowledge
compare to married students AOR=2.3 95% CI:(1.09,5.55), students prevention practice on
COVID-19 pandemic 65% have a good level of preventive practice regarding COVID-19
pandemic (Woday et al., 2020). A study reviled in Debre Berhan almost 91.4% had not visited
the crowded place. 74% were washing their hand and 56% of respondents did not maintain social
distancing (Asmare et al., 2020).

Another study conducted in Jimma university medical care center, knowledge levels of the
visitors on COVID-19, around 95.1% knew the transmission of the virus through respiratory
droplets from an infected person, 61% of the respondents thought children and young adult have
to involved on the prevention practice. From the participants, 41.3% of visitors knew, and most
of the participants practice prevention measurements like hand washing 77.3%, avoiding shaking
hands 53.8%. Almost 95.5% of the respondents knew hand washing water with soap and

avoiding crowded places as prevention measurements toward coronavirus ( Kebede et al., 2020).

Knowledge on COVID -19
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Mode of transmission

Prevention ways
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Socio-demography
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Knowledge and
prevention
practice on

COVID-19

\ ™Mo hand shalke /

COoOVID -19
Wearing face mask
Physical distancing
Avoided crowded

place

Hand washing

Figure 1.Conceptual framework to assess knowledge, practice level, and associated factors

toward COVID-19 prevention in Semen Bench district, southwestern Ethiopia, 2020.
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CHAPTER THREE

OBJECTIVES

3.1 General objective:

To assess the knowledge, practice level and associated factors of COVID-19 prevention among
the rural community in Semen Bench district, Southwestern Ethiopia from May 10 to July 25,
2020

3.2 Specific objectives:

To assess the knowledge level regarding COVID-19 prevention
To assess the practice level toward COVID-19 prevention
To assess factors associated with the knowledge and practice level toward COVID-19 prevention
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CHAPTER FOUR

METHOD AND MATERIALS

4.1 Study area
The study was conducted in the district of Semen Bench, Bench shako, Southwest Ethiopia,
which is located 550 km from the capital city of Addis Ababa. The population estimated is 122,
585, of which 55,361 men and 67,224 women. The district has 24 kebeles with 29,610
households with on average family size of 4.14 (source: Bench Sheko information and

communication office, 2020)
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4.2 Study design and period
A community-based cross-sectional study was conducted from May 10 to July 25, 2020, to
gather information regarding COVID-19 prevention.

4.3. Sample population, Sample size determination, and sampling techniques

4.3.1. Sample Population

The sample populations of the study were every individual aged 18 years and above belong in
the randomly selected four kebeles of the district. Study participants were all 18 years of age and
older individuals, who were randomly, selected from the eligible individual in the selected

household.

4.3.2. Sample size determination

The sample size was determined using single population proportion formula by considering the
following assumption; The proportion of good knowledge & practice level in the rural
community taken as 50% due to there is no similar studies were found regarding this topic,
d=margin of error tolerated=5%, z=1.96 at 95% confidence level (at 5% type 1 error(p<0.05),

1.962 x0.5(1-0.5)

and (Charan & Biswas, 2013), and n = oc?

=384 samples.

Simple random sampling techniques were used at kebele and household levels to select an
eligible individual in the study area. By considering sample selection error used 2 design effects
to minimized sampling bias., and then the final sample size becomes 768.

4.3.3. Sampling techniques

After finalized the sample size calculation, four Kebeles were selected from twenty-four kebeles
by lottery method, and then proportionally allocated the final samples of 768 based on the total
household in each kebeles (Charan & Biswas, 2013). The households were selected by random
number generator using the household number at the health post, which was previously
registered on the family folder. Finally, individual study participants were selected randomly by
a lottery method from identified households during data collection and continue until the

allocated sample size was completed.

12



Semen Bench district (24 kebeles)
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Figure 3. Sampling techniques and procedures used to selected study participants in Semen
Bench district, Southwestern Ethiopia, 2020

4.4. Study Variables

4.4.1. Dependent variable
Level of knowledge
Level of practices

4.4.2. Independent variable
Age of respondents
Gender of respondents
Marital status
Education status
Monthly income
Occupation

Family size
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4.5. Inclusion and exclusion criteria

4.5.1. Inclusion criteria

Family member

Age at least greater than 18

Not typically ill at the time of data collection
Psychologically and socially not disturbed

Volunteer to answer the question provided

4.5.2. Exclusion criteria
Typically ill at the time of data collection

Psychologically and socially disturbed

4.6. Operational definitions

Knowledge level: Those were correctly answered mean value greater than 4.82 (4.82*100) were
considered as a good knowledge level, while those who answered below 4.82 of the knowledge
questions were considered as having poor knowledge.

Practice level: Those who were correctly answered, and the mean value greater than 1.83
(1.83*100) were considered as good practice level, while those who correctly answered below
1.83 of the practice questions were considered as poor practice.

Physical contact: simply means that touching the inanimate objects with hand and touch the
mouth, nose, and eyes with unhygienic hand, or unwashed hand.

Handshake: people contact their hand during greeting each other’s.

4.7. Data collection tools and procedure

The survey instrument consisted of demographic characteristics, 11 items on knowledge, and 5
items on practices, adapted from previous studies on COVID-19 prevention with required
modification based on the outcome variables and predictors. The questionnaire was prepared in

English language and then translated into the Amharic language.

To measure knowledge about COVID-19, 11 items included the participant knowledge about
symptoms (items 1-5), mode of transmission (items 6-8), and prevention and control (items 9—
11) of COVID-19. The participants were asked to respond to the options on the items listed. A

14



correct response to an item was assigned 1 point, while an incorrect/not sure response was
assigned 0 points. The maximum total score ranged from 0-11, with a higher score indicating
better knowledge about COVID-19, similarly done for the practice of community on COVID-19

prevention with 1-5 items and maximum total score 0-5.

Before proceeding, to the data collection, 5% (37) samples were conducted pre-test in Shako
district, which is 50 km from the study area. The result of the pre-test was checked, and some
amendments were undertaken on the questionnaire, and then duplicated for the final data
collection. Twelve data collectors (HEWS) from the kebeles and two supervisors from the district
health office were selected, and training was given. The training session included on questioner
items, techniques and how to approach the respondents as well as safety measures on COVID-19
prevention, which is recommended by Disease Prevention and Control: such as 6 feet away from
the respondent, wear a face mask, and used sanitizer at the time of data collection(CDC, 2020).
During the training session, a few questions were paraphrased to make more understand the

ways, how to record their response on the questioner.

The selected households were arranged based on their respective kebeles and assign three data
collectors for each kebeles. During data collection, the participants were selected randomly from
the household and asked their willingness with verbal consent and oriented about the objective of
the study, why and how they were selected, about confidentiality and voluntary participation, and
how to respond to the questionnaire. Similarly, the trained supervisors have monitored the data
collectors daily, and give feedback to correct the missed data. The data collection was completed

within 14 days.

4.8. Data quality management
The pre-test was conducted to evaluate the consistency of the questioner, and some amendments
are undertaken. Two days of training was given on the questionnaire and safety issue regarding
COVID-19 prevention. The daily collected data was evaluated by the supervisors and gave
feedback immediately. To facilitate the detection of data entry error, the collected data was
entered and coded with Epi-data version 4.4, and then exported into SPSS version 23 for further

analysis.
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4.9. Statistical analysis
Data were analyzed with SPSS version 23. All required variables recording and transformation
were done before the final data analysis. Frequency distributions, cross-tabulations, and graphs
were used to describe the variables under the study. After assessing normality of distribution of
data, the association between outcome variables and the predictor's variables including socio-
demography variables, knowledge, and practice score good and poor were analyzed in bivariate
logistic regression with each independent variable separately. Predictors’ variables with p-values
up to 0.25 in bivariate analysis were taken for the final model (multivariate logistic regression.
Before conducting the multivariate logistic regression analysis, a preliminary analysis was
conducted to ensure no violation of the assumption of multicollinearity. But the result showed as
their no multicollinearity between the independent variables, which means the VIF was less than
5 and tolerance greater than 0.2. Multivariable logistic regression was done for all candidate
variables. Factors were selected with a backward stepwise method, Hosmer-Lemeshow goodness
of fit, and odds ratios (OR) and their 95% confidence intervals (Cls), and statistically significant
variables were taken as a p-value less than 0.05 were used to quantify the associations between
independent variables, and dependent. Finally, the result was presented in texts, graphs, and

tables.

4.10. Ethical consideration
The study protocol, procedures, information sheet, and consent statement was approved by the
Ethical review board (ERB) of Jimma University. (ERB000197/20). Participants, included in the
study were informed about the study objectives and benefits. Verbal consent was taken from the
participants, and who are willing to participate in the survey were asked information regarding
COVID-19.

4.11. Dissemination plan
The finding of the thesis will be attached to Jimma university institute of health, Jimma
university research coordinated office, Jimma university department of Environmental Health
Science and Technology, SNNPR Health Bureau, Zonal Health department, and Woreda Health
Office.
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CHAPTER FIVE

RESULTS

5.1. Socio-demographic characteristics of respondents

The proposed sample size for this study was 768. Of these 720 subjects were participated in the
study making a response rate of 93.8%. The study participants included 531(73.8%) females and
189(26.3%) males. The mean ages of the respondents were 29.4 years with SD 5.19 (Table 1).
Table 1. Socio-demographic characters of the rural community in Semen Bench district,
Southwestern Ethiopia,2020 (n=720).

List of predictors Categorical Variable Frequency %
Age groups (years)
18-29 yrs 381 52.9
30-39yrs 302 41.9
>=40yrs 37 5.1
Mean (x St.D) of age (in a year) 29.4+5.19
Gender Male 189 26.3
Female 531 73.8
Marital status Single 170 23.6
Married 550 76.4
Education level No formal education 346 48.1
Primary education 250 34.7
Secondary education 117 16.3
More than secondary education 7 1
Occupation Farmer 130 18.1
Merchant 113 15.7
Student 105 14.6
Gov’t employment 45 6.3
Housewife 327 45.4
Family size >5 166 23.1
<5 554 76.9
Monthly income(ETB) <1000 443 61.5
1000-1500 249 34.6
>1500 28 3.9

ETB: Ethiopia Birr, St.D: Standard Deviation
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5.2. Response on the mode of transmission and Symptoms of COVID-19

In this study 337(47.2%), 298(41.4%), and 344(47.8%) of them knew the transmission of the
virus through breathing, sneezing, physical contact respectively (Figure 3).

Knoweledge on mode of transmision
120% - CovID-19

100% - NO

® YES
0, -
80% 53% 59% 52%

Percent

60% -
40% -
20% -

0% -
Breath, sneeze & cough Physical contact Handshake

Mode of transmision

Figure 4. The participant’s response on the mode of transmission of COVID-19 in
Semen Bench district, Southwestern Ethiopia, 2020

Most of the participants 669(93%) were responded fever as symptoms of COVID-19, similarly,
Dry-cough, and breathing difficulty 358(52.9%), 257(35.6%) respectively (Figure 4).

Lo . Knoweledge on Symptoms of COVID-19 No
m Yes
100% - 9
"qé; 80% 1 47.5% e
. (o]
s 60% 87.6% .
Q  40% -
20% _ .
0% - 5%
Fever Fatigue Dry cough Myalgia Breathing
difficulty
Symptoms of COVID-19

Figure 5. The participant’s response on the symptoms of COVID-19 in Semen Bench district,
Southwestern Ethiopia, 2020
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5.3. Knowledge of the participants on COVID-19 Prevention

Regarding knowledge on the prevention of COVID-19, almost 90% of the participants knew hand
washing was used as a prevention measure to prevent COVID-19, whereas avoiding going to a
crowded place, and physical distancing was known by 41.5% & 14.1% of the participants

respectively.

Knoweledge on the prevention of COVID-19
120.00% -
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0, .
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c 58.50%
= 60.00% 1 85.60%
0 40.00% - T
20.00% -~ 41.50%
0.00% 14.10%
. (o]
Hand wash Avoide crowded Physical distance
Ways of Prevention

Figure 6. The participant’s response on COVID-19 prevention in Semen Bench district,
Southwestern Ethiopia, 2020

5.4. Factors associated with the level of knowledge on COVID-19 prevention

The mean knowledge score was 4.812 (44%) and SD 1.708 with the range of 0.00-11.00. More
than half of the respondents were at the age of 18-29, which were 381 (52.9%). Half of the
participant 398(55.3%) had good knowledge of the mode of transmission, symptoms, and

prevention aspects on COVID-19.

Bivariate logistic regression result shown that, only four variables were significantly associated
factors for knowledge level of COVID-19 prevention: merchant (COR=0.57,95% CI: (0.34,0.95)
with p<0.030, family size greater than five (COR= 1.48, 95% CI: (1.04, 2.12) with p<0.030, and
good prevention practice of COVID-19 (COR= 2.02, 95% CI: (1.47, 2.76) with p<0.000, and
monthly income between 1000-1500 ETB (COR=1.41(1.03,1.94) with p-value 0.031(Table 2).

The result of multivariate logistic regression showed that good prevention practice participants
had 2.04 times more likely knowledgeable than poor prevention practice (AOR= 2.04, 95% CI:
19



(1.50, 2.83) with p<0.0001. The participants those family size greater than five were 1.61 times
more likely knowledgeable on COVID-19 than <5 family members (AOR= 1.61, 95% CI: (1.11,
2.33) with p=0.012( Table 3).

Table 2. Binary logistic regression, knowledge level, and associated factors of the rural
community toward COVID-19 in Semen Bench district, Southwestern Ethiopia,2020 (n=720).

variable Knowledge status COR 95%CI p-value
Poor(%) Good(%)

Gender

Male 75(39.7) 114(60.3) 1

Female 247(46.5) 284(53.5) 0.75 (0.54,1.06) 0.105*
Age groups

18-29 183(48) 198(52) 1

30-39 127(42.1)  175(57.9) 1.27(0.94,1.73) 0.119*

40+ 12(32.4) 25(67.9) 1.93(0.94,3.94) 0.073
Marital status

Single 78(45.9) 92(54.1) 1

Married 244(44.4)  306(55.6) 1.063 (0.75, 1.50) 0.728
Educational status

No formal education 165(47.7)  181(52.3) 1

Primary education 110(44) 140(56) 1.16 (0.88, 1.61) 0.373

Secondary education  46(39.3) 71(60.7) 1.41 (0.92, 2.16) 0.117*

More than secondary 1,3 g(g5.7) 547 (0.65,45.91)  0.117*

education
Occupation

Farmer 52(40) 78(60) 1

Merchant 61(54) 52(46) 0.57 (0.34, 0.95) 0.030*

Student 42(40) 63(60) 1.00 (0.592, 1.69) 1.00

Gov’t employee 14(31.1) 31(68.9) 1.48 (0.72, 3.04) 0.290

Housewife 153(46.8) 174(53.2) 0.76 (0.50, 1.15) 0.189*
Family size

<5 260(46.9) 294(53.1) 1

>=5 62(39) 104(61) 1.48 (1.04, 2.12) 0.030*
Practice

Poor 134(56.3)  104(43.7) 1

Good 188(39) 294(61) 2.02(1.47,2.76) 0.0001*
Monthly income(ETB)

<1000 212(47.9) 231(52.1) 1

1000-1500 98(39.4) 151(60.6) 1.41(1.03,1.94) 0.031*

>1500 12(42.9) 16(57.1) 1.22(0.57,2.64) 0.608

COR: Crude Odd Ratio, ETB: Ethiopia Birr, * p-value<0.25 statistically candidate variable
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Table 3. Associated factors with the knowledge level of the rural community toward
COVID-19 in Semen Bench district, Southwestern Ethiopia, 2020 (n=720).

variable COR 95%CI AOR (95%Cl) p-value
Gender

Male 1

Female 0.75(0.54,1.06) 0.981(0.51,1.90) 0.954
Age groups (year)

18-29 1

30-39 1.27(0.94,1.73) 1.21(0.87,1.67) 0.263

40+ 1.93(0.94,3.94) 1.97(0.93,4.15) 0.076
Education status

No formal education 1

Primary education 1.16 (0.88, 1.61) 1.19(0.84,1.67) 0.329

Secondary education 1.41(0.92, 2.16) 1.27(0.81,1.99) 0.290

More than secondary  5.47 (0.65, 45.91) 4.59(0.53,39.7) 0.167

education
Occupational status

Farmer 1

Merchant 0.57 (0.34, 0.95) 0.64(0.30,1.37) 0.254

Student 1.00 (0.592, 1.69) 1.07(0.48,2.36) 0.874

Gov’t employee 1.48 (0.72, 3.04) 1.60(0.72,3.57) 0.251

Housewife 0.76 (0.50, 1.15) 0.832(0.38,1.82) 0.645
Family Size

<5 1

>=5 1.48 (1.04, 2.12) 1.61(1.11, 2.33) 0.012*
Practices level

Poor 1

Good 2.02(1.47,2.76) 2.04 (1.50, 2.83) 0.0001*
Monthly income(ETB)

<1000 1

1000-1500 1.41(1.03,1.94) 1.27(0.917,1.77) 0.149

>1500 1.22(0.57,2.64) 0.92(0.405,2.09) 0.842

COR: Crude Odd Ratio, AOR: Adjusted Odd Ratio, ETB: Ethiopia Birr, *p-value<0.05 statistically

significant
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5.5. The practice of the participants toward COVID-19 prevention
The prevention practice of the participants as shown in the pie chart, only 42% of the participants
have used hand washing, the other 58% were not washing their hand, and 26% of the participants
were used physical distance to prevent COVID-19, but 74% were not, similarly 22% of the
participants avoid handshake, while 78% of them were not. Almost 98% of the participants did
not wear a face mask to protect against COVID-19 (Figure 6).

Prevention practise of the participants toward COVID-19

2%

B Hand washing

m Avoid hand shake
Avoide crowd place

B Physical distance

m Wear face mask

Figure 7. The practice of the participants toward COVID-19 prevention in Semen Bench
district, Southwestern Ethiopia, 2020

5.6. Factors associated with the level of practice on COVID-19 prevention
Similarly, the prevention practice levels were ranged from 0 to 5 with a mean score of 1.83, and
more than half of participants 482(66.9%) had good practice to prevent COVID-19.

The associated factor for the prevention practice of COVID-19 was identified by binary logistic
regression analyses. Five variables were significantly associated with the prevention practice
level of COVID-19: Secondary education (COR= 1.82, 95% CI: (1.12, 2.94) p=0.016, family
size greater than or equal to five (COR= 1.62, 95% CI: (1.13, 2.32) p=0.008, being student
(COR= 1.96, 95% CI: (1.06, 3.61) p=0.031, married (COR= 1.442, 95% CI: (1.01, 2.06)
p=0.044, and good knowledge level (COR= 2.02, 95% CI: (1.47, 2.76) p=0.000 (Table 4).
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Table 4. Binary logistic regression, practice level and associated factors of the rural
community toward COVID-19 in Semen Bench district, Southwestern Ethiopia,2020

(n=720)

Variable Practice status COR 95%ClI p-value
Poor(%) Good(%)

Gender

Male 59(31.2) 130(68.8) 1

Female 179(33.7) 352(66.3) 0.89 (0.63, 1.28) 0.532
Age groups (year)

18-29 131(34.4) 250(65.6) 1

30-39 95(31.5) 207(68.5) 1.14(0.83,1.58) 0.420

40+ 12(32.4) 25(67.6) 1.09(0.53,2.24) 0.810
Marital status

Single 67(39.4) 103(60.6) 1

Married 171(31.1) 379(68.9) 1.44 2 (1.009, 2.060)  0.044*
Educational status

No formal education 122(35.3) 224(64.7)

Primary education 87(34.8) 163(65.2) 1.02 (0.73, 1.44) 0.908

Secondary education 27(23.1) 90(76.9) 1.82 (1.12,2.94) 0.016*

More than  secondary 2(28.6) 5(71.4) 1.36 (0.26, 7.12) 0.715

education
Occupational status

Farmer 41(31.5) 89(68.5) 1

Merchant 42(37.2) 71(62.8) 0.78 (0.46, 1.33) 0.356

Student 20(19) 85(81) 1.96 (1.06, 3.61) 0.031*

Gov’t employee 15(33.3) 30(66.7) 0.92 (0.45, 1.90) 0.824

Housewife 120(36.7) 207(63.3) 0.80 (0.51, 1.23) 0.298
Family size

<5 169(30.5) 385(69.5) 1

>=5 69(41.6) 97(58.4) 1.62 (1.13,2.32) 0.008*
Knowledge score

poor 134(41.6) 188(58.4) 1

Good 104(26.1) 294(73.9) 2.015(1.47,2.76) 0.000*
Monthly income(ETB)

<1000 155(35) 288(65) 1

1000-1500 77(30.9) 172(69.1) 1.20(0.862,1.68) 0.277

>1500 6(21.4) 22(78.6) 1.97(0.784,4.97) 0.149*

COR: Crude Odd Ratio, ETB: Ethiopia Birr * p-value<0.25 statistically significant

The result from multivariate logistic regression, practice level on COVID-19 prevention showed
that five variables were significant association with good practice level: married participants
used preventive practice 1.81 times more likely than single (AOR= 1.81, 95% CI: (1.22, 2.69)
p= 0.003. Similarly, secondary school participants used preventive practice 1.78 times more

likely than no formal education (AOR= 1.76, 95% CI: (1.06,2.98) p= 0.028, good knowledge
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levels of the participants used preventive practice 2.04 times more likely than poor knowledge
level (AOR= 2.04, 95% CI: (1.47, 2.83) p=0.0001, and the family size >=5 had 57% less likely
to used preventive measures than <5 family size (AOR= 0.570, 95% CI: (0.388, 0.824) p=

0.003(Table 5).

Table 5. Associated factors with practice level of the rural community toward COVID-19 in

Semen Bench district, Southwestern Ethiopia, 2020 (n=720)

variable COR 95%ClI AOR (95%CiI) p-value
Marital status

Single 1 1

Married 1.44 2 (1.009, 2.060) 1.81 (1.22, 2.69) 0.003*
Educational status

No formal education 1 1

Primary education 1.02 (0.73, 1.44) 1.12(0.781,1.61) 0..538

Secondary education 1.82 (1.12,2.94) 1.78(1.06, 2.98) 0.028*

More than secondary 1.36 (0.26, 7.12) 1.24(0.21,7.23) 0.810

education
Occupation

Farmer 1 1

Marchant 0.78 (0.46, 1.33) 0.86(0.498,1.50) 0.608

Students 1.96 (1.06, 3.61) 2.27(1.19,4.36) 0.014*

Gov’t employee 0.92 (0.45, 1.90) 0.81(0.38,1.72) 0.577

Housewife 0.80 (0.51, 1.23) 0.86(0.55,1.34) 0.504
Family Size

<5 1 1

>=5 1.62 (1.13,2.32) 0.57 (0.388, 0.824) 0.003*
Knowledge Status

Poor 1 1

Good 2.015(1.47,2.76) 2.04 (1.47,2.83) 0.000*
Monthly income(ETB)

<1000 1

1000-1500 1.20(0.862,1.68) 1.14(0.803,1.62) 0.464

>1500 1.97(0.784,4.97) 1.95(0.731,5.19) 0.182

ETB: Ethiopia Birr, AOR: Adjusted Odd Ratio, COR: Crude Odd Ratio, *p-value<0.05 statistically

significant
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CHAPTER SIX

DISCUSSION

In this study, the knowledge level of the community was 55.3%, which indicates that almost half
of the participants knew symptoms, transmission ways and prevention aspects toward the
COVID-19, it is almost similar to the study done in Bangladesh people 48.3% (Islam et al.,
2020) but, less than the study done in Malaysia 80.5% (Mohamad et al., 2020), India 80.6
(Tomar et al., 2020), Tanzania 84.4% (Rugarabamu et al., 2020), and in Ethiopia (Amhara
region) 66.9% (Woday et al., 2020). The low level of knowledge score may be due to the socio-
economic level, the participant's education status, and being rural residents also factors to access
social media, which is transmitted by governmental and other private organizations.

On the assessment knowledge of participants around 669(92.9%) responded fever as symptom of
COVID-19. Similarly in Peru 94.7% (J.A, B.N, & R, 2020), in Ethiopia Amhara region on
college students 91.9% (Woday et al., 2020), and Bangladesh 99.4% (Islam et al., 2020). Almost
most of the participants answered these symptoms. Dry-cough was answered by half of the
respondents 378(52.5%). It was less response than studies done in Peru 88.9% (J.A et al., 2020),
Ambhara region 84.1% (Woday et al., 2020), and Kenya residents 86% (Austrian et al., 2020).
This small proportion of the participants responded to this question may be due to several factors
such as Educational status and being a rural community of the study participants. Besides, to the
above question 256(35.5%) of the participants responded breathing difficulty one of the
symptoms of COVID-19. It is similar to the study done in Kenya residents 42% (Austrian et al.,
2020), but less than the Amhara region 79.4%(Woday et al., 2020). The discrepancy of the
knowledge level on the symptoms of COVID-19 could be due to being rural residence and the
educational levels of the participants.

On the mode of transmission of COVID-19, 337(47.2%) of the participants mentioned breathing,
sneezing, and cough could be the transmission route for the virus. whereas, This result was less
than the studies conducted in Cameroon 51.9% (Nicholas et al., 2020), 66.4% Bangladesh people
(Islam et al., 2020), and 67.6% Amhara region (Woday et al., 2020). This difference response
rate of the study participants on the mode of transmission may be due to educational status and
being rural communities of the study participants. The other mode of transmission of the virus,

handshake with the infected person were mentioned by 344(47.8%) of participants. Here is also a
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low knowledge level compared to other studies conducted in Peru 84.8% (J.A et al., 2020), and
in Malaysia 72% (Leehang et al., 2020). On the knowledge regarding the prevention of COVID-19,
almost 90% of the participants knew hand washing used as a prevention measure to prevent COVID-19,
similarly in Amhara region on college students 82.8% (Woday et al., 2020), and Jimma university
medical care center on visitor 95.5% (Kebede et al., 2020). Whereas avoiding going to a crowded place,
41.5%, but less than the study conducted in Jimma on visitors 90.3% (Kebede et al., 2020). Physical
distancing was known 14.1%, but less than the study done in the Amhara region on college students
47.3% (Woday et al., 2020).

On the knowledge and associated factors, those participants, who had a good prevention practice
on COVID-19 significantly associated with good knowledge, and they had 2.04 times more
likely knowledgeable than poor practice (AOR=2.04 95% CI :(1.50, 2.83) p=0.0001, similar with
the study done in Bangladesh (Islam et al., 2020). Those participants having more than five
family members were 1.61 times more likely Knowledgeable than less family size (AOR=1.61
95% CI: ( 1.11, 2.33). but, it contradicted with the study was done in Bangladesh 1.10 times
more likely than greater than five family members (Islam et al., 2020), and on the other hand,
those fewer family members 44% less likely knowledgeable than greater family size in Amhara
region on a college student (Woday et al., 2020), this discrepancy may be due to study area, and
level of education of the participants. Those participants with more family members may get
more information from their connections and discuss it with their family together. On the other
hand, more family member’s probability has educated members, which easily understood the

global & national situation and reflect on his/her family.

Good prevention practice level of the study participants were 482(66.9%) toward COVID-19
pandemic, similar with the study done in Amhara region on college students 65% (Woday et al.,
2020), but less prevention practice level than the study done in India 83.8% among young and
adolescent (Acharya et al., 2020) and 80% in southern Ethiopia (Mola et al., 2020), and 81%
Saudi Arabia (Alotaibi et al., 2020), but it is more practice than the studies done in Bangladesh
55.2% (Islam et al., 2020), and 55.9 % on educated Ethiopia community (Dagne, 2019), this
level of difference may be the mean score (cut point) taken as a reference to distinguished good
and poor prevention practice, and study period i.e study conducted at the earlier as the COVID-

19 pandemic event happened.
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Almost all the participants on the prevention practice toward the COVID-19 prevention measures
were below fifty presents. Hand washing with soap was practiced by 42% of participants,
whereas in Malaysia 83.4% (Mohamad et al., 2020), 93.8% Bangladesh (Islam et al., 2020),
Cameron 59.2% (Nicholas et al., 2020), 84 % in Ethiopia residence (Bekele et al., 2020), 77.3%
in Jimma University Medical care center on visitors ( Kebede et al., 2020), but comparable with
the study done in Kenya 37% (Austrian et al., 2020), this level of preventive practice difference
may be settlement pattern, educational status, and working condition. Twenty-six percent of the
participants were used physical distance to prevent COVID-19, greater than the study done in
college students in the Amhara region only 10% of the participant's practice (Woday et al.,
2020). similarly, 22% of the participants avoid handshake, but less than a study conducted in
southern Ethiopia 66.9% (Mola et al., 2020), and 53.8% Jimma university medical care center
on visitors( Kebede et al., 2020). Almost 98% of the participants did not wear a face mask to
protect against COVID-19 pandemic, less than the study done in Tanzania community 80% of
the participants wear a face mask when going outside the home (Rugarabamu et al., 2020), and
74.3% in Paraguayans community (Rios-gonzélez, 2020), but comparable with the study reveals
in souther Ethiopia 93.3% of the participants (Mola et al., 2020).

The educational levels of the participants were significantly associated with the preventive
practice of the COVID-19 pandemic. The multivariable logistic regression showed as secondary
education levels 1.78 times more likely to practice the preventive measures than no formal
education (AOR=1.78 CI: (1.06, 2.98) p=0.028. Similarly, the study was done in southern
Ethiopia, secondary school students 7 times more likely to have good practice than no formal
education (Mola et al., 2020), and again in the Arba-Minch community, those participants held a
high level of education better preventive practice than lower (Nassir, 2020). The participants,
who had a family size greater than five were 57% less likely to preventive practice on COVID-
19 than less family size (AOR=0.57 CI : (0.388,0.824) p=0.003, but it contradicts with the study
done in Amhara region on college students less than five family members have 72% less likely
practice to prevention measures than those greater family size participants (Woday et al., 2020).

The marital status subcategory being married participants 1.81 times more likely to have good
preventive practice toward COVID-19 than single (AOR=1.81 CI: (1.22,2.69) P=0.003. This
deviated from a study done in Arba-Minch town, the Marital status of the participants, 42% less

likely used prevention practice than single (Nassir, 2020), but similar to the study done in India
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community, single participants were less likely prevention practice than married (Tomar et al.,
2020), Amhara region on college students single participants 86% less likely practice than
married (Woday et al., 2020), and on the other hand, both studies were contradicted with the
study done in Saudi Arabia, marital status has no difference in KAP toward COVID-19 (Al-
hanawi, 2020). These differences throughout the countries may be due to the educational level,
economical status, and other factors among the community. Those who had a good knowledge
level on COVID-19 were 2.04 times more likely to use the prevention practice than poor
knowledge (AOR=2.04 CI : (1.47,2.83), Likewise good knowledge participants on COVID-19

were strongly associated with good practice (Tomar et al., 2020).

Limitation of the study
This study was done quantitatively if it is integrated with qualitative data it will explain more

about the association with the outcome.

Almost all literature that was used for the discussion of this study was conducted in an urban
setting, which is more exposed to the media and economically, educational and other factors
differ from rural communities because there were limited studies done in rural communities on
COVID-19.
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CHAPTER SEVEN

CONCLUSION AND RECOMMENDATION

7.1. CONCLUSION

The knowledge and preventive practice levels of the community toward COVID-19 were 55%
and 66% respectively. Nearly half of the participant's knowledge of the mode of transmission of
the virus was below 50%. Fever and dry-cough were answered by 93% and 52% of the
participants as symptoms of COVID-19 respectively. Around 90% of the participants knew hand
washing as preventive measures for COVID-19 prevention. Good prevention practice and family
size greater than five were significantly associated with a good knowledge level.

Similarly, there was less practice on the preventive measures of COVID-19. About 58%, 98%,
and 78% of the participants were; not wash their hands, not wearing a face mask, and practicing
handshake respectively. Good preventive practices level was strongly associated with good
knowledge level, education status, marital status, occupation status, and family size.
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7.2. RECOMMENDATION

The participant's knowledge level on COVID-19 was 45 %, which means that there is a gap in
the knowledge level on symptoms, mode of transmission, and prevention measures of COVID-
19. Therefore, the government and non-governmental bodies should better promote and work on
health education and promotion toward COVID-19 prevention in the rural part of the Semen
bench district.

Similarly, the health extension workers should better create awareness for the community on the

symptoms, mode of transmission, and prevention measures of COVID-19 prevention.

The communities of Semen Bench district should better apply the preventive measures especially
wear a facemask, avoiding going to the crowded place that was recommended by the World
Health Organization and Ministry of Health on COVID-19 prevention.

The Bench Sheko Zonal and Semen Bench district Health department should better collaborate

with other VVolunteers bodies to promote on those preventive measures to the communities.

The health extension workers and kebeles administrative bodies should better work together on
the promotion and practice of all the preventive measures toward the COVID-19 pandemic in the

district.

For the researcher, a qualitative study needs to be conducted to explore the reason why large
family size and marriage were associated with knowledge and practice toward COVID-19

prevention.
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ANNEXES

Annex |. Subject information sheet (English version)

First, I want to thank you for giving me the time to undergo this conversation. Having said this |
gave them enough information about the study that | was going to do and listened to me with full
attention. Finally, | asked them if there is unclear information and proceed to data collection.

Study: Knowledge, practice, and associated factors of COVID-19 among the rural community in
Semen Bench district southwestern Ethiopia.

Aim of the study: This study aims to assess knowledge, practice level, and associated factors of

COVID-19 among the rural community in the Semen Bench district southwestern Ethiopia.
Use of study

Conducting this research in the rural area is used as baseline information for further investigation
and intervention on the COVID-19 pandemic. The government and non-governmental

organizations also used this information for intervention in the rural community.
Subject’s role

If they are voluntary participants in this study, they are required to give about what you know
about the COVID-19 and practice to prevent the virus. Besides, you will give other socio-

demographic information that is related to the study.
Subject’s right

Study participants had the right to know about the importance of data or information regarding
COVID-19.

Subject’s benefit
Participating in this study does not give any other unique benefit for study participants.
Harm

Study participants do not get any harm by participating in this study.
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Confidentiality

All the data obtained from the participants kept confidentially by using only code numbers and

locking the data. No one access to the non-coded data except the principal investigator.
1. Consent form

My name is a member of data collectors on Knowledge ,practice

level and associated factors of COVID-19 in rural community in Semen Bench district,
southwestern Ethiopia .The research is under study by MSc. students at Jimma University,
Department of Environmental Health Science and Technology. Currently, I am collecting
information on COVID-19. I will visit and ask certain questions if you are voluntarily providing

information. No, any financial payments give you for your information.

The questions usually take about 20 to 30 minutes. All of the answers you give will be
confidential and will not be shared with anyone, but | hope you will agree to answer the
questions since your views are important. If I ask you a question that you do not want to answer,

just let me know and I will go on to the next question or you can stop the interview at any time.

Do you have any questions? a. Yes, b. No (stop the interview if no)
May I begin the interview now? If yes continue!
Signature of interviewer--------------------—moemmeeeeo- date------mmmmmmm e
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ANNX.I11

Part |
Sn Description of question Response
001 Gender of the respondent aM__ b.F___
002 The current age of respondent in year
003 The current educational level
004 Marital status of mother a. Single
b. Married
c. Divorce
d. Widowed
005 The current occupation of respondent  a. Farmer
b. Merchant
c. Student
d. Governmental Employee
e. Daily labor
006 Family members in household M. F. T.
007 Monthly income
Part 11

008. Please list the main clinical symptoms of COVID-19? 1. Fever

2. Fatigue (weakness)
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3. Dry cough

4. Myalgia (muscular pain)

5. Breathing difficulty

009. List the mode of transmission of COVID-19?

1. Breathing, sneeze, cough

2. Physical contact__
3. Hand shake

4. Other specify

010. List the prevention methods of COVID-19

011.

1. Wash hand with soap

2. Avoid crowd

3. Keep physical (social) distance

4. Other specify

Can you list what you have done to  prevent

COVID-19
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PCON 8L an/E m/PT

N@an/p LYY @-LLT AMNF+A LHPT NAAMT AMAITAL = LUT NATLCIM-
Mt Ne a8 AADPHFAL AT9D ANAPT NA™A Fndt PRIPM- = NAPGRZAGR *
MIFM-9° mPE / AATYYTF NA AOMPP AG dBLE R T4 LFAN =

MGE- AT AD BT NATRT YT @48 NIMC NTF4E TUNZAN AL NhET AL
PtaniZt At AT At ATRUID +HME FoF

PRGTE GAM:-PHU MG+ PT YAT N FPO4N AFPEP NATRTY NIF @28 NIMC
NP4 MYNZANT @NH Phees ALZN ITHN AT Adet AT8U9° +HRE  FoC+7
AP

PRTt AmPP,

PHU 5T PT m$™ NIMC NP AMPE MYNLANT PhET AdxdF AT Akt
AT8U9°  HHME  FCFT NARAPT APMEL NMLSM™- AT NAAT eIMC AhNNPT
NA&+H+E AL ATMANFFD AIINF AT @IINFR AAPF SCEPT +INDT TAR
AT8NM TRL L

eCoONn +8€ MS

NHYU PTF @AD APA+E PLETFT NPF NA NCT AZA 91THN AT At PAty aolB
AT Mg+ IC PHHAREFT AT PAAPILL  PNY-hHN  dRZEPFY  dAPAMT
LMNPNTFPA:
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PGF HAFLPT PGE ANLALIF PMI@P MNF AATM T AT &AM NAATD-
AL7828.9P

P+85E mPpgo
NHU DG+ @A+E AnGE +AFLPT AA AR DPID ARAMID =
8 PG+ HAFLPTF NHU 25T N NARA+& RF9° 385+ 18F ARLCANTFM-Io:

PPAM.&PIF:-NTAFLPE PP FF AT ddZEPF Phe €mCFT NF NOPMPIRT
m/EM7 NAGAE NN NMAML LPHA = htmend AhA NN+eC @39
PATMPNDY aBLE PAQe)TF ADF PAM-ID ::

1. PP T PR

N PUNLTAN +hC NPT AL P+aPAL+ PAGPT AT AUAT

A8 9 +HHME FCF AL P+t NLMHN RO ATCEXP NATT NIT M8
@AM PIRCans. ANANPT ANA 10 NET RLACNE I NUA+E £94 PAhNN, M5
ALTN AT FAPAE N&A = NALF OPF hhes IC +PPHIT PAT®T 110F N+aPAN+
m/SPTY AMEPAL

TPEPE NH@T 1H h 20 ANN 30 R¢PPT LMNSA = AT PAAMT@ dRANT
MANGR AT NI IC ALJGID T 97 AMANNFP ANLAL NAUT AMPEPE dDAN
ATLMAMA +h4 ALCIAL = APAN APAMTF PALLATRTT MPE hMPMT PAM-®T AT
ML MR MmPE AYBAL MLI® NPA OMLe NAYIFM-G° 1H TP LFAL =

TPE AAPT? UL AP A AR (P PATMEP Pham)

$PA MLeT aEa AFAAL
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